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The Adult Cara Licensure Secfion conducted an All Medication Aides
annual survey July 2-3, 2019, were given a Diabetic
- Training Course
D 164/ 10A NCAC 13F .0505 Training On Care Of D164

Diabetic Resident

10A NCAC 13F .0505 Training On Care Of
Diabetic Residenis

An aduilt care home shall assure that training on
the care of residents with diabetes is provided o
unlicensed staff prior to the administration of
insulin as follows:

(1) Training shall be provided by a registered
nurse, registered pharmacist or prescribing
practitioner.

{2) Training shall include at least the following:

{a) basic facts about diahetes and care involved.

in the management of diabates;

(b) insuiin action;

(c} insulin storage,

{d) mixing, measuring and injection techniques
for insulin administration;

{e) treatment and prevention of hypoglycemia
and hyperglycemia, including signs and
symptoms;

() blood glucose monitoring; universal
precautions;

{(g) universal precautions;

{n) appropriate administration times; and

() sliding scale insulin administration.

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

Based on observations, interviews, and record
reviews, the facility failed to ensure 4 of 4
sampled Medication Aides (Staff A, B, D, and E)

that contains the

' Requirements of

- 10A NCAC 13F .0505

i by a Licensed Health Care
1 Professional -

I Registered Nurse on
| August 5, 2019. Al

- Medication Aides . .

- will be given a state

: approved Diabetic

_ Care Training upon

hire by a Licensed
Health Care Professional

- Registered Nurse.

} A State approved

- Diabetic Care Training

- will be taught annually
* to all Medication Aides
 byabya Licensed Health
. Care Professional

- Registered Nurse. A

, check list for each

| employee had been

‘ implemented to

~ ensure alt employees
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who administered insulin and performed finger
stick blood sugar checks for residents completed
training on the care of diabetic residents prior to
the adminisiration of insulin.

The findings are:

1. Review of Staff A's personnel record revealed:
_Staff A was hired in March 2016 as a Medication
Aide (MA).

~There was no documentation of training on the .
care of a diabetic resident.

Review of 2 May 2019 electronic Medication
Administration Record (eMAR) revealad Staff A
had documented she Had administered insulin to
a resident on 05/02/19, 05/03/19, 05/06/19
-05/08/18, 05/10/19 - 05/13/19, 05/15/19 -

:05/17/19, N5/27/19 - 05/28/18. and 05/30/19 -

05/31/19 at 8:00am.

Review of a June 2019 eMAR revealed Staff A
had documented she had agministered insuiin to
= resident on 08/03/19, 06/28/19 - 0B/28/19, and
06/30/19 at 8:00am.

Review of 2 July 1 -2, 2019 eMAR revealed Staff
A had documented she had administered insufin
to a resident on 07/01/19 - 07/02119 at 8:00am.

Interview with the Medication Aide on Q7/03/19 at
1:57pm revealed:

-She had performed finger stick blood sugar
checks and administered insutin to residents.
_She had not received any diabetic care training
while employed at the facility.

Refer to the intenview with the Health and
Weallness Director on 07/03/18 at 10:00am.

" are :receiving

. required trainings.

- The Business Office

' Manager will maintain
‘ check list, and the

| Executive Director will
'; audit it quarterly

 to ensure completion.

QA4
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07/03/19 at 11:48am.

Refer ta the interview with the Administrator on
07/03/19 at 2:05pm.

2. Review of Staff B's personnel record revealed:
_Staf B was hired 11/20/18 as a Medication Aide
{MA).

~There was no documentation of training on the
care of a diabstic resident.

| Review of 2 May 2019 electronic Medication
Adminisiration Record (eMAR) revealed Siaff B
had documentad she had administered insulin to
a resident on 05/02/18, 05/05/19, 05/0919,
05/16/19, and 05/18/19 at 8:00pm.

- | Review of a June 2019 eMAR revealed Siaff B .
had documentad she had administered insulin to
a resident on 06/06/19 and 06/25/19 at 8:00am,
and 06/19/19, 06/20/18, and 0B/25/19 at 5:00pm.

Observation of the noon medication pass on
07/02/19 at 11:3%am - 11:5%am revealed Staff B
obtained finger stick blood sugars and
administered insulin to two residents.

[nterview with the Medication Aide on 07/03/19 at
11:22am revealed:

-She administered insulin to residents in the
facility.

-She had received diabetic care at 2 previous
facility.

_She had not received any diabetic care fraining
at this facility.

Refer to the interview with the Health and
Weliness Director on 07/03/19 at 10:00am.

Refer to the Business Office Manager (BOM) on
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Continued From page 3

Refer to the Business Office Manager (BOM) on
07/03/12 at 11:48am.

Refef to the interview with the Adminisirator on
07/03/19 at 2:05pm.

3. Review of Staff D's personnel record revesled:
_Staff D was hired 02/20/18 as a Medication Aide
{MA). _

_There was no documeritation of training on the
care of a diabetic resident.

1 Review of a May 2018 efecironic Medication

Administration Record {eMAR) revealed Staff D

‘had documented she had administered insulin to

a resident on 05/24/19 at 8:00am and 12:00pm.

Review of a June 2019 eMAR revealedStaff D

- had documented she had adminigiered insulirt to

a resident on 06/12/19, 06/13/18, 06/17/19, and
06/18/19 at 8:00am.

Telephone Interview with the Medication Aide on
07/03/19 at 11:18am revealed:

-She worked full ime as a Medication Aide {MA)
on second shift.

_She had received diabetic training "one month or
six weeks ago” in the facility.

Refer to the interview with the Heaith and
Weliness Director on 07/03/19 at 10:00am..

| Refer to the Business Cffice Manager (BOM) on

07/03419 at 11:48am.

Refer to the interview with the Administrator oﬁ
07/03/19 at 2:05pm.

4. Review of Staff E's personnel record reveaied:
_Staff E was hired in July 2017 as a Medication
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Aide (MA).
“There was no documentation of training on the.
care of 2 diabetic resident.

Review of 2 May 2018 electronic Medication
Administration Recod (eMAR) revealed Staff E
had documented she had administered insulin to
a resident 05/23/19, 05/25/19, and 05/26/18 at
8:00pm.

