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. 10ANCAC 13F .0406 Tast For Tuberculosis
(@) Upon employment or living in an adult care
home, the administrator and all other staff and
any live-in non-residents shall be tasted for
tubarculosis disease in compliance with control
measures adopted by the Commission for Health
Services as specified i 10ANCAC 41A 0205
including subsequent amendments and editons,

; Copies of the nule are avallable st no change by

" comtacting the Department of Haalth and Human
Servicaes Tuberalosis Control Program, 1902

. Mall Service Center, Raleigh, NC 27699-1802.

| This Rule is nct met as evidanced by
Based on record review and intarview, the facility
failed to assure 1 of 4 staff (Staft A) sampled had
been tested for Tuberculosis (YB) disease in

! compliance with TB control measures (2 step

I Tuberculin skin test) sdopted by the Commission

" for Haalth Services,

The findings are:

i Review of Staff A's personned file revealed:

. -Staff A was hirad on 08/28/2616 as an

| AidefAttendantiHousekeeper.
~There was documentation of a TB skin test
administered on 09/27/2016 and read as negative
on 08/29/2016.

' -There was no docurmentation of a second step

| T8 skin tasting.

Interview with the Aide/Altendant on 02/23/2017
al 11:40am revealed:

i
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~She was aware of the requirement for a 2-step
TBST for Staff A.

~The stalf were responsibie to get the 2-step
TBST and provide a copy of the results to the
facltity to be placed in the employes personnel f
fila,

-There was a regisiered nurse who somelimes
administered the TBST at the facility.

| -She did not sae any more TBST results in Stast
A's parsonnel file "guess that's an aversight”,
-The Administrator/Owner was not awars Staff A
needed a 2-slep TBST.

-She used to have an assislant working at the
facility who was responsibla for ensuring the
2-step TBST were completed and filed in the staff
personnel file.

-Since the assistant was no longer employed at
the facility, there probably was ne one
responsible for checking the personnel files to
make sure appropriate docurments were in the
staff parsonnel fles.,

| 0212412017 at 4:30pm revealed: : PKJ : '...— ! ({:f

Intarview with the Aide/Attendant on 02/24/2017
at 4:50pm revealed she had not had a TBST in
the 1ast yaar other than the one she had done to
start work 1 the facillty,
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-Bhe had worked at the faciity for about 6 !

manths. i .

-8he assisted the residents at tha facility with i :

bathing, drassing, gronming, fanding, and

laitating.

-She had one TBST (tuberculosis akin test)

completed bafore she was employed at the i

facility. :

-She had not been requested by anyone al the C«

rd T. g % =L Y ‘
faciiity to get a second TBS .)C{_ PV S C}r’] i
| Interview with the Administrator/Owner on
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' 10A NCAC 13F .0904 Nutsition and Food Service
| {d) Food Requirements in Adult Care Homes:
| (3) Datly menus for regular diets shall inciude the
; lollowing:
| {H) Water and Other Beverages: Water shall be
served lo each resident at each meal, in addition
i to other hevarages.
| This Rule is not met as evidenced by:
Based on observations and interviews, the facility
falled to assure resldents were served water and
’ another beverage at each meal.

i The findings are:

. Review of the Winter Cycle Week 3 January,

i February and March Wadnesday Regular dist
lunch menu Inciuded 8 ounces {02} 2% mitk was

‘ to be served i the residents.

Observation during the funch maal oh 272217 at
11:38 a.m. revesled:

i -A Dietary Aide offered the residents mdk or

| watler.

l -Thres residents agreed o receive 12 oz mitk
ondy,
-Wing residents agreed to receive 12 oz water

I only.

i -Thraa residents recaived milk and water,

|

" Interview with Z residents on 2/22/17 at 12:41
p.m. who recelved milk and water revaaled they
did not want anything else to dfink.

