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Initial Comments

The Adult Care Licensure Section and Henderson
County D55 conducted an annual sursey on
Cotober 26, 27, and 30, 2017,

10A NCAC 13F .0306(a)(5) Housekeeping and
Furnishings

10A NCAC 13F 0308 Housekeeping and
Fumishings

(a) Adult care homes shall

(5) be maintained in an unciuttered, clean and
ordery manner, free of all ohstructions and
hazards,

This Rule shall apply to new and existing
facilities

This Rule is not met as evidenced by

Based on cbservations and interviews, the facility
failed to assure the facility was free of hazards as
evidenced by chemicals in the storage room
which was not maintained locked because the
door lack was not in working order,

The findings are:

Observation of the storage room on 1W26/17 at
2:55am revesled:

-The door was not locked,

-Two contginers of past control, 1 container wead
killer, 3 cans paint, 1 spray bottle window cleaner,
and 1 container house hold cleaner wens stored
on an open shelving unit

Intarview with the Administratar on 1002617 at
2:55pm revealed:
-The door lock on the storage door had not been
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operable for a "few days,” fime not certain.

-She had new doar knobs but the maintenance
director could not put them on until the following
MWonday

-5he would remove the chemicals and store them M
in an outdoor building. .
-The residents did n"c?t use or handle the Al @g,m fﬂ e
chemicals. '

2/ 7

Interview with the.Maintenance Director on
10/13M7 at 1:45pm revealed he was there to do - CDW‘ ,ﬁ] I;_;
some maintenance work which included installing

the new door knobs on the storage room.

D151 10A NCAC 13F 0406(a) Test For Tuberculosis D131

10A NCAC 13F 0406 Test For Tuberculosis .

{a) Upon employment or living in an adult care ‘Q 17 5,;’?1 !{} / {){ﬁ-ﬂ'}v h (et
home, the administrator and all other staff and : . 48 : h%‘f’ -

ahy live-in non-residents shall be tested for mﬂmme 7

tuberculosis diseass in compliance with control

measures adopted by the Commission for Health
Services as specified in 10ANCAC 41A 0205
including subsaequent amendmeants and editions.
Copies of the rule are available at no charge by
contacting the Department of Health and Human
Services Tuberculosis Contral Program, 1902
Mail Service Center, Raleigh, NC 27683-1902,

This Rula is not met as evidencad by H
TYPE B VIOLATION e P -P{,L'f'l'/i (€ @ '
Based on interviews and record reviews, the ﬁlpf SO hﬁﬂ»‘f A
: es el

facility failed to ensure tuberculosis (TB) disease &1 Test ’91 n
skin testing in compliance with the control T8
measures adopted on the Commission for Haalth i a2 W
Services testing was completed upon hire for 3 of
4 sampled staff (B, D, and E}.
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The findings ana;
A. Review of Siaff B's personnel record revealed: ,’(’L ' 72 ¢ e
~There was no documentad dafe of hire. ?-'g 5K n ’
-There was no documentation of a TH skin test /4 i o 34 / I
upon hire. .‘f’ n- f.é/
Interview on 1WV27/17 at 10:00am with Staff B / bl
revealad: T +he Hutvre all
-She was hired "sometime” at the start of January M b € C‘f' o N
2017 as a Medication Aide. ot ’0;& 3
“She worked first shift every weekand. be Cn r W@,{,.{Jb‘u
-She had a TB skin test done upon hire but the . ; d, -
paperwork could not be found. Q !i a_,'lj w15 ai
-The TB skin test was negalive.
-She had anather TB skin test done today
(102THT).

Fefar to the interview with the Administrator on
10/27/17 at 2:25pm.

~ had 2 e
B. Review of Staff D's personnel record revealed: §1in e 0 hﬁ“ﬂ' ﬁ
-The date of hire was 73117, |
-There was no documentation of a TB skin test f ffl} TE T

upon hire.

a/r/ e’

Telephone interviews on TW2717 at 2:20am and
10730417 at 12:30pm with Staff D revealed:

-She was hired at the end of July 2017 as a
Personsl Care Assistant

-She worked 20-30 hours per week.

-She had not had a TB skin test upon hire,

Refer fo the interview with the Administrator on
1W27MT at 2:25pm.

C. Review of Staff E's personnel record revesled:
-There was no documented date of hire.

-There was no documentation of a TB skin test
Lpan hire.
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Interview on 10/27/17 at 11:20am with Staff E /
revealed: 8 7es’ dé"”a on 4, (’?
-She was hired in February 2017 as a “' ﬁfi}’ £ Li;} ﬂ{) MH U
ousekooper Ehest crert
-She had not had a TB skin test upon hire P s
f-' 7
Refer to the interview with the Administrator on on _C| fe; H?/ }»\m,u‘.
10/27/17 at 2:25pm. : ey
g Aril empled e
7lAy
Interview on 1027/17 at 2:25pm with the
Administrator revealed:
-She knew the staff "neaded” the TB skin test ) /
upon hire, (i’,ff(/—- ~
-The Licensed Health Professional Support -;—g,.{z *wz “Iﬁ‘ﬁ r ,SE,LA
(LHPS) nurse was responsible for administering !3 1 E i {) foy
the TB skin tests. UU!""" ‘g.t’_/
-She was not sure why the TB skin tests had not Pu.i, L e
been done. m "1 &';
-Some paperwork had been "lost”. ‘@t T’]ﬁ N \
-She did not have a policy on TB skin testing. fi Q,_i c“xi (1"'»1 {Z,’
-She had been the Administrator for thirty years. VJ*? . { ) J i Az . s
A L ~
poek ~
2 | The failure of the facllity to ensure staff were free

from active tuberculosis (TB) disease placed the
residents at risk for exposure to TB if staff were
working and infected. This failure placed the
residents’ health, safety, and welfare at risk and
constitutes a Type B Violation.

A Plan of Protection was provided by the facility
on 12717 as follows:

-The facility will immediately get TB screenings
done on all employess that do not have
documentation of TB testing

-The facility will require that the TB screenings
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D131/ Continued From page 4 01| Ay feop (WA p
are done on all new hires prior to working. [ ﬁ/ﬁ/f? (i< on f{"ﬁ’f
CORRECTION DATE FOR THE TYPE B .]Z, le
VIOLATION SHALL NOT EXCEED DECEMBER
14, 2017.
[ 137 10A NCAC 13F 0407(a)(5) Other Staff 0137
Cualifications )
7
. 297} Personal Haltt
108 NCAC 13F 0407 Other Staff Qualifications _ J&L

{a) Each staff person at an adulf care home I’:T &M C 0174
shall: / /5 N?

(5) have no substantiated findings listed on the L 7

Morth Carolina Health Care Personnal Registry 5"1 e M "; 30 /
according to G.5, 131E-256;

This Rule is not met as evidenced by: 5 /7 o J > s is
TYPE B VIOLATION 7 ot T 4 de
L eais

Based on record reviews and interviews, the -'jg{ s _qa.,i, r ,_fi L 73 4 i
facility failed to ensure that each staff parson had 1 s )

o ensuro fhat L oo
no substantiated firdings listed on the North
Carolina Health Care Personnel Registry for 3 of . ]
4 sampled staff (A, D, and E). {.L'] ﬁif/d—
The findings are:

i one Kokg

A, Review of Staff A's personnal record revealed: 5") e !" '?Lf'l C e /

-He was hired as a Medication Aide on 6/8/06. ; ed e ! |3 Y/
“He worked full time. { ormgplilee

-There was no documentation that a North
Carolina Health Care Personnel Registry check
had been completed.

Inferview with Staff A on 10027117 at 11.00am
revealed he was sure the check had been done.

i
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Refer to the interview on 10/27/17 at 2:25pm with
the Administrator,

B. Review of Staff s personnel record revealed:

-She was hired on 73117

-There was no documentation that a North
Carolina Health Care Personnel Registry check
had bean completed.

Telephone interviews on 12717 at :20am and
TWINAT at 12:30pm with Staff D revealed:

-She was hired at the end of July 2017 as a
Personal Care Assistant.

-She worked part time 20-30 hours per week.
-She did not know about the Health Care
Personnel Registry check

Refer to the interview on 127017 at 2:25pm with
the Administrator,

C. Review of Staff E's personnel record revealed:

~There was no documented date of hire

-There was no documentation that a Morth
Carolina Health Care Personnel Registry check
had been completed.

Interview on 10/27M7 at 11:20am with Staff E
revealed:

-She was hired in February 2017 as a
housekeesper,

-She did not know about the Health Care
Personnel Registry check.

Refer to the interview on 1002717 at 2:25pm with
the Administrator.

Interview on 1002717 at 2:25pm with the
Administrator revealed:
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104 NCAG 13F 0407 Other Staff Qualifications

{a} Each staff person at an adult care home shall:

(7} have a criminal background check in
accordance with G5, 114-19.10 and 1310-40;

This Rule is not met as evidenced by:
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137! Continued From page & D137 Jw— g‘f{;"f /f ﬁ‘? SONG ff-f
-She did not know why the Health Care Personnel - YA i 12 {/
Registry checks had not been done. nack St Y
-She "thought the LHPS nurse was supposed to h (s N ;e
do that", /lew ' T eq doni
-She knew some paperwork had been "lost”. ﬁ o H’\ C ace g
-She had no written policy on the Health Care = | ,}/& {.,[ o 7,
Personnel Registry checks, “—‘E p e bos
-5he would "make sure they get done”, .-’:,U .‘j-’}ufﬁ-' )
.. 1 ET
olate ot 1
—| The facility failed to ensure 3 of 4 samplad staff nf'fﬁ SO 1 TEGT, 6‘1 oA -
{A, D, and E} had a North Carolina Health Care Hps 1B 15 /!
Parsonnel Registry check prior to date of hire. L . b R
The facility not knowing if staff had substantiated rounel CRS
findings placed all resident al risk for neglect or Y tad ¥ .
abuse and constitutes a Type B Violation. d” sy o ‘? u_)f-‘-’J bt
[ 6A )
== A plan of protection was received from the facility
127N T as follows:
-A Healthcare Personnsl Registry check would be
done on all current employees.
-A Healthcare Personnel Registry check would be
done on all future new hires prior to start date in
the facility.
CORRECTION DATE FOR THE TYPE B
VIOLATION SHALL NOT EXCEED DECEMEER
14, 2017,
O 139 104 NCAC 13F .0407(a)}T) Other Staff

o ol b ackywut thes dlone
ﬁ-;’r’ boack G rolnels Ko

e A
peen Aot ¢
fid odatd

{2)r2f7

STATE FORM
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TYPE B VICLATION

Based on record reviews and interviews, the
facility failed to ensure 3 of 4 sampled staff (B, D,
and E) had a eriminal background screening
upon hire,

The findings are:

A, Review of 5taff B's personnal record revealad:

-Thera was no documented date of hire.
-Thers was no documentation that a criminal
background screening had been completed,

Interview on 10/27/17 at 10:00am with Staff B
revealed:

~5he was hired "somestime” at the start of January
2017 as a Madication Alde.