Review of a June 2018 eMAR revealed Staff E -

| had documented she had administered insulin to

a resident 08/01/19, 06/02/18, 06/06/19,
06/07/19, 06/08/19, 06/12/18, 06/14/18, 06/16/19,
and 06/17/19 at 5:00pm.

Attempted telephone interview with Staff £ on
07/03/19 at 11:30am was unsuccessful.

Refer to the interview with the Health and
Welliness Director on 07/03/19 at 10:00am.

Refer to the Business Office Manager (BOM) on
07/03/19 at 11:4Bam.

Refer to the interview with the Administrator on
07/03/19 at 2:05pm.

Imerview with the Health and Wellness Director
on 07/03/19 at 10:00am revealed:

_She had been working in the factlity for 10 days.
_The Medication Aides {MAs) had not received
any diabetic training. :

-She did not know why the MAs had not received
the training.

Interview with the Business Office Manager
{BOM) on 07/03/12 at 11:48am revealed:
-She had been hired as the BOM in October
2018.
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-She was responsible for ensuring all required
documenits were in the personne! records.
-She had started a "fracking sheet about 2
months ago" on new employee records.
~The "new" nurse would be conducting all the
training for the MAs. -
inferview with the Administrator on 07/03/19 at
2:05pm revealed:
-The previous facility nurse or a contracted nurse
conducted all training for MAs.
_She did not know why the MAs had not received
-the diabetic training.
“The BOM was responsible for ensuring all
required documerts were in the personnel
records.
The facility falled fo ensure all medications aides
received training on the care of diabetic residents’
before administering insulin. This failure placed
all diabetic residents at risk of high or low blood
glucose levels and was detrimental to the health,
safety, and welfare of the residents and
constitutes a Type B Violation.
The facility provided a Plan of Protection in
accordance with G.S. 131D-34 on 07/03/19 for
this violation. '
CORRECTION DATE FOR THE TYPE B
VIOLATION SHALL NOT EXCEED AUGUST 17,
2018
0 276 10A NCAC 13F .0902(c)(3-4} Health Care D276
10A NCAC 13F .0902 Healih Care
(c) The facility shali assure documentation of the
foliowing in the resident's record:
{3) written procedures, treatments or orders from
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a physician or other ficensed health professionat;
and

(4) implementation of procedures, treaiments or
orders specified in Subparagraph (c)(3) of this
Rule.

This Rule is not met as evidenced by:
Based on record review, resident and staff
nterviews the facility failed to implement a
physician's order to obtain two ordered blood
tests for 1 of 5 residents (#3).

The findings are:
Review of Resident #3's FL2 dated 02/18/19

revealed diagnoses including diabetes and
hyperlipidemia.

- Review of Resident #3's physician's order dated

03/27/19 revealed orders for the foliowing lab
work to be completed:

-Complete Biood Count (CBC) - (a blood test that
measures the cells in the bicod). :

-A Basic Metabalic Panel (BMP) - (a blood test
that reflects the status of a person's metabolism,
including health of the kidneys, blood glucose
leval, and electrolyte and acid/base balance}.

-A hemoglobin {Hg) - (a blood test which
measures the protein which carries oxygen).

-A hemoglebin A1C (HgA1C) - (2 blood test
measures how much of your hemogtobin is
coated with sugar).

-A lipid panel a blaod fest measures the amount

. timely completion

£4.(9

D276

Missing Lab blood
test for resident #3
was completed on
July 28, 2018 and
documentation was
placed in resident’s
chart. An Audit was
completed to ensure
documentation of
completion of all
ordered blood tests
for all resi,cients on
July 11, 2018.

A new policy and
Procedure was
implemented to ensure

of all Lab tests.

Staff training was done
on August 5, 2019 to
educate staff on new
procedures. Resident
Care Director will
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Lzt

of fatty substances in the blood.

Review of Resigent #3's laboratory completed
blood work dated 05/20/19 revealed:

There were resuits for the CBG, BMP and Hg.
-There were no results for a hemoglobin or fipid
panel.

Interview with Resident #3 on 07/03/19 at 8:46am
revealed:

_Her last hemoglobin was done before she was
admitied to the facility on 02/28/18.

| -She had a diagnosis of diabetes and received an

insulin injection for this daily.
-She had high cholesterol and received
medication for this daily.

An interview with the Resident Care Coordinator
(RCC) on 07/03/19 at 9:12am revealed:

- The Family Nurse Practitioner (FNP} was at the
facility every Tuesday.

“The Medical Doctor (MD) was at the facility every
Wednesday.

—There is a "Doctor's Book” that they look in each
time they come to the facility. )
Labs shouid be completed per the physician's
order by the next business day.

_She would have expacted the MD or FNP to
have caught that these labs had not been done
before now.

_She is new to the facility and has only been in
her position for 3 weeks.

An interview with the Adminisirator on 07/03/19 at
2:00pm revealed she was not aware the CBC,
BMP and Hgb were not drawn timely or that the
Adc and lipid panel had yet to be drawn.

_Audif labs monthly to

ensure procedures
are being followed
and labs are being
done in a timely

~ manner. A spread

“sheet will be maint-
ained of the audits
by the Resident Care
Director.

9.0
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by staff are in accordance with:

{1) ordersby & licensed prescribing practitioner
which are maintained 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 record
reviews the facility failed to administer
medications as ordered for 2 of 6 sampled
residents {#5 and #3) related medications for
pain, ston! softener, iron deficiency and a
supplemnent.

The findings are:

1. Review of Resident #5's current FL2 dated
01/03/19 revealed: ' :
-Diagnoses included right lower leg celiulitis and
ostecarthritis. '

~There was a medication order for diclofenac
sodium {anii-inflammatory used for pain relief)

1% gel apply 4 grams fo bath knees three times
daily.

- and on proper measuring

- by a Licensed Health Care
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D 358 10A NCAC 13F .1004(a) Medication D 358
Administration
o o | D358 %9 19
10A NCAC 13F .1004 Medication Adrministration
(2) An adult care home shall assure that the Resident #6 & Resident #3 '
prepa{atlpn and admmlstrat!or} of medications, ' - Medications were obt-
prescription and non-prescription, and treatments ;
i

ained that Match the MAR
on July 3, 2019. Audit of

all OTC meds was done on
7/5/19 to ensure all matched
MAR. ‘Staff were

educated on correct
medication administration. ™ .
Education / inservice was
given for Medication Aides
on August 5, 2019 on
verifying correct med-
ications per M.D. orders,

of medications.

