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| The Adult Care-ticensure Section conducted an
annual survey on 06/28/18.

C074] 10A NCAC 136G 0315¢2)(1) Housekeeping and Co74
Furnishings

\ T0ANCAC 13G .0315 Housekeeping And
: Furmnishings
(a) Each family care home shai-
(1) have walls, ceilings, and floors or floor
Sovenings kept clean ang in good repair;
This Rule shali apply to new and existing homes.

This Rule is not met as evidenced by:

Based on observations, interviews, and record
review, the facilify failed fo assure the walls,
ceilings, and flogrs were kept clean and in good
repair in 3 of 3 resident bedrooms, 2 of 2 resident
bathrooms, the kitchen, the dining room, the
family room, and the hallway. j

i TR

Observation of resident room #3 on 06/28/18 at
8:45am revealed: ’ 4
~There were areas of dust particles that were ' - 2 ” Fre
hanging approximately one inch from the ceiling. jég_/ Chlbin, / Z?M_.{zfoiv- : 7/“ /¢ i
~The molding around the top of the walls had 3 A gn & o a8 / ¢ 18 ng el £

layer of dust and areas with black dust buildup { L) L 1 (U égu/f) LA Cetgig

along the edges. L RE Ol feg )\ clasebdy
~The back left corner of the ceiling had five areas (-t RE Chizfe,

The findings are: j

i

i A B F % . i
p ;hnac; ;-Z;e;ﬂ:;?r\f: ];aél;‘ipfalsterthat had one crack ?"?’L j/!'d’ (.GAA-/ g}*{ &L?&'&Lfvgna {/5 5 /S
pping. ] ; call wh Hez (bbbt
, { -The entrance door had an area of approximately —{’ﬁg& Crdell un j
" { two feet by three inches of dark brown stain neay i
the doar knob. i

-The door frame had areas of dark stains and
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paint chipping.

Observation of the bathroom in resident room #3
on 06/28/18 at 8:50am revealed:

-The floor tile had multiple areas of dark brown
and biack stains cn the grout.

-The ceiling above the window had areas of dust
particles.

-The wall file had areas of dark brown and black
stains on the grout.

-There were areas of paint chipping from the
cahinets,

~The grout on the wall and floor tile of the shower
had areas of dark brown and black stains.
-There was a tile missing from the shower wall
above the water handle.

~The air return vent had a thick coating of dust.
~The inside and outside of the door frame had
areas of dark black stains, scuffs and chipped
paint.

-The floor vent in front of the shower and toilet
had chipped paint and was 80% covered in rust.

Alternpted interview on 06/28/18 at 9:30am with

i the resident who resided in resident room #3 was

unsuccessful,

Observation of the common bathroom in the
haltway on 06/28/18 at 9:05am revealed:

-The sink file had multiple areas of dark brown
and black stains on the grout.

-The right side of the sink had areas where the
file was cracked and missing.

~The back of the sink had black stains and rusted
areas on the grout.

-The wall tile arcund the toilet had black stains on
the tile and the grout.

-There were areas of paint chipping from the
cabinets,

-The linoleum flooring had areas that had several
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bubble pockets causing it to lift from the floor,
creating a fall hazard.

~The air retum vent had a thick coating of dust,
~The trim along the floor had black stains.

-The wall to the right of the shower had a two foot
by four inch area that the paint is flaking and
chipping from the wall.

e : i

C 074 ; Coniinued From page 2
!
|

Interview with the Administrator on 06/28/18 at
9:08am revealed:

-The staff member on duty would clean the facility
every moming after breakfast, weekends afier
lunch and every night after bedtime.

~She would work on cleaning the grout and other
areas in the bathrooms.

-She was not aware of the dust on the ceilings
but would get it cleaned.

-She would have a maintenance worker paint the
walls, doors and door frames as needed next
week and repair the flooring in the common
bathroom.

-She would replace the rusted floor vent in the
bathreom of resident room #3,

Observation of the kitchen on 0B/28/18 at 8:30am
revealed:

-The edges of the finoleum flooring were rolled
and detached from the floor and pulled up arcund
the edges all around the permeter of the kitchen,
-There were multiple cuts and tears in the
linoleum flooring near the dishwasher,
refrigerator, and stove.