-She worked first shift every weekend,

-She did not remember signing a consent for
criminal background check,

-Sha did not know if a eriminal background check
had been completed.

Refer to the interview on 1002717 at 2:25pm with
the Adminstrator.

B. Review of Staff D's personnel record revealed;

-The date of hire was 7/31/M17.
-There was no documentation that a cominal
background screening had been completad,

Telephone interview on 127717 at 9:20am and
1HN30MT at 12:30pm with Staff D revealed:

-She was hired as a Personal Care Assistant.
-She worked part time 20-30 hours per week
-She did not know if a criminal background check
had been completed or not.

--5he was sure "one was done at my last place of

work"

#_#1;':\} Eudb—
f?l/!{ ha (_[(’6 oL o
Chects will be plons

Sda ff L e hired on
Qi 7, 1

hock Qremu el 0b uny
one on lof27/17

(R O ompleticl
(e o *le

ine Lfrre. New h.ﬂ"fc: s Pl

L STHE 1S [hc.{%};ra.mﬁ

/£/ 7/
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Refer to the interview on 10277 at 2:25pm with

the Administrator.

C. Review of Staff E's personnel record revealad,

-There was no documented date of hire. w3 — b ;

- L i % e p\cl. L’lt{!. L
-There was no documentation that a criminal I i 4 :

background screening had been completed. ] T, o !}> JH i

@ ot 0 7
Irterview on 102717 at 11:20arm with Staff £
revesled:
-She was hired in February 2017 az a o
housakeapar, ey
_She did not know anything about a criminal TN The Sokuner T ol
background scresning. =

o e mrcilef See W
Refer to the interview on 10/27/17 at 2:25pm with > eIl

the Administrator. !‘ I waﬁpi:j Felll et C'AE/Q'
4 \Qufpee
w Ja el

Interview on 10/27M7T at 2:25pm with the g

Administrator revealed: | nA (.;{E'u-‘. 12) LUG"‘LM'"

-She had been the Administrator for thirty years.
-She was sure the criminal background checks
had hesn done.

-She was responsible for checking criminal
backgrounds.

-The paperwork was "lost”.

-She would make sure to do the criminal
background checks again.

-There was no written policy on criminal
packground checks.

=2y | The fallure of the facility to ensure 3 of 4 sampled
staff (B, D, and E) had a state-wide criminal
background check upon hire resulted in the
facility being unawara of any criminal background
findings that could be detimental to the welfare
Division of Health Service Regulatan
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and safety of the resident.  This non-compliance
constitutes a Type B Violation.
—— TU A
) ) y T:J\!“,' Ji‘ -
“-cv--.,.._:,.> A plan of protection was recaived from the facility A ) \1{_,;{ Etﬂ_
on 10/27/17 as follows: S ;) | See
-Criminal background checks would be done on . _
10627117 on all employees without one. ) A l) JON e’
-All potential employees would have a criminal O'vf_/{" DQ . % 1 .
background check complete befora hire, ~ l o Y f_‘)@,& L
[: e L )
CORRECTION DATE FOR THE TYFE B (L} ! ” ) -‘.{Lj ‘::_#451'_/
VIOLATION SHALL NOT EXCEED DECEMEBER !‘ n}ﬂ_. Qla_a .ﬁ} .
X > i &4
14, 2017, Ok
D161 104 NCAC 13F 0504{a) Competency Validation D 181 AP

| For LHPS Tasks p 1L A T S TR
10ANCAC 13F 0504 Competency Validation For 7 Jdl Aig e

Licensed Health Professional Support Task e
(a) An adult care home shall assure that ‘f.ﬂﬂs Done !
non-licensed personnel and licensed parscnnel i:l- f f L

not practicing in their licensed capacity as S g -1"1 )
governed by their practice act and occupational tf? - L
licansing laws are competency validated by return \/'m P

demonstration for any personal care task
specified in Subparagraph (a){1) through (28) of NS
Rule .0903 of this Subchapter prior to staff A [U +
parforming the task and that their ongoing _ 51;1!_ "h-)/’
competency is assured through facility staff ‘l ;i[ -f-b W \ f

aversight and supervision.

This Rule is not met as evidenced by:
Based on record reviews and interviews, the e
facility failed to ensure 1 of 2 sampled staff (B} P E
werne competency validated by a registerad nurse
by retum demeonstration prior to performing
Licensed Health Professional Support tasks.

Division of Health Service Regulabion
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The findings are:

Review of Staff B's personnet record revealed:
~There was no documented date of hire.
-There was no Licensed Health Professional
Support tasks documentation,

Interview on 1027AT at 10:00am with Staff B
revealed:

-She was hired "somefima” at the start of January
2017 as a Medication Aide

-5She warked first shift every weekend 25 a
Medication Aide.

-Staff B had received her Medication Alde training
and testing in 2001.

-The facility had a nurse give her a medication
fest and LHPS check off when she started in
January

-The LHPS check off included “general things like
taking blood pressures and turning people”.

Interview an 1002717 at 9:45am with the LHPS
nurse revealed;

-She had previously LHPS validated Staff B,
-The papenyork could not be found.

-5he was scheduling a ime to do the LHPS
validation again.

Interview on 102717 at 1xh0am with the
Administrator revealed:

-She had been the Administrator for thirty vears.,
-The nurse was responsible for the LHPS
validations. i,

-She “thought” the nurse had completed it.

-No paperwerk could be found,

-She wouid have the nurse schedule a time fo
complete it.

-Thers was na policy on LHPS validations.
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E Continued From page 5 o )C‘d“ £ ois ﬂﬁf £
: DA% . ,
o ;ﬂglr_:cac 13F 0601 (a) Management OFf L] | i SIIAN 'F.E'HM?
acilities

Sfer FE 2 (o Be respon =
Sibie For assiiing ol

104 NCAC 13F .0801Management Of Facilites

| {a) An adult care home administrator shall be ; o ﬁf}:;f
i responsibbe for the total opseration of an adult care ME d’ S ‘{é e ﬂff,éff

| home and shall also be responsible fo the Y@ Lume e {f’ sn I A E

| Division of Health Service Regulation and the (eme G Al Preds
] county depariment of social services for mesting (i led 76?’ Kt o *‘pﬁhﬂf_‘:r

and maintaining the rules of this Subchapter.
The co-administrator, when there is one, shall

Wil be aoadcls. Lo

share equal responsibility with the administrafor . s o T i
for the operation of the home and for meeting i d min d #L':”’ ‘i; " m,gz
and maintaining the rules of this Subchapter. H [V Noineid _
The term administrator also refers to . ‘rf s },f Once &
co-administrator where it is used in this har —f L /
Subchapter. "
e (Weebta assLre &
Méds in i i 2 ﬂ‘:f:gn
Dokl T ’
This Rule is not met as evidenced by: M o 7{7_'}1 M 3
TYPE B VIOLATION g T Fret e i@y
Lde e .

Easzed on observations, interviews, and record - |f_ ﬂ,ﬁ&-‘- i 5 [ ﬂdﬁiz L
review, the Administrator failed o assure the \5 s g 3Nt f
management and overall operations of the facility L,ur',- { J PE’J" LA f'}ilj'-f f[ 53&% ol i
by failing to meet and monitor rules related to P O~
housekeeping and furnishings, other staff - - v, e
qualifications, competency validation for LHPS £ s (- / Fr At _ﬂ{’_,é,,_.. 1
tasks, health care, medication orders, medication 4 = LA sl .&,u.’ :'u," f A
administration, ACH medication aides training ﬁ oL ME (L 3 #E
and competency, and examination and screening. L Gomp Ao {}E 0 Al / fﬂ alb &
The findings are:
Interview with the Administrator on 1003017 at b

11:00am revealed:
-She had been the Administrator for at least 30
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years, was there daily, and stayed usntil 800pm or
S:00pm at night,

-5he thought things "were baing taken care of" by
thee first shift week-day staff, Staff A

-Staff A, was responsible for assuring the
medications were orderad and documented on
the Administration Records {MARs) and that all
the medications were available for administration.
-Staff A monitored the medication cart once a
wieek to assure all the meadications in the drawear
matched the MAR.

One of their former medication aides, Staff F,
used to be responsible for maintaining the
parsonnel and resident records, but she had not
worked very much in the past 2 months.

-She planned to have the first shift week-end
staff, Staff B, be responsible for assuring ali the
records inciuding personnel and meadication
orders were accurate and maintained updated.
-She had no written policies on health care
raferral, madication management, and personnal
guabifications and records.

MNon-compliancs identified during the survey
included the following rule areas.

A, Based on cbservations and interviews, the
facility failed to assure the facility was free of
hazards as evidenced by chemicals in the
storsge room which wers not maintained kocked
because the door lock was not in working order.
[Refer to Tag 79, 10A NCAC 13F .0306(z)
Housekeeping and Furnishings. ]

B. Based on record reviews and interviews, the
facility failed to ensure tuberculosis (TB) dissase
skin testing in compliance with the control
measures adopted on the Commission for Health
Services testing was complated upon hire for 3 of
4 sampled staff (B, D, and E). [Refer to Tag 131,
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104 NCAC 13F .0408(a) Test For Tuberculosis
(Type B Viclation).} /.
. . iy et P
_ o L, &5 TALE A0 fl/ﬁfﬁﬁm
C. Based on record reviews and interviews, the ; .
facility failed to ensure that each staff person had . f’ }5'!. 0-’7-1 g R -1-0 i / 'Q
no substantiated findings listed on the North iV
Carolina Health Care Personnel Registry for 3 of N A ﬂgjl Y
| 4 sampled staff (A, D, and E). [Refer to Tag 137, L {0T
104 NCAC 13F .0407(a)(5) Other Staff
Qualifications (Type B Viclation}.] m 1o
- Nae hﬁr{mrﬂc@ Le-
D. Based on record reviews and interviews, the a 'j f a n
tacility failed to ensure 3 of 4 sampled staff (8, D, /0 led Gret
and E) had a criminal background chedk upon bee N @ Ain {0 !
hire, [Refer to Tag 139, 104 NCAC 13F .0407{a) ’
(7) Other Staff Qualifications (Type B Violation) ] 16 o @1 = -
E. Based on record reviews and interviews, the 1l SHaff NG LHF®
facility failed to ensure 1 of 2 sampled staff (B) E o ‘F .
were competency validated by a registered nurse Lol Are on Lo
by return demonstration prior to performing E:t f g _ {, o
ik

Licensed Haalth Professional tasks. [Refer o
Tag 161, 10ANMCAC 13F .0504(a) Compeatency
Validation For LHFS Tasks.]