All Med Techs were given
the 5 hour Training as a
refresher course for proper
medication administration

Professional - Registered
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Observation of the noon medication pass on

| g7/02/19 at 11:45am - 11:55am reveajed:

“The Medication Aide (MA) removed a tube,
|abeled diclofenac sodium 1% gel apply 2 grams
1o fower right back 4 times daily, and squeezed
out the gel into a 30m! medication cup.’

~"Use the dosing card attached inside the box"
was printed on the box of the diclofenac sodium.
_The MA was instructed not to use a medication
cup because there was a measuring device
inside the box.

~The MA measured out 2 grams of diclofenac
sodium onto the measuring device.

_The MA applied the 2 grams of diclofenac
sodium onto Resident #6&'s right and left knees.

Intarview with the MA on 07/02/19 at 11:47am
revealed:

-She had been taught by another MA to measure
out the diclofenac sodium into a medication cup.
_it was easier to put the medication inacup
rather than use the measuring device that was in
the diclofenac sodium box.

Observation of Resident #5's medications on
hand on 07/02/19 at 4:29pm revealed:

~There was one 100 gram tube of diclofenac
sodium 1% gel with a dispense date of 06/28/12,
-Apply 2 grams to lower right back four times
daily for back pain was printed on the label.
_There was one 100 gram tube of diclofenac
sodium 1% gel with a dispense date of 02/21/18.
-Apply 4 grams to knees three times daily was
printed on the label.

-A sticker with a handwritten "2 of 2" was on the
label.

Interview with Resident #5 on Q07103119 at
11:20am revealed:

‘Nurse on luly 3, 2019.

A new policy has heen
implemented: All over
.the counter medications

. Areto be sent to
Ipharmacy for verification
that OTC matches M.D.

. Order, and will not
interact with other meds.
All OTC Meds will be

| documented on a spread-

: sheet by the Med Aide

. receiving the Meds.

| Meds are not to be given

' to resident untit returned

- from pharmacy. Spreadsheet.

. will be audited weekly by

| Resident Care Director

| and audits will be docu-

‘[ 'r_nented and maintained

| by Resident Care Director. -
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-The staff did administer the diclofenac gel to his
knees during the day.
-He was not having any pain in his knees.

tnterview with the MA on 07/03/19 at 11:22am
revealed she had "looked at the eMAR wrong"
and had applied the 2 grams of diclofenac
sodium to Resident "6's knees instead of 4
grams.

Review of the May 2018 electronic Medication
Administration Record (MAR) for Resident #6
revealed:

-Diclofenac sodium 1% ge! apply 4 grams to
knees three times daily was listed on the eMAR
with administration times of 9:00am, 2:00pm, and
8:00pm.

-The diclofenac sodium was documented as
administered on 05/01/18 -05/07/19, 05/09/19 -
05/11/19, 05/13/19, 05/16/19 - 05/26/19, 05/29/19
- 05/31/12 at 9:00am, 2:00pm, and §.00pm, and
on 05/08/19, 05/12/19, 05/14/19, 05/15,19,
05/27/19 and 05/28/19 at 9:00am and 8:00pm.

Review of the June 2018 eMAR for Resident #6
revealed:

Diclofenac sodium 1% gel apply 4 grams to
knees three times daily was listed on the eMAR
with administration times of 9:00am, 2:00pm,
8:00pm.

_The diclofenac sodium was documented as
administered on 06/04/18 - 06/08/19, 06/10/19 -
06/13/19, 06/16/19 - 06/22/19, and 06/24/19 -
06/30/19 at 9:00am, 2:00pm and 8:00pm. and
06/09/19, 06/14/19, 06/15/19, and 06/23/19 at
9:00am and 8:00pm.

Review of the July 1-2, 2019 electronic
Medication Administration Record {eMAR) for
Resident #6 revealed:
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_Diclofenac sodium 1% gel apply 4 grams to
knees three times daily was listed on the eMAR
with administration times of 9:00am, 2:00pm, and
8:00pm.

-The diciofenac sodium 1% gel was documented
as administered at 8:00am, 2:00pm, and 8:00pm
on 07/01/19 and at 9:00am on 07/02/18. ’

Telephone interview with a representative from
the facility's coniracted pharmnacy on 07/02/18 at
4:00pm revealed: T
-The pharmacy had recaived an order for

' Resident #5 for diclofenac sodium 1% gal apply 4

grams to the knees three times daily on 10/18/18.
-A measuring device ruler is included in the box of
diciofenac sodium o accurately measurs the
medication. ' .
_Diciofenac sodium 1% gel 100 grams was

‘:dispensed on 10/23/18, G1/08/19, 02f21/13,
1 02/25/19, 03/29/19, and 06/28/19.

Interview with the Resident Care Coordinator
{RCC) on 07/03/19 at B:56am revealed:

_The measuring device in the diclofenac sodium
box should be used to accurately measure the
medication. :
-The MAs were frained to read the MARs.

_The facility nurse trains the MAs when they are
tired. i !

interview with the Administrator on Q7/03/19 at
2:05pm revealed: K

-The facility hurse or a contracted nurse provided
fraining to the MAs.

~The MA should have administered the .”
medications as ordered.

Attempted telephone interview with Resident #6's
physician on 07/03/18 al 2:17pm was
unsuccessiul.
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2 Raview of Resident #6's current F1-2 dated
02/18/18 revealed:

-Diagnoses included teft lower extremity fracture
and anemia.

_There were medication orders for Cerovite
Senior multivitamin one teblet {tab) daily s a
supplemnet and Ferrous Sulfate SU 325
milligram {mg) tab daity for anemia.

Review of subseguent physician's order dated
mriedication used to soften stool) every night.

Observation of Resident #3's medication on hand
on 07/03/1¢ revealed:

<The senior multivitarnin was not available.

.~Thé ferrous sulfate 225 mg; tablet was riof
available.

_The docusate sodium 100mg softgel was not
avatiable.

Record review of the MAR for May 2018
revealed:

-Cerovite Senior multivitamin tablet was
administered daily at 8:00am.

