From 3369966225 1.336.996.6225 Mon Oct 8 12:31:27 2018 MDT Page 2 of 21
18/87/2018 @3:85PM 3369966225

SHULER HEALTHCARE

PRINTED: 09/25/2018
FORM AFPROVED

TTATEMENT OF DEFICIEMCIED
AND PLAN OF CORRECTIDN

{X1) PROVIDER/SUPPLIER/CLIA
1DENTIFICATION NUMBER:

HALUD34013

A BUILDING:

B. WiNG

(X2) MULTIPLE CONSTRUCTION

(X3} DATE SURVEY
COMPLETED

09/07/2018

NAMPF OF PROVIDER OR BUPPLIER STH

SHULER HEATH CARE/STOREY VILLA KE

EET ADDRESS, CITY, ETATE, ZIP CODE

2GLFHT ETREET

NERSVILLE, NC 27284

PAGE B2/21

SUMMARY STATEMENT OF DEFICIENCIES
{EACHN DEFICIENDY MUST BE PRECEDED BY FULL
RESULATORY OR LT IDENTIFYING INFORMATION)

[X4) 1D
PREFIX
a8

[19]
PREFIX
TAG

FROVIDER'S FLAN DF CORREGTION
{EACH CORRECTIVE ACTION SHOULD BE
CROST-REFERENGED TO YHE APPROPRINTE
DEFICIENCY]

&l
CGMPLETE
oME

|
D 000 Initial Comments

The Adult Care Licensure Section conductad an
annual survey on September 5-6, 2018 with an
exit via telephona on Septamber 7, 2018.

D131 10A NCAG 13F .0406(a) Test For Tubatculosis
10ANCAC 13F .0408 Test For Tubetculosis
(a) Upon employmant or living in an adult cere

+ home, the administrator and all other staff and

any Hve-in non-residents shall be tested for

tuberculosis disease in compliance with control
measuras adopted by tha Commissian for Health

Servicas as epacified in 10A NCAC 41A .0205

» including subsequent amendments and editlons,

' Coples of the rule are avallable at no charge by
caonhtacting the Dapattmant of Health and Humﬂ

. Bervicas Tuberculosia Control Program, 1602
Mail Service Canter, Raleigh, NC 27689-14Q2.

" This Rule is not met as evidenced by:
Based on interviews and record reviews, the
facility failed to assure 1 of 2 stan sampled (B)
was tested for tuberculasts (TB) diseaze upon
hire,

The findings are:

Review of Staff B, medication alde/supervisor's

i

- personnel record revealed:

~Staf B was hired on 09/28/16.

-Staff B had a tuberculesis (TB) skin test placed
on 10/12/16 and read as hegatlve on 10/15/18.
-Staff B'had & TB sKkin test placed on 01/03/18
and tead as negative on 01/05/18.

-There was ne documentation of sny TB skin
tests for Staff B after 10/15/16 and priar to
10/03/18 dsta.

Telephone Interview with the Co-Administrator,
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| Staff C, on 09/07/18 at 9:15 am ravealad:

-The facility had Co-Administrators (Staff C and
Staff D).

-Staff D, Coe-Administrator was reapansible to
assure TB skin tests were dune Tor new staff
hired,

-The T8 skin tast information was kept on flls in
tha corporata office.

-5taff B was ldentified during s routine sudit of
personnel records in January 2018 for
compliance with TB requiremeants.

-Sinpe thers was no documentation for a second
TE skin test within 12 months, Staff B received
another TB skin test,

-The Co-Adminlstrators did not know Staff B
needed the second TB test prior to the routine
audit.

Telephone Interview on 08/07/18 at 1:38 pm wsth
Staff B revesled:

-The Co-Administrators were responsible for the

requirements at hire for employess, :

-She was hired as a medicatlon alde (MA) in ;

September 2018. i

-Sha hed 8 TB skin test placad and read shorﬂyw

after ehe cama to work at the facility.

