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C 000 Initial Comments C 000
The Adult Care Licensure Section and the
Mecklenburg County Department of Social
Services conducted an annual survey on
November 08 and November 09, 2016.
€ 153 10A NCAC 13G .0501 (a) Personal Care Training C 153
And Competency
10A NCAC 13G .0501 Personal Care Training
And Competency
{(a) The facility shall assure that parsonal care it . Es g
staff and those who directly supervise them in lhe cufe (‘:f Og M Cﬂﬂ 1A' )
facilities without heavy care residents = e o ~ )
successfully complete a 25-hour training 'fuﬂ'\\ J Care il m Gz
program, including competency evaiuation, tre fhad oy e Sheuded
appraoved by the Department according to Rule ‘; \'& )‘ %}0&’
é)Sthof tthis r?t—:‘ction. For th: pL;rposefhof th\ics f'uk-e -f-.}w a0 } Vol ’H’L(ﬁ A%n..e
ubchapter, heavy care residents are those for - o
whom the facility is providing personal care tasks g L"Me”’ e the hipe
iisted in Paragraph (i) of this Rule. Direcrtly i“u Che o }- o Sd
supervise means being on duty in the facility to £z ] .
oversee or direct the perfarmance of staff duties. e phele Peticy fhow
[ =y bo  Compteld TR
}_ " — ¢
‘FCJH?’\Vy' . lLﬁ ;fng_ln
This Rule is not met as evidenced by: <) bued Eovn dlelie
b L
Based on observations, interviews and record %6 ‘" P s i 'Lf t(,iL&.
reviews, the Fi;acsilitg;f fziieBd todaésu':ed:% of 3 | L \:3 S }*yﬂ Lo
sampled staff (Staff A, B and C) had completed B B,
the 25 hour personal care training within the first dum D At A A D
& months of hire. Q66 -~ F, U _ Rote) ana
! i no( iM “’ "Q
The findings are: te 7/—‘:”*‘-15‘ (jﬂ\, ge IG&
: Mej &y et pgt::_j e
i A. Review of the personnal record for Siaff A
‘ revealed:
: -A hire date of 01/30/18.
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-She was hired as a Personal Care Aide.
-There was no decumentation of personal care
training being completed.

Interview on 11/08/16 at 11:15 am with Staff A
revealed:

-She was hired "at the end of January or early
February" as a Personal Care Aide.

-She usually warked Monday through Friday, from
Z pm through 9 am the following day,

-She administered medications, cooked meals,
cleaned the facility and assisted the residents as
needed,

-Mostly the residents were independent with their
Agtivities of Daily Living {ADL), but she did have
to encourage and remind them on a regular
basis.

-5he did have to assist one resident with
showers, dressing, and putting her socks and
shoes on.

-She did complete the personal care training "a
long time ago".

-The training certificate should be in her

i personnel record, but if it was not there, she

would ook in her records at home.

Refer to interview with the Administrator on
1409/16 at 2:30 pm.

B. Review of the personne! record for Staff B
revealed:

-A hire date of 10/09/14.

-She was hired as a Personal Care Aide.
-There was no documentation of personal care
training being completed.

Interview on 11/08/16 at 2:05 pm with Staff 8
revealed:

-She was hired in 2014 as a Personal Care Aide.
-She worked weekends.
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C 153 | Continued From page 2

them to complete them.

classes.

11/09/16 at 2:30 pm.

| revealed:

training.

survey.

11/09/16 at 2:30 pm.

-A hire date of 01/15/14,
-She was hired as a Personal Care Aide.

-She adminisiered medications, cooked meals,
assistegd the residents as needed ard cleaned the
facifity when she worked.
-The residents were mostly independent with their
ADLs, but she did have to encourage and remind

-She had not taken any personal care training

Refer fo interview with the Administrator on

C. Review ¢f the personnel record for Staff C

~There was no documentation of personal care

Interview on 11/08/16 at 11:00 am with Staff A,
Personal Care Aide, revealed Staff ¢ worked
evenings and weekends as a Personal Care Aide.

Staff C was unavailabie for interview during the

Refer {o interview with the Administrator on

2:30 pm revealed:

records.

care assistance.

interview with the Administrater on 11/08/16 at

-The Administrator was responsible for making
sure ail required information was in the personnel

