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C ODD' Initial Comments C 000

. The Adult Care Licensure Section and the .
~Sampson County Department of Social Services
i conducted an annual and follow-t!P survey on
101/06/16 through 07108/16.

C 074 10A NCAC 13G .0315(a)(1) Housekeeping and I C 074
Furnishings

: 10A NCAC 13G .0315 Housekeeping And
I Furnishings
(a) Each family care home shall:
i (1) have walls, ceilings, and floors or floor
: coverings kept clean and in good repair;
, This Rule shall apply to new and existing homes.

!
; This Rule is not met as evidenced by:
Based on observation and interviews, the facility
failed to assure that kitchen cabinets were kept
clean and in good repair. The findings are:

, Observation of the kitchen on 07/06/16 at 8:30am
, revealed:
: -The paint around the handles on 9 of 10 kitchen
cabinets were chipped with previous layers of
palntshowing.
-The 'Chippedpaint extended the length of the
handle, 'approximately 4 inches, and
approximately 3 inches in width.
-A coating 6f film, which appeared to be grease,

! was observed on the cabinets over the stove,

, Interview with the Office Manager on Of/08/16 at I
1
s
1.30amrevealed: I ..

- he was aware of the chipping paint on the
kitchen cabinets.
•The building was rented, not owned by the
facility.
-The owner of the building was respond sible for

)ivision of ea/th Service Regulation
.ABORATORY DIRECTOR'S OR PROVIDER/SUPPLIER REPRESENTATIVE'S SIGNATURE

cS'llCY 3&1\.!MW
RMCG113TATE FORM 6899

lOA NCAC 13 G.0315 (a)

(1)

C074 The kitchen cabinets
no longer have any
chipped paint. The
cabinets have all been
repainted in order to
comply with 10 NCAC 13
G.0315 (a) (1) The cabinet
over the stove was wiped
with degreaser and
cleaned prior to painting.
See attached pictures of
completed work. The SIC
or supervisor c(jjfJ

will monitor
housekeeping at the first
of each month to make
sure this is not an issue
moving forward, This was
effective 8/1/16 .
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C 074 Continued From page 1 I C074

I

repairs .
. -It was difficult getting the owner of the building to
make repairs.
-The Office Manager and the owner of the facility

: had been planning on repainting the kitchen
: cabinets.

The owner of the facility was not available for
, interview. I

!
I C 133
I
I

C 133 10A NCAC 13G. 0403(c) Qualifications of
Medication Staff

: 10A NCAC 13G. 0403 Qualifications of
Medication Slaff
(c) Medication aides and staff who directly
supervise the administration of medications,
except persons authorized by state occupational
licensure laws to administer medications, shall
comp/ete six hours of continuing education
annually related to medication administration. I

I
This Rule Is not met as evidenced by: !
Based on interview and record reView, the facility I
failed to assure that 3 of 3 (Staff A. B and C) I

• Medication Aides (MA) completed six hours of I
continuing education related to medication I
administration annually. The findings are: I

1. Review of Staff A's personnel file revealed:
-Staff A was hired as a MA on 06/1511 O.
-There was no documentation of medication

. related training completed In 2015.
-The last documented medication related training I
was in 2014. j

, Interview with Staff A on 07/08116 at 10:40am I
revealed that she could not recaB any medication I

I

I
I
I
I

10 NCAC 13 G.0403 (c)
C133 Qualifications of

MedicationSt;~~~ ..SJ~e:\:S;(
Training h~eptemiier
2016 for the 6 hrs, of CEU

Medication Administration
and Diabetic Training
which will be provided by
an RN. In addition to the
CEU requirements for med

i
I
I
!
I The mental health training

I.

): scheduled is on Common

Mental Health Disorders,

I

II Bipolar Illness and Dealing
with indiViduals with

I Schizophrenia. The office
I manage. • and SIC ~
I~ - And/o~5Lffr;viS()r
I will review aU
I HRfiles within the first 5
I days of each month to
I ensure compliance. This
I was effectIve 8/1/16.
!

administration, mental
health training has been
scheduled for 8/19/16.

livislon of Health Service RegulaUon
;TATE FORM
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C 133 Continued From page 2

related training during the last year.

Refer to interview with the Office Manager.

2. Review of Staff B's personnel file revealed:
-Staff B was hired as a MA on 07/01/14.
-There was no documentation of medication
related training from Since hire.

Staff B was unavailable for interview by the exit.

Refer to the interview with the Office Manager.

3. Review of Staff C's personnel file revealed:
, -Staff C was hired asa MAon 05/24/10.
-There was no documentation of medication
related training during since hire.

Staff C was unavailable for interview.

Refer to the interview with the Office Manager.

Interview with the Office Manager on 07/08/16 at
11:30am revealed:
-The owner of this facility also owned 2 other
Family Care Homes.
~Staff would occasionally work at the other 2
facilities.
-When personnel files were copied for the 3
facilities, some training certificates could have
been misplaced.
-She would review personnel files in a/l 3 facilities

, to assure complete duplication for each staff
member.

C 140 10A NCAC 13G .0405(a)(b) Test For
Tuberculosis

10ANCAC 13G .0405 Test For Tuberculosis

i with individuals with
;

" Schizophrenia. The office

I manager. 27 and SIC
/NJ) -- and/orS Super 1/ iSo&
~ • will review all

i HRfiles within the first 5
!

C 133
10 NCAC 13 G.0403 (c)
C133 Qualifications of
Medication ~taff ~)~~ ~ff
T·· h ~~nralOlng aS5ept m r _ (
2016 for the 6 hrs. of CEU
Medication Adminlstration
and Diabetic Training
which will be provided by

an RN. In addition to the
CEU requirements for med
administration, mental
health training has been

scheduled for 8/19/16.
The mental health training
scheduled is on Common
Mental Health Disorders,
Bipolar Illness and Dealing

C 140

days of each month to
ensure compliance. This
was effective 8/1/16.

