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oss : Responses to the cited deficiencies do not
D000} Initial Comments b 600 constitute an admission or agreement by the facllity
L o of the truth of the facts alleged or conclusions s
The Adult Care Licensure Séction and the forth In the statement of deficiencies or correctiv
Transylvania Caunty Department of Social action report; the plan of correction is prepared
Services conducted an annual, follow-up, and solely as a matter of compliance with state law. S

complaint investigation sutvey on September
17-19, 2019. The complaint investigation was

initiated by the Transylvania Counly Department All staff were retrained an Residents Rights in
of Social Services on September 3, 2019, dealing with Dignity and Resident Rights to Privacy
D 338| 10A NCAC 13F .0909 Resident Rights pags | s fraining was completed by the Executive

Director and Memory Care Manager on 08/20/14

10A NCAC 13F 0909 Resident Rights during an all staff mesfing.

An adult care home shall assure that the rights of All staff reviewed and signed the Resident Right
all residents guaranteed under G.S: 131D-21, | Policy f
Declarafion of Residents' Rights, are maintained
and may be exercised without hindrance.:

This Rule. is not et as evidenced by:
Based on interviews and record reviews the
faility failed to assure all residents were freated

wittrrespectcomsideration;:d I
recopnition of individuality and right io privacy

The findings are;

1. Confidential interview with. a former staff
member on 08/03/2019 revealed during the week
of August 18-24, 2019, she witnessed on two
occasions fwo female residents in the shower
room &t the same time being undressed and
showered with o privacy curtain pulled between
them.

Canfidential interviews with personal care staff
between 09/04/18 and 09/19/19 revealed:
~Twostaff stated that they have witnessed and
participated in assisting with showering/drassing
two female restdents in‘the shower room with no
privacy curtain pulled.

-Both staff stated that they were trzined that two
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D 338 | Continued From page 1 D338 Al staff were ratrained on Resdient Rights In dealing with
Respact and Consideration, 111119

resndents of the same SE)f could be in the shower This training was completed by the Executive Directar and
room together for showering. Memory Care Manager on 08/20/19 during an all statt meetihg
-One staff stated that she had withessed this
gcctiring 8-12 times over the past 3-4 months and
was unaware that there was a shower curiainin
fhe shower room that could be pulled to provide
privacy.

-One staff stated that one time, while in the
showér room, a resident said "Is she showering
with me?" and the other staff in the shower raom
replled to the resident "yes, itis faster".

~0One staff had helped dgive 2 showers in the
shower room, inthe past 34 moriths, without
using the curtain to provide privacy.

-One staff stated that nianagement was not
niitified, because they were “trained that way, and
did not think anything was wrong."

Interview with the Resident Care Coordinafor
(RCC) on 09/11/19 at 1:00pm revealed:

=itwes notumrommuor to Heve ors thaione
residerit in the shower room at a time.

~One resident would be in the shower with the
curtain pulled, while anottier resident viould be
near the sink getting their hair blow dried,
-Residents were not dressed or undressed in
front of other residents.

Observation of the facility's common shower
raom on 08/17/19 at 12:55pm revealed:

<There was-a walk in shower area in the right
corner-of the room.

<There was a shower curtain available for use in
the walk in shower area.

~There was & sink located near the toilet area,
and a chair.

Interview with the RCG on 09/19/19 at 9:20am
revealed;

-She expected staff to shower one residentata
blvision of Health Senice Regulation S
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Continued From page 2

time.

-When the curtain was closed to the walk in
shower area, they would undress the resident
getting in the shower, while they would blow dry
another residents hair.

Interview with the Administrator on 09/19/2019 at
5:15pm revealed:

-She had, never witnessed more than one
resident in the shower room at a time.

-She expected to only have one resident at a time
in the shower roomi o protect thelr privacy.

Refer to interview with the RCC on 09/19/19 at
9:30am,

Refer to review of personne! records on 09/19/18.