} Interview with 3 other residents on 2/22/17 at
12:45 p.m. ravealed they jus! wanted water (o

|
|
|
|
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D 308 Continued From page 3 D205 T}K}&f’( ['.' -‘)LZA Py fi } !

drink for lunch on 2722117, i Q ‘ ‘/
| QE ,* fiff’é“")( 3
! Raview of the Winter Cycle Week 3 January,

February and March Wednesday Regular diat ,{fg & { i’ {f S !&rc’ f"‘T?) AN
breakiast menu inciuded 8 oz of 2% milk. : ./'U\]C ; b‘ ,Wﬁtf T}\f’ (&{ ? ﬁ;.hi

i Observation dudng the breakfast meal on 2/23717
i at 8:10 a.m. revealed: nﬁ S }“"Mjp g F’ ((Lfi» Q {’5&&3{

-Sixteen residents were in the dinieg room,

“The Difetary Supervisor had passed out 12 oz C/iw g
milk to alf of the 1€ residents, Tb{/i/ K "Ltt t“' &/ :]L‘
-Wat 3 ot d Hored of th £ 5
ms?dz;::as not served or offered o any of the | iﬂﬁau " ?3 lf-ffai“:t‘f) (}- b‘f

i Interview with the Dietary Supsrvisor an 223/17 H/ (, V\.\,-u/l’td (J-«’ e £ 'u ¥
at 8:23 a.m. revesled: _ : Sr_ rl@“_) \ J{f{\f"? !: 7 < G v

-During breaktast, the residants usually recetved
| mill, The residents are not offered o served “‘)E _‘ ;; VJ.,‘) o gl" ,&? *L,"p ¥ L‘J')('
| water during breakfast.

J -If a resident wantod water, they could raquest it. ﬂ N ‘Q, D ﬁ’\ l) @:—M R’ ‘{ 1

-For lurich and dinner, the residents received .
e | Sl f ey songd b.w

I Further irderview with the Distary Supervisor on €, {Q e
224417 a1 12:13 p.m. revesled he made an eror ,(\h f—}’?x oL i y ‘

when he did not give the residents water during ! ('( S)Ll.t‘# ;’ﬁ-f SE€, I *-'4 yﬁi'\”‘“ “ P
ine brosiast mosl on 2E3ITT (ive i F ,éiﬁ & L‘*M fz l‘h&ipzi Tha

Inierview with a Personal Care Aide {PCA} on

o, oy
| 2/23/47 at 11:26 am. revealed: e b ]
| -For breakfasl, the residents are offered orange 3 e »—! 1
juice or milk. | . = \2,
-For lunch, the resldents are offered milk or i {:zb'!\/f

et
e

water. i a resident wanted milk and water, they s
| could have both. ‘ C)F‘\ﬂ) v
-For dinmer, the residents are offered soda and i i 3

,

Review of the Winter Cycle Woek 3 "January, ‘
February and March® Thursday Regular diet |
Division of Meakh Service Regsdation
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D 308| Continued From page 4 > 306 rﬂ" 7. % i { ‘ FETTR 7\ oy
lunch menu inciuded 8 oz 2% milk was ' be ‘ T g F : o
‘ served Io the residents. I ‘}h‘) ft 1} $ {-’{;l,(_i @fuf»— .-
| ] TP by ek 1 D bs dfls
 Observation during the lunch meal on 2123417 et L SJ’ HES /4T If it s ;0 (4F
{ 12:24 p.m. reveated: e . ﬁ P v £9
_-Twenty ons residents were in the dining room. "ﬂ ( " j,fif i f’e,, i S U.ﬂi»g{ | '%"{fu -
| -A Dietary Aide had asked the residents if thay ! S ) o5 T d ) é’ff ‘/«\g
! warled water or milk., : :.? 4_{’7 #, .(ﬁ’f{iﬂf {+ }i’ ) I |
| -Six residents had 12 oz water and 12 oz milk. (44 Car : f ‘ ‘*1\"
L } i ’ P J Co tegdldyy s U
| -Fifteen residents had 12 oz water only : C;Ji)\é’) ids ,6"1‘» U.} % e_{{ e gt 3
Intarview with a Dietary Aide on 2/23/17 at 4.1 | A he UE L A n )
| p.m. revealed: i 'L&;’ r\‘% hw:' b(_’--&!f'! {:\" : \j“-a
: He workad as a Dietary Aide at the faclity 310 4 v‘r Le p‘/br " U’l} i \ C&'A By Oy el AR
! tirmes weekly. - ¢ -
' .He had worked during ali three meals. & p P VA Eg ;}fw
‘ -During breakfas! ragidents are offered milk or V.Y H/é\_ ﬂ(/i\“-“ D f Af _ d \1 f ‘ i
water. The residents are offered sweat lea, if itls A gy { P t L -5 {'.’Jyﬁsu-tﬂt’_..
| available. (/‘Ug\,f(ﬁ r ‘ [.r’f% s :
He afferad residents the beverage that was on : g ; 5 @ M
J the menu, which was water or milk. ; L & WL ! { Cé/?’\(ﬁt.. \ /