-She had anather TB skin test placed and read | in
January 2018,

-The Administrators told her, In January, that

thera was documentation for a.sscond TB test :

placed in 2018 or 2017. ;

-She raceived annther TB test in January 2018

D 310 10A NCAC 13F .0804(8){4) Nutrition and Faod
Service

10A NCAC 13F .0804 Nutrition and Food Service
(e) Therapautic Diats in Adult Care Homes:
(4) Al therapeutic diets, incluting nutritonal

D13

D310
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suURDlements and thickened liguids, shall be
Setved as ordered by the resident's physiclan.

This Rule is nat met as evidancead by:;

Based on pbservations, interviews, and record
reviews, the facility failed to ersure 1 of 1 resident
(#1) with physician's orders for a therapeutic diet
puteed therapeutic dist was served as ordered.

The findings are:

Review of Resident #1's current FL2 dated
07/02{18 revealed:

-Diagnoses Included dyaphagia, past aspiration
pneumonia, and typs 2 diabetes melitus,
-There was a physician's order for a puraed diet
with nectar thick fiquide.

Review of the therapeutic dlet list posted in the
kitchen revaalad Resident #1 was to be served a
Pureed diet with nectar thick liguids.

Review of the therapsutic diet menus revasiad
there was ho puread diet menu for brealfast,
funch ot dinnar.

Review of the regular lunch menuy for 00/05/18
revealed residents ware to be served 1 cup of
blacheyed peas with ham, ane-half cup of tumnip
greens, one-haif cup or com/akraftomatoes, 1
slice of cornbread, gne-half cup of applesaune,
and taaflemonadefwatar.

Observation of the reqular funch meal service on
059/05/18 from 12:30 pm to 1:00 pri revestad:
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~Resident #1 was sarved 1 eup of blackeyad
peas, a 4 inch round slice of baked ham, one-half
cup of turnip greens, ong-half gup of
corn/okraftomatoes, 1 slice of cornbread, one-half
cup of applesauca, nectar thick tea, and nectar
thick water. (None of the food items were
pureed).

-Resident #1 ate 90% of the com/okratomatoes,
none of the combread, 25% of the turnip greena,
50% of tha blackeysd peas, 2 pieces of ham ( 1
by 1% Inch pieces) were consumed, 100% of the
appiesauce, and 50% of the tea and water.
-Rasidant #1 cleared his throat 2 tmes and
coughed 1 time while slowly eating the ham.
Residant#1 did not become choked o strangied,

k could not ba determined if Residant #1 was
served the approprigte meal due to no puread
therapeutlc dist menu avallable for the lunch maal
for staff guldance,

Interview on 09/05/18 at 12:55 pm with the
medication alde/Supervisor (MA/S) revealed:
-5he knew Resident #1 was ordered a pureed
diet an his FL2,

-The facility did not offer pureed diets a3 a cholge
of therapeutlc dlets.

-The resident had told her he would not eat a
pursed diat.

-Resident #1 was ingtructed to chew food 26
times before swallowing by the apaach tharapiat.
-Resident #1 had speech therapy visils two times
a week,

-The spaech therapist told her the resident shiould
be raceiving a puraed dist, but that was not
possgible at the facility because she did not have
any equipment to puree food, The speech
theraplst had recommended at least chopped
meats in har recent convarsations with the MA/S.
-The Co-Adminiatrators told her Resident ##1
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would have to be setved regular texture food

becalisa the facility did not offer puraed dieta.
-She tried to prepare Resident #1's fond by
; cocking it extra to soften the food. Sametimes,
" she would chop the meats as fine as possible.
: -Resident #1 was able to cut his food inte small
! pleces lo help with his swallowing.

Intarview on 09/05/18 at 1:00 pm with Residant
#1 revealed;

Tl Craat e e 0 SIS FREAT AT TR T yu
to & local rehabilitation facifity befora he came 1o
the facility in July 2018.

-The MA/S did a good job preparing his food so
he could eat it

-He understood the facility did not preparc pursad
focd.

-He purchased his own thirkened liquids and
foeds that wers soft to supplemant any meal that
had faud he did not like or could not eat.