!
I 0 \40 -$€€.. f\{2.'f,J ~t~)-{'
I
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C 140 Continued From page 3

(a) Upon employment or living in a family care
home, the administrator, all other staff and any
live-in non-residents shall be tested for
tuberculosis disease in compliance with control
measures adopted by the Commission for Health
Services as specltled in 10A NCAC 41A .0205
including subsequent amendments and editions.
Copies of the rule are available at no charge by
contacting the Department of Health and Human
Services. Tuberculosis Control Program, 1902
Mall Service Center, Raleigh, NC 27699.1902.
(b) There shall be documentation on file in the
home that the administrator, all other staff and
any live-in non-residents are free of tuberculosis
disease that poses a dIrect threat to the health or
safety of others.

i C 140 I

This Rule Is not met as evidenced by:
Based on interviews and record review, the
facility failed to assure that 1 of 3 sampled (Staff
A) was tested for tuberculosis (TB) disease in
compliance with control measures adopted by the!
Commission for Public Heanh. The findings are: !

i
i
i
I

I
Review of Staff A's personnel file revealed:

. -Staff A was hired on 06/15/10 as a Medication
Aide (MA).
-There was a TB skin test admimlstered on
03/24/15 and read as negative on 03/26/15.

Interview With Staff A on 07/08116 at 9:50am
revealed:
-The TB skin test on 03/26/15 was the only one
she remembered heWing.
-Staff A was aware she needed a second TB skin
test.
-Staff A was planning to get the second TB skin
test next week at a local clinic.

I
ision of Health Service Regulation
\TE FORM

lOA NCAC 13G.040S (a) (b)

C140 Test for Tuberculosis
Staff A is currently on a
leave of absence and has
been instructed that she
must provide all
paperwork to document
her TB testing for step I.an~_~~~~~~_,---'~8
+\,\Q, otft<X.. rl\ui'\~

lA.)\ \ \ ey\sQCe, Q'11'
~ tes-n~. ~~do~e.

Vp\9Y\ i2VY) p\ cymQ.\\tl
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C 140 Continued From page 4

The Administrator was not available for interview.

Interview with the Office Manager on 07/08/16 at
11:30am revealed:
-The Office Manager was not aware that Staff A's
personnel file was missing the second TB skin
test.
-Sne would follow-up with Staff A to assure that
the second TB skin test was completed.

C 145 10A NCAC 13G .0406(a)(5) Other Staff
QUalifications

10A NCAC 13G .0406 Other Staff Qualifications
(a) Each staff person of a family care home
shall:
(5) have no substantiated findings listed on the
North Carolina Health Care Personnel Registry
according to G.S. 131E-256:

This Rule is not met as evidenced by:
Based on record review and interview, the facility
failed to assure that 1 of 3 sampled staff (C) had
no substantiated findings listed on the North
Carolina Health Care Personnel Registry (HCPR)
upon hire according to G.S. 131E-256.

The findings are:

Review of Staff C's personnel file revealed:
-Staff C was hired as a Medication Aide on
05/24/10.
-There was no documentation of the Health Care
Personnel Registry being accessed for possible
findings for Staff C.

The Administrator was not available for interview.

C 145
lOA NCAC 13 G .0406 {a}
(5) C145 Other staff
qualifications Staff C has
been verified no findings
on the Health Care
Personnel Registry. See
lOA NCAC 13 G .0406 (a)
(5) C145Other staff
qualifications Staff C has
been verified no findings
on the Health Care
Personnel Registry. See
attached documentation.
The office manager •••. .::tt~

~ _ will review each HR
\.:?P' file within the first five

days of each month to
ensure compliance with
the regulation listed
above. This was effective
8/1/16.

~slonof Health Service Regulation
ATE FORM 6899
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C 145 Continued From page 5

Staff C was not available for interview.

Interview with the Office Manager on 07/08/16 at
11:30am revealed:
-"Staff C has been here forever,"
-She would see that the Health Care Registry
check for Staff C had been completed.
-The Office Manager believed that the
documentation has been misplaced.

C 145

C 202 10A NCAC 13G .0702(a) Tuberculosis Test and C 202
Medical Examination

10A NCAC 13G .0702 Tuberculosis Test and
Medical Examination
(a) Upon admission to a family care home each
resident shall be testeofor tuberculosis disease
in compliance with the control measures adopted
by the Commission for Health Services as
speclfled in 10A NCAC 41A .0205 including
subsequent amendments and editions.. Copies of
the rule are available at no charge by contacting
the Department of Health and Human Services,
Tuberculosis Control Program, 1902 Mail Service
Center, Raleigh, North Carolina 27699-1902.

This Rule is not met as evidenced by:
Based on interviews and record review, the
facility failed to assure that 1 of 3 sampled
residents (Resident #1) was tested for
tuberculosis (TB) disease in compliance with the
control measures adopted by the Commission for
Public Health. The findings are:

Review of Resident #1's current Fl-2 dated
10/28/15 revealed diagnoses including
schizoaffective disorder (a mental health
diagnosis) and bipolar disorder (a mental health
diagnosis).

CV+5
~4eerrev'\~) f~

sion of Health ervlce Regulation
TE FORM 6899

lOA NCAC 13 G.0702 C202
TBTest and Medical Exam
Per compliance with the
rule sited, Resident #1 was
issued a TB skin test on
7/11/16, (see attached
documentation). All other
resident books have been

I reviewed to ensure this is
i .."i not an Issue movl~g IJ.., \_\
i forward. The SIC U ,~~
i~ will;'"
~ review all resident books
i within the first five
i working days of each
, month to ensure

compliance with this rule. ~
Effective 8/1/16 L ~The S..L-C
started this process in
order to be in compliance
with the above rule.

RMCG11 If tonMuation sheet 6 Of 22
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wilr~nsure all medication
is reviewed and dispensed~
properly. -. ,-. The .s.x t:

~ .-- Atld S()'P2(vi501'

I reviewing aU MAR and
I doctors' orders at aI minimum of weekly (or
j daily if a new order comes
I in) for all residents. This

,..IV•...ls,...lo-n...,of,..,.H.,..e...,al~th-::Se=--rv,...lc-e'::R-eg-u.,..la..,.,.tlo-n------------"-----'--- precess started 7/17/16
TATE FORM fl8S9 RMCG11 and is an ongoing process

C 202 Continued From page 6

Review of Resident #1'5 Resident Register
revealed an admission date of 10121115.