-He was not aware the of the requirement for
personal care fraining if staff provided personal
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C 202 10A NCAC 13G .0702(a) Tubsrculosis Test and caz | ke Ju Sfef dugt F%J
Medical Examination ﬁ”’*f"’m *(Lgo abteet /L }W”e 21
10ANCAC 13G .0702 Tuberculosis Test and
Medical Examinaticn
(2} Upon admission to a family care horme each
resident shall be tested for tuberculosis disease
in compliance with the contro! measures adopted
by the Commission for Health Services as
specified in 10A NCAC 41A 0205 including
subsequent amendments and editions, Copies of
the rule are availabie at no charge by contacting I
- the Department of Health and Human Sernvices, |
Tuberculosis Gontrol Pregram. 1902 Mail Service
Center, Raleigh, North Caralina 27695-1902.
This Rule is not met as evidenced by:
TYPE B VIOLATION
S respecl
! Based on record review and interview, the facility ﬁ bl.‘.lbf ReSi Jf"‘! ﬁé - P
failed to assure 1 of 3 sampled residents J‘ﬂbf' Jg‘) sk ﬁ-e,
{Resident #2) was tested upon admission for fe A CT /—g fo; )4[ l:[j
tuberculosis {TB) disease in compliance with ] s ofl. 4 j]dd(,lc/ i }_1'4 t
control measures adopted by the Commission for N e ey
Health Services, riti {LW 18 1= S seisceat)
. A= Qovtiefson e i
The findings are: - K’H‘- ﬁéﬁpc fq[‘ a .(i/ {-bct
Review of Resident #2's current FL2 dated TOLL h‘. Ad g “ tﬂjr < ; ‘9
*| 10/04/15 revealed diagnoses included he T M(;.,__}tl erh vy Cd': ,é’
schizophrenia, d]dtﬁ“
: . i ]
Review of Resident #2's Resident Regist hespl & héq Oclity
. Review of Resident #2's Resident Register e oy i
| revealed an admission date of 09/24/16, (n H oe pyre gh‘ t‘ \ . / Eacund
' Sk foce puh dial fuiled. | Fou
Review of Resident #2's record revealed no (el e Nuese .{-O{ch e
»| documentation of any TB skin test prior to e ' . ) tf‘ﬁ“ﬂ""
= | admission to the Facility. e need g drker I‘*'E":J
] ‘ﬁ;@ Wil M 'M(;.Soi’ Cﬁ“"LCC’J—V‘J
Interview with the Administrator on 11/08/16 at
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10A NCAC 136G .1002 Medication Orders

{b) All orders for medications, prescription and
non-prescription, and treatments shall be
mazintained in the resident’s record in the facility.

This Rule is not met as evidenced by:

Based on record reviews and interviews, the
facility failed to have orders filed in resident
records for medications administered for 3 of 3
residents sampled (Resident #1, #2 and #3) for
medication adminisiration.

The findings are:

i A. Review of Resident #1's current FL2 dated

12/14/15 revealed diagnoses included
schizophrenia.
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C202| Continued From page 4 C 202 ’j‘iée_.: TS e (2 il
11:00 am revealed: f'}-‘a/ reSulf & Fﬂ""‘
-He remembered seeing a TB skin test for ; iy ﬂ ¥
Resident #2 upon admission to the fagility. D L (d'l §¢ G@ A . 1 2“ L ‘ ‘(
-He did not know why the documentation was not Hetlh )’!05{)1’&3—‘0 e |~
in Resident #2's record. —— { .
: C i L
-He was aware residents were required to have a J e~ he ¢
two-step TB skin test upon admission to the bed! her L5k T 8
facility. ¥ ] z
o5l ~usih oy ol wésm"'ﬁ"‘“
The fagility provided a Plan of Protection on ltes (uees ooy poad i
11/08/16 as follows: ey /
-The facifity staff will make sure ail required oG Btk .
information is present in resident records before a T e ! . L
new resident is accepted into the facility. ! 6% éu_bﬁ,ﬂ
CORRECTION DATE FOR THE TYPE B }’“L’k‘f *Q + ﬁ
L4l
VIOLATION SHALL NOT EXCEED DECEMBER f;”’é 4 o clreds deu
24, 2015 < ple Ct-ﬂ tie Hheu!” rete
betck -
C 316 10A NCAC 13G .1002({b) Medication Orders C 316
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Review of Resident #1's Resident Register
revealed an admission date of 07/09/16,

Review of Resident #1's October and November
2018 Medication Administration Record (MAR)
reveated documented administration of the
fallowing:

-Atorvastatin 20 mg (used to lower cholesterol) at
bedtime,

-Cymbalta HCL 80mg (used to treat major
depressive disorders) every day.

-Levothyroxine 88 mcq (used to treat thyroid
hormone deficiency} every day.

-Loratadine 10mg {used to reat allergies) at
bedtime.

-Lyrica 50 mg (used to treat pain) twice daily.
-Risperidene 3 mg (used to freat mental health
disorders) at bedtime.

-Trazodone 50 g {Used to treat mental health
disorders) as needed.

-Vitamin £ 400 |U (used to treat Vitamin £

. deficiency) 2 every day.

-Omeprazole DR 20 mg (used to treat
gastrointestinal discrders) every day before
breakfast. '

-Naproxen 500 mg (used to treat pain and fever)
as needed.

Review of Resident #1's record revealed no
medication orders for any of the medications
iisted on the October or November 2016 MARs. L

Interview on 11/08/16 at 3:00 pm with the
Administrator revealed:

-Resident #1 had previously lived at the facility
and moved out.

-Resident #1 originally moved in 11-27-15 and
moved out 3-15-16.