-He aleo had nutritional supplementa he
purchased for regular cansumptian.

-He had a speech therapist coming to the facility
2 times 2 week to help with impreving his
ewallowing and providing techniques to help him
get back to a norma! diet.

«He avoided fuods that might maka him choke
like corn, dry combread and seiads.

-He had not gottan choked while cohsuming the
present dlet,

-He was suppuosed to chew his food 28 times

before swallowing by instruction from the speech
therapist.

Interview an D/05/18 at 3:55 pm with Resldent
#1'a Powar of Attorney (POAY family member
revesled: :

-3he knew tha resident needad thickened liqulds
Division of Health Sarvice Reguiation
3TATE FORM Ty
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becauea ehe and the resldent purchased
pre-thickened (nectar thick) tea, water, and julces:
on a regular baais.

-The MA/S talked te her regarding making
Resident #1's food as soft as possible and
providing altematives when the meny callsd for
mests that were too tough for the resident to
chew and swaliow.

-Resident #1 had a speech tharapist coming to
the facliity 2 times a weak to help the resident
learn tachniques to switch to a regular diet.
-Resident #1 also had supplementsl shakes,
puddings, and yogurts, appls sauce and gnacks

i he liked and could eat with any problem with

swallowing.

«The facility's Co-Administrators had nat fold her
the facility did not offer pureed dists and she dig
nat know if the gastroenteriogist had changed
the diet order flom pursed.

-When Resident #1 visited the POA’s home, she
used 3 blender to pures hig food.

Interview on 08/06/18 at 10:15 am with the
spaach therapist revealed:

-She visited Resident #1 at the facility 2 times a
waek.

-Resident #1 had a puresd diet ordered whan she
started seeing the resident.

-8he had instructad the resident that he was able
to handie mechanigally chopped meats and =oft
vegetablea on her most recent visita.

-She instructed the resident to chew his food 20
plus times before swallowing.

Telephone interview on 09/06/18 at 2:50 pr with
the Nurse Practitioner (NF) at Resident #1's
primary care provider's office revealad:

-There was documentation Resident #1 was seen
by the NP for a wellness check In April 2018 and
@ new FL2 wasa signed in July 2018.
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-Rasident #1's digestive heaith physictan shouid
be ardering the diet,

-The last information the NP’s office had was far
a puresd dist.

Telephone inerview on 08/07/18 at 10:18 am with
Resident #1's digestive health physiclan's office
nurze revealed;

-The last documantation for Resident #1's diet
was in June 2018 and mechsnical soft was the
diet ordered.

-The was no documentation for notes from
speech therapy regarding Resident #1's
suggested diet fram June 2018 to prasent.
-The nurse stated the primary care nhysiclan
sholud nat be ordering tha diet far Resldent #1:
the digestive health physician or physlclan’s
assistant shauld be ordering Resident #1's dist.

Imterview on 08/06/18 a1 6:10 pm with
Co-Adminigtrator (Staff C) revealed:

-The facllity dld not offer pureed diets for
residents and that was the reasan why no
therapautic diet menu was available for pureed
diets.

-Resident #1 had been warking with epeech
therapy to be able to remain at the facility by
getting back to a raguiar dist.

-The dist order for pureed diet should not have
baen on the FL2.

-Tha facHlity had obtained an order from Resident
#1's primary care NP to discontinua the pyree
diet and start chopped masat taday (09/06/18),
-The MA/S would be instrutied to ciop Resident
#1's maaty.

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

D 310

D 358
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TDANCAC 13F 1004 Medication Administration
(8) An adult care home shall assure that the
preparation and administration of medications,
prascription and non-prescription, and treatments

! by staff are in accordance with:

(1) orders by = ficensed prescribing practitianer
which are malntained in the resident's record: and
(2) rules in this Section and the facility's policies
and procedures.

This Rule is not met as evidenced by:

Basad on observations, interviews, and regord
reviews, the facility failed to assure medlcations
were agministered as orderad for 2 of 4 residents
(Residents #1 and #3) observed during a
madication pass on 09/05/18 including ermors with
torsemide (#1), potassium chloride (#1), and
lactulose (#3).