-The linoleum flooring was tom and puliing up all
around the edges of the floor vent near the
dishwasher.

~-The metal floor vent near the dishwasher was
rusted.

-The meta! baseboard heater on the wall was
rusted all across the top and there were multiple
areas of rust on the front metal panel.
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-The linoleum flooring was tom and pulling up
around the metal baseboard heater,

-There were multiple dried brown liquid spills
running down the wood wall paneling behind the
trash can that ran all the way down behind the
metal baseboard heater.

-There was a yellowish brown stain on the ceiling
around the averhead light fixture,

Observation of the family room on 06/28/18 at
8:3dam revealed:

-There was a dark stain about 6 x 12 inches on
the carpet in front of the couch,

-There were multiple areas of peeling wallpaper
on all walls in the family room, especially around
the seams.

Interview with the Administrator on 06/28/18 at
9:20am revealed she could probably re-glue the
wallpaper in the family room until she could get it
in the budget to replace it.

Observations of the dining room on 06/28/18 at
8:32am and 9:08am revealed:

-The carpet was wom and had multiple dark
stains scattered around the dining room.

-There were muitiple areas on the burgundy
carpet near the kitchen that were faded and had
white spots without burgundy color.

-There was a metal baseboard heater on the wall
beside the dining room table with multiple areas
of rust and a coating of dust.

Observation of resident bedroom #1 on 06/28/18
at 8:45am revealed:

-There were muitiple brown and black stains on
the carpet beside each bed in the room and
scattered on tha carpet between the beds.
-There was a hole in the wall about 1 inch in

| diameter beside the bed on the right.
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-There was a hole in the wall about 1 inch in ; Z
diameter on the lower portion of the wall behind

the door.

-There were multiple black marks on the walls

¥ | beside both beds.

-The top of the metal baseboard heater on the
wall below the window on the right was coated in
dust,

~The wall baseboard around the perimeter of the
room was covered in dust.

Interview with a resident residing in bedroom #1
on 06/28/18 at 10:45am revealed:

-He was not sure what caused the hole in the wall
behind the door but the hole had been there since
he was admitted 4 1o 5 years ago.

~He usually vacuumed the bedroom himself.

-The carpet was already stained when he came
to the facility about 4 to 5 years ago.

-The carpet had been shampooed in the living
feom and dining room but not in the bedrooms.

Observation of the hallway on 06/28/18 at 9:04am
revealed:

-The air ratum vent on the wall at the end of tha
hall was covered with a thick coating of dust.
-There were scattered areas of dark stains on the
carpet up and down the hallway with a heavily
soiled and wom area in front of the common
bathroom door.

-There was a coating of dust on the baseboard
heater on the wall in the haliway.

-There was a thick coating of dust on the wall
baseboard around the perimeter of the haliway.

Observation of resident bedroom #4 on 06/28/18
at 9:25am revealed there were two metal floor
vents with multiple areas of rust,

Interviews with the Administrator on 06/28/18 at
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8:52am, 9:08am, and 9:30am revealed:

-She was responsible for assuring the facility was

clean, orderly and in good repair.

-The cleaning scheduyle for the facility involved the I

supervisor-in-charge (SIC) cleaning afier

breakfast on Monday through Friday and on the

weekends after [unch and after bedtime. {

-The process for repairs involved the siIC keeping

a running list on the bulfetin board for a j
I
!

maintenance worker {o fix repairs.

-t seemed like the condition of the facility "just

got worse this year",

-She planned o get @ maintenance worker 1o |

work on it depending on the budget. f

-She hoped fo get some repairs done by August

2018, ’

~They did not have a maintenance staff who i

worked at the facility on a routine basis, |
!
!
!
I

-She would call a maintenance worker to make
repairs as needed.
-She had not noticed the rust on the metal .
baseboard heaters on the walls and she would |
add them to the maintenance list fo be painted, '
-She usually got the carpet shampoped every B
months,
-The residents sometimes ate in their rooms and
the stains on the carpet were food or drink spilis
and shampooing the tarpet usually heiped,
-She was not sure how long ago the carpet was
last shampooed, |
| -It may have been 6 to 8 weeks ago or 3 months
ago.
-She woulid clean the air vents to her fist and
clean them today, 06/28/18.
-She would replace the rusted floor vents,

!