.-Docusate Sodium 100mg softgel was
administered daily at $:00pm beginning on
05/21/19. -

8:00arm.

Record review of the MAR for June 2018
revealed:

_Cerovite Senior multivitamin teblet was
administered daily at 8:00am.

_Docusate Sodium 100mg softgel was
administered daily at 3:00pm. :
-Ferrous Sufiate tablet was administered daily at

05714119 for docusaté sodium 100 mg soffge! (a

-Ferrous Sulfate tablet was administered daily at

e
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| 8:00am.

Record review of the MAR for July 2019 revealed:
-Cerovite Senior multivitamin tabiet was
administered daily at 8:00am.

_Docusate Sodium 100mg softgel was
administerad daily at 9:00pm.

_Ferrous Sulfate tablet was administered datly at
8:00am.

Imterview with a Medication Aide (MA) on
07/03/19 at 8:04am revealed:

Resident #3's family member purchased some of
her medications and brought them to the faciiity.

-She realized the medications brought in by the
.| famity member were not the same as whai was -

1 on the Medication Administration Record (MAR).
_She did not know why the MAR was not changed
I t-, refiect actyal medication being given.

“The pharmacy should be contacted if a
medication did not match up to the MAR.

“The first shift MA who accepted the medications
from her family member should have contacted
the pharmacy for clarification.

-She had never received the medication for
Resident #3 that was brought in by her famity
member.

An observation during the intsrview with the MA
on 07/03/18 at 9:.04am revealed:

-Staff was administering Senna 8.6mg tab every
night instead of docusaie sodiurn 100mg softgel.
_Staff was administering fron 27mg tab every
morning instead of Ferrous Sulfate 32bmg tab.
“There was no Cerovite Senior multivitamin
available.

Intarview with the Resident Gare Coordinator
{RCC) on 07/03/18 at 9:12am revealed:
-She was unaware the medications being given
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did ot match the MAR. - D367 % q.9
“The MA's needed to verify medications brought . - (O
in by family members were approved by the Re-SIde-nt #_6 & Resident #3
physician. - Medications were obt-
_The MA's needed to check and make sure it was . ained that Match the MAR
the same medication on the MAR before - onJuly 3, 2019. Audit of
administering the medication.
) all OTC meds wa
“She had just started working in the facility 3 - s done on
woeks ago and was not aware this was an issue. © 7/5/19 to ensure all matched
i MAR.
frterview with a Pharmacy Technician from the . Education / inservice was
facility's contracted pharmacy on 07/03/19 at i given for Medication Aides
-| 9:38am revealed: : on August 5, 2019
-The last order for senior multivitamin tabs was a : i g Sto, on
30-day supply sent on 03/26/19. verifying correct med-
_The last order for ferrous sulfate tabs was a ications per M.D. orders,
30-day supply sent on 04/22/19. and on proper measuring
_The last order for docusate sodium 100mg £ s
softgels was a 30-day supply senton 06/06/19. ? medications, the
importance of
interview with the Administrator on 07/03/19 at accurate administration
2:00pm revealed she was unaware medications of Medication’s per
"were not being administered per the physician's M.D. order : !
Jjorder. | .
| ' All Med Techs were given
D 367] 10A NCAC 13F .1004()) Medication D 367 the 5 hour Training as a
Administration refresher course for proper
medication administration
10A NCAC 13F .1004 Medication Administration by a Licensed Health Care
(i) The resident's medication administration Professional - .
record {(MAR) shall be accurate and inciude the N : | Registered
following: urse onljuly 3,2019.
(1) resident's name; . On 8/9/19
(2) name of the medication or treatment order, )
{3) strength and dosage or quantity of medication
administered;
{4) instructions for administering the medication
or treatment; '
(5) reason or justification for the administration of
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medications or reatments as needed (PRN) and
documenting the resulting effect on the resident;
(6) date and time of administration;

{7) documentation of any omission of
medications or treatments and the reason for the
omission, including refusals; and,

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

This Rule is not met as evidenced by:

Based on observations, interviews and record
review the facility failed to assure the accuracy of
the Medication Administration Record (MAR) for 1
of 5 Residents (#3) reviewed,

The findings are:

Record review of Resident #5's current FL-2
dated 02/18/19 revealed:

-Diagnoses included left lower extremity fracture
and anemia.

_There were medication orders for Cerovite
Senior multivitamin one tablet (tab) by mouth
daily and Ferrous Sutfate SU 325 milligram (ma)
tab by mouth daily.

Record review revealed an additional physician's
order dated 05/14/19 for Docusate Sodium 100
mag softgel by mouth every night.

Observation of Resident #3's medication on hand

A new policy

has been implemented:
All over the counter
Medications Are to be
sent to pharmacy for
verification that OTC
matches M.D. Order,
and will not interact
with other meds.

All OTC Meds will be
documented on a
spreadsheet by the
Med Aide receiving
the Meds. Meds are
not to be given to
resident until returned
from pharmacy.
Spreadsheet will be
audited weekly by

- Resident Care Director

and audits will be
documented and
maintained by
Resident Care Director.

790
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on 07/03/19 revealed:

-Cerovite Senior multivitamin tab was not
available.

-Ferrous Sulfate 325 mg tab was not availabie.
-Docusate Sodium 100mg softgel was not
available.

Interview with the Medication Aide (MA) on
07/03/19 at 9:04am revealed:

_Resident #3's family member purchases some of
her medications and brings them to the facility.
-Senna 8.6mg tab by mouth every night was
being used instead of Docusate Sodium 100mg
softgel.

-iron 27mg tab by mouth every morming in being
used instead of Ferrous Sulfate 325mg tab.

-She had aiready administered her lron 27mg tab
this moming.

_There was no Cerovite Senior muliivitamin tab
available.

_She realized the medications brought in by the
family member did not match what was on the
MAR.

-She did not know why the MAR was not changed
1o reflect actual medication being given.

~The pharmacy should be contacted if a
medication does not match up to the MAR.
\Whoever the first shift MA was that accepied the
medications from her family member should be
contacting the pharmacy for clarification.

_She had never recsived the medication for
Resident #3 that was brought in by her family
member.