The findinge are:

The medigation efror tate was 12 % as evidenced
by 3 errors of 25 opportunities observad during
the 800 am medication pass on (9/05/18,

1. Review of Rasidant #1's current KL2 datad
07/02/18 revesled diagnoses Included
depression, essential hypertension, paroxysmal
atrial fibrillation, and prolonged Q-T interval on
slectrocardlography.

a. Review of Resident #1's current FL2 datag
07/02/18 revealed ar order for tarsemide 20 mg
{used to treat excass fiuid) one tablet daily.

Observation an 09/05/18 at 8:35 am revealed:
-The medicztion alde (MA) prepared and
administered 5 oral madications 10 Resident #1.
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-The MA used Residant #1's medicstion bottles,
without referring to the medicatian administration
record (MAR] to prepare the resldent's 8:00 am
medications.

-Torsemide 20 mg was not ingluded in the
medications administerad at 8:35 am.

-The MA documented asdministration of 6
medications (Including torsemids 20 mg) on the
residant's MAR befare moving to the next
regident.

Review of Resident #1's September 2018 MAR
revealed toreemide 20 my one tablat dally was
preprinted on the MAR and schaduled far
administration at 8:00 am daily, with documernted
administration at 8:00 am daily from 09/01/18
through 09/05/18.

Observation of medication on hand for
adminlztration on D9/05/18 at 8:30 am ravesled a
tontainar of torssmida 20 mg dispenzed pn
08/21/18 for 30 tablets with 24 tablets remalning.

Interview an 08/05/18 at 10:15 am with the MA
revealad:

-She routinely administersd madications
according to the MAR.

-Taday, she prepsred Resident #1's medications
for administration using the medication bottles
without referring to the MAR.

-She overiooked Raesident #1's battle contalning
torsemide 20 mg when she preparad the

' medications.

-She went down the list and documented
Resident #1's medications on the MAR, but did
not realize she had not preparsd toresmide 20
mg for administration.

Intervievs on 08/D5/18 at 1:00 pm with Resldent
#1 revesied:
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-Me took his medications as prepared by the MA,
-Ha did not always count or check the number of
medications administerad.

Interview on 09/06/18 at {0:00 am with the
Go-Administrator (Staft C) revealad:

-The MA should look at the MAR for preparing
residents’ medications,

~The MA told her shie was very narvous when
being observed for the medication pass (on
09/05/18) and overlocked preparing Resident
#1's tersemide 20 mg.

-8he huriedly dgcumented adminiztration on the
resident September MAR and agsin overlookad
the torsemida not being administersd.

b. Review of Resident #1's current FLZ dated
07/02/18 revesled an order for potassium 20
milliequivalents (meq) 2 tablets (40 magq) two
times a day. (Potassium chiorids is supplement
Used {o traat low potasaium.)

Observation on 08/05/18 at 8:35 am revealed:
-Tha medication aide (MA) prepared and
administered 5 oral medications to Restdent #1.
-Potaasium 20 meq 2 tablets (40 meq) was
inciuded In the medications administarad at 8:35
am and each tablet was broken along the
manufacturer's zcored Jine Into 2 pleces.
-The MA handed Resident #1 tha madications in
a paper souffié cup while he was zitting at the
dining room table.
-Resident #1 praduced 5 small pair of channel
lock pliers from his pocket and proceeded to
mash the potassium chioride haif tablets batwsen
the pliers making the pleces fiat.
-The resident added the flattened potassiym
chlortde tablets to the top of a amall amount of
hansy thick pre-thickened apple julce and

- Bpaoned the medication into hiz mouth.
Inision of Heakh Service Regulatipn
}TATE FORM [
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-The MA documented adminiatration of &
medications (including 2 potagsgiym 20 meq
tablets) on the resident's MAR before moving to
tha next reajdent.