-Resident #1 moved back to the facility on
07/09116.
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C 216/ Continued From page 6 C 316 ews JEL 4 o~ ul he
- : : | hed - F
-The Administrator had spoken with Resident #1's hir !M— a / PR LS |
physician anc was advised that Resident #1 did Tre ((;L ekt ad i shafr— .
not need a new F1.2 because the FL2 was not yet ¥ ‘ y
a year old. ot puke  Sume Dred @l |
-The Administrator did not realize Resident #1 decu mpuds o L“_éﬁ'], mo_ﬂ-‘ﬂ ’
5 o \, .
(r;%ec?;ilsa new FL2 since the readmission of 3 Coiredd cw? g, ploce
-He did not have the physician's orders for loe L% Gocep f“i‘] Be iendib(3) .

atorvastatin 20 mg at bedtime, cymbalta HCL
B0mg every day, levothyroxine 88 mcg every day,
loratadine 10mg at bedtime, Iyrica 50 mg twice
daily, risperidone 3 mg at bedtime, trazadone 50
mg as needed, vitamin E 400 1U 2 every day,
omeprazele DR 20 mg every day before
breakfast, and naproxen 500 mg as needed.

Observation on 11/08/16 at 2:30 pm revealed
medications on hand included atorvastatin 20 mg,
levothyroxine 88 mcg, loratadine 10mg, lyrica 50
mg, risperidone 3 mg, trazodone 50 mg, vitamin
E 400 U, omeprazole DR 20 mg, and naproxen
500 mg.

wihide U frue Tid aty
interview with Resident #1 on 11/08/16 at 10:00

am revealed Resident #1 depended on the facility Sy Leals ci'c Preals o~
to provide medications as ordered by the

physician. LZIC 74\1_3411{(_& %(&g (fE

B. Review of Resident #2's current FL2 dated Puss o % v Lhe 0

10/64/16 revealed: v G !Q . T, 3 /rL
-Diagnoses included schizophrenia. m esl( € o, L{ f) ‘C’?\
-An order for divaiproex Sodium 500 mg (used to »@‘Q b‘b &8 oo borts Qfk
freat epilepsy and mentai health disorders) twice A

daily. \Diefrebe - do (fo Qellcx

-An order for acetaminophen 325 myg (used to

; ‘ s N
treat pain and fever) as needed. ey Pecf % thedr Q[W“f“éﬁ“
-An order for pantoprazole sodium 40 mg (used L ol a 0_{. Med o oflud L5Ee |
to treat gastrointestinal issues) every day. . ' J
: Tie dothe- adure (48 Te
Review of Resident #2's Resident Register e r . Fﬁl Luog hel G /9
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Review of Resident #2's record revealed no
orders for the following:

-Hydroxyzine HCL 25 mg (used to treat anxiety)
four times daily as needed.

-Benadryl 125 mg {used to treat allergies) at
bediime.

-Cogentin 2 mg (used to reduce the side effects
of antipsychetic treatment) at bedtime.
-Alendronate Sodium 70 mg (used to treat
osteoporosis) every week.

Review of physician's order dated 10/06/16 for
Resident #2 revealed:

~divalproex sodium 500 mg twice a day.
~cogentin 2 mg at bedtime.

-benadryl 125 mg at begdtime.

. Review of Resident #2's record reveaied no
orders were located for hydroxyzine HCL four
times dally as needed or mefoxicam 7.5 mg as
needed.

Observation on 11/08/18 at 2:30 pm revealed
medications on hand inclucded divalproex sodium
500 mg, acetaminophen 325mg, pantoprazole
Sodium 40 mg, hydroxyzine HCL 25 mg, benadryl
125 mg, cogentin 2 mg, and alendronate sodium
70 mg.

Interview with Resident #2 on 11/08/18 at 10:00
am, during the initiai facility tour, revealed
Resident #2 depended on the facility to provide
medications as ordered by the physician.

Refer to interview with Administrator on 11/09/16
at 2:30 pm.

C. Review of Resident #3's current FL2 dated
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06/23/16 revealed diagnoses included arthritis, le Lhe o lor's Crrlore A i

cocaine abuse, chronic obstructive pulmonary ; 3 y A we

disease, diabetes mellitus and hyperipidemia. . JHe glojé oy s Cw/ €

o I L e a betr b
Review of Resident #2's Resident Register e = :
jssi Trinidy ol =
revealed an admission date of 07/24/15. it 'C7 -
' p) Lottt *

Review of Resident #3's current F.2 dated Alid ‘:‘U

06/23/16 revealed the following medication

orders:

-Atorvastatin 10 mg (used to lower cholesterol) at

bedtime.

~ -Diclofenac topical 1% (used to treat joint pain

i caused by osteoarthritis) four imes daily.
-Glipizide 5 mg {used to controf blood sugar
levels) every day. :

-Lisinopril 5 mg (used to lower high bioed
pressure every day).

-Albuterol 90 meg (used fo treat shortness of
breath) four times daily as needed,

-Alendronate 70 mg {used to treat osteoporosis)
every week.