Record review of the MAR for May 2019
revealed:

_Cerovite Senior multivitamin teblst was
administered daily at 8:00am.

_Docusate Sodium 100mg scitge! was
administered daily at 9:00pm beginning on
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Record review of the MAR for June 2019
revaaled:

_Cerovite Senior multivitarnin tablet was
administered daily at 8:00am.
-Docusate Sodium 100mg softgel was
administered daily at 8:00pm.

-Ferrous Sulfate tablet was administered daily at
8:00am.

Record review of the MAR for July 2018 revealed:
-Cerovite Sgnior multivitamin tablet was
administered dafly at 8:00am.

_Docusate Sodium 100mg sofigel was
administered daily at 9:00prm.

-Ferrous Sulfate tablet was administered daily at
8:00am.

Interview with the Resident Care Coordinator
(RCC)on 07/03/12 at 9:12am revealed:

_She was unaware the medications admnistered
did not match the MAR.

-The MA needed to verify medications brought in
by family members were ok to administer per the
physician.

-They needed to check and make sure it was the
same medication on the MAR before
administering the medication.

Iaterview with the Pharmacy Technician on
07/03/19 at 9:38am revealed:

~The last order for Ceravite Senior multivitamin
tabe was a 30-day supply sent on 03/26/18.
“The last order for Ferrous Sulfate tabs was &
30-day supply senton 0412219,

“The last order for Docusate Sodium 100mg
sofigels was a 30-day supply sent on 06/06/19.
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052112,

_Ferrous Sulfate tablet was administered daily at

8.00am.
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Administration

10A NCAC 13F .1004 Medication Administration
(n} The facility shall assure that medications are
administered in accordance with infection control
measures that help to prevent the development
and fransmission of disease or infection, prevent
cross-coniamination and provide a safe and
sanitary environment for staff and residents.

This Rule is not met as evidenced by:

Based on observations and interviews, the facility
failed 1o ensure that medications were
administered in accordance with infection control
measures that help to prevent the development
and transmission of disease or infection, prevent
crass-contarnination and provide a safe and
sanitary environment for staff and residents
related to 2 of 2 Medicafion Aides (Staff A and B}
not using appropriate-hand hygiene techniques
and not wearing gloves when adminisiering eye
drops. .

The findings are:

1. Observation of the noon medication pass on

| placedOn proper hand wash-

.| ing technigques,

~and the importance of wearing
. gloves. Education was given to
All Medication Aides on
I August 5, 2019 for proper
" Proper administration of i
medications to prevent the 1
' development and transmission
\ of disease, and to assure that
. all medications
" are administered in acc-
- ordance with infection
- control measures on

August 5, 2019

by a Licensed

. Héalth Care Professional

x4 1D SUMMARY STATEMENT OF DEFICIENGCIES [ia} PROVIDER'S PLAN OF CORRECTION o5
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interview with the Administrator on 07/03/19 at .
2:00pm revealed: _ ‘D371 3 C, |0}
-She was unaware medications signed off on the ' A State Approved ‘
MAR as adminisiered were not the actual ) pprove
medications being administered to Resident #3. infection control course was
N ) given by a Licensed Health
Attempts made to contact the facility physician Care Professi IR
were unsuccessful. |-are rotessional = Reg-
istered Nurse to all staff on
D 371 10A NCAC 13F .1004(n) Medication D 371 July 8, 2019. Emphasis was
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07/02/19 at 11:39am to 11:58am revealed:

~The Staff B applied gloves, performed a blood
glucese level check and administered insulin to
one resident, and removed her gloves.

_She did not use hand sanitizer or wash her
hands.

-She then applied gloves, administerad a topical
medication to a second resident, and removed
the gloves.

-She did not use hand sanitizer or wash her
hands. :

-She then applied gloves, performed a blood
glucose level check and adminisierad insulin to 2
third resident, and removed the gloves.

_She did not use hand sanitizer or wash her
hands.

Interview with Staff B on 07/02/19 at 12:13pm
| rexeaied
-She had not used hand sanitizer of washed her

hands between giove changes because she did
not have any hand sanitizer on the medication
cart and was “a little nervous™.

-5he had not received any infection control
training in the facility.

2. Observation of the moming medication pass
on 07/03/19 at 7:56am revealed:

_The Staff A administered one eye drop into each
of one resident’s eyes.

-She did not immediately wash hands or use
hand sanitzer before administering the eye
drops.

-She was not wear gloves when she administered
the eye drops.

Interview with the MA on 07/03/19 at 7:58am
revealed:

-She had not worn gloves when administering the
evye drops because she nad no physical contact
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"~ Registered Nurse. AState |
: approved Infection Control |
course wil! be given to all
new Med Aides upon hire, and :
will be given to all staff '
annually by a Licensed Health
Care Professional — Registered
Nurse. A check list for each
employee has been imple-
mented to ensure all emp-
loyees are receiving
required trainings on July 15,
'2018. The Business Office
Manager will maintain
check fist, and the
Executive Director will audit it
quarterly to ensure completion.

a4
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G.S. 131D-21 Declaration of Residents' Rights
Every resident shall have the following rights:

1 2. To receive care and services which are

adequate, appropriate, and in compliance with
relevant federal and state laws and rules and
regulations. ’ ‘

This Rule is not met as evidenced by:

Based on observaiions, record reviews, and
interviews, the facility failed to assure residents
received cara and services which are adequate,
appropriate, and in compliance with relevant
tedera! and state laws and rules and regulations
in the areas of training on the care of diabeiic