Review of Resident #1'5 record revealed a
negative TB skin test was completed on 10/02/1!?

Based on observations, interviews, and records
reviews, Resident #1 was not able to be
interviewed due to his diagnoses.

Interview with the Administrator on 07/06/16 at
10:25am revealed:
-sne was aware that Resident #1 required a
second TB skin test.
MThe Administrator would make an appointment
for Resident #1 to receive the TB skin test as
soon as possible.

C 320 10A NCAC 13G .1002 (f) Medication Orders

10ANCAC 13G .1002 Medication Orders

(f) The facility shall assure that all current orders
for medications or treatments, including standing
orders and orders for self-admlnistratlon, are
reviewed and signed by the resident's physician
or prescribing practitioner at least every six
months

This Rule is not met as evidenced by:
Based on observation, intervIew and record
reviews, the facility failed to assure that all current
orders for medications or treatmentsfor 2 of 3
sampled resIdents (Resident #1 and #3) were
reviewed and signed by the resident's physician
or prescribing practitioner at least every six
months. The findings are:

1. Review of Resident #1's current FL-2 dated

I C202

C320

cau~- 5ef2- .prt::0:,tJUS H-t ..llf
P~5~
lOA NCAC 13G.1002 (fJ
C320 Medication Orders
The facilitv shall ensure
that all current orders for
medications or
treatments, including
standing orders and self-
administration are
reviewed and signed every
six months. 1. ReView fori'P
Resident #1 • liTh e
RNfrort},.-. o(,t~P~j '1---\11(0
Pharmacy came on ~
7/16/16 and reviewed all
medicine for all residents.
Serenity medication
administrato

ontinuation sheet 7 of 22

to ensur@compliance
with the regulation $tated
above. The nurse is also
!:chadulad to come back
prior to 12/31/16.
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lOA NCAC13G.1002 (f)
C320 Medication Orders
The facilitv shall ensure
that all current orders for
medications or

Review of the medication listed on the current treatments, including
FL-2 dated 10/28/15 for Resident #1 revealed: standing orders and self-
-Lipitor 40 milligram (mg), 1 tablet every night at administration are
bedtime (for high cholesterol). revIewed and signed everv. "011
-Fenafibrate 48 mg, 1 tablet every night at ~pD
bedtime (for high cholesterol). six months. 1. Review for 1Fte 1....\\p
-Lisinopril5 mg, 1 tablet every morning (for ReSident #~ 01;\
elevated blood pressure). RN from oul\ PI'O\J;Ji~ r;;:;:;;]
-Levothyroxlne 50 micrograms. 1 tablet every day Pharmacy came on· ~
at 6am (for hypothyrOidism). /
-Metoprolol XL 50 mg. 1 tablet every day (far i 7 16/16 and reViewed all
elevated blood pressure). medicine for all residents.
-Loratadine 10 mg. 1 tablet every day (for Serenity medication
allergies). admin'strat ••.~
-HaloperidoI10mg, 1 tablet at 8am and at 4pm "':.~
(an antipsychotic medication). will ensure all medication ~~
-Lorazepam 1mg, 1 tablet twice a day at 8arn and is reviewe!!:nd dispensedJ"he.. .s,:r.c-4-
4pm (an antianxiety medication). properly. _ along d f •

-Depakote 1500mg every day at bedtime (for @! ~ with /'Ire rJ,l '·C~-f.'0,;r. ~0 V
seizures disorders). l'l J "15 "tVv

revl'ewing !!!III MAR an r'OrYI'lV-Pantoprazole 40mg. 1 tablet every day at 'I" U

bedtime (for gastroesophageal reflux). j doctors' orders at a
-Seroquel 800mg. every day at bedtime (for I minimum of weekly (or
mental disorders).
-Eucerin cream, apply every day to body after ! dally if a new order comes
shower (a skin moisturizer). i In) for all residents. This
·Miralax 1 capful every day at bedtime in 8 : process started 7/17/16
ounces of water (a laxatiVe). i
-Humalog insulin. 25 units inject subcutaneously ,I and is an ongoing process
3 times a day within 15 minutes of a meal (a fast I to ensure compliance
acting insulin used for lowering blood sugar). i with the regulation stated
-Lantus insulin 85 units, inject subcutaneously I above. The nurse is also
every morning (a long acting insulin used to lower
blood sugar). ! scheduled to come back

)~lvl~s:T.lo~n--o~fH:-l'e~a~lth~$~e~rv~lce~R~e~9u~la~tJ~on~---------------'----prior to 12/31/16,
lTATE FORM

C 320 Continued From page 7

10/28/15 revealed diagnoses included
schlzoaffective disorder, bipolar disorder,
diabetes mellitus [unspecifiedl. hypertenSion and
hyperlipidemia. hypothyroidism. allergic rhinitia,
and gastroesophageal reflux disease.

C 320 !

6899 RMCG11 . _ ._.Iuation sheet 8 of 22
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C 320 Continued From page 8 C 320

Review of physician orders for Resident #1
revealed there was no six month review by a
medical provider -of all prescribed medications
and treatments for Resident #1.

Refer to interview with the Administrator on
07/06116 at 4:45pm.

2. Review of Resident #3'5 current FL-2 dated
08/24/15 revealed diagnoses of hypertension,
diabetes mellitus type 2. schizophrenia and
hyperlipidemia.

Review of 1he medIcation orders on the current
FL-2 dated 08/24/15 revealed:
-Clozapine 200 mg, 1.S tablet every day (for

. mental health disorders).
-Folic acid 1 mg, 1 tablet daily.
-Propranolol ER 120 mg, 1 tablet daily (for
hypertension ).
-Benztropine MES 2 mg, 1 tablet twice a day (for
mental health disorders or tremors).
-Haloperidol 10mg, 1 tablet twice a day (for
mental health disorders).
-Levetiracetam SOOmg, 1 tablet twice a day (for
epilepsy).
-Metformin HCL 1000mg, 1 tablet twice a day (for
diabetes mellitus).
-Miralax 1 capful mixed in 8 ounces of water twice
a day (for constipation).
-Clozapine 200mg. 2 tablets every day at bedtime
(for mental health disorders).
-Trazodone 150mg, 2 tablets every day at
bedtime (for depression and insomnia).

