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C 000 initial Comments Co0o
The Adult Care Licensure Section and the
Henderson County Department of Social Services
conducted an annual survey on April 12, 2016,
C 059 10A NCAC 13G .0310 (b} Storage Areas C 050 ¢H9

10A NCAC 13G .0310 Storage Areas

(b} There shall be separate locked areas for
storing cleaning agents, bleaches, pesticides,
and other substances which may be hazardots if
ingested, inhaled or handled. Cleaning supplies
shali be supervised while in use.

This Rule is not met as svidenced by:

Based on observationis and interviews, the facility
failed to keep numerous cleaning chemicals.
found stored ini a staff room, under the kitchen
sink and under a bathroom sink locked ang
secured.

The;'ﬁndings are:

Observation of the Supervisor-in-Charge {SIC)
staff room on 4/12/16 at 7:55AM revealed:

-The door io this room was opened all the'way to
{he resident’s hallway.

-Thé knob on the door had a push-button fock on
the room sids that, when twisted and pushed in,
locked the knob,

-The room was unoccupied.

-A sliding glass door leading o & back porch was
open with the screen door in place.

~Upon entering the room, various contsiners of
cleaning chemicals were noted on ashelfina
closet with no Goors.

-One of the containers of cleaning chemicals was
a green liquid in a clear quart size spray botile
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. 3 #
tabaled disinfectant spray, approximately 1/5th X, &1‘%‘(\%\1’ (ﬁw \vﬁj‘!\g- [\(; v 6, K\
full, with no warning label. . : : \\f

-Another container was & spray can of oven
cleaner with the waming label {in capital letters)
"BANGER-

CORROSIVE CAUSES EYE AND SKIN BURNS.
HARMEUL IF SWALLOWED. CONTENTS
UNDER PRESSURE.”

_The SiC, Staff A, entered the room ang removed
ail of the cleaning chemicals.

An interview with Staff A on 4/12/16 at 7:55AM
revealed he was brying to get breakdast preparaed
for residents and he "overfooked" closing and
locking the door to the staff room.

An interview with a resident revealed:
“The door o the staff room was sometimes
"eracked open” abhout 6 or 8 inches and

‘sometimes closed.

-it was just "specuiating,” but when another
rasident would have their "fits” at night, staff
would lsave the door crackesd open 1o hear for
them.

An Interviow with Staff A on 4112716 at 8:20AM
reveaied residents were not known to enter the
staff room and were "really respectful” of this
space.

Obseruation of the washer/diyer area on 4/12/118
at 8:55 AM revealed a cabinet over the dryer with
a hasp and lock and the cabinet was locked.

Observation of an unocked cabinet under a sink
in @ resident bathroom {the one closest to the
washer and dryer) on 4712716 at 9:00AM
revealed:

-A 1.25 quart size clear bottle labeled as 2
multi-puspose cleaner, containing a green colored
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liquid and approximately 3/4th full with the
warning label {in capitat [etters) "CAUTION: EYE
IRRITANT. KEEP OUT OF REACH OF
CHILDREN."

-A 1.75 quart size opaque bottle of chiorine
bleach, containing a clear liquid and
approximately 1/4th full with the warning label
"WARNING- causes skin irsitation ¥ and "causes
sericus eye irritation.”

Observation of an unlocked cabinet under the
sink in the kitchen on 4/12/16 at 12:00PM
reveated:

-A 24 punce size opaque bottle labelad foilot bow!
cleanier with an undetermined amount of liquid
and tha warning label {in capital letters) "KEEP
OUT OF REACH OF CHILDREN" AND
"DANGER: CORROSIVE."

-A 40 ounce size opaque hottie fabeled
ali-purpose cleaner, approximately 1/5th full with
the warning fabel (in capital letters) "CAUTION:
KEEP QUT OF REACH OF CHILDREN."