Reviaw of Residant #1's September 2018 MAR
revealed potassium 20 meq 2 tablets (40 meq)
twe times a day [DO NOT CRUSH] was
preprinted on the MAR with sgheguled times for
adminisiration at £:00 am dally and 8:00 pm daily
and documented adminiatration st 8:00 am on
09/05/18,

Observation of medication on hang for
administration on 09/05/18 at 9:30 am revealed a
partial container of potassium 20 meq 2 tablets
(40 meq) twe times a day with [DO NOT CRUSH]}
printed on the labesl,

Intetview on 08/05A18 at 8:45 am with the MA
revealed:

-She prepared Resident #1's medlcatons and
broke the potassium chloride tablet in half afong
the score on the tablet.

-Resident #1 had to be careful swallowing his
food, and llquids and complained about the gize
of the potassium chioride tgblets.

-Resident #1 preferrad to take the medications an
his own by placing in applesauce of pre-thickenad
juica.

-She placed the half tablats in the soufié cup
along with the resident's other madications on the
* table for Resident #1.

-5he routinely obsesved the resident take his

madications befars walking away.

Resident#1 had been uging hie personal wel to

mash tha potassium chioride tablets so a5 to

make the pieces even smalisr. ‘

-She did not stop Resident #1 from mashlng or
L Crushing the potamsium chlorde tablets because
Diviaion af Health Bervice Reguiation
STATE FORM iy

LEPST1 I gereinuation sheat 1 of 2D



From 3369966225 1.336.996.6225 Mon Oct 8 12:31:27 2018 MDT Page 13 of 21

18/87/2818 @3:85PM 3369966225 SHULER HEALTHCARE PAGE 13/21
PRINTED: 09/25/2018
FORM APPROVED
STATEMENT OF DEFICIENGIES (X1) PROVIDER/BUPPLIER/CLIA (X2) MULTIPLE CONSTRUGTION {X3) DATE SURVEY
AND PLAN OF CORRECTION IDENTIFICATION NUMBER: A BUILCING: COMPLETED
; e o
HAL034013 B. Wie 09/07/2018
NAME OF PROVIDER OR SUPRLIER STREET ADDREES, CITY, STATE, ZIP CQOE
250 PITT 5TREET
Vi
SHULER HEATH CARE/STOREY VILLA KERNER SVILLE, NG 27284
(X1t SUMMARY STATEMENT OF DEFICIENCIES [+] FROVIDER'8 PLAN OF COARECTIQN oi5)
PREFIX (EACH DEFICIENCY MUST BE PRECEDED 8Y FULL PREFIX {EACH CORRECTIVE ACTION 8HQULD BE COMPLETE
TAG REQULATGRY CR L5C IDENTIFYING {NFORMATION) TAGQ CRO®S-REFERENCED TO THE APPROPRIATE DATE

DEFICIENCY)

D 358 Continued From page 14 b 3sa

he did it on hls own,

-She had nat talked to adminiatration or Resident
#1's physician ot the contract pharmacy about
Resident #1 crushing medication that shauld not
be crushed.

Interview on 08/05/18 at 8:40 am with Resident
#1 revealed:

~Me took his medications as preparad by tha MA.
-He did not like to take the large tablets
(potassium chiotide 20 meq broken in half)
without making them smaller, 30 he had his tool
to mash the tablets.

~He added the tablets on top of applesauce or his
thickened juice to halp with swallowing.

-He did nat have traubla taking his medication ltke
that.

Interview on 09/05/18 at 10:00 am with the
Co-Administrator (Staff D) revealed: .
“The MA should not be crushing madications that
cannot be crushsd.

-Tha MA should let the administration know If a
resident waa unable 1o take thelr medications.
-The MA could alse contact the prescribing
physician if a resldent neaded their medication
dosage form changed.

~She would contact Resident #1'a phyaician for
: ¢hanging the potasaium chloride to 3 form of
medication easier far the resident to swallaw.

. 2. ReMew of Resident #3's current FL2 dated
05/18/18 reveslad disgnozes included
dyslipidemia, schizoatfective dlsordsr, and
chronic constipation.