DiviSion of Health Service Regulation

STATE FORM

Review of Resident #3'5 physlclan orders
revealed there was no six month medical provider
review of all medications and treatments for

lOA NCAC136.1002 (f)
C 320 Medication Orders
The facility shall ensure
that all current orders for
medications or
treatments. including
standing orders and self-
administration are
reviewed and signed every O~'\1~
sixmonths. 2. Review of

- Resident #3, - Tne .::Jjt>
RN from ouR pr017i ding ~
Pharmacy came on
7/16/16 and revJewed all
medicine for all residents .
Serenity medication
administrator @
will ensure all medication
Is reviewed and dl$p~n$ed ...;Jf..E
properly .• g along ihe. Me.diCA-+i n

. Qd-mif\i 5 ()..rjor
reviewing alt MAR and LV; fh ~.lc..-
doctors' orders at a
minimum of weekly (or
dailv if a new order comes
In) for all residents. This
process started 7/17/16
and is an ongOing process
to ensure compliance
with the regulation stated
above. The nurse is also
scheduled to come back
prior to 12/31/16.6899 RMCG1 ltinuation sheet 9 of 22
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Resident #3. C. -~- see pn~lY)OLl5 01-,,\11\1)

Refer to interview with the Administrator on p{.\C)e...
07/06/16 at 4:45pm. I

10 A NCAC 13G. 1004 (a) C
.. 330 Medication

Interview With the Acrnmtstrator on 07/06116 at
4:45pm revealed she was not aware that all
medication and treatment orders had to be
reviewed by each resident's medical provider
every six months.

C 330 10ANCAC 13G .1004{a) Medication
Administration

10A NCAC 13G .1004 Medication Administration
(8) A family care home shall assure that the
preparation and administration of medications.
prescription and non-prescnpnon and treatments
by staff are in accordance with:
(1) orders by a licensed prescribing practitioner
which are maintained In the resident's record; and
(2) rules in this Section and the facility's policies
and procedures.

This Rule is not met as evidenced by:
Based on observation, interviews and record
review, the facility failed to assure medications
were administered as ordered by a licensed
prescriping preactitioner and in accordance with
the facility's policies and procedures for 2 of 3 (#1
and #2) residents sampled including errors with a
seizure medication and insulin (#1) and errors
with a laxative. The findings are:

1. Review of Resident #1 's current Fl·2 dated
10/28/15 revealed:
-Diagnoses included schizoaffective and bipolar
disorders.

Division of Healtfl Service Regulation
STATE FORM 063S

Administration The for all residents. Effect!
preparation of and 7/11/16 all MARs are

administration of meds, reviewed weekly (daily
prescriptions, non- a new order is issued) f
prescriptions & treatments an resldents •.,. ••••

C330 _ 1. & (a) Resident #11 re: • I lI' are also
Depakote. This issue was spot checking the MAR
addressed ~th all st~ and med administratlo
andtheSl~
and are The M€dicatiOf'\
reviewing the MAR and l\dM' IJ i:5+rQ +0 r:
medication Qnd ~
administration. Each staff ~
member has bee~",\:""e.~\c~~1(

@
instructed to notify~J. D1'-\\ .\~
~ ••• if the resident Is
out of meds before
documenting on the MAR ./ TI-e tv1e.J iCa ;. j 0 tl
that the medicine is out. admi rJi-sfftl to y-
The medication will no ~
longer be stored outside ~
of the physical location of
the residents. A small
med cart has been ~
ordered o CJ. R. f toU id I (\ 3
Pharmacy and should be
delivered on or before
8/30/16 in order to If continuation sheet 10 of.

ensure immediate
availability of medication--'-- .
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Pharmacy and should be
delivered on or before
8/30/16 in order to
ensure immediateAttempted interview with Resident #1'8 medical

provider was not successful on 07/06/16 at availability of medication
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reviewed weekly (daily if .\- t1

a new order is issued) for l f\J\~i co.: ~ ('
all residents. T f\e- . y'\ \ s \r~

are also Mf'\ I 63-C
spot checkIng the MAR <J\X\6. ~ ~8
and med adminIstration.

C 330 Continued From page 10

-Medication orders included Depakote (for
seizures and bipolar disorder) 1500mg each day
at bedtime.

a. Review of Resident #1's Medication
Administration Record (MAR) for July 2016
revealed:
-Depakote 500 mg, take 3 tablets (1500mg) by
mouth at bedtime.
-There was documentation of administration of
Depakote on all days except 07/01/16, 07f02l16
and 07/03/16.
-The MAR notes included the statement "mads
are out" for the dates the Depakote was not
documented as adminstered.

Telephone interview with the facility's providing
pharmacy 07/06/16 at 3:40pm revealed:
-Resident #1'5 Depakote was on automattc refill
to prevent interruption in treatment.
-Ninety 500mg tablets of Depakote were
delivered to the facility on 06/23/16.

The third shift Medication Aide, who documented
the exceptions, was not available for Interview,

Interview with the Administrator On 07106116 at
4:20pm revealed:
-The back-up medication was stored outside in a
locked storage building.
-The Administrator and Office Manager were the
only staff with keys for the storage building.
-The Administrator would inventory the
medication cart and restock needed medications.
-She could not explain why ReSident #1 was out
of Depako1e for three days.

C 330
10 A NCAC 136. 1004 (a) C
330 Medication
Administration The
preparation of and
administration of meds,
prescriptions, non-
prescriptions & treatments
1. & (a) Resident #1, re:
Depakote. This issue was
addressed with all staff
and the SIC' •••
and
reviewing the MAR and
medication
administration. Each staff
member has been

Instructed to notify' r-- -rhe Mad/:C~io r
I • Ifthe resident is . !\dM.t\,st.ato
out of meds before ~
documenting on the MAR ~
that the medicine Is out.
The medication will no
longer be stored outside
of the physical location of
the reSidents. A small
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3:10pm.

Interview with the Office Manager on 07/08/16 at
11:30am revealed:
-Storage space in the facility was limited.
-She would contact the providing pharmacy to
see if a second medication cart could be obtained
for medication storage inside the facility.