 Interview with the Admi istrator on 05/28/18 at i | r
12:50pm revealed:
-She spoke with scmeone from the carpat ' ]
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cleaning company and she was going to check
her calendar and call him back to scheduled
carpet cleaning tomorrow, 06/29/18.

-The carpet cleaning company did not always
shampao every room in the facility but usuaily did
( the heaviest soileq Carpet and the carpet that

{

|

really needed cleaning.

Interview with the Administrator on 06/28/18 at
8:25am revealed:

-She had scheduled her maintenance worker an
Tuesday, 06/26/1 B, to come to the facility for
SOme minor repairs today, 06/28/18.

-The maintenance worker was going fo bring
Some new chairs and work on the tub and a taiiet.

Interview with the Administrator on 06/28/18 at
8:30am revealed she called the maintenance
worker and he would be coming to the facility
tomorrow, 06/29/15.

! Attlempted interview with the Maintenance
| Supervisor on 06/28/18 at 4:25pmwas
unsuccessfyl,

Review of the facility's environmental inspection
report dated 05/17/17 revealed:
-The facility recejved an approved score with 4
demerits.

! ~The linoleum floors were in bad repair.
-Some walls were in bad repair.
-The air vents and returns needed {o be cleaned.

C 078/ 10A NCAC 13G 031 5(a)(3) Housekeeping and
Fumishings

10ANCAC 13G 0315 Housekeeping and
| Furnishings
(a) Each family care home shall-

4
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(3) have fumiture clean and in good repair;
This Rule shall apply to new and existing homes.

The findings are:

chair.

side.

week or so",

was broken.

This Rule is not met as evidenced by:

Based on observations and interviews, the facifity
failed to have fumniture in good repairin 3 of 3
resident bedrooms, the dining room, and the
family room including chairs, nightstands/bedside
tables, dressers, a desk, a coffee table, an
armoire, and a china hutch.

Observations of the dining room on 06/28/18 at
8:32am and 9:08am revealed:

-One of the 6 wooden dining room chairs had a
broken arm that was loose, unattached to one of
two wooden posts connecting it to the seat of the

-The second wooden post under the arm of the
dining room chair was missing.

-The wooden post under the arm of the dining
room chair was sticking out to the side of the arm
pieces and had a sharp, jagged end.

-There was a wooden desk in the comer that had
a missing kneob on the fop drawer on the right

-There was a wooden chair at the desk with
missing stain and scratches in the wood.

-There was a large crack in the glass door on the
bottom right side of the china hutch.

Interviews with the Administrator cn 06/28/18 at
9:16am and 9:30am revealed:
-The dining room chair had been broken about "a

-She was planning to replase the chair.
-She had not noficed the glass door on the hutch
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Observation of the family room on 068/28/18 at

8:34am revealed:

-There was a wooden coffee table with a glass

top that was missing two metal hinges on the top
' | of the table.

-The coffee table with the glass top had a thick

coating of dust.

Observation of resident bedroom #1 on 06/28/18
at 8:45am revealed:

-The wooden bedside table on the lefl was
missing stain and had scraiches on multiple
areas of the top, front, and sides.

-There was a missing knob on the top drawer of
the wooden bedside table on the left.

-There were scratch marks on the top of the
wooden bedside table on the right and there wag
a missing kneb on the top drawer.

Interview with a resident residing in bedroom #1
on 06/28/18 at 10:45am revealed:

~The fumiture in the bedroom had been missing
knobs and stain "a while".

-He could use the nther knobs {o open the
drawers.

Observation of resident bedroom #4 on 06/28/18
at 9:25am revealed:

-There was a missing knob on the bottorn drawer
! of a dresser with mirror on the left side of the
room.

-The dresser had scratches and some areas of
missing stain.

-There were two small bedside tables on the right
side of the room at the end of the bed with
missing stain and scratches in the wood.

-There was a long bedside table between the
head of the two beds that had multiple scratches
j and areas of missing stain,
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~-There was a missing knob on 1 of 2 doors on the
wooden armoire on the right side of the room,

Interview with the Administrator on 06/28/18 at
9:25am revealed:

-She would get some knobs to replace the
missing ones on the fumiture,

-The residents would set their drinks on the table
tops which caused the scratches and missing
stain.