F. Based on observations, interdews, and record
reviews, the facility failed to ensure contact with
the resident's physician for the scheduling of 2
neuralogist appointment, for the refusals of
lidocaine patches and ipratropium-albuterol
inhaler for 1 of 3 sampled residents (#1). [Refer
to Tag 273, 10A NCAC 13F .0902(b) Heslth Cars
{Type B Violation).]

. Based on obsanvations, interviews, and record
reviews, the facility failed to ensure contact with
the resident's physician for verification or
clarification of orders for Levothyroxine,
Metformin, Invokena, Primidone, Prazosin,
Lunesta, Ipratropium-albuterol, Benadryl,
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Continued From page 14

Diclofenac Sodium, and Diclofenac Potassium for
1 of 3 sampled residents (#1). [Refer to Tag 273,
104 NCAC 13F 1002(a) Medication Orders (Type
B Violation).]

H. Based on obsarvations, inteniews, and record
reviews, the facility failed to assure the accuracy
of the Medication Administration Records for 1 of
3 sampled residents (#1) related to documenting
the administration of Ketoratac, Risperdal,
Benadryl, Klonopin, ipratropium=albuteral inhaler,
and Mapap Arthritis, and idocaine patches and
related fo documenting the reason for the
administration and resulting effect of PRN {as
needed) medication orders Mapap Arihritis,
Benadryl, Klonopin, and Ketoralas. [Refer to Tag
367, 104 NCAC 13F 1004 Medication
Administration (Type B Violation).]

|. Based on record reviews and interviews, the
facility failed to ensure 1 of 2 samplad medication
aides (Staff B) completad the 15 hour medication
fraining within & months of hire as a medication
alde. [Referto Tag 935, G.5. 1310 - 4. 5B(b)
ACH Medication Aides; Training and
Competency.]

J. Based on record reviews and interviews, the
facility failed to ensure examination and
screening for the presence of controlled
substances was completed for 3 of 3 sampled
staff (B, D, and E) who were hire after 10/1/13.
[Refer to Tag 992, G.5. 131D - 45(a) Examination
and Screening.}

The administrator failed to ensure that the
managemant, operations, and policies of the
facility were implemented to ensure the services
necessary to maintain the residents’ physical and
mental heaith were provided as evidenced by the

D 176
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. . ) . # fen
failure to maintain compliance with the rules and &: M /Qﬁf—i,ﬂdj?"ﬁa-'&i Hgen

statutes govemning adult care homes, which is the

responsibility of the Administrator. Failure to f}- )‘f ﬂ}eqf 4r ,J@,j
ensure all staff requirements were meat and
documented, that health care referral and follow T ulh, S8 Jhat @l e
up was completed, and that all medications were .-L g i

clarified, administered, and documented as E@%’ clar Fred,
ordered was defrimental to the health and safety (L.

of the residents and constitules a Type B a A f¥TIN ,.F sIEED ﬂﬂd

Violation. dﬂﬂkﬂﬂlﬁ’ a5 {)I’dé'f(r"

il
=——=7>| The Pian of Protection provided by the facility on -z ,-ﬁf ofe [z ¥h
10/27/17 revealed: h o }L?}I (le fjd‘{:/lﬁ‘-’

-The Administrator will make all necessary
changes to immediately correct rule violations ;; Ir o, ;{,fﬂﬂ i
and begin to monitor to assure staff are following é‘_ '

procedures properly.
-The Administrator will monitor the facility to _ L, .-:Luii Fw«mﬂ&ﬁ

assurg it adheres to State Regulations and the
Medication Aides will assist with making sure all m [:f{ e g d{:', f&w g fl M
regulations are in complisnce. ! ’ ";—-1’(3 ;U'S
plaly requla

CORRECTION DATE FOR THE TYPE B \
VIOLATION SHALL NOT EXCEED DECEMBER ) N
14, 2017 g Clen

D273 10A NCAC 13F .0802(b) Health Care D273 WL
10A NCAC 13F .0802 Health Care T 1 Gas E,LE’E ﬁd
ib) The facility shall assure referal and follow-up ;
to meet the routine and acute health care needs fesic Jﬁ p e Wi R !OE"‘_, { ”LH&’-(—{

of residents. ; (R \mi .:‘Il” / y
UuP _ Vodedtne

ond Qeate hoadte. napda-

This Rule is not met as evidencad by:
TYPE B VIOLATION
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Based on observations, interviews, and record
reviews, the facility failed to ensure contact with
the: resident's physician for the scheduling of a
neuralagist appointment, for the refusals of
locaine patches and ipratropium-atbuterod
inhater for 1 of 3 sampled residents (#1).

The findings are:

Feview of Resident #1's hospital discharge
generated FL2 dated 10/11/17 revealed
diagnoses included schizoaffective disorder,
bipolar type, migraines, asthma, bipolar disorder,
and chronic obstructive pulmonary disease.

The findings are:

1. Review of Resident #1's hospital discharge
records, dated 10/11717, revealed a physician
order for an "injection 15 with PROH EMGBotox"
at & local neurology physician office on 1002317
{usad to treat chronic migraines by blocking
certain chemical signals the nerves, causing
temporary paralysis of the muscles),

Interdew with the first shift week-day Medication
Aide, Staff A, on 10730017 at 10:55am revealed:
-He was not aware Resident #1 had an
appointment for the injection on 102317,

-He would call to reschedule the appointment.
-He was responsible for schaduling all physician
appainiments.

Interview with the Administrator on 10030017 at
2:45pm revealed:

~She picked Resident #1 up at the hospital upon
discharge but did not read the orders

-Staff A was responsible for assuring all physician
orders were processed which included scheduling
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health care referrals,

-fnterview with Resident #1 on 10030/17 at
2:40pm renvealed:

-3he routinely had "Botox” injections and she was
not aware she had an appointreant on 102317,
-5he had been having migraine headaches
recently, had a bad migraine headache on
Thursday, 10/26M17, which was reported to the
meadication aides.

Telephone interview with a nurse at the
Meurologist office on 1030017 at 2:17pm
reveaied:

-Resident #1 was schaduled every 12 weeks io

receive a Botox injection and she received the

last one on 713117

-The Botox was prescribed for migraine
headaches.

-Routine injections of Botox was prescnbed o
reduced the severity and frequency of migraine
headaches.

Refer to interview with the Administrator on
130/ 7 at 11:15am.

2. Review of Resident #1's current FLZ dafad
101117 revealed physician orders included
lidocaing 5% patch, use 2 daily every 12 hours
then remove (a topical pain reliever).

Raview of the 107117 through 1002617
Medication Administration Records (MARs)
revealed:

-A computer generated entry for lidocaine
patches 5%, apply as directed.

- Btaff documented the administration of idocaine
patches daily at 8:00am except 10/4/17 through
10/10M7 when Resident #1 was in the hospital,
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Observation of madications on hand available for
administration for Resident #1 on 1072617 at
11:15am revealed:

-A box of 60 kdocaine patches were dispensed on
51717 with 12 patches remaining in the box,
-Mo other lidocaine patches were available,

-A bo of 60 Fdocaine patches was a 30 day
supply with the current order to use 2 patches
daily.

Review of Resident #1's record revealad no
documentation Resident #1 had refused idocaine
patches

Telephons interview with the contract pharmacist
on 12617 at 2:41pm revealed:

-They dispensed a supply of 60 lidocaine patches
for Resident #1 on 51717 and staff had not
raquastad any more,

-Fadility staff had to request refills for the
pharmacist to dispense medications.

Interview with Resident #1 on 10030017 2:40pm
revealed:

-5he had been refusing the patches for a few
maonths becausa they felt "weird™ on her knees
because a metal plate was placed in her kness
when she had knee replacement surgery.

-She wanted to try using the lidocaine patches
again and did not want them discontinued.

Interview with the first shift weak day Medication
Aide, Staff A, on 1002617 at 2:25pm revealed:
-Resident #1 had been refusing the lidocaine
patches.

-He did not know why he kept documenting the
administration of the patches.

-He did call the physician to inform him of
Reasident #1 refusing the lidocaine patches, but
he did not document the refusals nor the contact
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with the physician.

Interview with the first shift weelk-end day
Medication Alde, Staff B, on 1072717 at 10:00am
revealad:

-She had not applied a lidocaine patch on
Resident #2 in the past few months.

-She had worked at the facility for 10 months as a
Medication Aida,

Attermpted telephone intendew with Rasident #1's
primary care physician on 102617 at 3:12pm
revealed the physician was not available for
inferyien,

Fesfer to interview with the Administrator on
10030017 &t 11:15am.

3. Review of Resident #1's FL2 dated 1001117
ravealed a physician order for
ipratropium-albutercl 20-100 megfactuation mist
inhaler, inhale 1 puff 4 times a day as neaded.

Review of Resident #1's previous FL2 dated
811117 revealed a physician order for Combivent
Respimat inhaler (brand name for
ipratropium-albuteral) 1 puff 4 times a day.

Review of the October 2017 MAR on 10/26/17 at
11;15am revealed:

-A computer generated entry for Combivent
Respimat inhaler, inhale 1 puff 4 imes a day.
-Documentation of daily administration at 8:00am,
12:00pm, 4:00pm, and 8:00pm of Combivent
Respimat inhaler 1 puff 4 times a day from
A0M1/17 through 102517

-Mo entry for Combivent Respimat inhalar to be
administered as needad.

Obsarvation of medications on hand available far
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administration for Resident #1 on 10726017 at
11:15am revealad:

-& Combivent inhaler dispensed on 4/21/17 with
directions to administer routinely 4 times per day.
-A gecond Combivent inhaler dispensad on
TIa17 wath directions to administer routinely 4
times per day.

Telephone interview with the pharmacist on
10/30M17 at 11:48am revealed:

~They dispensed a Combivent inhaler on 714117
with directions to administer routinely 4 fmes per
day and no more had bean requested.