~. Review of a physician's order dated 02102/16
revealed an order for Lantus (a long acting insUlin
used to lower blood sugar) 20 units to be Injected
subcutaneously every evening at bedtime.

Review of Resident #1's Medication
Administration Record (MAR) for April 2016, May
2016, June 2016 and July 2016 revealed and
entry for Lantus 20 units every evening at
bedtime.

Observation of medications on hand on 07/06116
at 4:17pm revealed:
-There were three vials of opened Lantus insulin,
100 units per milliliter, stored in the door of the
kitchen refrigerator.
-On each vial was a sticker from the pharmacy
instructing to discard after 28 days.
-Handwritten on 1 of the 3 vials was the date
04/01/16.
-Handwritten on 1 of the 3 vials was the date
04118/16.
-The third vial was not dated.
-All 3 vials appeared clear, without any
discoloration or particles.

Interview with the second shift Medication Aide
(MA) on 07/06/16 at 4:17pm revealed:
-The MA did not know when the undated vial was
opened.

::>ivlsion of Health Service Regulation

STATE F=ORM
8899 RMCG

PROVIDER'S PLAN OF CORRECTION
(EACH CORRECTIVE ACTION SHOULD BE
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J
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COMI'lETE

DATE

330 Med\cat.ion

Administration The
preparation of and
administration of meds,
prescriptions, non-
prescriptions& treatments

..1. (b)Resident #1,. re: ed iCD.}i ~ ~o r
lantus insulin, Ml\'O.Mi(\\S\ , r, !\.?
and will beS!~ {)1'\~
checking all insulin once it~
is sent by the pharmacy to
ensure Serenity is in

compliance with lOA -r1 M - I. I· 0

•
t xe: eo ,C'Q,:tl ,

NeAC 13 G. 1004 (a) f\dmi oi .s-h"a..i 0 r [

will also check to make sr c.(!!i§)
sure each vallis labeled
properly to include
resident name, date
opened and/or other
instructions. They will
also ensure the insulin Is
disregarded on or before
the 28th day from the
open.ng of the insulin. A
smalt plastic box has been
placed in the refrigerator
labeled with the resident
name and is no longer
stored on the door of the
refrigerator. The
refrigerator is locked.This
action was taken on ~'nuation sheet 12of 22
7/15/16, and effectiv
7/15/16both" .he idiI!/J:I-r"o(\ A~l"'js/r1l:I·Dr

~::;.and". s.r~~
I wlll monitor
the ir\§u'in with @ach now
shipment of insulin.



Division of Health Service Reuulation

PRINTED:07/29/2016
FORM APPROVI::D

(X1) PROVIOEAlSUPPLIERlCLIA
IDENTIFICATION NUMBER:

(X2) MULTIPLE CONSTRUCTION
A. BUILDING: _

(X3) DA.TIOSURVEY
COMPLETED

STATEMENT OF DEFICIENCIES
AND PLAN OF CORRECTION

FCL082017 07108/2016B.WING

SERENITY FAMILY CARE HOME

STREET ADDRESS. CITY, STATE. ZIP CODE

1436 BLAND SCHOOL ROAD
HARRELLS, NC 28444

NAME OF PROVIDER OR SUPPLIER

()(4) 10
PREFIX
TAG

SUMMARY STATEMENT OF DEFICIENCIES
(EACH DEFICIENCY MUST BE PRECEDED BY FULL
REGULATORY OR LSC IDENTIFYING INFbRMATION)

ID
PREFIX
TAG

PROVIDER'S PLAN OF CORRECTION
(eACH CORRECTIVE ACTION SHOULD BE

CROSS·REFERENCED TO THE APPROPRIATE
DEFICIENCY)

(X5)
COMPLETE

DATE

C 330 Continued From page 12

-The Lantus Insulin was given to Resident #1 by
the third shift MA.

The third shift MA was unavailable for interview.

Interview with the Administrator on 07/06/16 at
4:20pm revealed:
-She was aware that insulin was to be discarded
28 days after opening.
- The Administrator did not know when the vial of
insulin was opened.

Telephone interview with the facility's providing
pharmacy on 07/06/16 at 4:25pm revealed:
-Insulin was not sent to the facility until it was
requested.
-Tne last vial was sent to the facility on 04/25/16.
-Insulin should be discarded 28 days after
opening.

Attempted interview with the prescribing medical
provider for Resident #1 was not successful.

, 2. Review of Resident #2'5 current FL-2 dated
03/14/16 revealed diagnoses included
schizophrenia, chronic kidney disease, chronic
pain, coronary artery disease, and
gastroesophageal reflux disease.

Review of subsequent physician's orders
revealed and order dated 711/16 for Polyethlene
Glycol 3350 17grams dissolve 17grams into liquid
daily - increase to 2 to 3 times daily if needed for
daily bowel movement

Review of the Medication Administration Record
(MAR) for July 2016 revealed no entry for the
Polyethlene Glycol 3350.

C330 I
I

I

10 A NCAC 13G. 1004 (a) C
330 Medication
Administration The
preparation of and
administration of meds ,
prescriptions, non-

. prescriptions & treatments
" 2. ReSident #2, re: ~icJiO~c..\~

i Polyethylene GIVCOI335~~~{Q1'<P
~ has talked w/~

.pr~"j 7 I g Pharmacy on
j 7/25/16 and instructed
i the pharmacy to
: immediately flll all
I prescriptions once faxed
, in. Most prescriptions are
i filled the night of fax and
! delivered d'rectly to the
i house of the resident
~ provided they are faxed

ou~ :Pro~.t __ PharmaCYby
; -A::t(pm. This action was
I

i effective as of 1/25/16.
i

I
Division of Health Service Regulation
STATE FORM RMCG116899 If continuation sheet 13 of 22
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C 330 Continued From page 13 (
I

Observation of the medication cart on 07/06/16 at i
3:30PM revealed Polyethlene Glycol 3350 was i
not on the medication cart. \

Telephone interview with the facility's providing I
pharmacy on 07/06/16 at 3:40PM revealed: I
-A prescription for the Polyethiene Glycol 3350 '!....

was faxed to the pharmacy on 07/04/16 from the
faCility.
-It has not been filled because they were waiting
for the facility to call and tell them to fill it.