-She could replace the bedside tables.

Observation of resident room #3 on 06/28/18 at
pe 8:45am revealed:
~There were missing areas of stain on the front
dresser drawers,
-There were missing areas of stain and scrafches
on the front of the nightstand that had drawers.
| ~There was a knob missing from the second
drawer on the nightstand.
-There were missing areas of stain on another
nightstand that did not have drawers.
-There was missing areas of stain on a wooden
chair.

Attempted interview on 06/28/18 at 9:30am with
the resident who resided in resident room #3 was
unsuccessfyl.

Interview with the Administrator on 06/28/18 at
9:08am revealed:
-She was responsible for assuring the fumiture
was clean and in good repair.
-She was not aware of the missing areas of stain
on the furniture but would make sure it is either
repaired or replaced as soon as possible.

€ 078 10A NCAC 13G 031 5(a)(5) Housekeeping and
Fumishings

I

C 078

— |
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10ANCAC 13G 0315 Housekeeping and
| Fumishings :

(a) Each family care home sha:

(5} be maintained in an uncluttered, clean ang
orderly manner, free of all obstructions and
hazards;

This Rule shall apply to new and existing homes.
1

|

|

This Rule is not met as evidenced by:

Based on observations and interviews, the facility
failed to assure the facility was clean and free of
hazards in 2 of 2 resident bathrooms, 2 of 3
resident bedrooms, the kitchen, the dining room,

I and the porch including a screen door, handrail,

/ porch screens, countertops, a sink, towel bars, an
|

electrical outlet face plate, glass window panes,
cabinets, a wall heater, bathtub/showers, and a
shower curtain roq,

The findings are:

Observation of resident room#3 on 06/28/18 at
8:45am revealed the outside storm window was
broken and missing a large piece of glass on the
lower right area, exposing the remaining sharp
glass of the window.

Interviews with the Admin istrator on 06/28/18 at
9:08am and 12:32pm revealed:

~She was not aware that the window was broken
in resident room #3 but thought it was just
cracked.

-She was not sure ifa resident broke the window
in bedroom #3.

-She did not witness the window being broken but
she thought it was broken about a month ago.

Wind oo tiidis-
s Dty -r*"'r_h
Aesripadd s e

e e e i

————
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-It could have been a former staff person who
broke the window if the siaff persen had locked
the key in the house and was trying to get in,
-She would get a maintenance worker to replace ‘
| tas soon as possible and tel] the resident that 9
resided in room #3 to not open the inside window. |

l
Observation of the bathreom in resident room#3 4 = " e -7/ / L
on 06/28/18 at 8:50am revealed: ; L2 b -ﬁf};‘}y}. [)LZ&Z,(Z /%&/Q/’ 5o g
-There was a knob missing from th It heater, e A g Vile ;
. o o it i Ul e Alaci s 7 Lf.‘g;?/ﬁ
} ’ /

~There was a towel bar missing from the wall with

only the end connectors protruding from the wall, i A D‘LLL@,D/ f:j /B Ay /}Q:: bﬂﬁﬁu
|

creating a sharp edge hazard on each connector
where the bar is missing. anvé,&, d

Attempted interview on 06/28/18 at 9:30am with }

the resident who resided in resident room #3 was
unsuccessful.

!
Obseivation of the common bathroom in the ' " 77 ; I 7
hallway on 06/28/18 at 9:05am revealed: ‘ : / » W #-_uj & 7%C— /524/5’
“The file above the tub had multiple areas of dark /L-,/{L,z, Ll ( e khe);
brown and black stains on the grout that met the i) &L bb 1 }@in& M éw . [ /

fub. e 5 '
~The tub had black stains around the inside. / WAL AL g,,{_é‘/‘z{z"“u n 3;// / /
-The shower curtain rod had missing paint and /j m / [.,12 roplerat

o

——

| rust on the underside, - flas— e

( -There was a towel bar missing from the wall with £ S |
only the end connectors sticking out on the wall, R, hf fé«:’/ 17 rﬂ e e &1 Caveriad |
-One of the hinges on the cabinet door above the K ’ , L/é) !g’ 7
toilet was rusted and not Connected to the . = B /

| cabinet, allowing the door to hang when opened 7 "Nl lfl,o 6&"%” “/"Z {W{f& v / :
and exposing sharp rusted broken metal pieces 7 PR an m@f{'/ L ey ,
of the hinges.. 19 L”ﬂff»’ x : }

-One of the hinges on the cabinet door below the ;
sink was rusted and not connected to the cabinet,
allowing the door to hang when opened and

I expesing sharp rusted broken metal pieces of the 1‘

Qj/,’g‘w’&f; )
|

hinges..

