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Initial Comments

The Adult Care Licensure Section conducted an
annual survey on March 17-18, 2016, with an exit
conference via telephone on March 22,2016,

10ANCAC 13F .0311(d) Other Requirements

10ANCAC 13F .0311 Other Requirements

{d) The hot water system shall be of such size to
provide an adequate supply of hot water to the
kitchen, bathrooms, laundry, housekeeping
closets and soit utility room. The hat water
temperature at all fixtures used by residents shait
be maintained at a minimum of 100 degrees F
(38 degrees C) and shail not exceed 118 degrees
F (48.7 degrees C). This rule applies to new and
existing facilities.

This Rule is not met as evidenced by:

Based on observation and interview, the facility
failed to assure hot water temperatures were
maintained at a minimum of 100 degrees
Fahrenheit (F) at 6 out of 9 sinks used by
residents.

The findings are:

Observations during the initial tour on 3/17/16
from 9:00am to 10:05am revealed the foltowing
water temperatures in bathrooms used by
residents:

-Room #2009 at 9:03am, the sink measured99
degrees F.

-Room #208 at 9:15am, the sink measured9g
degrees F.

-Room #204 at 10:04am, the sink measured 89
degrees F.

D900

D13

D 113 If water were not within limits,
maintenance would loosen set screws on dial
on mixing valve and adjust the dial aceordingly.
Water temperature would be checked 1o assure
desired temparature is present. When desired
temperature is attained the set screws would
be tightened to prevent tampering.
Maintenance would then check water
temperatures weekly to assure temperatures
were within limits.
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Interview with the Administrator on 3/1 7M16at
9:36am revealed:

-Staff had been bathing residents in the common
shower room located on the 200 hall all morning .
-All the residents on 200 Hall were showered by
staff three times a week in the common shower
on Mondays, Wednesdays, and Fridays.

-Ali the residents on 100 Hall were showered by
staff three times a week in the common shower
onTuesdays, Thursdays, and Saturdays.

A recheck of the water temperatures in
bathrooms used by residents on 3/18/16
revealed:

-Room #203 at 9:48am, 99 degrees F.
-Room #206 at 9:51am, 99 degrees F.
-Room #210 at 9:55am, 98 degrees F.

Confidential interviews with eight residents
revealed the following comments about the facility
hot water temperatures:

-"The water is not hot enough” in my bathroom.
-l wish you could heat the water up."

-"My bathroom sink is not as warm as the other
sinks” in the facility.

-"The water is tepid during my shower. We don't
get to stay in there long, because there's quite a
few [other residents) waiting to get in” to have
their showers.

-Our bathroom sink "gets warm but it seems jike
its not ail the time."

-"There's so many showers in one day by thetime
they get to me the water is cold.”

-“Once in awhile the water will be cold during my
shower, but it hasn't been lately."

-"Most of the time [the shower] is warm, but they
worked on the water and said they had to get a
part or something. it'sbetter.”

-Staff "have to let it run for a few

minutes... there's only been one time when {staif]
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had to let [the hof water] run and run to getitto
where | could stand it [to take a shower]. The
shower is really good once its warm."

-"There are times when the water is cold or it can
be hot at times" during showers.

Interview with a Personal CareAide on 3/18/16 at
11:25am revealed:

-She routinely showered residents.

-“The shower temperatures are good. | haven't
had any complaints about the water {temperature]
today."

-"Every time | have been in [the commonshower
room giving showers] I've had good water."

Interview with Maintenance on 3/18/16at
11:40am revealed:

-"The reason the water temperatures are like that
now is because the fhot water] circulating pump is
broken."

-"Right now the [hot] water is having to come
from the hot water heater. With the circulating
pPump you get hot water in 5seconds.”

-"The galvanized pipe rusted and i backed up the
check vaive and the propeller [in the valve]
broke.”

-"8o0 we are putting a stainless steel [checkvalve]
back on it. It will be fixed within 2 hours of getting
the part."

-"The part [to repair the problem] is supposed to
be here today "

-The facility had begun having trouble with the hot
water not getting hot enough since "last week "
-One of the staff had let them know the water
"wasn't getting hot."

-The part had been ordered either on 3/14/16 or
3/15/18.

-One staff member performed hot water checks [
in the resident bathrooms "about everyday " |
| -The facility did not keep a written log of water
Division of Health Service Regulation
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temperature checka.

Interview with the Kousekesper on 3/18/18 gt
12:15pm reveRied she had not noticed any
problemsg with the hot watar in the resident's
raoms on 200 hall not getting hot anough.

Interview with Maintenance on 3/18/16 at 1:6Cpm
revealed:

-The part had arrived 16 fix the hot water
cireulating pump,

-Another staff member had ordersd the parnt and
he did not have @ FRERIR! 1a show when the pan
had been ordared.

- will gat the circulator pump fixad tanight when |
can turn tha water off lo fixit."

-t would take him about 2 hours ta parform the
repair,

D 131 10ANCAC 13F ,0408(a) Test For Tuberculosis D131 D 131 Administrator will assure upon 04/20/16
mployment and/or admission that any
10ANCAC 13F .0408 Test For Tuberculosis

(8) Upon employment or living in an adult care pdministrator, other staff, and aF any live:
home, the administeatar and all other staff and in non-resident in the facility will have a
any live-in non-residents chali be tested for test for tuberculosis according to
tubarculotis dinsasa In compllance with cantrol regulation 10A NCAC 13F .0406{a) and as
Measures adopted by the Commission for Health specified in 10A NCAC 41A .0205,

Services as specified in 10A NCAC 41A 0205
including subsagquent amendments and editions.
Copies of the rula are available st no charge by
contacting the Department of Hasith and Human
Sarvices Tuberculosls Control Program, 1602
Mall Sarvica Center, Raleigh, NC 276961802

This Rule is nat met as evidanced by:

Based on obssrvation and intarviews. tha faeility
failad to assure & 8mali child, that was in the
facllity five days par week from 8:00am to 4:00pm
dally, was tested for tuberculosis disease {TB)in
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compliance with control measures adopted bythe
Commission for Health Services.