? Interview with a second PCA on 2/23/17 a1 4:45 V\i it ( C,Lf} .i»‘\ h M{/ “"'D (_,c#wr 173"

i p.m, revealad none of the residants complained

| of receiving only one beverage during a meal. E {/U f%f‘i y"é'g :dﬁ/m (/}’\dﬁf (.ﬁf ‘

| Interview with the Distary Superviscr on 2/24/17 ; 1

" at 12;13 p.m. revesled: e {'7/I 7
-The Dietary Aide was supposed 10 pass o ! o

| water and ancther beverage during the meals, § r—*ﬂ :
-He would communicate with the Dietary Aide to 4 (_,; ooln o
make sure he was aware that resigents should Ve ?

| receive water at every meal and offered another -
beverage during the meals.

Observallon of the beverages on hand in the
i kitchen and pantry on 2/24/17 at 5:17 pum.
| revealed thera ware bwo one gallon containers of
orange juice, three cartons of orange juice, one
i and thrae fourth 2.84 lers (L) containers of apple |
Chvimion of Heaitn Service Regutation
STATE FORM e EBQR11
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juice, bwo and one hall gallons of milk, one two
liter reqular soda bottte and fifleen low calorie
powdered dnnk mixes,

Confidential interview with a resident's family
member ravealed:

-Usually whan the family member came to see
tha resident. the regidents al the facility had one
. baverage on the dining rmom table during that ;
meal, ‘
<The family member did not have any concermns
about the residents receiving one beverage
~duting a meal.

Inferview with the Administrator on 2/24/17 at

6:08 p.m. revealed: o O L{?
-She had soda, tea and Kool-Ald to offer the 'y ‘712" 7 i

" residents. ! o

-The diabetics recaived diet soda. !
~The resldents recaived water or lea at evary
meal,

-The residents had a choice of baverages o be
offerad during the meals.

: -She expecied staff to give the residents water at
every meal.

-Residents were supposed 10 receive juica and
water for breakfast, by choica.

=Staff usually know who wanied, which beverage,

D 358 10A NCAC 13F .1004(a) Medication D358
Administration

10A HCAC 13F .1004 Medication Administration

. (@) An adull care home shall assure that the

i preparation and adminlstration of medications,
prescription and non-prescription, and reatments
by staff are In sccordance with:

{1} orders by a licensed prescribing practitioner
which are maintained in the resident’s record; and

Divison of Heaith Service Regualion
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| (2) rules In this Section and (he facility's policios

~and proceduras.