' |
l
|
|
f

H
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Interview with two residents on 06/28/18 at
8:07am and 10:45am revealed staff cleaned the
facility including the bathrooms but they were
unsure how often because the residents went to g
day program on weekdays and were gone most

| of the day.

i
e S

Interview with the Administrator on 06/28/18 at
9:08am revealed:
-She had scheduled a maintenance worker to
replace the bathroom sink and counter in the

; common bathroom for August 2018,
-She was not aware of the rusted and broken
hinges an the bathroom cabinets but would have
a maintenance worker repair them next week.

Observation of the screened parch an 06/28/18 at .

8:20am revealed; — y SCAZE e L~ w

-The screen on the bottom haif of the screen door ICbAE o _ C, ’/ C/( /5
P ch w l e dbmaied. |

| was pulled away from the door in the top comer i,
and hanging down,
-Two of the four decorative metal bars on the 1T} /gg_,'p;u,c'{ &( e ¢’/l.a3{}4 7 C !
bottom half of the screen door were bent and i; ,{/HIAU-/ j &y
pulled away from the door causing the two metal f
i.

bars to stick out at laast g inches from the door.

-The metal bars were sticking out at eye level and !
presented a hazard when reaching to open the ‘
door.

| Interview with a resident on 06/28/18 at 8:20am
| revealed the screen door on the porch had been
l that way since he was admitted in 2015, )

9:35am revealed:

-She couid not recall how long the screen door to
the porch had been broken.

-Cne of the residents got upset and hit the door ?

and he would sometimes slam the deor, causing
| the damage.

islon of Health Service Regulation
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2018. : 55 ';.r‘ Q7 Ll \é’z’f_’f
-t was not in the budget o be able o repair or U‘M"(ﬂ’/"{ i) ¢

replace the Countertops so she would probably do b % 6((4}},5,3 v} i Y.

Yssjrs

that next year.

r Interview with the Administrator on 06/28/18 at /
| 8:25am revealed she had scheduled a

maintenance worker on Tuesday, 06/26/1 8 to |
come to the facifity for some minor repairs today, } }

06/28/18.

Interview with the Administrator on 08/28/1 at f
8:30am revealed she called the maintenance i

worker and he would be coming to the facility
tomomow, 06/29/18.

| |
Attempted interview with the maintenance warker .
/ on 06/28/18 at 4:25pm was unsuccessfui.

C1

10A NCAC 13G 0317 (@) Building Service C 102
Equipment

10ANCAC 136G .0317 Building Service
Equipment

(a) The building and ay fire safety, electrical,

mechanical, and plumbing equipment in a family
| care home shall be maintained in a safe and
if operating condition

Based on observations and interviews, the facility
failed to assure all efectrical and mechanical

equipment in the facility were maintained in a
I safe and operating condition as related to multipte | ]

This Rule is not ret as evidenced by:

lighting fixtures not working properly and a broken i

vision of Health Service Regulation
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face plate on an electrical outlet,

The findings are:

Observation of resident room #3 on 06/28/18 at |
8:45am revealed: ‘
~The overhead light in the room was on.

-The light switch on the wall would not tum the
light off.

Interview with the Administrator on 06/28/18 at
9:08am revealed:

-She was not aware of the broken light switch in
resident room #3 but would have a maintenance
worker fix it as soon as possible.

Observation of the bathroom in resident room #3
on (6/28/18 at 8:50am revealed there were 3 light
sockets above the sink with bulbs, but anly cne of
the bulbs was working.

Attempted interview on 06/28/18 at 8:30am with
the resident who resided in resident room #3 was
unsuccessful,

Observation of the common bathroom in the
hallway on 06/28/18 at 9:05am revealed the metal
casing holding the light above the sink had areas
of missing paint and rust,

Observation of the kitchen on 06/28/18 at 8:30am
revealed:

~The surface of the counter top was wom with a !
yellow stain near the microwave.
-The surface of the countertop was wom and had L
cracks in it between the sink and the refrigerator.