The findings are:

Observation on 3/17/16 at 8:30am revealed a 3
year old child playing adjacent to the nurses desk
in the facility.

Interview with the Administrator on 3/18/16at
9:30am revealed:

~The 3 year old child was her family member.
-He had stayed in the facility "since he wassix
weeks old."

-He had never had a tuberculosis (TB)test.
-Other family members had stayed with her inthe
facility untit they were schoolage.,

interview with the Administrator on 3/21/16 at
11:15am revealed she had contacted the |local
heaith department and was informed that they do
not recommend TB testing in 3 yearolds.

Telephone interview with the Regional
Tuberculosis Nurse Consultant on 3/22/16 at
9:19amrevealed:

-Thers were no restrictions related to children
receiving TB skin tests.

-The two-step skin test mathod was
recommended in accordance with the guidelines
pubiished by the Centers for Disease Controf and
Prevention.

D 138) 10A NCAC 13F .0407(a)(7) OtherStaff D139
Qualifications

10A NCAC 13F .0407 Other Staff Qualifications
(a) Each staff person at an adult care home shall:
(7) have a criminal background checkin

Division of Health Service Regulation

STATE FORM a8gg 1WEN11 if continuation shaet 5 of31




3-May-2816 13:22

SpanDSP Fax Header

MAY-3-20i6 98:83 FROM:

Division of Health Service Regulation

STATEMENT OFDEFICIENCIES
AND PLAN OF CORRECTICN

8282888560
T0:19157338379

p.3

P.375

PRINTED: 04/08/2016
FORM APPROVED

‘| X1) PROVIDER/SUPPLIZR/CLIA
IDENTIFICATION RUMBER:

HALOB1013

B, WING

CQ2)MULTIPLE CONBTRUCTION
A BUILDING:

(%3} DATE SURVEY
COMPLETED

G
D3/22/2018

NAME OF PROVIDER OR SUPPLIER

OQAKLAND LIVINOCENTER

STREETADDRESS, CITY, STATE, 2IF CODE
704 POORE FORD ROAD

RUTHERFORDYON, NG 28430

(X4) 1D
PREFIX
TAG

SUMMARY STATEMENT OF DEFICIENCIES
(EACH DEFICIENCY MUST BE PRECEDED BY FLLL
REGULATORY OR, LSC IDENTIFYING INFORMATION)

[11]
PREFX
TAG

PROVIDER'S PLAN OF CORRECTION
{EACH CORRECTIVE ACT:ON SHOULD BE
CROBS-REFERENCEDTO THE APPROPRIATE
DEFICIENGY)

Xey
COMPLETE
DATE

D139

O 298

Cantinued From page 5
acgardance with G.S. 114-18.10 and 131D-40;

This Rule is not met as evidencad by:

Baged on interview and record review, the facility
fallad to assure 1 of 5 sampled etaff (Staff C)had
& criminal background check in accordance with
(.5, 114-16.10 and 131D-40.

Tha findInge ara:

Reviaw of Staff C's pergonneal record revealed:
-5taff C was hired on 9/23/15 a5 a Porsonai Care
Aide (PCA).

-No documentation of of the criminal background
chack consant form.

~There was no dotumentation that a criminal
background check had beencompletad.

Interview with the Administrator on 3/1B/18at
11.00am ravealed:

-She could not iocate the criminat background
chack or the release form for Staff (.

~The eriminal background check wascompleted
when the facllity decided to hiresomeone.

-Sha was aware the ¢riminal background chack
was {0 be obtalned for all new hires.

~The facility's President/Owner was responsible
for obtaining the criminal background checks for
staff upon hire,

The PresidentOwner was unavailable for
Intarview on 3/18/16at 11:00am.

Blaff C was unavallabie for interview upon exit,

10A NCAC 13F 0BO04(ch)(2) Nutrition And Food
Servica

10ANCAC 13F 0804 Nutrition And Food Servica

D139

D288

D 129 The president/owner will assure
that each employee will have a criminal
hackground check upon decision to hire, A
running spread sheet has been created to
assure an up to date ¢riminal check record.
This will be monitored manthly,

04/20/16

Division of Heaith Service Repuistion

STATE FORM

TWAN11

Hf comtinymtion shast A o131



82826888560 p.5

MAY-3-2816 B8:24 FROM: T0:191973339379 P.5/5
PRINTED: 04/08/2018
FORM APPROVED

Divlsion of Health Service Regutation

STATEMENT OF BEFICIENCIES {X1) PROVIDERVS UPPLIER/CLIA K2MULTIPLECONSTRUC TION (%3) DATE BURVEY

AND PLAN OFCORRECTION IDENTIFICATION NUMBER: A BOALBING: COMPLETED

N -
HALOg1013 8. WING —— 0322120186
NAME OF PRCVIDER OR SUPPLIER STREETADURESS, CITY, STATE, ZIP CQDE
Y04 POORE FORD ROAD
OAKLAND G CENTER
LVING CE RUTHERFORDTON, NC 28180 _

X 1D SUMMARY STATEMENT OF DEFICIENGIES i PROVIDER'S PLAN OF CORREGTION )
PREFIX (EACH DEFICIENCY MUST BE PRECEDED By FULL PREFIX {EACH CORRECTIVE AGTION 3HQULD e COMPLETE
TAG REGULATORY ORLSC IDENTEYING INFORMATION) TAG CROSS-REFERENCED TG THEAPPROPRIATE QATE

OERCIENCY)
0 298] Continued From pages D 288 0 298 Upon admission to the facility, all D4/20/16

residents, their POA’s, and/or their

(9) Food Requlremants in Adutt Care Homes: personal representatives receive a copy of

(2) Foods and bavaragas that are appropriats to

residents’ dlets shall ba offered or made availabie the “daily routine” In the admission packet

to-aif resldents as snacks betwaon sach meal for that they are required to sign prior to

a tatal of three snacks per day and shown on tha dmission. The “daily routine® includes

menu as snacke. hree (3) snacks a day which are made
vailable at 10 am, 3:30 pm, and §:30 pm.