-Abilify 400 mg (used to ireat mental disorders)
once monthiy by mental health,

-Vitamin D3 2000 U (used for treating weak
bones) every day.

-Benadryl 50 mg (used fo reduce allergy
symptoms) at bedtime.

-Flovent HFA 44 meg (used fo prevent asthma
attacks) three puffs twice daily.

-Omega 3 1200 mg {used to prevent heart
disease) three times daily.

-Omeprazole 20 mg {used to treat symptoms of
gastroesophageal reflux disease}every day.
-Propranolal 20 mg (used to treat chest pain and
high blood pressure) twice daily.

-Trazodone 100 mg (used to freat major
depressive disorder) three tablets at bedtime.
-Trkexyphenenidyl 5 mg {used fo treat
inveluntary movements due to the side effects of
Division of Health Service Regulation
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C 316| Continued From page 9 cate | AL Lhe noSidld
halaperidol) twice daily. enedss has bee Ploud
-Vitamin E 400 mg (used to treat vitamin E G?)}ZS
deficiency) twice daity. he  bhe 0o é) d fu 30
§ Ve I .
Review of Resident #3's September, October and _ﬁbl_) ) mﬂ?lem (y ;U-'-l PPa
November 2016 MARs revealed documented e . Elﬂ’ . Can
administration of the following, (none of which becaie U"‘EL cle : i
were o the current FL2): ek FeVielel g}-‘;&( b
-Haloperidol & mg (used to treat mental uetbued
disorders) four times daily. b [‘h;_ ﬂ]\mrhﬂ 4 ol
-Nitrostat 0.4 mg (used to prevent or traat chest . Vfa.C—LQ L {7
pain) as needed. mé(’”"“‘d Pre Cet .
-Multivitamin (used to provide vitamins not taken /AM CULL M&J L—n@-j !
in through the diet) every day. , i {(ﬂ'_[,_ﬁg:y ;
-Pentasa 500 mg (used to treat ulcerative colitis) mw Z’E‘D L) [Le Pee d
four times daily. wed [l Pl, l«‘i”"%fj es
-Meloxicam 7.5 mg (used to treat pain and arect (c_aﬁ..;‘
inflammation) twice daily. [b re -_m(ﬁ Eu—é"
-Nicotine chewing gum 2 mg (used to reduce the
urge to smoke) every 2 hours as needed. ov&er .
- e .,‘ !]
Further review of Resident #3's record revealed: AL Mmeoly t_.a&‘-’l' P 7 £
-A physician's order dated 05/12/16 for : w the
fed 1n
haloperidol 5 mg, 4 times daily. hat been plate
-A physician's order dated 05/10/16 for nicotine res. ;/ APt Lelt
21 mg patch, apply and remove daily. a € it
-A physician's order for nitrostat 0.4 mg, as aw? e, 5 '\PC\«E‘E it
needed for chest pain every 5 minutes, not to : al eled
exceed 3 dases, dated 04/12/16, Meolte e qhat € %
-No order for muttivitamins, Meclic ofow Comes tn1RE€ nw
-A physician's order for Pentasa 500 mg, 4 times s ugep e r€gune
; hece Orcfar Wt
daily, dated 02/23/16. - s ve ted
-No orders for nicotine chewing gum. o Dieey W Cluests
‘ bt
Review of the orders for haloperidol 5 mg,
nicoting patch 21 mg, nitrostat 0.4 mg, and
pentasa 500 mg, revealed revealed each was
ordered prior to the current FL2 dated 06/23/18.
| Interview on 11/09/16 with the Medication Aide on
Division of Health Service Ragulation
STATE FORM L] If cotinuation sheel 10 of 24