-A 12.5 ounce size aerosol can labeled
disinfectant spray with an undetermined amount:
of product with the warning label (in capital
letters) "CAUTION: KEEP QUT OF REACH OF
CHILDREN." ' .
-A 19 ounce size aerosol can labeled bathroom
cleaner with an undetermined amount of product
with the waming label {in capial leliers}
"DANGER" with a list of hazards.

-A 40 ounce size clear spray bottle labeled
degreaser, approximately ¥ full with a clear liquid
with the warning Iabel (in capital letters) "KEEP
QUTOF REACH OF CHILDREN" and
"WARNING: EYE IRRITANT."

-A quart size clear spray boltle labeled glass
cleaner, approximately ¥ full with a clear blue
liquid with no warning label.
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An intarview with Staff A on 4/12/16 2t 150PM

revealed: '

-Cleaning chernicals were present in the unlocked

cabinet under the sink,

-Another staff member somatimes forgot to returmn

- them to the locked space, located in the washer

and dryer area, where they were stored.

An interview with the Administrator on 4112116 at
4:15PM revealed she expected stafl 1o iock
cieaning chemicals in the cabinet above the
dryer.

¢ 353 10A NCAC 13G .1006(b) Medication Storage | G353 [:Zé Z}

10A NCAC 13G .1006 Medication Storage , ‘ | X

{b) " All prescription and non-prescription d } 7 f\ 7\ 1 / U\j\\’t
¥

rnedications stored by the facility, inciuding those . . 5“/ \i\ m . ‘(}” d, {} S

requiring refrigeration, shall be maintained in a N Sy M LR

safe manner under locked security except when {\m‘ 3/ v

under the immediate or direct physical { “a{,k/’ W \l 2, *@’W L S\{\\\:\\i

super\fision of staff in charge of medication ) - i
adminisuaten. {Eq@m‘; vl di ((hiude
This Rule is not met as evidenced by: g d{s} “ { &1’;‘%@\& i ‘UL,K/ MT{“,

TYPE B VIOLATION : . -

Rased on observations and interviews, the facility M{\\\mghﬁ&\/ L R !\x\j‘fﬁ?ﬁ?\f

failed to lock up 21 containers of prescribed ) \\[\ . Yﬁ\f\?‘ ~ Ol Al

medications and supplements intended for retm {‘)\N}\J \é( U S\l \:}Q | W iﬂ\ﬁ(‘ )
ks ] .

to the confracted pharmacy. ' ) 3y
The findings are: ii&}ﬂ"ﬁ}g%\g )(!\) - m’ BV L
 Gbservation of the Supervisor-in-Charge (SIC) ‘f {SW\?{?\ Q:\%J( - T\fw’ rf\g,‘”\iix\

staff room on 4112716 at 7:55AM revealed: v }
“The door to this room was opened ail the way \’\j\&,\\\\,\ai(" }%’\Q{\\K& VAY
and openad onto the resident's haliway. ¥

.The knob on the doer had & push-button lock
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that, when twisted and pushed in, locked the

knob. [‘/55'6

~The room was unoccupied.

-A stiding glass door leading 1o a back porch was '
open with the screen door in place. ’f\ )’\f_, d(ﬂ/ YY\CI) Iﬁ{fig )3{}"’6/}\

~The room was located directly across from the

closet where the medication cart was stored. Q\{n@; %\{_}“ C\\ﬁ(‘, \, \,\f\\k Yf‘fﬂ“‘g‘i}’\
-Upon entering the room, numerous medication s .
containers were observed on a shelf in an \\}i%’\% (}\/ \}\}\i{\d(\’&& <S Kf z\*@{

tiniocked closet with no doors. . 1 : -
-The SIC, Staff A, entéred the room during this \g ‘Q\\}é( {-Q \\’i”’&/ ¥ iy

ohsgrvation.