This Rule ls not met as evidanced by: f this Is not sufficient, then the

Basad on interviews, record reviews, and dministrator will re-distribute 3 copy of

obgervations the facility falied to assurethat he “daily routine” to all residents, their

tnacks were offéred or made avallabie to afl POA’s, and/or thelr personal

residents batwaen each meal, for a total of three representatives. Snacks will be shown on

snacks par day, and shown an the menu as

menu maintained in kitchen three (3) times
@ day and labeled as snacks. Administrator
The findings are: will manitor this monthly,

snacks.

interviaw with the Administrator on 3/17/16 at
8:30am revealed 33 residenis currently lived In
the facility.

Canfidential interviews with 10 residents
ravealed; ‘

-~"We get snack at 10 o'clock in the morming and
at 3 in the afternoon and they are goad ones too.
Ice cream, paanut butter crackers, brownie...we
enjoy il."

-~"They have good anacks. We have a lady that's
really good with cooking and making cakes and
piss and stuff like that.” |
="l don't know Now many. times a day we get
snack.”

~"We get snack once in the maming and ance In
the aftemoon."

-One resident was naver offered a bedtime snack
by staff, "But | don't aver ask for one.”

-Another resident was not offered a bectime
snack by sta¥ “Decauss | have some [snacks]in
my reom. I've never asked them for any.”
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~"I don't want [a bedtime snack]. They don'toffer
[a snack] at night."

-"I never eat the snacks."

-"They offer snacks two times a day."

-"| get snacks one or two times, but | usually don't
eat them because 'mdiabetic.”

Observation of the main dining room area on
3/17/16 at 10:00am revealed there was no posted
lunch or snack menu avaitable for the residents.

Observation on 3/17/16 in the main dining room
at 10:10am revealed:

-The kitchen staff came out to the nursing station
and rang a loud bell to alert residents and
announced snack was ready in the dining room.
-The snack served was diabetic and regular
versions of cinnamon cake and diabeticand
regular fruit flavored beverage.

Interview with the Cook on 3/17/16 at 10:15am
revealed she would be serving chocolate muffing
today for the 3:30pm snack.

Review of the Week One Menu on3/1 76
reveated:

-One entry for "HS Snack” after the dinner meal.
-"Snack of the day" was listed as the menu
option.

-Thera was no snack listed between the breakfast
and lunch menu and the lunch and dinner menu.

Interview with the Cook on 3/18/16 at 9:00am
revealed:

-Snacks routinely served were fruit ordiabetic
fruit, muffins, cheese crackers, and diabetic
cookies.

-"We just kind of switch it off if they have cake for
dessert at the meal I try to give them fruit [for
snack]."
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-Lemonade or another fruit flavored beverage
was usually given forsnack,

-Snack was served at 10am and 3pm on her shift.
-She was not aware of there being a bedtime
snack being offered to residents.

-"As far as | know last snack is 3pm thatthey
get."

-There was no meny available forsnacks.

-She could not explain what "HS Snack” meant
on the menu.

-She kept a notebook of snacks served on her
shift so the oncoming shift would know what had
been served.

Interview with the Vice President on 3/18/16 at
9:05am revealed they did not serve a snack affer
dinner.

Inferview with the Administrator on 3/18/16at
9:30am revealed:

-They do not prepare a snack to be served in the
dining room at8:00pm.

-"The residents know they can have a snackif
they wantit."

-"The residents’ families know they [the residents)
can have snacks."

Review of the facility’s Daily Routine Sheet on
3/18/16 at 9:30am revealed snacks were
scheduled to be served daily at 10:00am,
3:30pm, and 8:30pm.

Observation on 3/18/16 in the main dining roem
at 10:10am revealed:

-7 residents were patticipating in snack time.
-Staff served 3 canned peach slices, water, and
fruit flavored beverage to the residents,

A second interview with the Administrator on
3/18/186 at 4:26pm revealad:
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-The residents "eat supper and then they are in
bed by 8pm, that's why | don't offer PMsnacks.*
-"l will start to keep snacks on the med cart and
offer them to all residents during the 8pm med
pass."

Interview with a Personal Care Aide (PCA)on
3/17/16 at 8:45am revealed:

-The residents "get snack at 10am and 3pm.*
-"Some residents have snacks in theirrooms."
-"3pm is the last [snack] because dinner is at
5:30pm."

-The residents went to the dining room where
they were served snack.

-Kitchen staff ring a bell to alert residents snack
was ready.

-The kitchen staff will go check on those
residents who don't come down for snackthat
usually do."

Interview with a second PCA on 3/17/16at
2:41pmrevealed:

-"The kitchen prepares the snacks and we ask
the residents if they want to go to snack.”
-"Snack time is 3 o'clock for my shift."

-"They are allowed to keep snacks in their rcoms
too."

-"We have access to the kitchen if the resident
neads a snack or sandwich after the kitchen staff
has left" for the day.

Interview with a PCA on 3/18/16 at 8:03am
revealed:

-"Snacks are served at 10am and 3pm.”

-"They ring the bell at the front desk and the
residents know to go to the dining room to get
snack."

-The kitchen was open at night if staff needed to
get a resident something to eat.

Division of Health Service Regulation
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10ANCAC 13F .0905 Activities Program

(d) There shal be a minimum of 14 hours of a
variety of planned group activities per week that
include activities that promote socialization,
physical interaction, group accomplishment,
creative expression, increased knowledge and
learning of new skills. Homes that 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 variety of activities.
Examples of group activities are group singing,
dancing, games, exercise classes, seasonal
parties, discussion groups, drama, resident
council meetings, book reviews, music
appreciation, review of current events and
spelling bees.