‘_ This Rule is not met as evidenced by:
Based on obsarvations, interviews and record
reviews, the {acilily falled o administer

. madications and treatments to 3 of 5 sampled
residents as ordered: Including Effexor for

* Resident #4, Potasslum Chloride for Resident #3
} and Lac-Hydrin Lotion far Resident #1,

1 The findings are:

" 1. Raview of Reskient #4's current FL-2 dated
317116 revealed Lhe rasidenl's diagnosas included

| dementia, deprassion, high blood pressure and
anxiely.

l Review of Resident #4's Resident Ragister
ravaaled the regident was admitfed to the facllity
| on 211114,

Reviaw of Resident of Rasident #4's madication
| orders revealed;
. -The rasident had an ordar dated 10/17/16 for
Eftexar 75 miliigrams (mg) daily (used to help
* treat depression and anxiety disorder.}
. -Thate was a subsequent order dated 1211216
for Effexor extended release (XR) 75 mp daily
~and to take with Effexor XR 37.5 mg daily.

! Review of Resident #4's record revealed the
. resident had been seen by tha pdmary care
’ physician on 12/12/18 for depression.

Revisw of Resident #4's December 20186,

January 2017 and Fabruary 2017 electionic
. Medicatlon Administration Records (MARs)
| revaaled:

ADm. !
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-Effexor 78 mg ER take 1 capsule by mouth every

I day was transcribed on the MAR.

. -Effexor 75 mg was documented as adminislered
al 8:00 a.m. from 12/1/16-12/31/16, from

| 11/17-113117 and from 2111T-2723117.

Talephone interview with a Pharmacy Technician
| from Resident #4’s local pharmacy on 2/24/17 at
11:54 a.m. revealad:

-Regident #4 had a current order dated 10/17/16
‘ for Effexor XR 75 mg lake 1 capsule daily and &
was last dispensad on 2/14/17 for a 28 day

| supply.

-Thara was no subsequent orders dated 121216

for Effexor af tha pharmacy.
| -The phatrmacy did not receive tha order for

Effexor datad 12/12/18 from the faciiity or the

resident's primary care physiclan.

| Review of Resident #4's medications on hand
revealad Effexor ER 75 myg lake daily was on the
medication label and was daled 2/20/17.

I Telephorw interview with Resident #4's
Responsible Parly on 2/2317 at 4:24 p.m.

| revealad the facllity gave the resident medications
and he did not have a problem with the resident
not recelving medications.

| Interview with a Supervisor/Medication Aide (MA)
- on 224/17 at 4:24 pm. revealed:
-Resident #4 received Effexor, because she trled
" ta hit staff.
’ -Residant #4 cried a lot.
' <Currantly tha resident received 75 mg of Effexor
taily,
I -Shg last gave the resident the medication the
I marning of 2/24/17.
-When the facility received a medication order,
j the MA faxed the order to the facility's pharmacy.
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1 o
| eREFIX
3 TAG

x5y

DATE

D 358 | Continued From page 8

~The facility's pharmacy added the medication
‘ ordaer on the electronic MAR by thal svening or
tha next day.

| interview wilh the same Supervisor/MA on

L 2124{17 al 5:00 p.m. revaaled every month she
chacked the residents’ MARs against the

" madication orders (0 make sura it was maltching.

! Irterview with the same Supervisor/MA on
2/24417 a1 5:20 p.m. reveslsd;

-There was a staff person who used to work at

" the facliity to file paperwork.

-When Effexor order dated 12/12/16 was
recelved, the staff person was sypposad to place
the order in a certain location sa the Supervisor
could review it and fax It to the pharmacisl.

. -The staff parson flled the order and never put the
| order in the assigned location for the Supervisar
1o review and fax.

-The Supervisor had never seen tha Effexor order
datad 12/12/16.

. <Tha staff person had not worked at the faciity in
J the last three weeks.

Intarview with a second MA on 2/24/17 aL 5:00
p.m. revealad”
' -Sometimes Residant #4 may feal happy or sad
| and somelimes the residen! crieg,
-Resident #4 was en Effexor 75 mg daily.
-The MA did not know how long the resident had
been receiving the medication.
-When the facility received a medication order,
| he order was faxad to the facility's pharmacy to
be addad on the electronic MAR.
, -Resident #4's medications came from anocther
pharmacy.
-Every month the Suparvisor checked tha
. residents' MARs against the medication orders to
make sure it was matching.