interview with Staff A on 4/12/16 at 7:55AM ' \K 2 ﬁ’\z&’\e&i,\[i W &\C&U&[}\f
if{\"::f: -trying to get breakfast prepared for %“{\‘ {:\%{‘:\{ )ﬁ) \&()A ("\Eﬁ/ '

residents and he "overooked” closing and focking

the door to the staff room. /u\b ;,\‘df {\\}'\\ Sl\/('t\ﬂf \!\ﬁ\k

“The gbserved medications were removed from a

pharmacy tote box "yesterday" for inventory and ;\{\\ﬂ/\\k\i\{“ m \{{ g “(& )ﬂ‘} %}iﬁ;\# A?\

retum to the contract pharmacy. L
-Alt th dicati had been di inued R M S ¢
were szT :y E?Q::; :esidentnw;sfizt;n:frcg;sed )(D "'\!\§ U\yﬁj %&\‘:& d‘t\:‘{ xx \ﬂv\%&/
therm over the counter. ™~ i 6\ Wi L Si A/G
m&ﬁx YR i, WHLLOWA

Observation and inventory of the medications
raroved from the SIC staff room on 4712716 at P S
Kankingy -

8:00AM revealed:
-A cassefte of prescribed haloperidol {an

- antipsychotic medication), Srg fablets, gquantity g}{ \QH\{L}\J Q( %\M \N\\\\O Q/L

21 tablets.

-A bottle of prescribed simvastatin {a cholesierol \\f\ S\L \{(‘I&ﬁ;’\ | S’k‘} Y/ 9\(:‘;\{*

lowering drirg) 80mg tablets, quantity 90 tablets.

-A bottle of prescribed glipizide (a medication Al K 5 %\\ \ A /\
used to help control blood sugar levels) 100mg W\&\‘u& ®i A ‘Q mﬁ{‘{’
tablets, quantity too numerous to count. . . i s ,
-A botile of prescribed hydrochlorothiazide (a VAN \\}’%ﬂ?’ \)\E YX‘*{\{Q\‘&K‘“&%
diuetic) 25mg tablets, quantity oo numerous to
sount.

-A bottle of prescribed lisinopril {an

Division of Mealth Service Regulation
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antihypertensive) 40mg tablets, quantity too ?‘u i)g .}
numerous to count. ' . )
-A bottle of presaribed donepezit {used in the /'1 . L\{ A 1 Sﬁ/ﬁé o \‘k
treatment of dementia) 10mg tablets, quantily (00 { k¢ V\% \‘ﬂ% E' ”"Y U‘"\ i

nurmerous to count. a - R} TR \ "
-A botile of prescribed metformin (a medication { ‘;”\f’%"gisﬂzf \“\a \ﬁ?\{t\z L Sjﬁqﬁi’ N
used io heip control blood sugar levels), 100mg - Y . s ad :
tablets, quantity too numerous te count. :}ﬂf&,, ‘\Y\SL\%\« N§ f*\{t\&{. 65{\\%? i @

-A bottfe of prescribed bisacody! (a stool softener)

enteric coated, 5 mg tablets, quantity 2 tablets. ! }\% , %{@g\\m{s&f \3'\1 Ca."\\i’\f\ié_ \1‘ ) %

The cassetie of prescribed pioghtazone {a

medication used to help control blood sugar A )(! L oab

ievels), 15mg tablets, quantity 14 tablets. f\:\@‘g"g@ “gf A5 \Et 17{.'

-A bottle of prescribed polyethylene glycol {a : g‘ ; k yﬁ i
laxative), 527g bottie, approximately 3/4ths full. i Y Aiia DUV {r\& i
-A bottle of veterinarian-prescribed Vetmedin (a \\\:i\'\{"i‘v\ \;& AT ‘“Uj}f\i& P N

_medication used o treat dogs with congestive

hear! diseasa), 1.25mg tablets, 120 tablets .4 \ N, /(; _
printed on the label and with an actual quantty )(\‘, R \1\‘\/‘ ’ 1!\{(\%\%\ .
{oo numerous to count (the name of a dog and g
name of the owner, a current resident, were
printed on the label). )

-A sealed bottie of an over-the-counter {OTC)
multivitarnin supplement, 300 capsules printed on
the label with no resident information.