This Rule is not met as evidenced by:
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interview with a second PCA on 3/18/16 at
11:25am revealed snacks were served to
residents two times a day at 10am and 3pm.
Confidential interviews with two family members
revealed:
-The snacks "are very good. A lot of homemade
stuff. Snacks are served at 10am and 3pm. They
ring the bell. The girls will come and get [the
resident] and take [the resident] to snack” in the
dining room.
-"I hear that bell go off at 10 in the marning. |
think they give [the resident] something to drink
and a cracker or cookie, just a little something to
hotd them over. [My family member] has never
really said anything about a bedtime snack..."
D 317 10A NCAC 13F 0905 (d) Activities Program D 317
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Based on abservation, intarview, and record
review, the facliity falled to assure a minimum of
14 hours of planned group activities were
provided sach week, that promated socialization,
phyaical interaction, group accomplishment,
croative expression, increased knowledge and
learning of new skilis for the 33 residents
currently fiving in the faclity.

The findings are:

Review of the March 2018 Activity Calendar
revealed 24,5 hours of activitise were schadtled
for the week of 3/13/18 to 3MOM6.

Review of tha March 2018 Activity Calendar
scheduled activitles for 3/17/1&ravealed:
-Beauty Shop Chat was scheduled for 8:00am to
12:00pm.

«$t. Patrick's Day Fun was scheduled for 2:00pm
10 4:00pm.

-Time to Rock was achaduled for 4:00pmto
5:00pm.

Obsaarvations during the survey on 3/17/18 from
8:30am to 3:45pmravealad:

-Several residents had thelr hair dona inthe
beauty shop.

-No othar activitlas were observed,

Review of the March 2016 Activity Calendar
scheduled activities for 3/18/16revealed:
«Easter Crafts were acheduled for 8:00amta
11:00am.

-Nature Walk was schadyled for 2:.00pm to
3:00pm.

~Reading Time was schaduied for 4:00pmto
5:00pm.

Obsarvation on 318/18 at 2:30pmrevealed:

ctivities planned for the week of March 13
hrough March 19, the administrator

ould assure that a minimum of 14 hours
ould be planned, Administrator will
ssure that staff encourage residents to
participate while recognizing regulation
10A NCAC 13F 0805 that states our
programs should “be designed to pramote
petive Involvement by all residents but is
ot to require any individual to participate
it any activity against his will.” This would
be assured at the first of every month.
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~There was one resident outside on the porch
having a visit with a family member and dog.
-There were no ather residents outside for the
nature walk that was the scheduled activity on the
calendar.

-There were multiple residents sitting in themain
living room.

-One resident sat reading in the right comer of
the room on a loveseat in the sun with a full view
of the yard through the largewindows.

-The other residents were just napping in their
chairs.

Confidential interviews with five residents
revealed:

-"They are doing more factivities] than they used
to."

-"They do activities, but its na pleasure to me."
-"They do activities, but | don't think they have 14
hours. | go to bingo. 1t lasts a couple hours. One
day a week. They may have [other activities] that
| don't know about.”

-"They do Bible study on Mondays, play bingo,
and exercise,”

-"We play bingo, have Bible study, and exercise
in the living room "

Interview with one staff revealed:

-l don't know because ws don't do activities in
the afternoon exceptsingings.”

-"l know they do exercises and bingo."

-"l just don't know what all they do.”

Interview with second staffrevealed:

-"They have bingo every Wednesday with prizes "
-"Today they are doing an Easter €gg hunt (with
candy corn in the plasticeggs).”

-'We have singings here oo "

-They have "preaching here on Sundays."
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Interview with a third staff revealed:

| ~The facility had a posted activity calendar for the

residents.

-"[Administrator’s name] plansthings.”

-"On Monday's they have Bible study andon
Waednesday's they havebingo.”

-Church services were held at the facility forthe
residenis on Sunday.

Telephone interview with a family memberon
3/17118 at 12:25pm revealed:

-She came in to the facility once a week asa
volunteer to do exercises with theresidents.
-"l do exercises with the ones that are capable
once aweek,”

-She had noticed the residents playing bingo
when she visited the faciiity,

-"Church grolips come in over the weekend .

Telephone interview with a family memberon
3/18/16 at 8:45amrevealed:

-"They do activities alot.”

-[Afamily member's name) “donates her time to
exercisas with the residents once a week for
about an hour in the diningroom.”

-"Thay play bingo and give them little gifts.”
-"They have a lot of churches come in for either
Bible study or singings.”

Telephone interview with a second family member
on 3/18/16 at 2:25pm revealed:

-She came in and helped with bingo once a week
as a volunteer onWednesdays.

-"They try to get them to participate."

Interview with Maintenance staff on 3/18/16 at
11:40am revealed:

-"They do bingo every week and a church sefvice
every week."

-"You will have 1o ask [the Administrator's name]
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about the otheractivities.”

interview with the Administrator on 3/18/16at
11:55am revealed:

-Activities were offered each week, “at least 10
hours aweek.”

-Bingo was every Wednesday from 1:30pmto
4pm.

-There was church service every Sundaythat
lasted "at least anhour."

-They offered exercise every Tuesday for 1 hour.
-One local church group came once a month on
Saturday night for 1.5hours.

-A second local church group cameevery 4th
Wednesday evening for 1.5hours.

-A third local church group came every 3rd
Sunday night for 1.5hours.

-A gospel singing group came the first Manday of
every month.

-A fourth local church group carme on Friday
nights for 1 hour and 45 minutes and sang for the
residents.

-A fifth local church group came every 4th
Saturday and played bings with the residents.
-"My [family member] comes and does art with
the residents...drawing for about an hour anda

- half...don't get a lot of participation.”

’ -A sixth local church group came every 2nd

| Tuesday of the month from 10:30am to 11:30am
and sang to the residents.

-"As the weather gets warm we do outside
walks.”

-"We had an Easter egg hunt today with git"
referring to activity of hiding candy filled eggs in
the living room of the facility.

-"Every Monday a volunteer comes in and doesa
1 hour Bible study.”
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10ANCAC 13F .1008 Controlled Substances
(2} An aduit 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 theresident's
record and in such an order that there can be
accurate reconciliation.