D 358
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0 3588 | Continued From page 9 D 358

I Interview with the Administrator on 2/24/17 at
I 6:08 p.m. revealed:
-Residant #4 was sometimes happy and
sometimes sad.
{ -She was not sure if Resldent #4 was on Effexor
. OF not,
-When the facility recelved a madication order,
" tha order goes in a baske! and was reviewed by
| the MA.
<Her expectation was for staff to adminlster
J medications as ordetad.

Based on gbservatlon, inferview and record
review, Resident #4 was not interviewable.

| Resident #4's primary care physician could not be
| reached by the end of the survey,

| 2. Review of Resident #3's current FL-2 dated
12/5/16 revealeq;

. -The resident's diagnoses [ncludad cerebral
vascular accident, demantia, encephalopathy,
and ischemic cardiomyopathy.

-There was an order for Potassium Chioride
" Extended Release (ER) 20 millisquivalents (meq)
take one tab three brmes daily (used to reat or

| pravent low levels of potassium.)

\ Review of Resident #4's Resident Register
, reveagled the resident was admitted to tha facility
| on §f23/08.

Review of Resident #3's medication ordars
! revealed:
-There was a prior order dated 9/25/18 for
I Potassium Chiloride 20 maq take 1 tablet thrae
. times dally.
f -There was an order deted 12/4/16 for Potassium
~ Chioride 20 meq take 1 tablat by maouth daily,
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SUMMARY STATEMENT OF DEFIGIENCIES
{EAC2 DEFICIENGCY MUST BE PRECEDED BY FULL
REGULATCRY DR LSC IDENTIFYING INFORMATION)

D
PREFIX
Tagd

PROVIDER'S PLAN OF CORAECTION
(BaACH CORRECTIVE ACTION SHOWD BE
CROBI-REFERENCED TO THE AFPROPRIATE
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s
COMPLETE
TATE

D358

Continued From page 19

Reviaw of Resident #3's December 2018

alectronic Medication Administration Records

(MARS) revealad:
-Potassium Chloride ER 20 meq take one tablet
daily was lranscribed on the MAR.

; -The medication was documented as

adminisiered at 8:00 a.m. from 1211/16-12/31116.

Review of Resident #3's Jahuary 2017 elsctronic

- MAR revesled:
i -Potagsium Chlorida 20 meq was documented as

administered al B:00 a.m., 12:00 p.m. and 800
p.m. from 1AM 7-1517 and at 8:00 a.m, and

¢ 12:00 p.m. on 1/6/17. Discontinued was

transcribed on tha MAR and the stop dale was
1/6/17 &1 12:00 p.m.

-Pgtassium Chioride 20 meq daily was
documented as administered at 8:00 a.m. from

CATATARNT.

Review of Resident #3's February 2017 elecironic
MAR ravsaled Potasslum Chiodide 20 meq daily
was documented as administered at 8:00 a.m.

- fram 2M1117-2/23M17.

Review of Reskiant #3's medications on hand
reveaed;

-Potassium Chioride 20 meq take 1 tablet daily
was on the medication label.

-The griginal date of the order was 12/1/16.

- -A 30 day supply of the medication was last
dispensed on 1/25/17.

Telaphone interview with a Phamacy Technician
from Resident #3's local pharmacist on 2/24/17 at
11:45 a.m. revealed:

_ <The resident had a current order dated 12/1/16

for Potasslum Chioride 20 meq give one tablat
daily.

D 358
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‘ ~The medication was last dispensed on 2/22/17

! and 30 tablets were dispensod.

| -The was no subsequent orders dated 12/6/16 for

| Potassiurm Chiorida at the pharmacy.

" .The pharmacy did not receive the order for
Potassium Chioride dated 12/5/18 from the faclity

! or the resident's primary care physician.