4P0O11




Division of Health Service Regulation

PRINTED: 12/06/2018
FORM APPROVED

STATEMENT OF DEFICIENCIES X1y PROVIDER/SUPPUERICLIA (X2} MULTIPLE CONSTRUCTION (X3} DATE SURVEY
AND PLAN OF CORRECTION IDENTIFICATION NUMBER: . COMPLETED
A. BUILDING:
FCLOB0123 B.WING___ 11/09/2018
NAME OF FROVIDER OR SUPPLIER STREET ADDRESS, CITY, STATE, ZIF CODE
MCCLAIN'S FAMILY CARE HOME # 1 2862 THE PLAFAROAD
. CHARLOTTE, NC 28215
X4) D SUMMARY STATEMENT OF DEFICIENCIES fa! PROVIDER'S PLAN OF CORRECTION *3
PREFIX {EACH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX {EACH CORRECTIVE ACTION SHOULD BE COMPLETE
TAG REGULATORY OR LSC IDENTIFYING INFORMATION) TAG CROSS-REFERENCED TO THE APPROPRIATE DATE
DEFICIENCY)
C 318 | Continued From page 10 C 318 Tkﬁ Jacsbet &rymd}l”‘l L\_cpj'
-
duty revealed: o Rue Lt
Fi? A
-She administered medications based on the (i, HASe 7 [.735&5"" —
MAR. (En pledi bV T -
-She thought the MAR and the FL.2 should match = T
up: @le Lidp 2endd
& i 5 1 (&%=
-She was not aware the MAR and FL2 did not Y /.:lea poe Ao Pl -
match up.
o= 1
pe jurst olne [ty
Interview on 11/09/16 at 4:00 pm with Resident P
' #3 revealed: P s & Pl Comtins
: : . O
-He enjoyed living at the facility. - ety E_dﬂnéf g
i -He was not aware of the medications he took
daily and depended on the facility to provide the Pack.
medications as ordered.
Refer to interview with the Administrator on
11/08/16 at 2:30 pm.
S an Ml‘f{ n-qua@f, £
Interview on 11/09/16 at 2:30 pm with the the - N
Administrator revealed: lieetd  pcke Yiese Zat
-Often the physicians' would fax the orders > ~ o
directly to the pharmacy and the facility would az-ézrﬂwﬂ.ﬂu p:
never receive the order. _ Clrvdt e Coarecd ad
-He thought an order was complete if the entry - . g
appeared on the MAR and was entered by the SHale o f/z S S -
pharmacy. :
-He was not aware that alf curment medication
orders should be present in the resident records.
-He thought that if a physician wrote an order, the
order was current for one year, even if that same
order was not transcribed to the new FL2.
C 330 10A NCAC 13G .1004(a) Medication ¢330
Administraticn
10A NCAC 13G .1004 Medication Administration
{a) Afamily care home shall assure that the
preparation and administration of medications,
prescripticn and non-prescription and treatments

Divisien of Health Setvice Regulation
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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 poticies
and procedures.

This Rule is not met as evidenced by:

Based on observations, interviews and record
reviews, the facility failed to assure that
medications (Cymbalta-used to treat depression,
divalproex sodium ER-used to treat seizure
disorders, and mupirocin cintment-used to treat
skin infection) were given as ordered by the
prescribing physician for 2 of 3 sampled residents

' {Resident #1 and Resident #3).

The findings are:

A. Review of Resident #1's current FL? dated
12/14/15 revealed diagnoses included
schizophrepia.

Review of Resident #1's Resident Register
revealed an admission date of 07/08/18,

Review of Resident #1's November 2016 MAR
revealed:

-The entry for Cymbalta 60 mg had circles in the
administration boxes for the time pericd of
November 3 - 8, 2016,

-Documentation on the back of the MAR dated
November 3 - 8, 2016 revealed “waiting on
script”.

Interview on 11/08/16 at 11:00 am with the
Administrator revealed:

-He had gone to Resident #1's physician's office
and was told to go to the pharmacy for the
Cyrnbalta prescription.

-He went to the pharmacy and was told there

. ble s
Aol A Hheve prble

con e ¢ reafed o—
L‘é L[Ulgﬁ) C(-:LU-A 6@;&;‘1
doth ffee Lo T
abed Qo clied Mff w|
they paced fett T N
eo ash Oke. Pl
Sheth- When (o ok
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ware no more refills for the Cymbalta, a new
prescription was needed.

-He called Resident #1's physician's office and
got an appointment for 11/22/16.

-No Cymbaita 60 mg would be availabie for
administration until Resident #1 saw the physician
on 11/22/16.

Interview cn 11/08/16 at 3;00 pm with Resident
#1 revealed:

-The Cymbalta made Resident #1 feel "not sad”,
-Resident #1 took Cymbalta every morning.
-Resident #1 had taken the Cymbalta every day
since her admission to the facility and she was
nct aware of any missed doses.

-Resident #1 stated she is feeling happy and not
feeling sad at all.

B. Review of Resident #3's current FL2 dated
06/23/16 revealed diaghoses included arthritis,
cogaine abuse, chronic obsiructive pulmenary
disease, diverticulitis and hyperlipidemia,

Review of Resident #3's record revealed a signed
physician's order, dated 08/09/16 for divalproex
sodium ER 250 mg twice daity.

Review of Resident##3's September 2016
Medication Administration Record {MAR)
revealed:

-Divalproex sodium ER 250 mg twice daily was
printed an the MAR.

-Staff documented administration of the
divalproex sodium ER 250 mg twice daily at 8 am
and 8 pm.

Review of Resident #3's October 2016 MAR
revealed:

-Divalproex sodium ER 250 mg twice daily was
printed on the MAR.
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-Staff documented twice a day administration of
the divalproex sodium ER 250 mg twice daily at 8
am and 8 pm.

Review of Resident #3's November 2016 MAR
revealed:

-Divalproex sodium ER 250 mg twice daily was
printed on the MAR.

-Staff documented administration of the
divalproex sodium ER 250 mg twice daily at 8 am
and 8 pm, from 11/01/16 through 14/09/16.