Obsenvation of the family room on 05/28/18 at
9:18am revealed:
-One of 3 round glass globes on the light fixture in ,'

ision of Health Service Regulation
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the center of the ceiling was missing.

-The metal end of a light bulb was twisted ang
appeared stuck in the light socket for the missing
globe on the light fixture.

-The light fixture would not tum on when the light
switch was flipped to the on position.

Interview with the Administrator on 06/28/18 at
9:18am revealed:

-She did not realize there was a broken off piece
of the end of a light bulb stuck in the socket for
the missing globe on the light fixture.

-She was not aware the light would not tum on
when the switch was flipped up.

-She would have the maintenance worker check it

[ when he came to the facility.

Observations of resident bedroom #4 on 06/28/18
at 8:25am and 10:30am revealed:

-There was no overhead light fixdure in the ceiling.
-The only source of light in the room was 2 lamps
on a bedside table between the two beds.

~There was a tall lamp on the left side of the table
that worked when tumed on.

-There was a shorter lamp on the right side of
table that had no bulb and the switch on the lamp
did not tum.

Interview with resident who resided in resident
bedroom #4 on 06/28/18 at 11:35am revealed:
-He had been living at the facility for over 5 years,
-He had two lamps in the room,

-Only one of the lamps had a bulb that worked.
-He did not know when the other lamp stopped
working.

Observation of the kitchen on 06/28/18 at
11:10am revealed:

~The ceiling light fixture was missing 3 of 4 bulbs,
-The single bulb in the fixture was not working

C 102

&

Lieam)
H'A.Q.f

Rk dy W&%W i
L WLl oncter s !
o 1o Mde. sunrL
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when the light switch was flipped up.

Interview with the Administrator on 06/28/18 at

11:10am revealed:

-She needed fo replace the missing light bulbs in
the kitchen fight fixture.

-The one bulb in the fixture also needed replacing
because it did not work.

Interview with the Administrator on 06/28/18 at
8:52am revealed:

-She was respensible for assuring the facility was
in good repair,

-It seemed like the condition of the facility "just
got worse this year”.

-She planned to get her maintenance worker to
work on it depending on the budget.

-She hoped to get some repairs done by August
2018.

~They did not have a maintenance person who
worked at the facility on a routine basis,

-She would call a maintenance worker to make
repairs as needed,

-She would make sure all light bulbs were
working.

Interview with the Administrator on 06/28/18 at
8:25am revealed she had scheduled a
maintenance worker on Tuesday, 06/26/18, o
come 1o the facility for some minor repairs today,
06/28/18.

Interview with the Administrator on 08/28/18 at
8:30am revealed she called the maintenance
worker and he would be coming to the facility
tomormmow, 06/29/18.

Altempted interview with the maintenance worker
on 06/28/18 at 4:25pm was unsuccessful.

|
| |
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Tuberculosis

| 10A NCAC 13G .0405 Test For Tuberculosis

{a) Upon employment or living in a family care

| home, the administrator, all other staff and any

live-in non-residents shall be tested for
tuberculosis disease in compliance with conirol
measures adopted by the Commission for Heaith
Services as specified in T0A NCAC 41A 0205
including subsequent amendments and editions.
Copies of the rule are available al no charge by
contacting the Depariment of Health and Human
Services. Tuberculosis Control Program, 1602
Mail Service Cenfer, Raleigh, NC 27695-1502.
{b) There shall be documentation an file in the
home that the administrator, all other staff and
any live-in non-residents are free of tuberculosis
disease that poses a direct threat to the health or
safety of others.

This Rule is not met as evidenced by:

Based on observations, interviews and record
reviews, the facility failed to assure 1 of 3 staff (B)
sampled was tested upan employment for
tuberculosis (TB) disease in compliance with
control measures adopted by the Commiission for
Health Services.

The findings are:

Review of Staff B's personnel file revealed:

-He was hired as a supervisor-in-charge (SIC) on
03/07/08.