This Rule is not met as evidenced by:

Based on observation, interview, and record
review the facility failed to assure areadily
retrievable recerd of controlled substances by
documenting the receipt, administration, and
disposition of controlled substances for 3 of 3
residents (Residents #6, #7, and #8) observed to
be administered lorazepam, Norco, and Kionopin
on the 2pm medication pass on 3/17/16.

The findings are:

Observation of Staff A, Medication Aide (MA),
during the 2pm medication pass on 3/17/16 from
2:10pm to 2:27pmrevealed:

-At 2:14pm, Staff A correctly administered
lorazepam 0.5mg 1/2 tablet to Resident #6, but
did not document the administration on a
controtled substance record.

-At 2:15pm, Staff A correctly administered Norco
7.5/326mg 1 tablet to Resident #7, but did not
document the administration on a controlied
substance record.

-At 2:22pm, Staff A correctly administered
Klonopin 0.5mg 1 tablet to Resident #8, but did
not document the administration on a controlled
substance record.

Interview with Staff A, MA, on 3/17/16 al 2:30pm

sheets are being provided by Reliance
Pharmacy (Facility Pharmacy). These sheets
are now being used with each current
controlled substance prescription on hand
and will be used for all future prescription.
Reliance Pharmacy will send these sheats
with each new controlled substance
dispensed. All medication technicians have
been trained on how to correctly
document the receipt, administration and
disposition of all controlled substances
using the new controlled substance sheets,
The Consultant Pharmacist will monitor
quarterly that the sheets are being
documented and used correctly. A
pharmacist from Reliance Pharmacy will
monitor the use and accurate
documentation of the sheets on each
month that the Consultant Pharmacist is
not compteting a quarterly review,

Completion date (March 29,2016)
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reveaied:

-The controfled substance records were not
documented with a date, time, and initials of who
administered for each tablet administered.

-The controlled substances were counted,
recorded, and reconciled once at the beginning of
each shift and once af the end of each shift.
-Extra bottles and cassettes of controlied
substances that would not fit on themedication
cart were stored in a locked closet in a bank of
built in drawers that were individually focked.
-Only the Administrator and Staff A had keys to
get into the closet and bank of locked drawers
where the extra supply of controiled substances
were stored.

-The exira supply of conirolled substances stored
in the locked closet were not included in the fotal
amount of medication available that was
documented on the controlled substance records
for each resident.

A. Review of Resident #5's current FL2 dated
3/2/16 revealed:

-Diagnoses included memory lossand
gasiroesophagealreflux,

-A physician order for lorazepam (used to treat
anxisty) 0.5mg 1/2 tablet three times a day.

Review of Resident #6's March 2016 Medication
Administration Record (MAR) revealed:

-A handwritten entry for lorazepam 0.5mg 1/2
tablet three times a day at 7:30am, 1:30pm, and
7:30pm.

-The lorazepam was documented as
administered for 19 occurrences out of 19
opportunities from 3/1/16 at 7:30pm to 3/18/16 at
1:30pm.

Review of Resident #6's controiled substance
record for lorazepam 0.5mg dated 3/2/16 to

been put into place. The control substance
sheets are being provided by Refiance
Pharmacy (Facility Pharmacy). These sheets
fare now being used with each current
controtled substance prescription on hand
and will be used for all future prescription,
Reliance Pharmacy will send these sheets
with each new controlled substance
dispensed. All medication technicians have
been trained on how to correctly
document the receipt, administration and
disposition of all controlied substances
using the new controlled substance sheets.
The Consultant Pharmacist will monitor
auarterly that the sheets are being
documented and used correctly. A
pharmacist from Reliance Pharmacy will
monitor the use and accurate
documentation of the sheets on each
month that the Consultant Pharmacist is
not completing a quarterly review.
Completion date {March 29, 2016)

(X4) 1D 12} PROVIDER'S PLAN OF CORRECTION {X5)
PREFIX {EACH DEFICIENCY MUST BE PRECEDED 8Y FULL PREFIX (EACH CORRECTIVE ACTION SHOULD BE COMFLETE
TAG REGULATORY OR LSC IDENTIFYING INFORMATION) TAG CROSS-REFERENGED TOTHEAPPROPRIATE DATE
DEFICIENCY)
D 392| Continued From page 16 D 392 D 392 New control substance records have

Division of Health Service Regulation

STATE FORM

6B5%

TWONT1

If conttnuation sheet 17 of3t




PRINTED: 04/06/2016

o FORM APPROVED
Division of Health Service Re ulation
STATEMENT OF DEFICIENCIES (X1} PROVIDER/SUPPLIER/CLIA (X2)MULTIPLECONSTRUCTION (X3) DATE SURVEY
AND PLAN OFCORRECTION IDENTIFICATION NUMBER: . COMPLETED
A. BUILDING:
c
HALOB1013 B. WiNG 03/22/12016
NAME OF PROVIDER OR SUPPLIER STREETADDRESS, CITY, STATE, ZIP CODE
704 POOR ROAD
OAKLAND LIVINGCENTER POORSFORDROA
RUTHERFORDTON, NC 28139
x40 | SUMMARY STATEMENT OF DEFICIENCIES D PROVIDER'S PLAN OF CORRECTION i x8)
PREFIX (EACH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX, {EACH CORRECTIVE ACTION SHOULD BE . COMPLETE
TAG REGULATORY OR LSC IDENTIFYING INFORMATION) TAG CROSS-REFERENCEDTO THEAPPROPRIATE i DATE
DEFICIENCY) i
&
D392. Continued From page17 D 392

3/18/16 revealed:

-At the top of the form the resident's name,
medication, strength, and dose were handwritten,
-There was no dosing schedule as to when to
administer the medication written on the form.
-There were columns on the form labeled with
date, 1st shift, 2nd shif, 3rd shift, and three
columns for staffinitials.

-Documented was the total number of lorazepam
0.5mg 1/2 tablet pieces for Resident #6 available
on the medication cart at the end of =ach shifi.
-The total was initialed by the two staff who
completed the shift to shift count.