-Cne Combivent inhaler would |ast 30 days if it
was administered routinely 4 times daily,

Interview with the first shift week day Meadication
Aide, Staff A, on 102617 at 2:25pm revealed:
-Resident #1 had been refusing the Combivent
inhaler,

-He documentad the administration of the
Combivent inhaler in emor.

-He had not contacted the physician that Resident
#1 was refusing the Combivent inhaler.

Interview with Resident #1 on 10V28/M17 at
3:00pm revealaed:

-She had not needed the Combivent inhaker and
not requested it since she came back from the
hospital on 101117

-She could not remember if she had used the
inhater in the past few months before she went to
the hospital

Review of record revealed no documentation a
physician had been contacted that Resident #1
was refusing the Combivent inhaler and no
clarification it was to administered as needed or
routinaly.
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Attempted telephone interdew with Resident #1's
primary care physiclan on 1026017 at 3:12pm
revealed the physician was not available for
interview

Fefer to interview with the Administrator on
10030017 at 11:15am.

Interview with the Administrator on 10030017 at
11:15am revealed:

=Another meadication aide, Staff F, had not been
available in the past 2 months to maintain the
files, the medication orders, and assure all
medications were administered as ordered.
-Staff Awas currently responsible for assuring the
physicians were contacted if residents refused
their medications and if orders were not clear,
and was responsible for assuring all medications
werne availzble for administration a3 ordered.
-Staff A was currently responsible for assuring all
rasident medical appointments were schedulad
bt ihe Administrator fransported them to the
appointments.

-5he was not aware and Staff A had not informed
her that Resident #1's had missed a neurologist
appointmant.

-5he stated, "I thaught everything was being
taken care of”

-5he did not have a written policy on health care
refermal and follow-up and on medication refusals,
but they would foliow the licensure rules.

~ The fadility's failure to assure referral and

follow-up resulted in Resident #1 missing an
appointment for a neurclogical physician visit for

a Botox injection which was prescribed fo reduce _
the severity and frequency of migraines resutted T
in Resident #1 experieancing migraines. The
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failure fo contact Resident #1's physician for
refusal or clarification of the order for
ipratropium-albuterol inhaler placed the msidant
at risk for exacerbation of her diagnosis of
chronic obstroctive pulmonary disease, Failurs to
contact Resident #1's physician for refusal or
clarification of the lidocaine patch 5% for pain
managemeant also placed the resident at risk. The
failure to provide health care and referral for
Resident #1 was detrimental to the health and
safety of the resident and constiites a Type B
Wiolation.

The Plan of Comrection provided by the facility on
10/27M7 revealed:

-The Medication Aides will be responsible for
assuring all medical appointments are scheduled
as ondaered,

-The first shift week-end Medication Aide, Staff B,
will be given the responsibility of monitonng and
maintaining all the orders in the resident records.
-Staff B will be responsible for assuring the
accuracy of the Medication Administration
Records,

CORRECTION DATE FOR THE TYPE B
VIOLATION SHALL NOT EXCEED DECEMBER
14, 2017

10A NCAC 13F 1002(a} Medication Orders

104 NCAC 13F 1002 Medication Orders

{a) An adult care home shall ensurs contact with
the resident's physician or prescribing prachtioner
for verification or darfication of orders for
medications and freatments:

(1} tf orders for admission or readmission of the
ressidant are not dated and signed within 24 hours

O 273

D344
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of admission or readmission to the facility;

{2) if orders are not clear or complets; or

{31 if multiple admission forms are received upon
admission or readmission and orders on the
forms are not the same.

The fadility shall ensure that this verification or
clarification is documented in the resident's
record,

This Rule is not met as evidenced by:
Type B Violation

Based on obsarvations, interviews, -and record
reviews, the facility failed to ensure contact with
the resident's physician for verification or
clarification of orders for Levothyroxine,
Metformin, invokona, Primidone, Prazosin,
Lunesta, |pratropium-albuteral, Benadryl,
Diclofenac Sodium, and Diclofenac Potassiom for
1 of 3 sampled residents (#1).

The findings are:

Review of Resident #1's cument FL2 dated
101117 reveaked:

-Diagnoses included schizoaffective disorder,
bipaolar type, migraines, asthma, bipolar disorder,
ard chronic obstructive pulmonary disease.
~The FL2 was generated at the hospital upon
discharge on 1071117 and was attached to 3
pages of medication and medication discontinue
ordars.

Review of Resident #1°s hospital records, dated
13T through 1001017, revealed.

-Residant #1 "was admitted to the hospital for
stabilization of mood.... was initially over sedated
dus to overmedication and drug drug interaction.”
-"Her medications were disconfinued and she
Division of Health Sarvice Regukstion
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was started on unit recommend, with & much
reduced amount of medications at the lowest
therapeutic dose.”

-The "Patient Active Problem List” dizgnoses
were "Migraine without aura and without status
migrainosus, . schizoafective disorder, bipolar
type."

Telephone interview with the contract pharmacist
on 1026M 7 at 2:41pm revealed:

-When they received Resident #1's hospital
discharge orders dated 101117, the FLZ page
was signed by the physician, but the thres pages
of physician orders were not signad, which the
pharmacy reguired to fill a preschiption.

-The pharmacist called the facility to inform them
they required a physician's signature on each
page of medication orders, but did not have
documentation when they called or who they
talkad to.

Interview with the first shift week-day Medication
Arde, Staff A, on 12617 at 2:25pm ravealed:
-Resident #1 was treated by a psychiatrist at the
hospital in October 2017 and Resident #1 wanted
that psychiatrist for her angoing therapy and now
she did not want to go back to her previous
mental health provider,

-The day program provided mental health
sarvices but she recantly refused to attend the
day program; therefore the mental haalth
physician would not prescribe or clarify
medications because she was discharged from
that program after refusing participation.

-A mental health provider who used the senvices
of the hospital psychiatrist was contactad; an
intake worker came to the facifity on 1002717 and
met with Resident #1.

-The intake worker started the paperwork to get
Resident #1 into the new mental health provider
Division af Health Service Regulation
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system. :

-The paychiairst was going to make a "housse
call” to complete an assessmant on Resident #1,
but it usuzally took asbout 3 business days to
schedule the facility visit, and the provider had not
lat him know the date.

Telephone interview with tha new Mental Health
Frovider intake worker on 10730417 at 2:05pm
revealed:

-He verified he met with Resident #1 and filled out
the required paparwork.

-The-psychiatrist would come out to complete an
initial assessment on Resident #1 but he did not
know the date,

Telephone interview on 10030MT at 11:15am with
a social worker at the hospital which provided
psychiatric services to Resident#1 in October
217 revealed:

-The hospital psychiatrst would not discuss
Resident #1's medication because he had
discharged the resident from the hospital.

-The hospital psychiatrist provided services for a
mental healtth system which offered ongeing
outpatient medication management.

Telephone interview with a staff at Resident #1's
primary care physician office on 1026817 at
3:12pm revealed:

-Thea physician had reviewed a copy of the
hospital discharge medication orders and wanted
Resident #1 to be on all the medications which
were orderad at the hospital.

-The physician did not want to make any
decisions related to any of Resident #1's
medications until the resident saw an cuipatient
mental health provider,

Interview with the Administrator on 10/30/17 at
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11:15am revealed:

! -The facility did not maintain pharmacy

dispensing records

-One of their formear medication aides, Staff F,
used to be responsible for maintaining the
residents’ files, the medication orders, and for
assuring all medications were administered as
ordered, but Staff F had not bean available for the
past 2 months.

-Cumently, Staff A was responsible for assuring
the medicatien orders wera sent fo the pharmacy,
that all orders were clarified, and that all
medications weare available for administration as
ordered.

~The Adminstrator was not aware and had not
been informed that Resident #1's hospital
discharge medication orders had not been filled
and administerad as orderad.

~Shee stated, "1 thought sverything was being
taken care of "

-She did not have written policies and procedures
for clarification of medication orders but staff
ware supposed to follow licensure rules,

Imterview with Resident #1 on 1002617 at 9:45am
reveatad the facility somestimes ran out of her
rmedications, but did not know which ones or how
often,

Examples of medications that were included on
the haospital discharge physician orders dated
1117 but were not clarified per phamacy
requirements wenz as follows;

1. Review of Resident #1's FL2 dated 107111117
revealed a physician order for Levothyroxine 88
meg at B:00am {a thyrold supplement).

Review of Resident #1's previous FL2 dated
81117 revealed a physician order for
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Levothyroxine 100 meg.

Review of the October 2017 Medication
Administration Record (MAR) on 10726017 at
11:15am revealked:

-Levothyroxine 88 mog dally was not entered an
the MAR.

-There was a computer generated entry for
Levothyroxine 100 mg daily and documented
dailty at 800am except 10/4/17 through 1010717
when Resident #1 was in the hospital,

Observation ofmedications on hand available for
administration for Resident #1 on 10/26/17 at
11:15am revealed Levothyroxine 100 mg daily
which were dispensed on 2917,

Feview of Resident #1's hospitalization records
dated 10M1117 revealed no documentation of
thyroid levels.

Review of Resident #1's facility record revealed
no documentation of thyroid levels,

Telephone interview with the phamacist on
TH3I0AMT at 11:4%am revealed Levothyroxine 100
mg order was on the only order on file and they

i dispensed 30 doses on 872717,

Interview with Resident #1 on 1030017 at 2:40pm
revealed she took Levothyroxine 100 mg daily.

Refer to interview with the Administrator on
130T at 11:15am.

2. Review of Resident #1's current FL2 dated
10/1117 revealed:

-A physician order for Metformin 1000 mg daily
with breakfast {used to control blood sugar
levels)
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-Check fingerstick blood sugar (FSBS) twice
weekly.

-Mo physician order for Invekana 100 mg before
first meal of day (used to control blood sugar
levels),

Review of Resident #1's previous FL2, dated
BT, revealed an order for Invokana 100 mg
before first meal of day {used to contrel blood
sugar levels).

Observation of madications on hand available for
Resident #1 on 10/26/17 at 11:15am revealed:
-Metformin 500 mg take 2 tablets twice dally with
dispense date of 32117,

-Invokana 100 myg, take 1 before the first meal of
ihe day with 28 doses dispensed on 8727717 with
10 doses remaining.