-There was a tuberculosis (TB) skin test placed
on (3/11/08 and read as negative on 03/14/08.
-There was a TB skin test placed on 02/19/18 and
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read as negaiive on 02/21/16, | I
-There was no documentation of any other TR Ii
skin tesis for Staff B.
{ ~There was no two step TE skin test for Siaff B.
| Interviews with the Administrator on 06/28/18 at ’
1:20pm and 3:50pm revealed: i
~She and her family members (Staff B and Staff T TR |
| C) had been running the facility for years. n <L 7’ )7‘1 Dhran, IOl
~She and her office assistant were responsible for of ‘?'-'1..!{7 i B :
I making sure TB skin tests were on file as = & i1 5T ’f/ié %w %&5‘ 5 8
required, % y 7% 51" | 7 %
-Staff B should have a two step TE skin test on ‘ﬁ?/fgz i e MI’&L@ "fj— '
fle. i stee-Ha §-Shp
-She was not aware the two TB skin tests on file ‘ M?’M"”” Stee e LQ
| for Staff B were not within 12 months of eagh tlop a4l
, other. & ,‘ 3 i
-Staff B may have a thinned personnel file with / A } , / & '
another TB skin test, dd ¢ Clin e t/‘/
~She would check on it !9 4 H
| Additional TB skin tests for Staff B were not -
provided by the facility prior to survey exit,
CS39 G.8. § 131D-4.58 (b) ACH Medication 935

Aides;Training and Competency

G.8.§131D4.58 (b) Adult Care Home
Medication Aides; Training and Competency
] Evaluation Requirements.

{b} Beginning October 1, 2013, an adult care
home is prohibited from aliowing staff to perform
any unsupervised medication aide duties uniess
| that individual has previously worked as a
rmedication aide during the previous 24 months in
an aduit care home or successfully completed ajj
of the following:
(1) A five-hour training pregram developed by the

l
f
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[

!

i

f

Department that includes training and instruction ii
in all of the following: |
a. The key principles of medication ”
f'j

[

administration.

b. The federal Ceniers for Disease Control and

' Prevention guidelines on infection controj and, if ,
applicable, safe injection practices and |
procedures for monitoring or testing in which

bleeding occurs or the potential for bleeding

exists.

(2) A clinical skills evaluation cansistent with 10A

NCAC 13F .0502 and 104 NCAC 136 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 incjudes

training and instruction in all of the following:

1. The key principles of medication

administration. f

| 2. The federal Centers of Disease Control and

| Prevention guidelines on infection controf and. if f
applicable, safe injection practices and
procedures for monitoring or testing in which
bleeding occurs or the potential for bleeding
sxists, :
b. An examination developed and administered
by the Division of Health Service Regulation in
accordarice with subsection (c) of this section.

——

——— ——————
e T SRS )

This Rule is not met as evidenced by:
’ Based on observations, interviews and record ’ ,

! reviews, the facility failed to assure 3 of 3 staff
sampled (A, B, C) who administered medications
, had documentation of completing the medication
clinical skills checklist prior to administering
medications and the 5, 10, or 15 hour state
approved medication administration training !

————

CoUrses as required,
it

!
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The findings ara:

1. Review of Staff A's personnel file revealed:
| -She was the Administrator with a hire date of
j 03/07/08,
-Staff 8 completed the medication clinical skjlls
checklist on 07/16/17,
-The last page of the medication clinical skiils
| checklist was migsing.
-Staff B passed the written medication aide exam
on 06/16/05.
-Thera was na documentation Staff A completed
the 5, 10, or 15 hoyr medication administration
training courses.

—

Review of the February 2018 - June 2018

medication administration records (MARs)

revealed Staff A had documented administration
| of medications all 5 of those months.

Interviews with 5 residents on 08/28/18 revealed
Staff A administered medications to them on a
f reguiar basis and had foryears.

j Intervisws with the Administrator {Staff A) on
06/28/18 at 9:10am, 1 :20pm, and 3:35pm
revealed:

-She had been administering medications since
she opened the facility several years ago.
~She and two other staff currently were working at
| the facility because she had terminated some
~ | former staff about 3 month ago.
-She had not taken the 5, 10, or 15 kour
medication courses because she did not need
them since she had been a medication aide for
years.
" -Her original medication clinicat skills chegkiist
Wwas done sometime in 2000,

~She wouid check the thinned personne! files o

see if she could find it.

| e |
' |
—
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[

-She did not know the last Page of the checklist
completed in 2017 was missing.