-An antry dated 3/17/16 at change of shift from
3rd shift to 1st shift thare were 8 documented on
hand.

-An entry on 3/17/16 at change of shift from 1st
shift to 2nd shift there were 6 documented on
hand with no individual entries as to what the time
or who administered each of the 2 tablets
administered to the resident during st shift,
~The total 1/2 tablets documented on hand at the
end of third shift on 3/18/18 was5.

Revioe of Resident #6's available lorazepam
supplyon 3/18/16 at 3:40pmrevealed:

-On the medication cart, there was one bottle of
lorazepam 0.5 mg tablets that contained 2 whole
tablets and 3 halvedtabiets.

-In the medication closet in a locked drawer, there
was a bottle of lorazepam 0.5mg tablets that
contained 10 halved tabiets,

Review of Resident #6's lorazepam 0.5mg
controlled substance records and available supply
on 3/18/16 at 3:40pm revealed 10 half tablets had
been left off the total count of lorazepam available
for Resident#6.

Interview with Staff A, MA, on 3/17/16 at 2:30pm
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revealed:

-Resident #6's family would cut the lorazepam
0.5mg tablets in haif for the facility to makethe
0.25mg dose required by theresident.

-The MA's at the facility were not allowed to half
the tablets themselives.

Interview with the Administrator on 3/18/16at
4:07pm revealed: !

-l may need to see if the family would allow us to
filt the narcotics with our pharmacy rather than
[name of mail order pharmacy] so they will be
packaged for us” instead of in bottles.

-Having the controlled substances packaged by
the pharmacy would decrease the time it took at
shift change for staff to count and verify the
controlled substances.

-"The family is already complaining about having
to cut the lorazepam 0.5mg [tablets} in halves for
[Resident #6's name] because some of them
crumble.”

-“l can get a pill counter to put on the [medication]
cart to make it easier for the staff to count” the
controlled substances.

Refer to interview with Staff A, MA, on 3/18/16 at
9:15am.

Refer to interview with the Administrator on
3/18/16 at11:55am.

Refer to interview with a Pharmacy Technician
from the facility pharmacy on 3/18/16 at 9:43am.

Refer to interview with Staff A, MA, on 3/18/16 ai
4:25pm.

Refer to telephone interview with the Pharmacy
Consultant on 3/18/16 at 4:42pm.
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Refer to telephone interview with a Pharmacist
from the the facifity pharmacy on 3/18/16 at
4:55pm.

B. Review of Resident #7's current FL2 dated
417115 revealed:;

-Diagnoses included delirium over dementia,

-A physician's order for Norco (used to treat pain)
7.51325mg 1 tablet three times aday.

Review of Resident #7's physician order dated
3/8/18 revealed Norco 7.5/325mg 1 tablet three
times a day.

Review of Resident #7's March 2016 MAR
revealed:

-A computer generated entry for Norco
7.5/325mg 1 tablet three times a day at 7:30am,
1:30pm, and 7:30pm.

-The Norco was documented as administered for
53 occurrences out of 53 opportunities from
31716 7:30am to 3/18/18 at 1:30pm.

Review of Resident #7°s controlled substance
record for Norco 7.5/325mg dated 3/16/16 to
3/18/16 revealed:

-At the top of the form the resident's name,
medication, strength, dose, and dosingschedule
{8am, 2pm, 8pm) were handwritten.

-There were columns on the form labeled with
date, 3rd shift, 1st shift, 2nd shift, and three
columns for staffinitials.

-Documented was the total number of Noreo
7.5/325mg tablets for Resident #7 available on
the medication cart at the end of eachshift.
-The total was initialed by the two staff who
completed the shift to shift count.

-An entry dated 3/17/18 at change of shift from
3rd shift to 1st shift there were 10 documented on
hand.

D 392
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-An entry on 3/17/16 at change of shift from 1st
shift to 2nd shift there were 8 documented on
hand with no individual entries as to what the time
or who administered each of the 2 tablets
administered to the resident during 1st shift,

~The total tablets documented on hand at the end
of third shift on 3/18/16 was 7.

Review of Resident #7's available Norco supply !
on 3/18/16 at 3:40pm revealed:

-On the medication cart, there was onecartridge
with 7 tablets.

-In the medication closet in a locked drawer, there
were four cartridges: one cartridge contained 9
tablets, and the other three cartridges contained
16 tablets each.

Review of Resident #7's Norco 7.5/325mg
controlled substance records and available supply
on 3/18/16 at 3:40pm revealed 57 tablets had
been left off the total count of Norco available for
Resident#7.

Refer to Interview with Staff A, MA, on 3/18/16 at
g:15am.

Refer to interview with the Administrator on
3/18/16 at 11:55am.

Refer to interview with a Pharmacy Technician
from the facility pharmacy on 3/18/16 at 9:43am,

Refer to interview with Staff A, MA, on 3/18/16 at
4:25pm.

Refer to telephone interview with the Pharmacy
Consultant on 3/18/16 at4:42pm.

Refer to telephone interview with a Phammacist
from the the facility pharmacy on 3/18/16 at
Divislon of Health Servica Regulation
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4:55pm.

C. Review of Resident #8's current FL2 dated
2/22/16 revealed:

-Diagnoses included left hip fracture, severe
anxiety, anddepression.

-A physician's order for Klonopin 0.5mg 1 tablet
three times a day.

Review of Resident #8's March 2016 MAR
revealed:

-A computer generated entry forKlonopin 0.5mg
1 tablet imes a day at 7:30am, 1:30pm, and
7:30pm.

-The Kionopin 0.5mg was documented as
administered for 53 occurrences out of 53
opportunities from 3/1/16 at 7:30pm to 3/18/16 at
1:30pm.

Review of Resident #8's controlled substance
records for Klonopin 0.5mg dated 2/24/16 to
3/18/16 8am, 2pm, and Bpm doses revealed:

| ~There were three separate forms: one labeled
8am, a second labeled 2pm, and a third labeled
8pm.

-The resident's name, medication, strength, dose
and scheduled time were handwritten at the top
of each form.