'Registered Nurse. A State approved
diabetic training will be given to all
new Medication Aides upon hire, and
;annually for all staff by a Licensed

| Health Care Professional - Registered
| Nurse, Education has been provided
for Medication Aides to assure that
 all medications are administered in
accordance with infection control
measures. A State Approved infect-

| ion control course was given by a

| Licensed Health Care Professional

‘_ - Registered Nurse to all staff on

; July 8, 2019. Medication Aides

‘ were giiren training on August 5,

| 2019 for proper administration of
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D 371! Continued From page 20 D37 ‘D912 gq H
with the eye. Resident Rights training given to all o
-She "probably" had infection control training "last employees On August 5, 2019. A
'yeaf. Training Will be Completed On Res-
Interview with the Health and Weliness Director idents Rights Annually And it will be
on 07/02/1% at 3:58pm revealed: given annually by The Ombudsman
-She did not knov\f what infection control training for all Employees. A state approved
the staff had received. Diabeti . ]
_She knew the staff ware required fo have yearly  Diabetic Care training was given 1o
infection control training. all Medication Aides on July 3, 2019
o the Ad o o G703 8t ‘ibya Licensed Health Care Profess-
| interview with the Administrator on a L .
‘tonal - i
2:05pm revealed: 7 | na Reglste.red Nurse. IEdL!C&tIDn
| “The previous facility nurse or a confracted nurse 'was also provided to Medication
provided staff with infection controf raining. | Aides receiving the Medication Adm-
-She did not know why the MAs had not received |inistration 5 hour training course for
the required infection control fraining. L
Adult Care Homes on July 3, 2019 by
1912 .S, 131D-21(2; Decleratior. of Residents' Rights ~ '} D912 a Licensed Health Care Professional -
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D&12| Continued From page 21 D912 medications to prevent the develop-
| ot a9
residents, infection prevention reguirements and . ment and transmission of disease 8 .q -‘
medication aides training and competency. by a Licensed Health Care Profess-
_ . jonal - Registered Nurse. A State
The findings are: : .
_ approved Infection Control course
1. Based on observations, interviews, and record will be given to all new Med Aides
reviews, the facility failed to ensure 4 of 4 _upon hire, and will be given to all staff
sampled Medication Aides (StaffA, B, D, and B) annually by a Licensed Health Care
who administered insulin and performed finger . .
stick blood sugars checks for residents Professional - Registered Nurse.
compieted training on the care of diabetic All Medication Aides who did not
residents prior to the administration of insul‘fn. [ have documentation of 5/10 or 15
Refar to Tag 164 10A NCAC 13F .0505 Training hour medication training co
on the Care.of a Diabetic Resident (Type B | b on train g urse, or
Violation.)] 'prior employment verification of 2
o b g 5 years of experience, has been given the
2 Based on observations, interviews, and recor L .
reviews, the facility failed to ensure 3 of 4 ‘ 5/10 Hour Medlc’atlo-n A'd_e Co_u 5€, o1
sainpled Med: saticn Aices (StaffA D, and E). . ! the 15 hour Medication Aide Course by
who had been employed at least one year, ‘alicensed Health Care Professional
cor_npleted the state-mandated infection control i- Registered Nurse, or verification of 2
training annually. [Refer fo Tag 934 G.S. | i . L .
131D-4.5(B)(a) Ach Infection Prevention % years’ experience as a Medication Aide
Reguirements {Type B Violation.)] ‘was obtained. This was completed on
1 Aupust 5, 2019, Documentation was
3. Basad on observations, interviews, and record L . .
reviews, the facility failed fo ensure 3 of 4 ‘! P]aced in employee Files, and A check
sampled staft (Staff B, D, and E} who ! list for each employee has been
administered medications, had employment -implemented to ensure all employees have
verification or had completed the 5, 10, or “required documentation on July 15, 2019.
15-hour medication adrministration training The Busi Office M il maintai
course. [Refer to Tag 935 G.S. 131D-4.5(B)(b) e usiness Otlice Manager wi maintain
Ach Medication Aides: Training .and Compatency .check list, and the Executive Director will
{Type B Violation).] ' ' | audit it quarterly to ensure completion.
D934 G.S. 131D4.5B. {a) ACH Infection Prevention D934
Requirementis
G.S. 131D-4.5B Adult Care Home Infection
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Prevention Requirements

(a) By January 1,2012, the Division of Health
Sernvice Regulation shall develop a mandatory,
annual in-service training program for adult care
nome medication aides on infection control, safe
practices for injections and any other procedures
during which bleeding typically occurs, and
glucose monitoring. Each medication aide who
successfully completes the in-service fraining
program shalt receive partial credit, in an amount
determined by the Department, toward the

| continuing education requirements for adult care

home medication aides established by the
Commission pursuant to G.S. 131D-4.5

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

Based on observations, interviews, and record
reviews, the facility failed to ensure 3of4
sampled Medication Aides (Staff A, D, and E),
who had been employed at least one year,
completed the state-mandated infection control
training annually.

The findings are:

1. Review of Staff A's personnel record revealed:

_Staff A was hired as a Medication Aide (MA)
March 2016.

_There was no documentation that Staff A
compieted the yearly state-mandated infection

-D934

Education has been provided

for Medication Aidesto
-assure that all medications
rare administered in acc-
‘ordance with infection con-
‘trol measures. A State
Approved Infection control
'course was given by a Lic- -
ensed Health Care Pro-
fessional - Registered Nurse
‘to all staff on July 8, 2019.
' Medication Aides were
.given training on August
.5, 2019 for proper admin-
Jistration of medications
‘to prevent the development
‘and transmission of disease
by a Licensed Health Care
Professional - Registered
'Nurse. A State approved
{ Infection Control course
will be given to all new Med
| Aides upon hire, and will be
%given to all staff annually by
‘a Licensed Health Care Pro-
ifessional - Registered Nurse.
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_Staff A administered one eye drop into each of
one resident's eyes.

_Staff A did not immediately wash hands before
administering the eye drops or wear gloves.

Interview with Staff A on 07/03/19 at 7:58am
revealed:

-She had not worn gloves when administering the
eye drops because she had no physical contact
with the eye.

-She "probably" had infection contro! training "last
year".

Refer to the interview with the Health and
Weliness Direclor (HWD) on 07/03/19 at
10:00am.

Refer to the interview with the Business Office
Manager (BOM) on 07/03/19 at 11:48am.

Refer to the telephone interview with the
Administrator on 07/03/19 at 2:05pm.

o Review of Staff D's personnel record reveaied:
-Staf D was hired as a Medication Aide (MA)
02/20/18.

- There was no documeantation that Staff D

compieted the yearly state-mandated infection
contrel training.

Telephone interview with Staff D on 07/03/19 at
11:18 am reveaied:

-She worked full time as a Medication Aide on
second shift.