Reaview of the October 2017 Medication
Administration Record {MAR) on 10/26/17 at
11:15am revealed:

-There was a computer generated enfry for
Metformin 500 mg take 2 tablets twice daily and
documentation of administration daily at 5:00am
and 5:00 pm except 10317 through 101017
when Resident #1 was in the hospital.

-There was a computer generated entry for
Invakana 100 mg one fablet every day before the
first meal of the day and documentation of
administration daily at 8:00am and 5:00 pm
except 1073M7 through 101017 when Resident
#1 was in the hospital.

-FSB5 was documented as checked twice weekly
and readings ranged from 82 to 248 (American
Diabetes Association (ADA) recommends
keeping FSBSs before meals from 80-130 mg/dl.)

Telephone Interview with the phamacist on
1030017 at 11:4%am revealed:
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-They dispensed Meiformin 500 mg, 2 tablets
daily, on /21717 with a 30 day supply and the last
order was dated 51817,

-They dispensed the Invokana on 92717 but the
ariginal order was dated 81117,

Interview with Resident #1 on 10/30/17 at 2:40pm
revealed she received Metformin 500 mg.2
tablets twice daily and Invokana 100 mg once
daily.

Review of Resident #1's hospital records from
10¢3M7 to 10/11/17 revealed no ATC levels (a lab
value which indicates the last 80 day average
FSBS level) but the serum glucose level was 104

Review of Resident #1's record revealed no
clarification for the following:

-Were both oral dizbetic medications, Metformin
and Invokana, to be administered,

~The freguency of administration for Matformin
1000 myg, once daily or twice daily.

Refar to interview with the Administrator on
13T at 11:15am.

3. Review of Resident #1's FL2 dated 10/11/17
revealed a physician order Primidone 50 mg, take
25 mg 4 times per day (an anti-epleptic
medization and first-line therapy for essential
fremaor).

Review of Resident #1's previous FL2, dated
8117, revealed an order for Primidone 50 mg,
take 25 mg three times daily.

Observation of medications on hand available for
administration for Resident #1 on 10W26/17 at
11:15am revealed:

-Primidone 50 mg, take 25 mg thres times daily
Division of Heal® Sendce Reguiation

STATE FORM EE WKL 1 contlrsalion sheet 30 of 55




Divizion of Health Service Regulation

PRINTED: 11182017
FORM APPROVED

and were dispensed on %21/17.
-No Primidone 50 myg, fake 25 mg four imeas daily
was available for administration.

Review of the October 2017 Medication
Administration Record (MAR) on 102617 at
11:15am revealad

~There was a computer genarated entry for
Primidone 50 mg, take 25 mg three times daily
and documented as adminisiered daily at
B:00am, 12 noon, and 3:00pm except from
107317 through 10010117 when Resident #1 was
in the hospital.

-Ma entry for Primidone 50 mg, take 25 mg four
times daily.

Telephone interview with the pharmacist on
1073017 at 11:49am revealad they had on file
Frimidons 50 mg, take 25 mg three imes daily
and last date of order was 971817,

Inferview with Resident #1 on 10/30¢17 at 2:40pm
revealed she received the Primidone 25 mg three
fimes per day.

Review of Resident #1's record revealed no
clarification whether Primidoneg 25 mg was o be
administered 3 times daity or 4 times daily,

Refer to intarview with the Administrator on
13017 at 11:15am.

4. Review of Resident #1's FL2 dated 1071117
revealed a physician order Prazosin 5 mg, take
15mg {3 capsules) nightly {used for high blood
pressure, anxiety, post traumatic stress
syndrome and for nightmares)

Observation of medications on hand available for
administration for Resident #1 on 1002817 at
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11 15am revealad;

-Prazosin 5 ma, take 2 daily and were dispensead
on 9287,

-Mo Prazosin & mg with directions to take 3 daily
was availtable for administration.

Review of the October 2017 Medication
Adminisiration Record (MAR) revealed:

-There was a camputer generated entry for
PrazosinrS mog, take 2 daily and staff documented
daily administration at 8:00am except 100417
through 10V1/17 when Resident #1 was in the
hiospital,

-Mo entry for Prazosin & mg, take 3 daily,

Telephone interview with the pharmacist on
10/30/17 at 11:4%am revealed they had on file
Prazosin & mg, take 3 daily with order date
sM1INT.

Interview with Resident #1-on 10300717 at 2:40pm
revealed she recelved the Prazosin 10 mg {2 five
my capsules) at night but continued to have
nightmares occasionally.

Review of Resident #1's record revealad no
clarification whether Prazosin should be
administered 10 mg dally or 15 mg dally.

Refar fo interview with the Adminstrator on
TW30M7 at 11:15am.

5. Review of Resident #1's FL2 daled 10011147
revealed Lunesta, take 3 mg by mouth nightly, but
a line had been hand drawn through it and signed
by a hospital Registered Nurse (a sedafive used
to treat insomnia),

{ Review of Resident #1's record revealed a
| previous physiclan order, dated 81517, for
Dlivisicn of Healh Service Regulation
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Lunesta 3 mg as needed for insomnia.

Telephone interdew with pharmacist on 10026017
at 11:48am revealed their last order for Lunesta

3 mg as needed for insomnia was dated 91817

and they dispensed 30 doses on 8M18/17.

Review of Resident #1°s medications on hand
available for administration on 1002617 at
11;15am revealed Lunesta 3 mg as needed at
bedtime for sleep, 28 dispensed on 91817, with
1 remaining

Review of the September and October 2017
Medication Administration Record (MAR) on
1072617 at 11:15am revealed;

-There was a computer generated entry of
Lunesta 3mg, 1 tablet at bediime as needed for
sleep.

-Documentation of administration of Lunesta 3mg
daily &t bedtime from 101117 through 12517,
-Thirty 30 doses Lunesta were documented as
administered from 9/18/17 through 10/25/17.

[nterview with Resident #1 on 1026017 at 3:00pm
reveaked she did not think she had taken any
Lunesta since she returned from the hospital on
101117 and she thought it was discontinued.

Review of Resident #1's record revealed no
clarification whether Lunesta 3mag should have
been administered routinely or as needed, or
discontinuad.

Refer to interview with the Administrator on
TW3IWTT at 11:15am.

6. Review of Resident #1's FL2 dated 1011117
revealed a physician order for
pratropium-albuterol 20-100 meg/actuation Mist
Diwision of Hoalth Sarvice Regulation
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inhaler, inhale 1 puff 4 fimes a day as neaded.

Feview of Resident #1's previous FL2 dated
BT revealed a physician order for Combivent
Respimat inhater (brand name for
Ipratropiumn-albuterol} 1 puff 4 times a day.

Feview of the October 2017 MAR on 10/26/17 at
T 15am -revesalad:

-A computer generated entry for Combivent
Respimat inhaler, inhale 1 puff 4 imes a day.
-Documentation of daily administration at 8:00am,
12:00pm, 4:00pm, and 2:00pm of Combivent
Respimat inkaler 1 puif 4 times a day from
101117 through TOV2EM7.

~Mo enfry for Combivent Respimat inhaler to be
administerad as nesded.

Observation of medications on hand available for
administration for Resident #1 on 10026017 at
11:15am revealed:

-A Comblvent inhaler dispensed on 42117 with
directions to administer routinely 4 times per day.
-A second Combivent inhaler dispensed on
417 with directions to administer routinely 4
fimes per day.

Telephone interview with the pharmacist on
10/30M17 at 11:48am revealad:

-They dispensed a Combivent inhaler on 71417
with direcfions to administer routinely 4 imes per
day and no more had been reguested.

-Cine Combivent inhaler would last 30 days if it
was administerad routinely 4 times daily.

Interview with Resident #1 on 10026M7 at
3:00pm revealed she had not neaded the
Combivent inhaler and not requestad it since she
came back from the haspital on 10011117 and
could not remember if she took any in the past
Division of Health Servics Reguiation
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few months before she went to the hospital.

Review of record revealed no documentation a
physician had been contactad o clarify the
Combivent inhaler whether it was to administerad
as nesded or routinely.

Refer to interview with the Administrator on
1073017 at 11:15am.

7. Review of Resident #1's physician orders
dated 101917 revealed orders Resident #1 "may
take Benadryl as currently writtsn on MAR."

Telephone interview with the contract pharmacist
on 1073017 at 11:48am revealed:

~They dispansed 60 doses {120 capsulas)
Benadryl 50 mg twice daily as neaded for itlching
on 1072317,

-They had a previous order for Benadryl 50 ma
twice daily as needed for itching and insomnia on
QU517

Review of the October 2017 MAR revealed:

-A computer generated entry for Benadryl 50 mg,
1 capsule every 4 hours as neaded for itching
and insomnia.

-No documentation of any Benadryl administerad,
no documentation of the reason it was
administered, and no documentation of the
effectivensas of the medication.

Observation of medications for Resident #1
available for administration on 102817 at
11:15am ravealed:

-A hubble pack of Benadryl 25 mg, 2 capsules
twice daily as needed for itching with 120
capsules dispensed on 10722317 with 2 capsules
in each bubble.

-Five doses {10 Benadryl capsules) wers missing
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and 110 capsules (55 doses) remained.

Interview with the Staff A on 102617 at 2:25pm
revealed he had administered "some” Benadryl fo
Resident #1 for insomnia but had forgodten to
document the administrafions.

Interview with Resident #1 on 10/300M17 at 2:35pm
revealed:

-She sometimes takes Benadrylat 8:00am and
:00pm.

-She asked-for it because of itching or when she
has insamnia.

Refer to interview with the Administrator on
1043017 at 11:15am.

8. Review of Resident #1's FL2 dated 10/ 11/17
revealed a physician order for Diclofenas Sodium
100 ma every 24 hours (2 non-steroidal
anti-inflammatory drug used to treat arthritis,
headaches, and. chronlc musaoke pain).

Review of physician orders for Resident #1
revealed an order, dated 83717, for Didofenac
Potassium 50 mg, 172 50 mg at onseat of
headache, may repeat every 2 hours.

Ohbservation of medications on hand availabla for
administration for Resident#1 on 102617 at
11:15am revealed:

-Mo Diclofenac Sodium 100 mg was available for
administration.

-Diclofenac Potassium 50 mg oral powder, 1/2 50
mg once at onset of headache, may repeat every
& hours and was dispensed on 8/4M7,

Review of tha October 2017 Medication
Administration Record (MAR) on 10/26M17 at
11:15am ravealed:
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-Diclofenac Sodium 100 mg was not entered on
the MAR

-Thera was a computer genarated entry for
Diclofenac Potassium 50 mg, take 1/2 tablet

i every § hours as neaded for migraineg but staf

| had not documented the administration of any
dozes administerad.