-There were columns on the forms labeled with
date, 3rd shift, 1st shift, Znd shift, and three
columns for staff initials.

-Documented was the total number of Klonopin
0.5mg tablets for Resident #8 availabie in the
8am, 2pm, and 8pm dose cartridge on the
medication cart at the end of eachshift.

-The totals were initialed by the two staff who
completed the shift to shift count.

-An entry dated 3/17/16 at change of shift from
3rd shift to 1st shift there were 8 documented on
hand in the 8am cartridge.
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-An entry on 3/17/186 at change of shift from 1st
shift to 2nd shift there were 7 documented on
hand with no individua) eniry as to what the time
or who administered the 8am dose o the resident
during 1st shift.

Review of Resident #8's available Klonopin
supply on 3/18/16 at 3:40pmrevealed:

-On the medication cart, there were three
carfridges with Klonopin 0.5mgtablets.
-One cartridge contained 6 tablets.

-A second cartridge contained 6 tablets.
-A third cartridge contained 7 tablets.

Review of Resident #3's Klonopin 0.5mg
controlled substance records and available supply
on 3/18/16 at 3:40pm revealed the total count of
Klonopin available for Resident #8 was correct.

Refer to interview with Staff A, MA, on 3/8/16 at
9:15am.

Refer to interview with the Administrator on
3/18/16 at11:55am.

Refer to interview with a Pharmacy Technician
from the facility pharmacy on 3/18/16 at §:43am.

Refer to interview with Staff A, MA, on 3/18/16 at
4:25pm,

Refer to telephone interview with the Pharmacy
Consultant on 3/18/16 at 4:42pm.

Refer to telephone interview with a Phamacist
from the the facility pharmacy on 3/18/16 at
4:55pm.

Interview with Staff A, MA, on 3/18/16 at 9:15am

|
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revealed:

-There were only 2 residents out of 33 who did
not use the facility pharmacy for thelr
medications.

-For those 2 residents, "I just keep a check onthe
bottles and reorder them when there's about a5
day supply left."

-Those 2 residents would receive a 2 month
supply of all of their medications and so they
would not fit on the medication cart and had to be
stored separately in the medication closet.

-Most of the residents received their medications
stored in cartridges provided by the facility
pharmacy,

-For the residents who used the facility pharmacy,
controlled substances were refilled and sent in
cartridges for a 2 week supply.

-The entire 2 week supply of cartridges from the
facility pharmacy for scheduled and as needed
medications would fit on the medicatien cartand
did not require any medications being stored
separately.

Interview with the Administrator on 3/1 B8/16 at
11:55am revealed she was not aware there wasa
problem with how they documented
administrations of controled substances "That's
how we have always doneit."

Telephone interview with a Pharmacy Technician
from the facility pharmacy on 3/18/16 at 9:43am
revealed "We don't send control sheets to [the
facility], they have theirown."

Interview with Staff A, MA, on 3/18/16 at 4:25pm
revealed:

-The Pharmacy Consuitant had just done a
review in the facility on 3/9/16.

-"She looks at the meds on thecart.”

-She "makes sure the meds match up withthe
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FL2 and MARs..."

-"She checks the cart for expiredmeds.”

-The Consuitant would make sure over the
counter medications were labeled with the
residents name it belongedto.

-The Pharmacy Consultant had never told them
the method of recording they used forcontrolied
substances was not correct.

Telephone interview with the Pharmacy
Consuitant on 3/18/16 at 4:42pm revealed:

-She had not noticed anything unusual with the
facility's controlled substance record keeping.

="t think they send bottled meds [received from
the families or other pharmacies] to be
repackaged by the facilitypharmacy.”

-"The family should go through the facility
pharmacy fornarcotics.”

-During her reviews, she would check the
medications on the cart to ensure they were not
expired.

-She did not look at every residents medications
during her reviews, she would pick a 10%
sampie.

-She tried to lock at newly admitted residents.
-"If they have a bottle stashed away somewhere
else [other than on the medication cart] | wouldn't
even know it was there if staff did not inform her.

Telephone interview with a Pharmacist fromthe
the facility pharmacy on 3/18/16 at 4:55pm
revealed:

-"We don't repackage medications that wedon't
dispense.”

-"lts against the Board of Pharmacy.”

-"We could dispense control sheets, so [the
facility staff] could count down" the controlied
substance totals.
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(e) The facility shall assure that accurate records
of the receipt, use and disposition of medications
are maintained in the facility and readily available
for review.

This Ruie is not met as evidenced by:

Based on record reviews and interviews, the
facility failed to provide pharmaceutical services
that assure accurate records of the receipt, use,
and disposition of medications were maintained in
the facility for 3 of 4 sampled residents
(Residents #6, #7, and #8) related to controlled
substances.

The findings are:

A. Review of Resident #6's current FL2 dated
372116 revealed:

-Diagnoses included memory lossand
gastroasophageal reflux.

-A physician order for lorazepam 0.5mg 1/2 tablet
three times a day. (Lorazepam is a narcotic
medication used to freat anxiety. Lorazepam is a
Schedule IV Controlied drug. Controlled Drugs
require monitoring for distribution, dispensing,
and administration.)

Obsearvation of Staff A, Medication Aide (MA),
during the 2pm medication pass on 3/47/16 from
2:10pm to 2:27pm revealed:

-At 2:14pm, Staff A did not document the date,
fime, and her initials on the controlied substance

individual control substance forms to be in
place. The Consultant Pharmacist will
review the use of the individual control
substance record at each quarterly review.

pharmacy report to assure that the
consuitant pharmacist notes that she has
reviewed the individual control substance
records as indicated by a statement
documented at each quarterly review.
Completion date is 4/6/2016.

The Administrator will review the quarterly:
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record when she administered lorazepam 0.5mg
112 tablet to Resident #6.

Observation on 3/18/18 at 3:40pm of Resident
#3's available lorazepam supply revealed:

-On the medication carl, there was one bottle of
lorazepam 0.5 mg tablets that contained 2 whole
tablets and 3 halved tablets.