-She did not know if she had ever received
infection control training.
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control fraining.
Observation of the morning medication pass on " A check list for each emp-
07/03/19 &t 7:56am revealed: 8/5/19

'loyee has been implemented I
o ensure all employees are
receiving required trainings

‘on July 15, 2019. The Business

-Office Manager will maintain

-check list, and the Executive
 Director will audit it quarterly

to ensure completion.
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Refer to the interview with the Health and
Wellness Director (HWD) on 07/03/18 at
10:00am.

Refer to the interview with the Business Office
Manager (BOM) on 07/03/19 at 11:48am.

Refer to the telephane interview with the
Administrator on 07/03/19 at 2:05pm.

3 Review of Staff E's personnel record revealed:
-Staff E was hired as a-Medication-Aide (MA} July
2017.

.There was no.documentation that StaffE
completad the yearly state-mandated infection
control training.

Atiempied telephone intarview with Staff E on
07/03/19 at 11:30am was unsuccessful.

Refer to the interview with the Health and
Wellness Director (HWD) on 07/03/19 at
10:00zm.

Refer to the interview with the Business Office
NManager {BOM) on 07/03M0 at 11:48am.

Refar to the telephone interview with the
Administrator on 07/03/19 at 2:05pm.

interview with the Health and Wellness Director
(HWD) on 07/03/19 at 10:00am revealed:

-She knew the MAs were required o receive an
annual infection control fraining.

_She did not know why the MAs had not received
the annual infection conitrol fraining.

_She knew there were two residents in isolation
for bacterial infections.
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(BOM) on 07/03/18 at 11:48am revealed:
-She had been hired as the BOMin Octobar
2018.

-She was responsible for ensuring all reqguired
documents were in the personnel records.
_She had started a “tracking shest about 2
months age" on new employee records.

_The "new" nurse would be conducting all the
{raining for the MAs.

| Telephone interview with the Administrator on

07/03/19 at 2:05pm revealed:

~The previous facility nurse or & contracted nurse -

conducted all training for MAs.

_She knew the MAs were required to receive
annual infection control training.

_She did net know why the MAs had not received

- the training.

% _The Business Office Manager (BOM) was

responsible for ensuring all required documenis
were in the personnel files.

The facility failed to provide the state mandated
annual infection control training to 3 of 4 sampled
medication sides. This failura placed all residents
at risk of a contracting a bacterial or viral infeciion
and was detrimental to the health, safety, and
weliare of the residents and constituies 8 Type B
Violation.

The facility provided a Plan of Protection in
accordance with G.8. 131D-34 on 07/03/19 for
this violation. '

CORRECTION DATE FOR THIS VIOLATION
SHALL NOT EXCEED AUGUST 17, 2018
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Do3s| (.5.§ 131D-4.58(b) ACH Medication Aides; Do35
Training and Compeatency
D935 2.9

G.S. § 131D-4.5B (b} Aduit Care Home
Medication Aides; Training and Competency
Evaluation Requirements.

{b) Beginning October 1, 2013, an adult care
tiome is prohibited from allowing staff to perform
any unsupesvised medication aide duties unless
that individua! has previousty worked as a
medication aide during the previous 24 months in
- an adult care home of successfully completed all
of the following:
(1) A five-hour training program developed by the
Depariment that includes training &nd instruction
in ali of the following:
=. The key principles of medication
i administratien. ’ :
b. The federal Centers for Disease Contro! and
Prevention guidelines on infection control and, if
applicable, safe iniection practices and
procedures for monitoring or testing in which
bleeding oceurs or the potential for bleading
exists.
{2) A clinical skilis evaluation consistent with 10A
NCAC 13F .0503 and 10A NCAC 13G .0503.
(3) Within 60 days from the date of hire, the
individual must have completed the following:
& An additional 10-hour training program
developed by the Department that includes
training and instruction in all of the following:
1. The key principles of medication
administration.
9. The federal Centers of Disease Contro! and
Prevention guidefines on infection controt and, if
applicable, safe injection practices and
procedures for monitoring or testing in which
bieeding occurs of the potential for bleeding

‘All Medication Aides

| who did not have doc-
| umentation of 5/10 or
-15 hour medication

' training course, or prior

- employment verification

- of that the individual has

- previously worked as a

" medication aide during

| the previous 24 months

in an adult care home,

| has been given the 5/10

' Hour Medication Aide

ﬂ Course, or the 15 hour

) "Medication Aide Course,
by a Licensed Health

- Care Professional —

- Registered Nurse,

" or verification that the

" individual has previously

| worked as a medication
- aide during the previous
' 24 months in an adult
' care home was obtained.
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This Rule is not metas evidenced by:
TYPE B VIOLATION

Based on observations, interviews, and record
reviews, the facility failed to ensure 3of4
sampled staff (81aff B, D, and E) who
administered medications, had employment
veriscaticn of had completed the &, i%, or
15-hour medication administration training
course. )

The findings are:

1. Review of Staff B's personnel record revealed:
_Staff B was hired as a Medication Aide {(MA)
11/20/18.

~There was documentation Staff B had passed
the medication aide exam on 07/10718.

“There was documentation Stafi B had completed
the medication clinical skills checklist on
11/20/18.

~There was no documentation of prior
employment verification of thatthe 5, 10 or
15-hour medication training course had been
completed.

Observation of the noon medication pass on
07/02/18 from 11:30am to 11:58am revealed:
-At 11:30am Staff B administered 7 units of

" | the Medication Admin-

: Eapproved exam for each section,
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exists. _ S .

b. An examination developed and administered Completed by August 5, e g [q ( Iq

by the Division of Health Service Regulation in .2019. Documentation of ’

accordance with subsection (c of this section. . .

(c) of ‘Passing the Med Aid
|Exam was obtained
Sorall Med Aides
By August 9, 2019,
- A New Policy/ Procedure

was implemented on July
4,2019: all new Med-
| ication Aides will be given

| istration: 15 hour Training

| Course for Adult Care

l‘ Homes, The key principles

| of medication administration,
‘I a state approved infection

| control training, safe injection
| practices and procedures for

' monitoring or testing in

‘ which bleeding occurs or the
! potential for bleeding exists,
a state approved clinical skills
‘l"evaluation, and exam, asiate

|- §

1and verification of med aid exam,
lor verification that the individual
'has previously worked as a med-
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insulin (medication to lower plood glucose) fo @
resident. .