~Two sealed botties of OTC mixed tocopherols
supplement, 1,000 international units, 120 soft gel
capsules printed on the lahet with no resident
information.

-Four sealed botties of OTC vitamin B12,
4,000mag tables, 80 tablets printed on the label
with no resident information.

Oine sealed bottle snd one opened botile of OTC
loratadine (an allergy medication), 10mg 1ablets,
with the opened botile with iablets foo nuMercus
to count and both bottles with no resident
information.

-A saaled bottle of OTC aspirin, 81mg, with no
resident information.
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An interview with & resident revealed the name of
his dog noted on the bottle of
veterinarian-prescribed Vetmedin.

An interview with another resident revealed:
-The door to the staff room was sometimes
*cracked open” about 6 or 8 inches and
sometimes closed.

-He was just "speculating,” but when another
resident would have their "fits” at night, staff
would leave the door cracked apen to hear for
them.

~When they used the bathroom at night and had
to walk past the staff room they would tip tce so
as not to wake anyone,

Aninterview with Staff A on 4/12/16 at 8:20AM
revealed: _

-He had removed the medications from the
pharmacy tota to list them for raturn to the
contract pharmacy but the list was nof done.
-Residents were not known to enter the staff
room and were “really respactiul" of this space.

1 -Normmaliy it would be expected of SICs fo keep

medications locked up- until the delivery person
for the pharmacy could take them from the
facifity.

An interview with the Administrator on 4/12/16 at
B8:35AM revealed the door 1o the staff room
should have been shut or locked,

An interview with Staff A on 4/12/16 at 9:15AM
revaaled the door knob to the staff room would
tock but when the door was closed and
unoccupied, there was no way 1o unlock the knob
o reenter e room as there was no key hole.

Ohbservation an 4/12/16 at 9:15AM revealed Staff
A using a knife between the door frame and door
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knob at the staff room 1o pop the lock and open
the door.

A telephone inferview with a Pharmacist from the
contract pharmacy on 4/12/16 &1 2:45P0
revealed medications for retum should have been
locked up before being picked up by the delivery
staff.

A Plan of Protection was obtained by the facility
on 4/12/16 as follows:

-Rernoving and locking up any medications not in
use of discontinued.

-Sending all unused medications back to the
cornfract.

-Placing a secured lock on the staff room door.
—Providing in-service training with all staff
regarding locking the staff room door.

THE CORREGTION DATE FOR THIS TYPE 8
VIOLATION SHALL NOT EXCEED MAY 27,
2016,

ey
Cot7 GS. 131 D-21{2) Declaration of Residents’ Rights Ga12 \;\

G.8. 131D-29 Declaration of Resident's Rights ' ”VH& QC\H'\&\}\\\}W W \( /\\{
Evary resident shall have the following rights: d o 1 S\\
2. To receive care and services which are

. adequate, appropriate, and in compliance with C%{}Yﬁ ‘\\;lf\{‘/ F ﬁﬁp 5}’}3 ik\}\
relevant federal and stale laws and rules and ]
S o St et [
This Rule is not met as evidenced by: ]\\‘d}\& Q‘(}%U’)! &SJ“YC‘&%L ;\ {%’x\%” “\ﬁ’\;}\i
Based on observations and interviews, the facility - l a b{%K \.r\f‘ \ t }X 6\ .

it
72

failed to assure residents receivad care and

sorvices that were adequate, appropriate, and in A1ty % Ve TR
compliance with federal and state laws and rules \E_-k\’,\ } \ e'\ NL-\&»

and reguiations related to medication storage. _ ,)g) i1 J E_ _‘ i‘)n}w ;Y/‘
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The findings are: ’%\{ Q"\i[,\\;“y ii/b, {;\y ﬁ/ \/}‘gﬁ‘}’\({)
Based on observations and interviews, the facility v ’ )
el

failed to lock up 21 containers of prescribed
medications and supplements intended for return
{o the contracted pharmacy [Refer to Tag 353,
10A NCAC 13G .1006(b), Medication Storage
{Type B Vioiation}l.
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