-In the medication closet in a locked drawer, there
was a bottle of lorazepam 0.5mg tablets that
contained 10 halved tablets.

Review of Resident #6's controlled substance
record for lorazepam 0.5mg dated 3/2/16 to
3/18/16 revealed:

~There was no documentation of the date, time,
and initials of the staff members who
administered each tablet of lorazepam to show
the declininginventory.

~There were 10 half tablets left off the total
documented supply of lorazepam available for
Resident #5,

Review of Resident #8's record revealed:
-Pharmacy Reviews dated 9/28/15, 12/21/15, and
3/9/16.

-No documentation the pharmacy had made any
recommendations that the facility was requiredto
maintain a readily retrievable record of controlfed
substances for the receipt, administration, and
disposition of the controlled medications.

Refer to interview with the Administrator on
3/18/16 at11:55am.

Refer to interview with Staff A, MA, on 3/18/16 at
4:25pm.

Refer to telephone interview with the Pharmacy
Consultant on 3/18/16 at 4:42pm,
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B. Review of Resident #7°s cumrent FL2 dated
4/17/15 revealed:

-Diagnoses included delirium over dementia.

-A physician's order for Norco (used to treat pain)
7.5/326mg 1 tablet three times aday.

Review of Resident #7's physician order dated
3/9/16 revealed Norco 7.5/325mg 1 tablet three
times a day.

Observation of Staff A, Medication Aide (MA),
during the 2pm medication pass on 3/17/16 from
2:10pm fo 2:27pmrevealed:

-At 2:15pm, Staff A did not document the
administration, the date, time, and her initials on
the controlled substance record when she
administered Norco 7.5/325mg 1 tablet to
Resldent#7.

Observation on 3/18/16 at 3:40pm of Resident
#7's available Norco supplyrevealed:

-On the medication cart, there was onecartridge
with 7 tablets.

-In the medication closet in a locked drawer, there
were four cartridges: one cartridge contained 8
fablets, and the cther three cartridges contained
16 tablets each.

Review of Resident #7's controlled substance
record for Norco 7.5/325mg dated 316/16 to
3/18/16 revealed:

-There was no documentation of the date, time,
and initials of the staff members who
administered each tablet of Norco to show the
declining inventory.

-There were 57 tablets left off the total
documented supply of Norco available for
Resident #7.
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Review of Resident #7's record revealed:
-Pharmacy Reviews dated 12/21/15 and 3/9/16.
-No documentation the phamacy had made any
recommendations that the facility was requiredio
maintain a readily retrievabie record of controlled
substances for the recaipt, administration, and
disposition of the controlledmedications.

Refer to interview with the Administrator on
3/18M6 at11:55am.

Refer to interview with Staff A, MA, on 3/18/16 at
4:25pm.

Refer to telephone interview with the Pharmacy
Consultant on 3/18/16 at 4:42pm,

C. Review of Resident #8's current FL.2 dated
2f22116 revealed:

-Diagnoses included left hip fracture, severe
anxiety, and depression.

-A physician's order for Klonopin 0.5mg 1 tablet
three times a day.

Observation of Staff A, Medication Aide (MA),
during the 2pm medication pass on 3/17/16 from
2:10pm fo 2:27pmrevealed:

-At 2:22pm, Staff A did not document the date,
time, and initials on the controlled substance
record when she administerad Klonopin 8.5mg to
Resident#8.

Observation on 3/18/16 at 3:40pm of Resident
#8's available Kionopin supply revealed:

-On the medication car, there werethree
cartridges with Kionopin 0.5mgtablets.

-One cartridge contained 6 {ablats.

-A second cariridge contained 6 tablets.

-A third cartridge contained 7 tablets.
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Review of Resident #8's controlled substance
records for Klonopin 0.5mg dated 2/2416 to
3/18/16 8am, 2pm, and Bpm doses revealed:
-There was no documentation of the date, time,
and initials of the staff members who
administered each tabiet of Kionopin to show the
declininginventory.

I -The inventory documented on the controlied

substance records matched the inventory on

hand in the medication cart.

Review of Resident #8's record revealed:
-Pharmacy Reviews dated 9/28M85, 1221/15, and
3/9/16.

-No documentation the pharmacy had made any
fecommendations that the facility was requiredto
maintain a readily retrievabie record of controlled
substances for the receipt, administration, and
disposition of the controllad medications,

Refer {o interview with the Administrator on
3/18/16 at11:55am.

Refer to interview with Staff A, MA, on 3/18/16 at
4:25pm,

Refer to telephone interview with the Pharmacy
Consultant on 3/18/16 at 4:42pm.

Interview with the Administrator on 3/18/16 at
11:55am revealed she was not aware there wasa
problem with how they documented
administrations of controlled substances "That's
how we have always doneit."

Interview with Staff A, MA, on 3/18/18 at4:25pm
revealed:
-The Pharmacy Consultant had just completed a

|
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review in the facility on 3/8/16.

i -"She looks at the meds on thecart."

-She "makes sure the meds match up withthe
FL2 and MARs_. *

-"She checks the cart for expired meds.”

-The Consultant would make sure over the
counter medications were labeled with the
residents nams it belongedto.

-The Pharmacy Consultant had never told the
facility staff the method they used forrecarding
controlled substances wasincorrect,

Telephone interview with the Pharmacy
Consultant on 3/18/186 at 4:42pm revealed:

-She had not noticed anything unusual with the
facility's controlled substance record keeping.

-"t think they send bottled meds [receivedfrom
the families or other pharmacies] to be
repackaged by the facility pharmacy."

-"The family should go through the facility
pharmacy fornarcotics

-During her reviews, she would check the
medications on the cart to ensure they were not
expired.

-She did not look at every residents' medications
during her reviews, she would pick a 10%
sampie.

-She tried to look at newly admitted residents.
-"If they have a bottle stashed away somewhere
else [other than on the medication cart} | wouldn't
even know it was there* if staff did not inform her,
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