-At 11:55am Staff B administered 2 grams of
diclofenac sodium 1% gel {anti-inflammatory
medication) to a second resident’s knees.

-At 11:58am Staff B administered 25 units of
insulin to a third resident.

Review of a May 2012 electronic Medication
Administration Record (eMAR} revealed Staff B
had documenied she had administered
medications to a resident on D5/02/48, 05/05/19,
05/09/19, 05/16/19,-05/25/19, and 05126119 at
4:30pm.

Review of a June 2019 eMAR revealed Staff B
had documented she had adgministered
medications to a resident on 05/06/19 and
'0B/25/19 ai 8:00am, end 06/1 9/19. 06/20/18, and
06/25/19 at 5:00pm. ’

tnterview with Staff B on 07/03/18 at 11:22am
revealed: .

-She had taken the 15 hour medication course at
a previous facility.

-She did not know where the paperwork was.
-The facility had not asked her for the paperwork.

Refer to the interview with the Health and
Weliness Director on 07/03/19 at 10:00am.

Refer to the interview with the Business Office
Manager (BOM) on 07/03/18 at 11:48am.

Refer to the telephone interview with the
Administrator on 07/03/18 at 2:05pm.

_Staft D was hired as a Medication Aide (MA}
02/20/18.

2. Review of Staff D's personnel record revealed:

ication aide during the previous
‘24 months in an adult care home.
A check list for each employee
'has been implemented on July 15,
;2019 to ensure all employees
.are receiving required trainings,
‘:and have proper documentation.
The Business Office Manager will
maintain check list, and the
éExecuti\re Director will audit

lit quarterly to ensure completion.

9all4
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“There was documentation Staff D had passed
the medication aide exam on 11/05/13.

“There was documentation Staff D had completed
the medication clinical skills checklist on
02/21118.

_There was no documentation of prior
employment verification or that the 5, 10 or

| 15-hour medication training course had been
completed.

Review of a May 2019 electronic Medication
Administration Record (eMAR) revealed Staff D
.had documented she had administered
medications to & resident on 05/24/1 g at 8:00am
and 12:00pm.

Review of a June 2018 eMAR revealed Staff D
had documented she had administered
medicstions o & resident on 0E/2710, DB/13M8,
06/17/18, and 06/18/19 at 8:00am.

Telephone interview with Staff D on Q7/03/19 at
11:18am reveaied:

-She worked full ime as a Medication Aide on
second shiftt.

-She did not know about the training.

Refer to the interview with the Health and
Welliness Director on 07/03/19 at 10:00am.

Refer to the interview with the Business Office
Manager (BOM) on 07/03/18 at 11:48am.

Refor o the telephone interview with the -
Administrator on 07/03/19 at 2:05pm.

3 Review of Staff E's parsonnet record revealted:
_Staff E was hired as a Medication Aide (MA) July
2017.

There was documentation Staff E had passad
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the medication aide exam on 12/13/16.

~There was documentation Staff D had completed
the medication dlinical skills checklist on
Q7/26M17.

-There was no documentation of prior
employment verification or that the 5, 10 or
15-hour medication training course had been
completed.

Review of 8 May 2019 electronic Medication
Administration Recod {eMAR) revealed Staff E
had documented she had administered

1 medications to:a resident 05/23/18, 05/25/18, and
05/26/19 at 8:00pm.

Review of 2 June 2019 eMAR revealed Staff E
had documented she had administered
medications 1o a resident 068/01/18, 06/02/19,
_0B/06/10. 08/07/15, 05/08/19, 0671219, 05114119,
06/16/19, and 06/17/19 at 5:00pm. :

Atternpted telephone interview with Staff E on
07/03/19 at 11:30am was unsuccessful.

Refer to the interview with the Health and
Wellness Director on 07/03/18 at 10:00am.

Refer to the interview with the Business Office
Manager (BOM) on 07/03/19 at 11:48am.

Refer to the felephone interview with the
Administrator on 07/03/1¢ at 2:05pm.

Interview with the Health and Wellness Director
on 07/03/19 at 10:00am reveated:

-She had been working in the facllity for 10 days.
-She knew the Medication Aides (MAs) were
required to have 15 hours of MA training.

-She did not know why the MAs had not received
the training.
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_Interview with the Business Office Manager
{BOM) on 07/03/19 at 11:48am revealed:
-She had been hired as the BOM in Ociober
2018.

-8he was responsible for ensuring all required
documents were in the personnel records.
-She had started a "tracking sheet about 2
months ago” on new employae records.

-The "new" nurse wouid be conduciing all the
training for the MAs.

Telephone interview with the Administrator on
07/03/18 at 2:05pm revealed:

-The previous facility nurse of & contracted nurse
conducted ali training for MAs.

-She did not know why the MAs had not received
the 15 hours of MA training.

“The BOM was resprnsible for ensuring ali
required documents were in the personnel
records. )

The facility failed to ensure Staff B, D, and E, who
administered meadications to the residents, had
obtained the required training for medication
administration. This failure placed all residents at

the health, safety, and welfare of the residents
and constitutes a Type B Viotation.

The facility provided & Plan of Protection in
accordance with G.S. 131D-34 on 07/03/18 for
| this violation.

CORRECTION DATE FOR THE TYPE B
VIOLATION SHALL NOT EXCEED AUGUST 17,
2019

risk of medication errors which was detrimentat to
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ADULT CARE LICENSURE SECTIO
RALEIGH !

at R Bari 4

August 8, 2019

Ms. Diana Spalding, RN, BSN, Licensure Consultant
Adult Care Licensure Section
Division of Health Service Regulation

RE: Catawba Valley Living at Rock Barn
Licensure Number: HAL-048-024
Annual Survey, July 3, 2019

Dear Ms. Spalding:

Thank you for your assistance during the recent survey. We appreciate all the assistance and guidance

you provided.

Enclosed you will find the Plan of Correction. Please contact me if any additional information is

required.
Thank you again, and we look forward to working with you in the future.

Sincerely,

Deborah Lowman :
Executive Director

Enclosure

cc: Alan Beaver

‘_ 4174 Shook Road
Claremont, North Carolina 28610

PO Box 1599
Conover, North Carolina 28613

828.459.0008
Fax 828.459.1669
Fafawhardchaoice-health.net