Review of Resident #3's physlelan orders dated
| 04/10/18, 06/11/18 and order on FL2 dated
[ 05/18/18 revealsd orders for Lactulase 10gmMs
| mi glve 30 ml (20gm) 3 times a day. (Lactulese is
Divislan of Health Service Regulation
STATE FORM o
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used 1o treat constipation).

Observation on 09/05/18 at 8:28 am of the B:00

am medication pass ravasled:

-The medication alde (MA) prepared medicatl
for Resident #1 including 6 solid dose oral
medications, one powder form of medication,
one liquld medication (factulose 10 gm/15ml).

-The MA used a 20 ml plastic measuring cup to
adminieter 20 mia (13.4 gms) and shoutd have

administered 30 ml (20 gm) of Resident #3's
lactulose. Residant #3 consumad the 20 mi (

. gm} dose.
-The MA administered the remaining 6 solid dose

oral medications and the powder form of
medication.

Review of Resident #3's Reptembar 2016

medicatlon administration record (MAR) revealed:

-Lacwiose 10 gm/15 ml give 30 mig (20gm) 3
times a day was pre-printed on the MAR and

. Scheduled for 8:00 am, 2:00 pm, and 8:00 pm

daily.

" -Lactulose 30 mis (20 gm) was documantad as

administered at 8:00 am on 09/05/18.

Interview on 09/05/18 at 5:10 pm with the MA

revedled;

+ -Sha routinely adminieterad 30 ml of Resident

#1's lactulose 10ma/15ml when she worked.

. -She did not know she had administered 20 mi of
Resldent #3's lactulose Instead of 30 mi.
-She was nervous during the medication pass
and must have misread tha 20 gm dose for 20

ml.

-She gave 30 mi al the 2:00 pm dose later in the

day.

Intarview on 08/06/18 8t 6:00 pm with the
Co-Administrator (Staff C) revealed:

ong

angd

13.4

(%4) o SUMMARY STATEMENT OF REFIGIENCIES T8 PROVIDER'S PLAN OF CORRECTIGN (%5
PREFIX {EACH DEFICIENCY MUST BE PRECEDER BY FULL PREFIX {EACH CORRECTIVE ACTION SHOULD BE COMPLETE
TAG REGULATORY OR LSC IDENTIFYING INFORMATION) TG CROGE-REFERENGED TO THE APPROFRIATE DATE
DEFICIENCY)
D 358| Continued From page 12 D 358

DiMsion of Hoolth Servica Regulatian

STATE FORM

{1

LEg3N

{F continuation shast 13 of 20

PaGE

14/21



From 3369966225 1.336.
18/87/2818 B3:85PM 3369966225

996.6225 Mon Oct 8 12:31:27 2018 MDT Page 15 of 21
SHULER HEALTHCARE

PRINTED: 08/25/2018

FORM APPRQVED

PAGE 15/21

Divigion of Heslith Senvice Regulation
STATEMENT OF DEFICENCIER {X1) PROVIDERVSUPPLIER/CLIA
AND PLAN OF CORRECTION IDENTIFICATION NUMBER:

HALO34013

E WING

(X2) MULTIPLE CONBTRUCTION
A. BUILDING:

NAME OF PROVIDER OR BUPPLIER

SHULER HEATH CARESTOREY VI | 4

(X3} DATE SURVEY

COMPLETED

05/07/2018

STREET ADDRESS, CITY, STATE. 2IP CODE
250 PITT STREET

HERNERSVILLE, NG 27284

o4 10
SREFIX
TAG

SUMMARY STATEMENT OF DEFICIENCIES
(EACH DEFICIENCY MUST BE PRECEDED BY FULL
REGULATORY OR L5C IOENTIFYING INFORMATION)

D
PREFIX
TAG

PROVIDER'8 PA.AN OF CORRECTIQN
(EACH CORRECTIVE ACTION SHOULD BE
CROZE-REFERENCED TO THE APPROPRIATE
DEFICIENCY)

(5)
COMPLETE
DATE

D 358

Da34

Continuad From paga 13

~The MA had tald her she was Very nervous
Quring the medlcation pass an 09/05/18.