1

I
I
I

Interview with the Administrator on 07/06/16 at iI
4:10PM revealed: !
-The Administrator had contacted the pharmacy i
regarding the prescription this afternoon. I
-Th,e medications would be delivered to the facility I
tOnight. I

!
;j

i
J
I

(c) The medication storage area shall be clean. i
well-lighted. well-ventilated, farge enough to store i
medications in an orderly manner, and located in I
areas other than the bathroom, kitchen or utility I

. room. Medication carts shall be clean and I
medications shall be stored in an orderly manner. !

!

C 354 10A NCAC 13G .1006 (c) Medication Storage

10ANCAC 13G .1006 Medication Storage

C330 "\ 1.'1,1) f"\rQI
10 A NCAC 13 G .1006 (e) ..

"t (354 Medication Storage
The medication storage
area shalf be clean, well-

t lighted, well ventilated &
large enough to store
medication in an orderly
manner. The medications
are no longer be stored
outside of the physical
location of the residents.
No medicine will be stored
anywhere other than in a
med cart at each facility.
No meds are stored in any
other area of the house

C354 other than the med cart.
A small med cart has bee~~Q.. @
ordered fron: •• 1 Prol"di"9~
Pharmacy and should be
delivered on or before
8/30/16 in order to ensure
Immediate availability of
medication for all
residents. A portable ale
unit has been purchased
until the small med carts
arrive (see attached
pictures). The purchase
was made to ensure the
proper storage of meds.
The new small med cart

This Rule is not met as evidenced by:
. Based on observation and record reviews, the
facility fai/ed to assure that the medication
storage area was kept clean, well-lighted, I
well-ventilated, large enough 10 store medications I
in an orderly manner and located in areas other
than the bathroom, kitchen or utility room as !

I
\::-DIh,iVii:isl:;::;on;:;-o;::;f'i:Hi:'ea;;rlt;;::h<:S:=eM;::;';:::ce:iRa:e;:::g::-:u;;:la:::tlo::::n~-----------'---~--::=-- for storage can be verified ---------'
STATE FORM 61199 ~~ ~ by calling - If continuation sheet 14 of 22

OLA R ..{hll. '''3 - - Pharmacy at_.1. Storage
changesmade effective
1/25/16 and are



Division of Health Service Reau alien

PRINTED: 07/29/2016
FORM APPROVED

STATEMENT OF DEfiCIENCIES (Xl) PROVIOE:R/SUPPLIERICLIA
AND PLAN OF CORRECTION IDENTifiCATION NUMBER:

FCL082017

(X2) MULTIPLE CONSTRUCTION
A. aUILOlNG: _

(X3) DATE SURVEY
COMPLETED

a.WING 07/08/2016

SERENITY FAMILY CARE HOME

STREET ADDRESS, CITY. STATE. ZIP CODe
1436 BLAND SCHOOL ROAD
HARRELLS, Ne 28444

NAMI:i or: PROVIO\;R OR SUPPLIER

[X4)ID
PREFIX
TAG

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

ID
PREFIX
TAG

PROVIDER'S PLAN OF CORRECTION
(EACH CORRECTIVE ACTION SHOULD BE

CROSS-REFERENCEO TO THE APPROPRIATE
DEFICIENCY)

(X5)
COMPLETE

DATE

1

Interview with the Office Manager on 07/08/16 at was made to ensure the
11:30am revealed that the back-up medications f
for the facility and the 2 sister facilities were store I proper storage 0 meds.

. in this storage building. i The new small med cart
!::;,DIV1V1SisloOrni(o)ffHHiB:Baiiiilt~hSsiieMv1·~ce~R~e;;g~ul~ati~·on~:.:..::!:~----- -2..__ -:>".•.. L for storage tan be verified
STATE FORM 6SS9 RMI by calling- 0U ~

Oro \J ~ch~ Pharmacy at_

C 354 Continued From page 14 ! C354

evidence by medications being kept in an outdoor
storage building. The findings are:

Interview with the Medication Aide on duty on
07/06/16 at 2:10pm revealed:
-Back-up medications were stored outside in a
locked. metal storage building.
-This storage buifdlng was also used for the
Office Manager's work area.
-The only staff with keys were the Administrator
and the Office Manager.

Observation of the storage building on 07{07/16
at 3:20pm revealed:
-The storage building was constructed of metal
with ply-wood walls, floor and ceiling.
-The storage building was approximately 15 feet
by 15 feet.
-There were 2 windows with screens.
•There was no air conditioning.
-Cards of medications were in cardboard boxes in
different areas of the building.
-Some medication cards were loose on top of
boxes.

Interview with the OffICe Manager on 07/07/16 at
2:10pm revealed:
-The back-up medication was stored in the
building because storage in the facility was
limited.
-The owner was planning on getting a window air
conditioner because the temperature inside the
storage building was uncomfortable at times.
-She and the Administrator were the only staff
members with keys.

i 10 A NCAC 13 G .1006 (c)
i C354 Modicatlon Storage

The medication storage
l area shall be clean, well-

lighted, well ventilated &
large enough to store

i, medication in an orderly
i manner. The medications
I are no longer be stored!
; outside of the physical
, location of the residents.
: No medicine will be stored

anywhere other than in a
I

med cart at each facility.
No meds are stored In any
other area of the house

, other than the med cart.
f

: A small med cart has been Dl.'R . ~
; ordered from prDV I cl'''-.9 ~
, Pharmacy and should be
j delivered on or before
i 8/30/16 in order to ensure

immediate availability of
medication for all
residents. Aportable ale

I unit has been purchased
, until the small med carts
i
i arrive (see attached

pictures). The purchase

If continuation sheet 15 of 22

Storage
changes made effective
7/25/16 and are d I t1' -.1 ITI1~Me iet},t; 6(\ I1cIIII;Al't1t~r
monitored weekly by A J\d Th e SIC.