‘ Review of Raesident #4's comprehensive

* metaholic panel dated 3/8/16 revealed the

’ rasident's serum potassium level was 4.5

| millimole per liter (mmola/l) anad serum chionde
lavel was 103 mmol/L, which was within the
nomal range. (According the the lab report, the
normal therapeutic range for serum potassium is

i 3,5-5.2 mmol and the nommal therapeutic range
for serum chioride is 97-108 mmof).

i Interview with a SupervisorfMedication Aide (MA)
on 2/24/17 at 4:20 p.m. revealed:
! “Resident #3 used to take Potassium Chioride at
I 8:00 a.m., 12:00 p.m. and at 8:00 p.m., but the
, arder had changed.
| -Currently, the rosident took Potassium Chioride
' 20 meq daily at 8:00 a.m.
| -Resldent #3's primary care physician emaiked
| medication orders to Residant #4's lacal
pharmacy.
-Whaen the facility received a medlcation order,
' the MA faxed the order including the FL-2 to the
. facility’s pharmacy.
-The facdity's pharmacy added the medication
order on the alectronic MAR by that evening or
i the next day,

" Interview with a second MA on 2/24/17 at 5:00
p.m. revealed:
-Currently, Rasident #3 was on Polassium

+ Chiopride 20 meq at §:00 a.m.

I;When the facility received a madication order,
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D358 Continued From page 12 o3s8 | i
| the order was faxed to the facility's pharmacy 1o '
be added on the eisctronic MAR. :
i -Resklent #4's medications came from another i I
| pharmacy.
-Evary moenth the Supervisor checked the :
rasidents’ MARs against the madication ordefs to |
| make sure it was matching.
5
| interview with the Adminlstrator on 212417 at 3«2{;-1 f]
} 6:08 p.m, revealeg: F i
«She was not aware staff had administered ».7/ ‘ - s m \
e ; » :
| Potassium Chioride to Resident #3 once daiy LL g (@ & {

| versus three tmes dally.

o g,/ - {')}'\ C} \, 1 h i
. -if she had been aware the medicalion had been ] Ex l Z/_,_,{ lf A
| administerad wrong, she would have 10d stalf to wf : i

. sdminister it accurately.
i “When the facility received a madication order, _ ‘
' the order goes in a basket and was reviewad by ! !

| tha MA, ‘ I l
! .Her expectation was for stefl to administer !

! medications as ordored. I
|

Based on observatiors, intervisws and record ; ‘
1 review. Resident #3 was not interviewabls, i

Resident ¥3's primary care physician could not be 1
| reachad by the end of the survey.

3. Review of Rasident #1's cunrent FL-2 dated
| (81212016 revealed diagnoses included
I schizophrenia, lower back pain arthropathy
multlsites, and dementla,

t

| Review of physician's orders for Resident #1
revealed a physician's order dated 01/10/2017 to

‘ apply Lac-Hydrin Lotion o feet daily {skin
moisturizer).

! Review of the January 2017 clactranic Medication !

- Administration Records (eMARs;) for Resident #1 |
Dhviaion of Health Servire Reogulabon
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O 358| Continued From page 13

revealed:
| -There were prnted instructions to the eMARS for
" Ammoenium Lac Lotion 12% apgly 1o feet every
| day at B:00am.
i -There was documentation of admin|stration for
‘ the Lac-Hydrin Lotion applicabon two feat daily
beginning 01/12/2017.

i Review of the February 2017 glectronic
Madication Administration Racords (aMARs) for

| Rasident #1 revealed:
-There wera printed instructions 1o the eMARSs for
Ammonium Lac Lotion 12% apply to feet every

* day at 8:60am.