Observation on 11/09/16 at 11:50 am of
medications on hand at the faciiity revealed no
divalproex sodium ER 250 mg available for
administration,

Interview with a pharmacy representative on
11/09/16 at 3:10 pm revealed;

-The script was last filled on 10/05/16 with 60
taplets,

-The script had expired and was sent to the
physician requesting refills.

-Tha physician had net responded to the request.

Interview on 11/09/16 at 3:10 pm with the
Medication Aidge (MA) on duty revealed:
-Resident #3's medication was packaged at the
phamacy in a multi dose package.

-All of Resident #3's 8 am medications are
packaged together, all of the resident's 8 pn
medications are packaged fogether, etc.

-She had not noticed that the divalproex sodium
250 mg was missing from the multi dose packs,
even though the label reflected there was no
divalproex sodium 250 mg in the muiti dose
packs.

-She had continued to document the
administration of the divalproex sodium 250 mg
on the MAR. :
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Resident #3.

social services:

applicable;

rates,

€ 330 | Continued From page 14

-Based on the fill date, Resident #3 had missed
10 doses of divalproex sodium 250 mg.

Interview with the Administrator on 11/08/16 at
3:15 pm revealed,

-He was unable to locate the divalproex sodium
250 mg for administration for Resident #3.
-Resident #3's medications are packaged at the
phamacy in the multi dose packages.

-He was unaware there was no divalproex
sodium 250 mg available for administration to

-He was unaware the prescription had expired
and no refills remained.

Interview on 11/09/16 at 4:.00 pm with Resident
#3 revealed he was not aware of the medications
he took daily and depended on the facility to
provide the medications as ordered.

C 415 10A NCAC 13G .1201 (a) Resident Records
10A NCAC 13G .1201 Resident Records

(a) The following shall be maintained on each
resident in an ordery manner in the resident's
record in the adult care home and made available
for review by representatives of the Divisien of
Facility Services and county departments of

(1) FL-2 or MR-2 forms and the patient transfer
form or hospital discharge summary, when

(2) Resident Register;

(3) receipt for the following as required in Rule
{0704 of this Subchapter;

{A) contract for services, accommodations and

(B) house rules as specified in Rule .0704{a)(2)
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of this Subchapter;

{C) Declaration of Residents' Rights (G.S.
131D-21),

(D) the home's grievance procedures; and

(E) civil rights statement;

(4} resident assessment and care plan;

{5) contacts with the resident's physician,
physician service or other licensed heaith
professional as required in Rule .0902 of this
Subchapter;

(6} orders or written treatments or procedures
from a physician or other licensed health
professicnal and their implementation;

(7) documentation of immunizations against
influenza virus and pneumococcal disease
according to G.S. 1231D-9 or the reason the
resident did not receive the immunizations based
on this law; and

(8} the Adult Care Home Notice of Discharge and
Adult Care Home Hearing Reguest Form if the
resident is being or has been discharged.

When a resident leaves the facility for a medical
evaluation, records necessary for that medical
evaluation such as Subparagraphs (1), (4}, (5),
{6) and (7) above may be sent with the resident.

This Ruie is not met as evidenced by:

Based on record reviews and interviews, the
facility failed to maintain a current FL2 for 1 of 3
sampled residents (Resident #1).

The findings are:

Review of Resident #1's current FL2 dated
12/14/15 revealed diagnoses included
schizophrenia.

Review of Resident #1's Resident Register
revealed an admission date of 07/09/16.
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Interview on 11/08/16 at 3:00 pm with the pot bot hey |7 fmﬂ/\
Administrator revealed: {tud O‘M
-Resident #1 had previously fived at the facility Chel o ;e Yler »
and moved out. ﬁ ‘Mfﬁdfé e e Jrer
-Resident #1 originally moved in 11~27‘ 15, and 12 [ 20
moved out 3-15-16. Mie qod 'ij }5{5
-Resident #1 moved back to the facility on
07/08/16. e o k}e oy e [ "
-The Administrator had spoken with Resident #1's 61
Y e - Ll’oaﬂ
physician and was told that Resident #1 did not d ’d i\} "‘“’f
need a new FL2 because the FL2 was not yet a o= \,{p(_,r G(@O SlnLQ
year old. )
-The Administrator dic not realize Resident #1 thds 5 e Coit
needed a new FL2 since the readmission of .
e sl ad frm& : o it 1‘,{
07/09/186. g ©
Shif, cusdt wete 2
C $12 G 8. 131D-21(2) Declaration of Residents’ Rights c o2

3.5, 131D-21 Beclaration of Resident's Rights
Every resident shall have the following rights:
2. Toreceive care and services which are
adequate, appropriate, and in compliance with
relevant federal and state laws and rules and
requlations.