!
Attempted telephone interview with the facilty's
contracted registered nurse on 06/28/18 was
‘ unsuccessful. |

Refer to interview with the Administrator on
06/28/18 at 3:50pm.

2. Review of Staff B's personnel file revealed:
-He was hired as a supervisor-in-charge {S12) on
03/07/08.

-Staff B completed the medication clinical skills
checklist an 05/18/18,

-Staff B passed the wiitien medication aide exam
! on 02/17/09.

: -There was no documentation Staff B completed
the 5, 10, or 15 haur medication administration
training courses.

e e

| Observation on 06/128/18 at 8:0arm upon
entrance to the facility revealed Staff B was the
only staff person on duty at that time .

Interview with Staff B on 06/28/18 at 8:00am

i revealed:

| -He was currently the SIC on duty but Staff A was

; on her way to the facility to relieve him because )

had to go 1o his other job.
J -He administered medications to the residents,
including that moming on 06/28/18.

Review of the February 2018 - June 2018 |
medication administration records (MARs) |
| revealed: |
| Staff B had documented administration of J J
! medications all 5 ofthoss months with initials and
f equivalent signature. ) !
| -Staff B had documented administration of
sion of Health Service Regulation
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| medications pricr to the medication clinical skilis

checkdist being completed on 05/18/18,

f
|
E Interviews with 5 residents on 06/28/18 revealed
[ Staff B administereq medications to them on g

f reguiar basis and had for years,

interview with the Administrator on 06/28/1 8 at
9:10am revealed:

| -Staff B was a SIC and he had administered

I medications to the resident since he started
working at the facility.

-She and Staff B administered medications most
of the fime.

-Staff B had not taken the 5, 10, or 15 hours
medication courses because he did not need to
take it since he had been a medication aide for
years.

-Staff B's original medication clinical skills
checklist was done sometime in 2009,

~She would check the thinned personnel files io
I see if she could find it

Attempted telephone inferview with the facilty's
| contracted registered nures on 06/28/18 was
unsuccessful,

| Refer to interview with the Administrator on
| 06/28/18 at 3:50pm.

3. Review of Staff C's personnel file revealed:
| -He was hired as 3 Supervisor-in-charge {SIC) on
’ 07/07/08.

-Staff C completed the medication clinicat skills
| checklist on 05/18/18,
| -Staff C passed the written medication aide exam
on 02/17/09,
-There was nc documentation Stas C complated
the 5, 10, or 15 hour medication administration
{raining courses.
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Review of the February 2018 - June 2018
medication administration records (MARs})
revealed:

-No documentation with an equivalent signature
for Staff C.

-Staff C and Staff B had the same initials and
narme except the suffix at the end (Jr. and sr.).

Interview with the Adminisirator on 08/28/18 at
9:10am revealed:

~Staff C administerad medications if she and Staff
B were unavailable.

-Staff C last administered medications about 4 or
5 months ago.

-She was not sure if some of the initials on the
MARs were Staff C's since he and Staff B had the
same initials and name except the suffix (Jr. and
or.)

Interviews with 5 residents on 06/28/18 revealed
Staff A and Staff B mostly administered their
medications and they were unsure the iast time
Staff C had administared medications.

Interviews with the Administratar on 06/28/18 at
9:10am, 1:20pm, and 3:35pm revealed:

-Staff C had administered medications
occasionally since he started working there
several years ago.

~Staff C had not taken the 5, 10, or 15 hour
medication courses because he did not need
them since he had been a medication aide for
years.

-Staff C's original medication clinical skills
checklist was done sometime in 2009.

-She would check the thinned personnel files to

see if she could find it

Attempted telephone interview with the facilty's
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contracted registered nurse on 06/28/18 was
unsuccessful.

Refer {o interview with the Adminisirator on
06/28/18 at 3:50pm.

Interview with the Administrator on 06/28/18 at
3:50pm revealed:

-She and her office assistant were responsible for
making sure the medication aide qualifications
were complated and on file,

-She thought the medication clinical skills
checklist had to be done yeariy.

-She would etther shred or put the previous
medication clinical skills checklist in 2 thinned
record once a new one was completed each year.
-She would fry to iocate the original medication
clinical skilis checklist.
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