[ -There was documentation of administration for
the Lac-Hydrn Lotion application to feet daily

| from 02/01/2017 through 0212372017,

Chservation of the Ammonium Lac Lotion 12%
for Resident #1 on hand on 02/24/2017 revealed:
-There was a sealed 14-ounce botlie of

! Ammonium Lac Lotion 129% with a pharmacy

. labeled dispensa date of 0171172017,

| -There were printed instructions cn the
medication (abel to apply to feel avery day.

. Intarview with the Medicallon Aide (MA) on
022412017 at 3:10pm revealted:

* «If she documented adminristration of the lofion on

J the electronic medication adminisiration record

I (eMAR) and the cream was not opened, then she
did not administer tha medication.

, -She scanned her medications before she
administered hem to the rasidant,

| -ht was basy in the facllity in the moming.
-She usually took residents to the bathroom to
apply any lopical medication.
-Tha residents would leasve the medication cart

l after taking their medications by mouth and go to
breakfast.

|

on e flpside S
% The Medviad
t/f’b‘f' Was |

m&/vv’mi’ci 6§ He

g di(ation Lol

The Av'\(f,&(/d Di L/ILM’+

6 r:’.’\z/m(i He '§>mw’-/|

m . ;

Yhe 3

12 re Ceruhe

{_‘,:rt G (9 ai vt’iy’;bei ,

””‘&4"’”" VoIl {umn (,&,Mf_ﬂﬂ

b\,.mﬁwﬂ.fd oS

AnA At S st qﬂ'z wA™
1 Nnew Md dgat ”‘5
64 Y\A/{ 4’\’ t_{.{‘h?\*”iuiis

Bivsson of Heulth Saveice Regulston
SYATE FORM

b wprrivestion shael 14 of 16



PRINTED: Q3172017

" -She did not know how she had missed applying

the lotion as orderad, and did not know how
applying the lotion as ordered “got by me, but it
did™.

Interview with a second Medicabon Aide (MA} on

02/24/2017 at 3:30pm revealed:

-3he had not been applying the lotion to Resident
#71's foeel. "Just a mstake, just a mishap”.

-8he normally compared the medications to the
eMAR before administering the medicatlons.
-She checked the medication off on the eMAR
pefore she administered the medications.

-The eMAR was not signed untd the MA clicked
"submit or anter”.

-Sha noticed the lotlon for Resident #1 was on
the madication cant on 02/18/2017 whan she was
cleaning the medication cart.

-She had {nitaled the lotion as administared
because she was "nol paying atlenton®.

Interview with Resident #1 on 02/24/2017 al
3:18pm revealad:

-The lotion had not been applied to her feel
-She did not know about the lotion.

-Her hegls were sore.

-When she saw tha fool doctor there wers thick
scabs on her hesls that were removed by the
dactor.

Observation of Resident #1's feel on 02/24/2017
at 3:15pm revealed:

-Tha skin on the resident’s right heel was dry and
cracked in multiple areas across the heal.

-The skin on the resident's left heel was dry.

Interviow with tha MA on 02/24/2017 at 3:15pm

- revegled Resident #1's right hee! felt harder than
" the residant's left heel.
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Continued From page 15

inlgrview with the Ownar/Administrator on
02/24/2017 at 4;15pm revealed;

-Bhe did not know about the iotion to be applied
t0 Resident #1's feet that had been prescribed by

. the dogtor.

-The MA's werg respensible to administer
medications.

-“Sometimes things slip through the cracks".
-Rasident #1 had not complained to the

- QwnedAdministrator about her feal, and the

Owner/Adminisirator was in the facility every day,
-If Resident #1 had complained, the
Owner/Administrator would have mqulred nto i,
~The Owner/Administrator expected the MA's to
"click off on the medication as you do it - if they
do that, then would pretty much be on line with

- what lhey're supposed to do. Tell them all the

time to dick off on the med as they give it. That's

. what they’re supposed o do™,

-There used to be an assistant who was
responsible to check physiclan orders and the
medication cart to ensure medications were in
house, bul that person no longer worked at the

' facility.

~Tha Qwner/Administrator needed o hire anolher
medicalion aide.
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