-Tha MA should hava read the MAR for the
amount (30 mls) of lactulose to administer to
Residant #3.

-She would instruct the MAto read all orders
when preparihg, and before documenting
administration to assure what wes adminjstered
wasa what was ordered.

Interview on 09/06/18 at 6:30 pm with Resident
#3 revealsd:

-He did not Iook at the amount of lactulosa in the
measuring cup before he took the medjcation.
-He routinely received lactulose uniess he was
having looge stools; then he walld refuse the
medlcation.

-He had 2 staole today, so the medlcation must
be warking fine.

G.S. 131D-4.5B. (a) ACH Infection Prevention
Requirements

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

Preventon Requirements

. (8} By January 1, 2012, the Division of Health

Service Ragulation shall develop a mandatory,
annugl in-service tralfing program for sdult care
home medication aides on infaction control, 2afe
practices for injections and any other procedures
during which blseding typically ocours, and
glucose monitoring. Each medication aide who
successfully completes the in-servicg training
pragram shall recsive partial credi, in an amount
determined by the Department, toward the
continuing education requirements for adult cara
home medication aldes established by the
Commission pursuant to G.S. 131D-4.5

Jivision of Healtr Bervice Regulation

ITATE FORM
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Thig Rule i8 not met as avidenced by:

Based en record reviews ang interviews, the
Tacility feiled to assure 2 of 2 stafr sampled (Staff
A and B) wha had been working for a least a year
as Medication Ajdes (MA) recelvad the annual
state approved Infection control training.

The findings are:

1. Review of Staff A, MA's personnel records
revealed:

-Btafl A was hired in March 2017.

~There was documentation for completing 3 hours
of "Blood Bome Pathogen” trafning dated
12127117,

-There was no documantation for completion of
the annual stata appraved infegtion control
training.

Interview on 09/06/18 at 5:30 pm with Staff A
revealed:

-She had taken an anline "Blood Borne
Pathogen” training in Dacember 2017,

-She had not taken tha annyal state apptovad
infection control trainjng In 2017 or 2018.

~“The Co-Administrators had infarmed her that she
could take the 3 hourg online on the wab for her
infection contra! ralning requirement,

Refer to the interview with the Administrator on
(5/07/18 at 9:10 am.
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Refer to the telephone interview on 08/07/18 at
10:39 am with the registerad nurse wha provided
Infection contral training for the facility.

2. Review of Staff B, MA's personnel reeords
revesled:

-Staff B was hired In Septembar 20186,

-There was documentation for campletion of the
annual state approved infestion cantrol iraining
on 09/29/18.

-There was dacumentation for completing 3 hourg
of "Biood Bome Pathogen® training dated
12/26/17.

-There was no documentation for completion of
the annual state approvad infection corntrol

P
L UNHEIVETY RV AT NN

Interview on 08/07/18 at 5:30 pm with Staff B
revaalad:

~She had not taken the annual state approved
infection contro! training for 2017.

-She taok tha treining In 2016,

-She had not tsken the tralhing yet in 2018.

-The facility administration had arranged the
training In 2016.

-The facility adminigtration told her sha cauld take
2 blood borne pathogen caurse on the computer
for 2017.

Refer to the interview with the Administrator on
08/07/18 at 9:10 am.

Refer to the teleptione interview on 09/07/18 at
' 10:38 am.with the registered nurse who provided
 infectlon cantrol treining for the facility.

Interview with the Administratar on 09/07/18 at
8:10 am ravealad:

-The state approved Infection confrol training
Goursa had been taught by the contract Nurse on

Jivisian of Health Servics Regulation
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-Staff had completed an onlins Blood Bame
Pathogen course that was approved for 3 hours
oredit.

-She thought the Infection contral training was
avallable orline now and the course she
requeated staff take was approved by the state .
-She was gaing to schadule the contract Nurse 1o
come to the facifity to teach the required course.