Review of Resident #1's record revealed no
clarification whether to administer Diclofenac
Sodium 160 mg and no clarification whether io
administer Diclofenac Polassiom 25 myg as
needad every 2 hours or every § hours.

Talephone interview with the contract pharmacist
on THIAT at 11:49am revealed Diclofenac
Potassium 20, 172 50 mg as needed every 6
hours was the most current order on file dated
9217,

Interview with Resident#1 on 1030117 at 2:40pm
revealed the Diclofenac Sodium was discontinued
and was not sure how often she received the
Diclofenac Potassium.

Fefer to interview with the Administrator on
10/30017 at 11;15am.

Interview with the Administrator on 1003017 at
11:15am revesked:

-Another madication aide, Staff F, had not been
available in the past 2 months to maintain the
files, the medication orders, and to assure all
medications wera administerad as ordered
~Currently, Staff A was responsible for assuring
the medication orders were sent to the pharmacy,
that all orders were clarified, and that all
medications wera available for administration as
orderad,
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-The Administrator was not aware and had not
bean informed that Resident #1's hospital
discharge medication orders had not beean filled
and administered as ordered.

-She stated, "l thought everything was being
taken care of ®

-She did not have a written policy on medication
administration or clarification of medication
orders, but they wera supposed-fo follow the
licensure rules.

-4—.,,:}-; The facility failed {o ensure Resident #1's
physicians was contacted to clarify medication
orders for Levothyroxine, Metformin, Invokona,
Primidone, Prazosin, Lunesta,
Ipratropium-albuterol, Benadryl, Diclofenac
Sodium, and Diclofenac Potassium. The fallure to
clarify the Levothyroxing dose placed Resident #1
at risk for symptoms of weight gain, fatigue and
deprassion if the dose was too low-and at risk for
weak bones, insomnia, breathlessness, and even
heart problams if the dosa was too high. Resident
#1 had a diagnosis of chronle obstructive
pulmonary disease (COPD) with a Combivent
inhaler order which was not clarfied and not
administerad placing her at rick of exacerbation
of COPD symptoms like shortness of breath and
iack of energy. Faillure to clanfy the administration
of 2 diabetic medication orders placed her at risk
for low blood sugar if overmedicated. The failure
to clarify the Prazosin dose which is used fo treat
nightmares resulied in Resident #1 continuing to
hawe nightmaras. The facility's failure to ensure
an effective system for the clarification of
medications was detrimeantal to the health and
safety of the residents and constiites a Type B
Violation,
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‘.,._-—'-:; The Flan of Protection provided by the facility on
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-Physician orders on hospital discharmge records
will be entered on the Administration Records as f'? (L) v -f%}ﬁ' g QJ‘ r"'f
s00n as the orders are in the facility. / _ -
-The physician orders will be faxed to the s 1‘39 iL {’ & ‘?LI?CJ M3 L1/ —
phamacy when they are brought to the facility.
-Upon discharge at the hospital, facility staff wil h is ?xﬂ"] 5 pfi‘]ﬂ vina € ﬁf
request the physician sign every page of the JO {
discharge orders per the-pharmacy protocol, i ) -[_U
-The-pharmacy will attach physician orders with- K r_‘l( d ;o
the medications if the pharmacy recsives any cf‘ '5' ¢ =5
alectronic orders. j::—"\] '
-The Medication Aldes will immeadiately contact T-LL, E;LL-l(WU]” .
the pharmacy if any medications are not .
dispensed timely. Sta H [+o & wudh
-The Meadication Aldes will contact the prascribing
physician as soon as possible any orders that are Gmfé ek doedic Un, i
not clear.
(iolns Hhal e nud pleos

CORRECTION DATE FOR THE TYPE B
VIOLATION SHALL NOT EXCEED DECEMBER
14, 2017

0367 104 NCAC 13F 1004} Medication D 367

Administration

108 MCAC 13F 1004 Medication Adminstration
{1} The resident's medication administration
record (MAR) shall be accurate and include the
following:

(1) resident's name;

(2) name of the madication or trestment order,
(3) strangth and dosage or guantity of medication
administared;

(4] instructions for administering the medication
or treatmeant

(5} reason or justification for the administration of
medications or treatments as needed (PRN) and

D 37
all On Blo omd.
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documenting the resulting effect on the resident ;
(6] date and time of administration;

(7] documentation of any omission of
medications or reatments and the reason for the
omission, inchuding refusals; and,

{8) name or initials of the person administaring
the medication or treatment. If initials are used, a
signature equivalent to those initials is to be
documented and maintained with the medieation
administration record (MAR).

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

Based on observations, interviews, and record
reviews, the facility falled to assure the accuracy
of the Medication Administration Records for 1 of
3 sampled residents (#1) related to documeniing
the administration of Ketorolac, Risperdal,
Benadryl, Klonopin, iprafropium-albuteral inhater,
and Mapap Arthrifis, and lidocaing patches and
related to documenting the reason for the
administration and resulting effect of PRN {as
needed) medication orders Mapap Arthritis,
Benadryl, Klonopin, and Ketorolac,

The findings are:

Review of Resident #1's hospital discharge
generated FL2 dated 10/11/17 revealed diagnosis
which included Schizoaffective disorder, bipolar
type, migraines, asthma, bipolar disorder, and
chronic obstructivie pulmonary disease.

1. Review of Resident #1's FL2 dated 10/11/17
revegled orders for idocaine 5% patch, use 2
daity every 12 hours then remove (a topical pain
rafiever),

Review of the 10/1/17 through 102817
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Medication Adminisfration Records (MARs)
revealed Staff documeantad the administration of
lidocaine patcheas daily at 8:00am except 100417
though 10M10/17 when Resident 21 was in the
hospital.

Obsarvation of medications for Resident #1
available for administraion on 10/726/17 at
11:15am revealed:

-A box of 80 idocaine patches were-dispensed on
SMTAT with 12 remaining the box.

-Mo other lidocaine patches were available

-A b of B0 Edocaine patches was a 30 day
supply with the cument order to use 2 daily.

Telephone interview with the contract pharmacist
on 12817 at revealed:

-They had not dispensed any lidocaine paiches
for Residant #1 since 51717

-Facility staff had to requast refills for the
phammacist to dispense medications.

Interview with Resident #1 on 1073017 at 2:40pm
revesled:

-She had been refusing the patches for a faw
maonths because they felt “weird” on her knees
because she has meatal in her knees with the
recent knee replacement surgery.

-She wanted to try using the lidocaine patches
again and did not want them discontinued,

irterview with the first shift week day Medication
Aide, Staff A, on 10026017 at revesaled:

! -Resident #1 had been refusing the lidocaine

patches and he did not know why he kept
documenting the administration of the paiches
-He called the physician to inform him of Resident
#1 refusing the lidocaine patches, but he did not
document it.
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Intarview with the first shift week-end day
Medication Aide, Staff B, on 1002717 at 10:00am
revealad:

-5She had naver applied a lidocaine patch on
Resdent #2.

-She thought the lidocaine order was as needed,
-She had worked there since January 2017 as a
medication aide,

Telephons interview with Rasidant #1's primary
care physician on 1T0F26/17 at 3:12pm revealed
the physician was not available for interview,

Refer to interview with Staff A on 1072617 at
2:25pm.

2. Review of Resident #1's FL2 dated 1011117
revealad a physiclan order, "Stop taking”
Ketorolac { 8 non-steroidal anti-inflammatory
medication usad short term {o treat moderate to
seviere acute pain).

Review of Resident #1's physician orders datad
10717 revealed orders for Ketorolac 10 mag, 1
tablet three times per day as needed for head
aches for 3 days,

Obesarvation of medications on hand available for
administration for Resident #1 on 10/26/17 at
11:15am revealed 9 doses of Ketorolac 10 mg
were dispensed on 10M17/17 with 1 dose
ramaining

Review of the 10/1/17 through 10/26/17
Medication Administration Records (MARs)
revealed:

-There was a hand written eniry for Ketorolac 10
ma 1 tablet three times per day for 3 days as
neaded.

-There was no documentation Keforolac 10 mg
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had been administered, no documentation of the
reason it was administered, and no
documentation of the effectivenaas of the
medication.

¢ Obsaervation of the 1 dose Ketorolac 10 myg
remaining on 12617, review of the label an the
rmedication that it was dispensed on 1011717 with
9 dozes, and review of the October 2017 MAR,
reveaied the 8 missing doses had mot been
documented as administerad, not documanted
with jusiification of administration, and not
documented with the effect of the results of the
adminkstration.

Interview with the first shift week day Medication
Aide, Staff A, on 10/26/17 at revealed he was not
awara the Ketorolac 10 mg was discontinued,

Refer to interview with Staff A on 10/26M17 at
2:25pm.

3. Review of Resident #1's October 2017 MAR
revealed:

-A computer generated entry for Risperdal 3 mg
ai bedfime (an antipsychofic medication).,

-Craily documentation of the administration of
Risperdal 3 mg at 8:00pm except from 100317
through 1010117 when Residernt #1 was in the
hospital,

-A computar ganerated eniry for Risperdal 1 mg
at &00am but no documentation of administration
after 1040317,

Feview of Resident #1's current FLZ dated
1041117 revealed no physician order for
Risperdal 3 mg at bedtime,

Observation of Resident #1°s medications on
hand available for administration on 1026017 at
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11:15am revealed no Risperdal 3 mg and no
Risperdal 1 mg.

Telephone interview with the confract pharmacist
oy TOV30MT at 11:49am revealed the most
current order for Resident #1's Risperdal was for
3 mg at bedtime and 1 mg every moming datad
82717 with.a 30 day supply dispensed on
7T,

Interview with Resident #1 on 10/26/17 at 3:00pm
reviealed she did not know if she was still taking
the Risperdal.

Interview with the Staff A on 10/268M17 at 2:25pm
revealed hae had documented the administration
of Rispardal 3mg in eror,

Refer to interview with Staff A on 10/26/17 af
2:25pm.

4. Review of Resident #1's physician ordars
dated 10M1%17 revealed orders Resident #1 "may
take Benadryl as currently written on MAR."

i Telephone interview with the contract pharmacist
on 1W30M 7T at 11:4%am revealed:

-They dispensed B0 dosas (120 capsules)
Benadryl 50 mg twice daily as needed for iiching
on 1HE3MT.