This Rule is not met as evidenced by:

Based on observations, interviews and record
reviews the facility failed to ensure residents
received care and services which were adequate
related to tuberculosis test and medical
examination, Medication Aides who were

The shaff adld Mokl
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le To fesl 150t &

by

administering medications had completed 5, 10 %{ k he” fﬁ,{ (&
or 15 houss of required Medication Alde training, an  orer for 'A w‘j
staff had passed the writien Medication Aide . X L‘ﬁj
examinations and staff had verification of Medd, CQ’FM - , bf
employment as a Medication Aide within the last we nf D, ’ﬁi‘j CQ ¥
24 months, and resident rights. ad
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The findings are:

A. Based on record review and interview, the
facility failed to assure 1 of 3 sampled residents
{Resident #2) was tested upon admission for
tuberculosis (TB) disease in compliance with
control measures adopted by the Commission for
Heaith Services. [Refer to Tag 202, 10A NCAC
13G .0702 Tuberculosis Test and Medical
Examination (Type B Violation)]

B. Based on observations, interviews and record
reviews, the facility failed to assure that all

. Medication Aides that were administering

medications had completed the required
competencies and state exam requirement
before administering medications for 3 of 3
sampled staff (Staff A, B and C). [Refer to Tag
535, 131D - 4.58(b){1){2)({3) Adult Care Home
Medication Aides (Type B Violation)]

G.5.131D4.5B (a) ACH Infection Prevention
Requirements

G.5. 131D-4.5B Adult Care Home Infection
Prevention Requirements

() By January 1, 2012, the Division of Health
Service Regulation shall develop a mandatory,
annual in-service training program for adult care
home medication aides on infection control, safe

- practices for injections and any other procedures

during which bleeding typically occurs, and
glucose monitoring. Each medication aide who
suceessfully compietes the in-service training
program shall receive partial cregit, in an amount
determined by the Depariment, toward the
continuing education requirements for adult care
home medication aides established by the
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C 934
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Commission pursuant to G.S. 131D-4.5

This Rule is not met as evidenced by:

Based on record reviews and interviews, the
facility failed to assure 1 of 3 sampled staff {Staff
A) completed the state mandated infection control
training annuaily.

The findings are:

Review of Staff A's personnel record revealed:
-Staff A was hired on 01/20/16.

-Staff A worked as a Medication Aide (MA) and a
Personal Care Aide (PCA).

-There was no documentation of annual infection
contro! training.

Interview on 11/08/16 at 1:40 pm with Staff A
revealed:

-She had worked at the facility as a MA and PCA
sinca “late January or early February".

-She worked independently in the facility 5 days
per week, from 2:00 pm through 2:00 am the
following day.

-She "might have" taken an infection control class
a long time ago, she did not recall,

-The Administrator was responsible for making
sure all the required documents are in each
employee's record.

Interview on 11/08/16 at 3:10 pm with the
Administrator revealed:

. -He thought all required information was in each
. employee's record,

-He was not aware infection control training was
required for MAs annually.

léw e 7&\&_&‘7 gl
T R frerenng be
Cowpleled e erd
8 he qeur f ot
She laldes
Al Prsend
fohen e
o-lhe (6,

'?;éfé/ gl

ir freche~

fraing -

She had Comdlebed b
wfechuin Conhol CloX

e {we cdaHg/d@fM!ﬁf)Mb"

Combrst, & fr5 1ot

o4 1D SUMMARY STATEMENT OF DEFICIENCIES I PROVIDER'S PLAN OF GCORRECTION x5
PREFiX (EACH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX (EACH CORRECTIVE ACTION SHOULD BE COMPLETE
TAG REGULATORY OR LSC IDENTIFYING INFORMATION) TAG CROBS-REFERENCED TO THE APPROPRIATE - DATE
DEFICIENGY}
C 834 Continued From page 18 C 834

I/i6

rz{ls

t2fic

Division of Health Service Regulation
STATE FORM

L]

4PO011

If continuation sheet 19 of 24



Division of Health Service Regulation

PRINTED. 12/06/2016
FORM APPROVED

STATEMENT OF DEFICIENCIES (X1) PROVIDER/SUPPLIER/CLIA
AND PLAN OF CORRECTION IDENTIFICATION NUMBER:

FCLOED123

{X2) MULTIPLE CONSTRUCTION
A BUILDING:

B.WING ____

(X3} DATE SURVEY
- COMPLETED

11/09/2016

NAME DF PROVIDER OR SUPPLIER

STREET ADDRESS, CITY. STATE, ZIP CODE

5963 THE PLAZA ROAD
CHARLOTTE, NC 28215

MCCLAIN'S FAMILY CARF HOME # 4

X4y 1D
PREFIX
TAG

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

2
FREFIX
TAG

PROVIDER'S PLAN OF CORRECTION (x5
(FACH CORRECTIVE AGTION SHOULD BE COMPLETE

CROSS-REFERENCED TO THE APPROPRIATE DATE
BEFICIENCY)

Ca3s
€935

Continued From page 19

G.S. § 131D-4.58 (b} ACH Medication
Aides, Training and Competency

G.S5. § 131D-4.5B (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) Afive-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
applicable, safe injection practices and
procedures for monitoring or testing in which
bleeding cocurs or the potentiat for bleeding
exists.

(2} Aclinical skills evaluation consistent with 10A
NCAC 13F .0503 and 10A NCAC 13G .0503.