2. Confidential inferview with a former staff
member on 09/03/2019 revesled during the week

D338

All stail were retrianed on Resident Rights in dealing with | 11/61/18
Respect and Conslderation of privacy

This training was completed by the Executive Direclor and
Memory Care Manager on 03/20/19 during an al staff
inservice.

o ATgUstTE=24 200

-She wilnessed & co-worker in the dining room,
with other-co-workers and residents around them,
discuss how they walked in-on two residents (a
married couple sharing avoom in the facility)
having sex and what she had seen, stating that it
was gross and similar to walking In on your
parents.

~She was told by a co-worker the size of & fale

resident's genitals.

Canfidential Interviews with staff between
00/04/19 and 09/19/16 revesled:

~Three staff witnessed a co-worker discuss the
sex life of a married couple residing In the facility
In the dining room, -around other staff and
residents.

~One staif added that this co-worker is still
employed at the facility and is on probation for

this Incident.
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Interview with the Resident Care Coordinator
(RCC) on 09/19/19 at 9:25am revealed:

~-She was nof aware of any staff making
inappropriate comments about otherresidents in
‘front of other staff or residents.

-Staff would be written up if she observed them

do this, or if she was told of any Incidents by other
staff or residents.

Interview with the Administrator on 09/19/2019 at
5:15pm revealad that:

-She was informed by an staff membear of another
staff mémber's comments regarding residents in
front of staff and other residents on or about
August 23, 2019.

~She pulled the two staff members into her office
for further investigation and counseling.

-She wrote-up the staff who discussed the
residents sex life and who also made the

B 338

COMITENL o1 g Mals Tesuent s gemials 1o ner

co-worker in frant of the male resfdent.

Refer to interview with the Resident Care
Coordinator (RCC) on 09/19/19 at 9:30am.

Refer to review of personnel recards bn 09/19/19

| Interview with the RGC on 09/18/19 at 9:30am
revealed:

<The personal care aides {PCA's) were trained by
ihe facility nurse and other PCA's.on resident
rights and personal care services.

~Bhe did not traln the PCA's in the facility.

Review of personnel records on 09/19/19

Persanal Caré Training and resident rights
training, as required.

revealed all three staff had completed the 80 hour
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Al staff were retrgined on 08/20/19 in dealing with
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G.8. 131D-21 Declaration of Residents' Rights
Every resident shall have the following rights:
2. Toreceive cars and services whith are

-adequate, approptiate, and in compliance with

relevant federal and state laws and rules and
reguiations.

This Rule is not met as evidenced by:

The facllity failed te assure diabetic residents
recelved care and services which were adaguate,
appropriatd, and in compliance with relovant
federal and staté laws and rules and regulations
telated to adult care home infecfion prevention
requirements,

This tralining was completed by the Executive Director and
Memory Care Manager during an all staff meeting.

The findings are:

Based on observations, interviews, and recoid
reviews, the facility failed to implement a wriiten

| infection control policy consistent with the federal

Centers for Disease Contro! and Prevention
(CDC) guidelines to assure propet irifection
control procedures for the use of glucometers for
4 of 6 sampled diabelic residents (#5, #6, #8, and
#9) with orders for blood sugar monitoring
resulting In shared glucometears, and impropetly
disposing of single-use equipment used to’
puncture skin related to 1 medication aide (Staff
C) disposing of 2 disposable tancet devices and
one insulin flexpen needle into the garbage can
on the medication car, [Refer to Tag 932 G.S.
131D-4.4A Adult Care Home Infection Prevention
Reqilirements (Type B Violation)].
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. . infection Prevention Requirements Policy was reviewed
D832 G.8. 131D-4.4A (b) ACH Infection Prevention Do32 with all staff on 09/20/19 during an all staff meeting.
Regulrements This tralning was completed by the Executiva Director and
Memaory Care Manager. 110113
G.8. 131D-44NAdUit Gare Hoime Infection The facllity obtained new glucometers for afl 6 residents
. 2 Tacl In
Frevention Regquirements on 08/18/18 by 4pm.

The LHPS nurse retrained all Med Tachs on Diabelic Care

1 (b) In orderto prevent fransmiission of HIV, on 0SHMEME.

hepatitis B, hepatitis C, and 6thér bloodbome
pathogens, each adult care home shall do all of
\ the following, beginhing January 1, 2012:

(1) Implement & written infection contrel policy
consistent with the federal Ceriters for Disease
Control and Prevention guidelinss on infection
contrel that addresses at least all of the followinig:
@, Proper disposal of single-use equipment used
1o puncture skin, mucous membranes, and other
fissues, and proper disinfection of reusable
patient care items that are used for multiple
residents,

b. Sanitation of rooms and equipment, including
cleaning procedures,-agents, and schedules.