-G¥)
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C 359 10ANCAC 13G .1006 (g) Medication Storage

10A NCAC 13G .1006 Medication Storage

(9) Medications shall not be stored in a
refrigerator containing non-medicationa and
non-medication related items, except when
stored in a separate container. The container
shall be locked when storing medications unless I
the refrigerator is locked or is located in a locked I
medication area. !I

I
I

This Rule is not met as evidenced by: I
Based on observation and interviews. the facility I
failed to assure that Lantus insulin requiring i
refrigeration was stored in a refrigerator that (
contained non-medtcatlons and non-medlcanon i
related items. was stored in a separate container. (
The findings are: !
Observation of medications on hand for one of
the faCility's residents revealed:
-Lantus lnsunn was stored in the kitchen
refrigerator.
•The kitchen refrigerator was locked.
-Three vials of Lantus insulin were stored in the
refrigerator door.

!
i,
I

i
IInterview with the Administrator on 07106116 at I

4:20pm revealed: :
-She was not aware that medications stored in I
the kitchen refrigerator needed to be in a I
separate container. :
-The Administrator would follow-up with the owner i
to assure that a separate container would be 1

obtained for insulin storage. :
1

lOA NCAC13G .1006 (g)
C358 Medication Storage
Medications shall be store
In a refrigerator containing
non-medications related
items, excepts when
stored in a separate
container. The container
shall be locked when
storing medications unless
the refrigerator is locked
or is located in a locked
medication area. • A
small plastic box has been
placed in the refrigerator
labeled with the resident
name and is no longer
stored on the door of the
refrigerator. The
refrigerator is locked. This
action was taken on
7/15/16,and effective ~

i~7/15/16 bothh·:••••=- ~~.The Xftd~OIl. I.$lr.Y and - • will ~clml~1 ~1Q.:tOV'\

I monitor the insulin with
i each new shipment of r::5W

insulin. and The Mtd~e".1
-- ~dMrl\istllct~or_ are spot

! monitoring the storage of
! insulin in order to be in
! compliance with this rule.
i

C 358

)ivision of Health Service Regulation
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i
! C358
I

~ change was made
i effective 7/9/16.
I Currently all schedule II

I
i controlled drugs are
I stored under a lock within
! the med cart. A small
II med cart has been
i ordered from "'" . 0u~
I Pharmacy and should be
I delivered on or before

)1~vl~si~on~o~fwH~ea~~~S~eM~'~oo~R~e=g~u~la~tlo~n----------------------~------~
HATE FORM eess

C 358 Continued From page 16

Interview with the Office Manager on 07108/16 at
11:30am revealed that she would assure that the
refrigerated medications were stored in a
separate container inside the locked refrigerator.

C 368 10ANCAC 13G .1008 (b) Controlled Substances C 368

tOA NCAC 13G .1008 Controlled Substances

(b) Controlled substances may be stored
together in a common location or container. If
Schedule rr medications are stored together in a
common location, the Schedule II medications
shall be under double lock.

This Rule is not met as evidenced by:
Based on observations, interviews, and record
reViews, the facility failed to assure that controlled
medications (Restonl) were stored together under
double lock. The findings are:

Interview with the Medication Aide on duty on
07/06f16 at 2:10pm revealed:
-Back-up medications were stored outside In a
locked, metal storage building.
-This storage building was also used for the
Office Managers work area.
-The only staff with keys were the Administrator
and the Office Manager.

Observation of the storage building on 07/07/16
at 3:20pm revealed:
-The storage building was constructed of metal
with ply-wood walls, floor and ceiling.
-The storage building was approximately 15 feet
by 15 feet

lOA NCAC 13 G .1008 C
368 (b) Controlled
Substance may be stored
together in a common
location or container. If
Schedule 1\medications
are stored together In a
common location, the
Schedule II medications
shall be under double lock.
At Serenity FCH;the
controlled (Schedule II)
medications are no longer
stored outSide of the
physical location of the

! residents. No medicines
! are stored anywhere
! other than in a med cart
: at each facility. No meds
are stored in any other

! area of the house other
than the med cart This

8/30/16 In order to
R~ ensure Immediate

availability of medication
to Include but not limited
to controlled schedule II
drugs for aU residents.

If continuation sheet 17 of 22
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-There were 2 windows with screens.
-Cards of medications were in cardboard boxes in I

different areas of the building.
-Some medication cards were loose on top of
boxes.
-A bubble card of Restoril, with a la(ge red C, was
in a stack of medications on top of a box.

Interview with the Office Manager on 07/07/16 at
2:10pm revealed:
-The back-up medication was stored in the
building because storage in the facility was
limited.
-She and the Administrator were the only staff
members with keys.

A second interview with the Office Manager on
07/08/16 at 11:30am revealed:
-The back-up medications for the facility and the
2 sister facilities were store in this storage

. building.
-She was not aware that controlled medications
must be stored under double lock.

The Administrator was unavailable for interview.

C 912 G.S. 1310-21(2) Declaration of Residents' Rights

G.S.131O-21 Declaration of Resident's 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 not met as evidenced by:
Based on observation. interview and record
review, the facility failed to assure that all

uvlslon of Health Service Regulation

;TATE FORM

C368 C.3to

G.S. 1310-21 (2)
Declaration of Residents'
Rights C912 Every resident
shall have the right to
receive care and services
which are adequate,
appropriate and in
compliance with relevant
federal and state laws and
rules and regulations.
Serenity has made some
staff changes. Currently
Serenity has nine staff,
four of the nine ate CNA
(Certified Nursing
Assistants) that are med
tech certifled. An
additional two staff are
med tech certified and the
other two have their LHPS
and are scheduled to take
the med tech test. In
addition, med tech state
approved CEU6 hour
training has been
scheduled for September
16,2016.

~c..-e
(r\O!.'l'1 c.( r u..id1 (,(\\)(\',"\br

C912
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residents received care and services which are
adequate, appropriate. and in compliance with
relevant federal and State laws and rules and
regulations related to qualifications of medication
aides. The findings are:

ID
PREFIX
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! ,
C912

1 ,
I i

i
! ,
i

i
:
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1. Based on observation, interview and record
review, the facility failed to assure that 1 of 3
Medication Aides (MA) sampled who

. administered medications had passed the written
medication administration examination and
completed the 5, 10 or 15 hour state approved
medication administration courses as required
(Staff 8). [Refer to Tag C935. GS 1310-4.5898)
Adult Care Home Medication Aides; Haining and
Competency Evaluation Requirements (Type B
Violation)].