(3) Within 80 days from the date of hire, the
individual must have completed the following:

a. An addifional 10-hour training program
developed by the Depariment that includes
training and instruction in all of the foliowing:

| 1. Tne key principles of medication

adrninistratian.

2. The federal Centers of Disease Control and
Prevention guidelines on infection control and, if
applicable, safe injection practices and
procedures for monitering or testing in which
bleeding occurs or the potential for bleeding

€935
€935
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exists,

b. An examination developed and administered
by the Division of Heaith Service Regulation in
accordance with subsection {c) of this section.

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

Based on observations, interviews and record
reviews, the facility failed to assure all Medication
Aides who were administering medications had
completed 5, 10 or 15 hours of required
Medication Aide training for 2 of 3 sampled staff
(Staff A and C), the facility also failed to assure 1
of 3 sampled staff (Staff B) had passed the
written Medication Aide examinations and failed
to assure 2 of 3 staff (Staff A and C) had
verification of employment as a Medication Aide
within the last 24 months.

The findings are:

; A. Review of Staff A's employee record record

revealed;

-A hire date of 01-30-16.

-Staff A passed the state Medication Aide (MA)
exam on 07/27/05.

-Staff A completed the Medication Clinical Skills
Chacklist on 03/24/186.

-There was no documentation of employment
verification as a MA within the last 24 months.
-There was no no documentation of compietion of
the 5, 10 or 15 hour Medication Aide training.

Interview with Staff A on 11/08/16 at 1:40 pm
revealed:

-She did not recall if she had completed the 15
hour medication class; she would check her files
at home.
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-She had worked as a MA prior to her
employment at the facility.

-The Administrator was responsible for ensuring
all required information is present in the
employee records.

-She usually worked 5 days a week at the facility,
from 2 pm through § am the foliowing day.

~She administered ali scheduled medications
during her shift.

Refer to interview on 11/08/16 at 3:10 pm with the
Administrator.

B. Review of Staff B's employee record revealed:
-A hire date of 10/04/14.

~There was no documentation of the state
Medication Aide exam pass date.

-There was no documentation of completion of
the 5, 10 or 15 hour Medication Aide training.
-Documentation of Staff B's completion of the
Medication Clinical Skilt Validation dated
05/0314.

Interview with Staff B on 14/08/16 at 2:05 pm
revealed:

-She had taken the state Medication Aide exam
"a while back" and the resuits should be in her
employee record.

-She had been working as a MA at the facility "for
about a month®.

-She did not recall if she had taken the state
approved 15 hour MA training.

-She had not been a medication aide very long.
-She had been passing medications at the facility
for "about a month”.

Review of the November Medication
Administration Records (MAR) revealed:
-Documentation Staff B had passed all
medications for the morning medication pass on
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November 5, 2016.

-Documentation Staff B had passed all
medications for the moming and evening
medication pass on October 9, 10, 22 and 23,
2016.

Interview on 11/09/16 at 11:00 am with the
Administrator revealed:

-Staff B had not taken the Medication Aide exam.
-Staff B only worked weekends passing
medications.

-5taft B will not administer medications until she
successfully completed the MA exam.

-The Administrator was respansible for
maintaining the required information in the
employee records.

Refer to interview on 11/08/16 at 3:10 pm with the
Adrministrator.

C. Review of Staff C's employee record revealed:

- -A hire date of 01/15/14.

-There was no documentation of employment
verification as a MA within the last 24 months.
-Staff C passed the Medication Aide state exam
on 05/03/14.

-Staff C completed the Medication Clinical Skills
on 08/13/14,

-There was no documentation of completion of
the 5, 10 or 15 hour medication aide training.

Attempt fo interview Staff C on 11/09/16 was
unsuccessful .

Refer 1o interview on 11/08/16 at 3:10 pm with the
Administrator.

" Interview with the Administrator on 11/08/16 at

3:10 pm revealed:
-He was not aware of the state approved 15
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hours of Medication Aide education requirement if

the employment verification was not completed. mlﬂ&[ C o flan &i . i 2/! g

-A registered nurse who was contracted to the

facility has provided additional medication el h/l €] JQ Cl pCLS’? :::j
training, but not the state approved 15 hour

training. %mde .

The facility provided a Plan of Protection on

11/08/16 which included: T T

~The facility will immediately contact a registered he =%’€Lé"-y P/CL "
nurse {o provide the state approved 15 hours
medication training. O% o 4l :
-All future MA employees will complete the state G.CJQ(_ an ﬂ/u,j
approved 15 hour training prior to beginning work

at the facility. _Kec #M\A hess Czﬂuﬂ/e:ﬁc-é".

-Staff B will not administer medications until she

successfully completed the MA exarmn, Gof QL Ju éa_, RS 4‘}9

-The Administrator will make sure all

regLirerments were met before a MA started to 14 /W v "f/e e
wark at the facility.
-The Administrator will review employee records /L écyjﬁ .

to ensure all required information is present.
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