Telephone interview on 09/07/18 at 10:39 am with
the reglstored nurse who provided infection
ocontrol training for the facility reveated:

-She had net taught the infaction control training
course for the facility since 2018.

-The facility could call her to amange for the 3
hour training.

-She had not discussed an infection control
training avallable on the web as an alternative to
the atata approved infection control training with
the facility.

-Sha krew the Blood Borna Pathogen coursa
could be taken by staff for hours toward the

! required continuing education requirements.

D835 G.S § 131D-4.5B(b) ACH Medleation Aides; D335
Training ang Competency

G.S. § 131D-4.58 (b} Adult Care Home
Medication Aides; Training and Compatency
Evaluation Requirements,

(b} Beginning October 1, 2013, an adult care
home s prohibited from allowing staff 1o perform
any unsupervised medicstion alde duties uniesa
that individual has previcusly worked ss a
medication alde dusing the previous 24 months In
an adult care home or successfylly complated all
of the follawing:

Aviglon of Heahh Servioe Reguiation
STATE FORM
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(1) A five-hour training program developed by the
Department that includes training and instruction
in all of the following:

a. The key principles of medication
administration,

b. The federal Centers for Disease Contral and
Prevention guidelines on infection cantrol ang, if
applicable, safe injection practices and
procadures for monitaring or testing in which
bieeding oceurs or the potential for biseding
exists.

(2) A clinical skills avaluation consistant with 10A
NCAC 13F .0503 and 10A NCAC 13G .0503,
(3) Within 80 days from the date of hire, the
Individual must have campleted the foliowing:

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

1. Tha key principles of medication
administration.

2. Tha federal Centars of Disesse Contral and
Prevention guidelines on infagtion aontrg! and, if
applicable, safe Injectlon practices and
procedures for monitoring or testing in which
bleading occurs or the potential far bleeding
exists.

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

This Rule is not met as evidanced by:

Based on interviews and record reviews, the
facility failad to assure 1 of 3 medication aides
sampled (Staff A) completed the 5, 10 or 15 hour
medicstion tratning ar had verification af pravious
emptoyment befors administaring medication 1)

Divisian of Hesith Sgrvice Regu siion
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residents.

The findings are:

Review of Staff A, medication alde's personnel

record revealed:

-Staff A wasg hired on 03/08/17.

-Thers was documantation Staff A completed a

| medication cfinical skills validation on 03/28/17.

-There was documentation Staff A successfully

: passed the medication adminlstration exam on

06/26/13.

-There was documentation of employment

verification for working and passing medications

atanother faclity dated 05/10/14, however the

facliity was not a licensed assisted living home or

! famlly care home.

' -There was no documentation of a 5, 10 or 15
hour medicationadministration training in Staff A'a
personnsl record.

Review of the July 2018, August 2018 and
September 2018 Madication Administration
Records revealed Staff A had documented
. administration of medications o the residents on
a routine basis,

Interviaw on 08/06/18 at 5:30 prn on with Staff A
ravealed:

-She had pazsed the medication atde test in
2013.

i -8he had worked as a MA al another facility from
2007 o 2010.

-Bhe had worked for har pravious employer for $
to 4 months until 05/10/14,

-Her rezponglbilltles were to administer
medications to the residants in' the facility, provide
perzanal care servives, and conk for the
residents,

Jtvigion of Heatth Service Ragulation
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Interview on 0B/06/18 at 5:00 pm with
Co-Administrator (Staff C) revealed;
; -She was reapansible for verification of
: employment or completing the required 5, 10, or
| 15 hour madication side training courge for etaff
‘ newly hired for medication alde staff,
| -She acceptad the employmant varification form
! for Staff B, but did not know the employment
could ot be mora than 24 manths sinca warking
as a medication ajde In an assisted living or
fatnily care home at time of hira.
-She cumrently was requiring all newly hired
meadication aides to cormplete tha 15 hours
medication aide training priar to employment.
Sivigion of Health Sgrvice Regulation ‘
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