C935 G.S. § 131O-4.5B (b) ACH Medication C935
Aides;Training and Competency

G.S. § 13104.58 (b)Adult Care Home
Medication Aides; Training and Competency
Evaluation Requirements.

(b) Beginning October 1, 2013. an adult care
home is prohibited from allowing staff to perform
any unsupervised medication aide duties unless
that individual has previously worked as a
medication aide during the previous 24 months in
an adult care home or successfully completed all
of the following:
(1) A five-hour training program developed by.the
Department that includes training and instruction
in all of the following:
a. The key principles of medication
administration.
b. The federal Centers for Disease Control and.
Prevention guidelines on infection control and. If

G.S. 1310-4.56 ACH
Medication Aides; Training
and Competency

Evaluations Requirements

C935 Serenity has
scheduled staff training in
September 2016 for
Medication
Administration, Infection
Control. Currently out of
nine staff members, seven
are med tech certified.
The remaining two are
scheduled to take the
test. Serenityis
conducting training In
August and September
2016 which is the
effective date in order to
ensure compliance for the
rule listed above. This
training will be monitored
monthly by the office

.~

)Ivlslon of Heellth Servtce Regulation
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i applicable, safe injection practices and
! procedures for monitoring or testing in which
bleeding occurs or the potential for bleeding
exists.
(2) A clinical skills evaluation consistent with 10A
NCAC 13F .0503 and 10A NCAC 13G .0503.
(3) Within 60 days from the date of hire, the
individual must have completed the following:

· a. An additional10-hour training program
I developed by the Department that includes
: training and instruction in all of the following:
· 1. The key principles of medication
: administration.
: 2. The federal Centers of Disease Control and
j Prevention guidelines on infection control and, if
: applicable, safe injection practices and
I procedures for monitoring or testing in which
· bleeding occurs or the potential for bleeding
exists.
b. An examination developed and administered
by the Division of Health Service Regulation in
accordance with subsection (c) of this section.

! This Rule is not met as evidenced by:
; TYPE B ViOLATION

1 Based on observation. interview and record
review, the facility failed to assure that 1 of 3
Medication Aides (MA) sampled who
administered medications had passed the written
i medication administration examination and
; completed the 5. 10 or 15 hour state approved
: medication administration courses as required
: (Staff B). The findings are:

i i
i Review of Staff B's personnel file revealed: I
-Staff B was hired as a MA on 07101/14.

i -There was no documentation that the 5.-10 or 15 I

I C935

I
I
i
I
I
I G.S. 1310-4.59 ACH

Medication Aides; Training
and Competency
Evaluations Requirements
C935 Serenity has
scheduled staff training in
September 2016 for
Medication
Administration, Infection
Control. Currently out of
nine staff members, seven
are med tech certified.
The remaining two are
scheduled to take the
test. Serenity;s
conducting training in
August and September
2016 which is the
effective date in order to
ensure compliance for the
rule listed above. This
training will be monitored
monthly the op}.ce
rnCUlc:l~t:r ~

)Ivision of Health Service Regulabon
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i hour medication training had been completed.
-There was no documentation the medication
administration test was passed in the personnel
file.
-There was a medication clinical skills check list

; successfully completed on 06122116 in the
i personnel file.
i -There was no documentation of MA verification
in the personnel file.

Review of the Medication Administration Records
for the months of April 2016, May 2016 and June
2016 revealed documentation of administration of I
medications to the residents by Staff B.

i Staff B was unavailable for interview at this time.
i

J The Administrator was unavailable for interview.

: Interview with the Office Manager on 07/08/16 at
: 11:30am revealed:
: -She was sure that Staff B had completed all of
i the requirements to be a MA
-Staff B usually worked at one Of the other
facilities also owned by this facility's owner.
-Staff B's complete personnel file was at the other

: faCility.
, -The owner reviewed staff qualifications at time of
: hire.

i Review of the Plan of Protection dated 07/08/16
; revealed:
: -No one will give medications unless they are
, Medication Aide certified or as allowed by the
i State regulations. .
; -~henever a Medication Aide is hired, the facility
!Willensure all proper documentation is in the
: personnel file in accordance with the State policy.

)iYision of Health Servlce Regulation
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j

G.S. 1310-4.58 ACH
Medication Aides; Training
and Competency
Evaluations ReqUirements
C935 Serenity has
scheduled staff training in
September 2016 for
Medication
Administration, Infection
Control. Currently out of
nine staff members, seven
are med tech certified.
The remaining two are
scheduled to take the

:oTATE FORM 6699

test. Serenity is
conducting training in
August and September
2016 which fs the
effective date in order to
ensure compliance for the
rule listed above. This
training will be monitored
monthly by the office
manager

RMCG11 If continuation sheet 21 of 22



Division of Health Service Renutation

PRINTED: 07/29/2016
FORM APPROVED

STATEMENT OF DEFICIENCIES (X1) PROVIDERISUPPLIERfCLlA
AND PLAN OF CORRECTION IDi1NTIFICATION NUMBER:

FCL082017

NAME OF PROVIDER OR SUPPLIER

0710612016

(X2) MULTIPLE CONSTRUCTION
A BUILDING: _

(X3) DATE SURVEY
COMPLETED

B.WING

SERENITY FAMILY CARE HOME

STREET ADDRESS. CITY, STATE, ZIP CODE

1436 BLAND SCHOOL ROAD
HARRELLS, Ne 28444

(X4)ID !
PREFIX
TAG

SUMMARY STATEMENT OF DEFICIENCIES
(EACH DEFICIENCY MUST BE PRECEDED BY FULL
REGULATORY OR L$C IDENTIFYING INFORMATION)

I
10

PREFIX
TAG

PROVIDER'S PLAN OF CORRECTION
(EACH CORRECTIVE ACTION SHOULD BE

CROSS-REFERENCED TO THE APPROPRIATE
DEFICIENCY)

i (X5)
!. COMPLETE

DATE

C935 Continued From page 21

THE DATE OF CORRECTION FOR THE TYPE
! B VIOLATION SHALL NOT EXCEED AUGUST
. 22,2016.
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