-They had a previous order for Benadryl 50 ma
twice daily as needed for itching and insomnia on
B5MT.

Review of the October 2017 MAR revealed;

-A computer generated enbry for Benadryl 50 mg,
1 capsubs every 4 hours as needad for itching
and insomnia,

-No documentation of any Benadryl administered,
no documentation of the reason it was
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administared, and no documentation of the
effectiveness of the medication.

Obsarvation of medications for Resident #1
avallable for administration on 10/26/17 at
11:15am revealsd:

-A bubble pack of Benadryl 25 mg, 2 capsules
twice daily as needed for itching with 120
capsules dispensed on 102317 with 2 capsules_
in each bubble,

-Five doses (10 Benadryl capsulas) wers missing
and 110 capsules (55 doses) remained,

Interview with the Staff A on 10/26/17 at 2:25pm
renviaaled he had administered some Benadryl to
Resident #1 for insomniz but had forgotten to
-document the MAR.

Interview with Resident #1 on 130017 at 2:35pm
revealed:

-She sometimes takes Benadryl at 8:00am and
B8:00pm,

-She asked for it because of iiching or when she
has inzomnia.

Refar to interview with Staff A on 1072617 at
2:25pm,

5. Review of Resident #1°s FL2? dated 10011717
revealed revealed a physican order, dated
101117, for Kionopin 0.5 mg, 1 tablet 2 times a
day as needed for amdety ( used to control
seEures in epilepsy and for the treatment of panic
disorder.

Review of the October 2017 MAR revealed:

-A hand written entry for Klonopin 0.5 mg, 1 tablet
2 times as neaded for anxiety.

~Drocumentation of administration of Klonopin 0.5
mg 14 timas from 1071317 through 102517
Division of Heskh Sarvice Regulation

STATE FORM o WIEXLA If cortimalion sest 45 of 5%




FRINTED: 1M/16/2017

FORM APPROVED
Chvision of Health Service Regulation
STATEMENT OF DEFECIENCIES 1) PROVIDER/SUPPLIERMCLIA {#2) MULTIPLE CONSTRULCTION (X3 DATE SLIRVEY
AND PLAN OF CORRECTION IDENTIFICATION MUMEBER: . COMPLETED
A BUELDMNG:
HALO45006 B. WING 1043072017
NAME OF PROVIDER OR SUPPLIER ETREET ADDRESS, CITY, STATE, Z1IF CODE
CCULLOUGH'S REST E 720 ORR'S CAMP RDAD
Meey HENDERSONVILLE, NC 28739
(41 IR SUMMARY STATEMENT OF DEFICIENCIES 0 PROVIDER'S PLAN OF CORRECTION (%5
PREFEX {EACH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX {EACH CORRECTIVE ACTION SHOULD BE COMPLETE
TAG REGULATORY OR LSC IDENTIFYING INFORMATIGHN) TAS CROSS-REFERENCED TO THE APPROFRIATE DATE
DEFICIENCY)
[ 367 | Continued From page 45 D 367

with the reason and justification documentsd on
the back of the MAR

Ohsarvation of medications on hand available for
administration for Resident #1 on 1026/17 at
11:15am revealed Klonopin 0.5 mg, 1 tablet twice
daily as needed for anxiety with 60 doses
dispensed on 10/13/17 and 42 dosas remaining
{18 missing.)

Review of the Controlled Sheet for Klonopin
0.5mg revealed 18 doses Klonopin 0.5 mg were
administered form 10/13/17 through 10/25/17.

Review of the Klonopin 0.5 mg Controlled Drug
Sheet compared to the documentation on the
Cctober 2017 MAR, the reason and the effect for
the administration of Klonopin 0.5 mg was not
documented 4 times from 1013717 through
102517,

|nterview with Resident #1 on 10/26/17 at 2:00pm
revesled she had been receiving Klonopin 0.5 mg
twice daily,

Refer to inferview with Staff A on 10/28/17 at
2:25pm.

&. Review of Resident #1's FL2 dated 1011117
revealed a physician order for
ipratropium-albuters! 20-100 megfactuation mist
inhaker, inhale 1 puff 4 imes a day as neaded.

Review of Resident #1's previous FLZ dated
&M1M17 revealed a physician arder for Combivent
Respimat inhatar (brand name for
ipratropium-albuterol) 1 puif 4 imes a day.

Review of the October 2017 MAR on 10/26/17 at
M:15am revealed:
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-A computer generated entry for Combivent
Respimat inhaler, inhale 1 puff 4 imas a day.
~Docurmentation of daily administration st 8:00am,
12:00pm, 4:00pm, and 8:00pm of Combivant
Respimat inhaler 1 puff 4 times a day from
107117 through 1002817, - :

-Mo entry for Combivent Respimat inhaler to be
administered as neaded,

Observation of medications on hand avallable for
administration for Resident #1 on 1002617 at
11:15am revealad:

-f Combivent inhaler was dispensad on 42117
with direciions to administer routinely 4 fimes pear
day.

-A second Cambivent inhaler dispensed on
T1417 with directions to administer routinely 4
fimes per day.

Interview with Resident #1 on TM26M17 at
3:.00pm revealed she had not needed the
Combivent inhaler and not requested it since she
came back from the hospital on 10M11/17 and
could not remember if she tock any in the past
few months before she went to the hospital

Telephone interview with the confract pharmacist
on 100307 at 11:48am revealad:

-They dispensed Combivent inhaler on 71417
with directions to administer routinely 4 times par
day and facility staff had not requested any more
after that was dispansed.

-One Combivent inhaler would 1ast 30 days if it
was administered routinely 4 timeas daily.

Review of record revealed no documentation a
physician had been contacted to darify the
Combivent inhaler whether it was fo adminiztered
as nesded or routinely and no documeantation
Resident #1 had refused the medication.
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Interview with Staff A on 1072617 at 3:00pm
reveaied:

-Resident #1 had refused the inhaler but he
documented the administration of the inhaler by
mistakea,

-He had not called the physician to clarify the
order or infarm the physician that she was
refusing the Combivent.

-He documented the administration of the
Combivent inhaler in emor,

Refer to interview with Staff A on 1052617 at
2:25pm.

7. Dhservation of medications on hand available
for administration for Resident #1 on 1026/17 at
11:15am revealed

30 doses Mapap Arthrifis 650 mg every 5 hours
as needed was dispensed on 1009017 with 21
remaining (pain medication).

Review of the October 2017 MAR on 10/28/17 at
11:15am revealed no entry and no doecumentation
of Mapap Arthritis G50 mg every & hours as
neaded, no documentation of the reason it was
administered, and no documentation of the
effects of the medication.

Telzphonea inferview with the phamacist on
1043007 at 11:45am revealed they had an order,
dated 101917, for Mapap Arthritis with 30
dispansed on that date.

Interview with Resident #1 on 10/30/17 at 2:40prm
revezled she had bean receiving Mapap Arthrifis
and sometimes requested it every & hours,

Review of the remaining Mapap Arthritis doses on
hand available for administration and the number
Bivigion of Health Service Regulation
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of the Mapap Arthritis dispensed revealed the
meadication was administered without any -
documentation. T

Interview with the Staff A on 12617 at 2:25o0m
revealed he had overiooked documenting the ) .
administration of the Mapap to Resident #1. Pl . : ¥

Rafer to inteniew with Staff A on 10/26717 at
2:25pm., s

fh

Interview with the-first shift week day Medication
Aide, Staff A, on 1026817 at 2:25pm revealed: - . -
-He was responsible for assuring all physician S
orders were entered on the MAR : s i _ <l
-He usually wrote the new medication orders on B
the MAR. as soon as they were ordered. _
-He knew he was supposed to enter the P o
documentation of a medication mmediately after '
it was administerad.

-He knaw he was supposed to follow-up with the
prescribing physician for medications which the
pharmacy did not dispense.

-He did make some errors in the documeantation
of the October 2017 MAR.

-He was supposed to contact the Administrator or
the county Adulf Home Specialist if there was a
problem with obtaining medications as ordered by
the physician.

The facility's medical and haalth care providers i " T : o ’
refied on the accuracy of the Medication T Pti
Administration Records {MARs) to determine the = :
current medication regiment and how fo continue .
to treat Resident #1. The facility staff relied on the : ""
accuracy of the MARS to administer medications,
order refillz, and determine when as nesded
medications could be administered within the time
Civigbon of Heakh Senice Regulation .
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frameas. The failure of the fadility fo ensure the
accuracy of documentation of the MARs was
detrimental the health and safety of the residents
ard consfitutes a Type B Violation.

==y The Plan of Protection provided by the facility on
| 10027117 revealed

-All medications administered will be properly
documentad an the Medication Administration

! Records (MARs).

-The reason for the administration and the
effeclivaness of the as needed medications will
be documented,

-All the narcotic medications will be documented
on the controlled drug sheet and the MARS.
-The week-day first shift Medication Aide will
monitor the MARs weekly to assure all
medications are documented accurately.

CORRECTION DATE FORTHE TYPE B
VIOLATION SHALL NOT EXCEED DECEMBER
14, 2017

G5 1310-21(2) Declaration of Residents' Rights

5.5, 1310-21 Declaration of Residents’ Rights
Ewvery resident shall have the following rghts:
2. To receive care and services which are
adequate, appropriate, and in compliancs with
relevant federal and state laws and rules and
reguiaions.

This Rule is not met as evidenced by:

Based on ocbservations, interviews, and record
review, the facility falled to assure all residents
received care and services which were adeguate,

O 367
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A. Based on record reviews and interviews, the
facility failed to ensure fuberculosis (TB) disegse
skin fesfing in compliance with the contral |
measures adopted on the Commission for Health
Senvices testing was completed upon hire for 3 of
4 sampled staff (8, D, and E). [Refer to Tag 131,
10A NCAC 13F .0405(a} Test For Tuberculosis
(Type B Viclation).] !

B. Based on record reviews and interviews, the
facility faled to ensure that sach staff person had
no substantiated findings listed on the Modh
Carolina Health Care Personnel Registry for 3 of
4 sampled staff (A, D, and E). [Refer to Tag 137,
10A NCAC 13F 0407(a)(5) Other Staff '
Cualifications (Type B Viclation).]

C. Based on racord reviews and interviews, the
facility failed to ensure 3 of 4 sampled staff {B,g D,
and E) had a criminal background check upon|
hire. [Refer to Tag 139, 10A NCAC 13F 0407 (a)
(7) Other Staff Qualifications (Type B Violation).]

0. Based on ohsarvations, interviews, and racard
review, the Administrator fafled to assure the |
management and overall operations of the facility
by failing to meet and monitor rules refated to |
housekeeping and furnishings, other staff i
qualifications, compatency validation for LHPS:
tasks, health care, medication orders, medication
administration, ACH medication aides training |
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i
appropriate, and in compliance with relevant |
federal and state laws and rules and reguiations
related o test for fubercuiosis, other staff |
gualifications, health care, madication ordars
medication administration, and management af
facilities. ! _
.f; : I’lﬂ
. : . UE:- .
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and competency, and examination and screening,
[Refer to Tag 176, 104 NCAC 13F 0601
Management OF Facilities {Type B Violation).]

E. Based on observations, interviews, and record
reviews, the facility failed to ensure contact with
the resident's physician for the scheduling of a
neurclogist appointment, for the refusals of
lidocaine patches and ipratropium-athutersl
inhaler for 1 of 3 sampled residents (#1). [Refer
o Tag 273, 104 NCAC 13F IIJ'QCE{D} Health Cara
(Typea B Violation).]

F. Based on observations, interviews, and record
reviews, the facility failed to ensure contact with
the resident's physician for verification or
clarification of orders for Levothyroxine,
Metformin, Invokona, Pimidone, Prazosin,
Lunesta, [pratropium-albuterol, Benadryl,
Diclefenac Sodium, and Diclofenac Potassium for
1 of 3 sampled residents (#1}. [Refer to Tag 273,
104 NCAC 13F .1002(a) Medication Orders {Type
B Violation).]

. Based on observations, interdews, and record
reviews, ths faclifty failed to assure the accuracy
of the Meadication Administration Records for 1 of
3 sampled residents (#1) related to documenting
the administration of Ketorolac, Risperdal,
Benadryl, Klonopin, iprafropium-albuteral inhaler,
and Mapap Arthritis, and lidocaine patches and
related to documenting the reason for the
administration and resulting effect of PRN (as
needed) medication orders Mapap Arthritis,
Benadryi, Klonopin, and Ketorolac. [Refer to Tag
367, 10A NCAC 13F _1004()) Medication
Administration {Type B Violation).}
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Training and Competency
G.5. §1310-4.5B (b) Adult Care Home

Medication Aldes; Training and Compeatency
Evaluation Requirements.

() Baginning October 1, 2013, an adult care

- home is prohibited from allowing staff to perform

any unsupenised medication aide duties unless
thatindividual has previously worked as a
medication aide during the previcus 24 months in
an aduit care home or suctessfully completed all
of the following:

{1} A five-howr training program developed by the
Department that includes training and instruction
in all of the following:

a. The key principles of madication
administration.

b. The federal Centers for Disease Control and
Pravention guidelines on infeciion contral and, If
applicable, safe injection practices and
proceduras Tor monitoring or testing in which
bleeding eocurs or the potential for bieeding
exists.

(2) A clinical skills evaluation consistent with 104
MCAC 13F 06803 and 10A NCAC 135G 0503,

(3} Within 60 days from the date of hire, the
individual must have completed the following:

a. An additional 10-hour training program
developed by the Department that inciudes
training and instruction in all of the following:

1. The key principles of medication
administration.

2. The federal Centers of Disease Control and
Prevention guidelines on infection confrol and, if
applicable, safe injection practices and
procedures for monitoring or testing in which
bleading ocours or the potental for bleeding
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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 evidencad by

Based on record reviews and interviews, the
facility failed to ensure 1 of 2 sampled medication
aides (Staff B), completed the 15 hour medication
fraining within 6 months of hire as a medication
aide,

The findings are:

Review of Staff B's personnal record revealed;
-There was no documentad date of hire

-There was documentation of the Maedication Aide
Test dated 7H18/01.

=There was documentation of Medication Clinical
skills dated 1/30/17. -
=There was documentation of § hours of

! Medication Training dated 1/30/17.

-There was no documentation of any other
Medication Training hours

-Thera was no documentation of verification of
prior medication aide employment.

-There was documentation that diabetic care and
infecticn control training had bean completed
rra s

Interview on 1W27MT at 10:00am with Staff B
revealed:

-She had been hired at the beginning of January
2017

-5taff B worked first shift every weekend as a
Medication Aide.

-She had received her Medication Aide
certfication in 2001.
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-The Licensad Health Professional Suppaort
(LHPS) nurse had given some training when she f
slarted. h
-Staff B did not know how many hours of training S_.i_ ﬂp{: 73 hﬂ,S ac
-5he knew some of the paperwork was "lost”. o }’ [ edia ! P
' _ Drne, HAL
nterview on al &:45am wi acility's
I i WWITHT at 8:45am with the facility' +p"5 D rj )
- | LHFS nurse revealad: ] f.‘ O/ywt W
i -She provided the training for the Medication i‘ ?%
Aldes. hes.
~Training had been provided to Staff B during the ﬁ_ (el IS
year,
-The nurse had no records of the training.
-The nurse did not remember how many hours of
training were given to Staff B.
-She would schadule a time for the training.
Review of medication adminisfration records for
September and Ociober 2017 revealed Staff B
had administered medications fo residents in the
facility.
Interview on 1062717 at 10:50am with the
Administrator revealed:
-Tha LHPS nurse from the facility's pharmacy did
the meadication fraining,
-The nurse was responsible for keeping the
records. X
~She did not know why the training was not
completa, :t/L
-Some of the paperwork could not be found, E ~ @
-Sha would make sure the training would be ‘_H L p c"‘] ¥
complete.
-There was no palicy on training. W “ﬁ\-[ {?l U}k,.ﬂ-’u L, ]_H@
1
a5 :
D992 (5.5.§ 1310D-45 (a) Examination and screening a9z W}«) U‘J
(5.5, § 1310-45. Examination and screening for / FQE‘.W " bt | TR T25 . Aol
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the presence of controlled substances required
for applicants for employment in adult care
homes.

{a) An offer of employment by an adult care home
licensed under this Article to an applicant is
conditioned on the applicant's consent to an
examination and screening for contralled
substances. The examination and screening shall
be conducted inaccordance with Article 20-of
Chapter 95 of the General Statutes. A scraening
procedure that utilizes a single-use fest device
may be used for the examinafion and screening
of applicants and may be administered on-site. If
the results of the applicant’s examination and
screening indicata the prasence of a controllad
substance, the adult care home shall not employ
the applicant unless the applicant first provides to
the adult care home written verification from the
applicant's prescribing physician that every
controlled substance identified by the
examination and screening s prescribed by that
physician fo treat the applicant's medical or
psychological condition. The verification from the

physician shall include the name of the controlted

substance, the prescribed dosage and frequency,
and the condition for which the substance is
prescribed. If the result of an applicant's or
amployes's examination and screening indicates
the presence of a controlled substance, the adult
care home may require a second examination
and screening to verify the results of the prior
examination and screening.

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

Basad on record reviews and intenviews, the

T Ty rE

Division of Health Service Regulation

STATE FORM

RS

VEXLN

If conffnuation shaat 56 of 55




Division of Health Service Requlation

PRINTED: 1iM8/201Y
FORM APPROVED

STATEMENT OF DEFICIERCIES
ARWDFLAN OF CORRECTION

{1} PROVIDERSUPPLIERMCLLA
IDENTIFICATION NUMBER:

HALO45003

(K2 MULTIPLE CONSTRUHITION
A BLUILDING:

B, WG

{¥3) DATE SURVEY

COMPLETED

103042017

.

HAME OF PROVIDER OR BUPPLIER

MCCULLOUGH'S REST HOME

HENDERSONVILLE, NC 28738

STREET ADDRESS, CFTY, STATE, 2IF CODE
720 ORR'S CAMP ROAD

(4 10
PREFEY
TAG

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

[¥]
PREFIX
THG

PROVIDER'S PLAM OF CORRECTION
{EAGH CORRECTIVE ACTION SHOULD BE
CROSS-REFERENCED TO THE APPROFRIATE
DEFICIEMCY)

)
COMPLETE
CATE

D392

Continued From page 56

facility failed to ensure examination and
screening for the presence of controiled
substances was completed for 3 of 3 sampled
staff (B, D, and E} who wera hired after 10/01/13.

The findings are:

A, Review of Staff B's personnel record revealad:
-There was no docuemented date of hire.

-Thare was no documentation of controlled
substance screening.

Interview on 10/27017 at 10:00am with Staff B
revealad:

-She was hired "sometime” at tha start of January
2017 as a Medication Aide.

-She worked first shift every weekend.

-She had not had a drug screen at this facility.
-She did not know she "needed one'.

-She had not been asked by anyone at the facilty
to get a drug screen.

Refer to the intenaew with the Administrator on
10277 at 2:25pm.

B. Review of Staff s personnel record revealed:

-The date of hire was 73117,
-Thera was no documentation of contralied
subztance screening.

Telephone interviews on 1¥27/17 at 9:20am and
1003017 at 12:30pm with Staff O revealsd:

-She was hired as a Personal Care Assistant
(PCA).

-She worked part time 20-30 hours per wesk.
-She had not had a drug screen at this facility.
-She knew she had one "at my old place of wark".
-She had not been asked by anyone at the facility
to get a drug scresn.
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Refer to the inteniew with the Administrator on
10/2717 at 2:25pm.

. Review of Staff E's personnel record revealed:

-There was no documented date of hire.
~-There was no documention of controlled
substance screening.

Interview on TV27HMT at 11:20am with Staff E
revealed:

-She was hirad in February 2017 as &
housekesper.

| =She-had not had a drug screen at this facility

-She had not been asked by anyone at the facility
to get a drug screan.

Refer to the interview with the Administrator on
107277 at 2:25pm.

Interview on 12717 at 2:25pm with the
Administrator revealed

-Thera was no policy regarding drug screens.
-She did not know that the employees needed a

| drug seraen.

-She did not know about the October 2013
controlled substance screening rula,
-Tha employees would get a drug scresn.

The facility failed to ensure an examination and
screening for the presence of controlled
substances was performed for 3 out of 2 sampled
staff (B, [, and E} hired after 10M1/13. This
failure to screen new employees for controlled
substances comprimisaed the health, safety, and

welfare of all residents.

A plan of protection was recaived from the facility
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on 1072717 as follows:

-Controlled substance drug screens would be
performed on all employees hired after
10112013,

-All future employees would be drug soreened
before hired

CORRECTION DATE FOR THE TYPE B
VIOLATION SHALL NOT EXCEED DECEMBER
14, 2017.
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