C. Accessibility of infection cantrol devices and
supplies.

d. Blood and bodily fluid precautions.

o. Procedures to be followed when adult care
hoime staff is exposed to blood orother body
fluids of another person in'a manner that poses 2
significant risk of transmission of HIV, hepatitis B,
hepatitis G, -or other bloodborrie-pathogens,

f. Procedures to prohiblt adult care home staff
withi exudative lesions oriweeping dermatitis from
engading in direct resident care that involves the
patential for contact befween the résident,
equipment, or devices and the lesion or
dermatitis untll the condition resolves.

{2) Require and monitor compliance with the
Tacility's infection control policy.

(3) Update the infection control policy as
necegsaty to prevent the transmission of HiV,
hepatitis B, hepatitis C, and ather bloadhotnie
pathogeiis.

Divislen of Heallh.Service Regulation
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D832 | Continued From page 8 Dgaz An order was obtained on 10/24/19 from

This Rule Is.not metas evidenced by:

| TYPE B VIOLATION

Based on observations, interviews, and record
reviews, the faclity failed to implement a written
infection controt policy consistent with the federal

oo oo
to test all 6 residents for Hep. C. Tests wera performed
by Vista Labs, 11101119

Nurse Practioner will be following these residents weekdy
for 6 weeks

Any changes in condition between weskly vislts will be
reported to nurse practioner.

“Ceniters Tor DISease Control.and Prevention

{(CDC) guidelines to assure proper infection
control pracedures for the use of glucometers for
4 of 6 sampled diabetic residents {#5, #6, #8, and
#9) with orders for blood sugar monitoring
resulting in shared glucometers, and improperly
disposing of single-use equipmient used to
punciure skin refated fo 1 medication aide {Staff
C)disposing of 2 disposable lancet devices and
ong insulin flexpen needleinto the garbage can

| on the medicatfon cart.

The findings are;

1. Review of the CDC guideglines for infection
conirol revealed:

-Blood glucose monitoring devices (ghicometers)
should not be shared between residents.

-If the glucometer is fo be used for more than one
person, it should be cleaned and disinfected per

STATE FORM.
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the manufacturer's instructions.

-If the manufacturer does not fist disinfaction
information, the glucometer should not be shared
between residents.

Reviaw of the cleaning and disinfection
instructions for the Brand A glucometer revealed
the glucometer was intended to be used by a
single person and should not be shared.

| Review of the facility's Infection Contro! Policy did

‘not contain Information regarding procedure for
thecking fingerstick blood sugars (FSBS) or the
use of glucometers.

Observation of medication cart A on 09/17/19 at
11:30am revealed there were three glicometer
cases labeled with resident's inltials with
glucomgters inside the case.

The Transylvanla Gounty Health Dapt. compleled a
refraining for the Executive Direclar and the Memory
Care Manager on 10/08/19 on Infection control, HepG 11/01718
signs and symptoms, prohibited sharing of glucometers
and proper disposal of sharpes.

All staff were retrained by the Executlve Directors and the
Memaory Care Manager on 10/22/18 on Infection control,
HepC signs and symploms, proper disposal of sharpes
and the prohiblited sharing of glucometers.

"OGSBIVElion of Medication carn Bon U971 /719 at

11:30am revealed there weré two glucometer
cases labeled with resident’s initials with

1 glucometers inside the case.

a. Review of Resident #5' current FL2 dated
07/08/19 revealed:

<Diagnoses included diabetes mellitus type 2 and
dementia with behavior disturbance.
-Recommended level of care was documented as
SCU.

~There were no orders for FSBS testing.

Review of Resldent #5's physician orders dated
08/22/19 revealed:

=There was a medication order for Novolog U-100
insulln (used to control high blood sugar) sliding
scale, If blood sugaris 150-200, give 0 units. If
201-260, give 2 units. If 251-300, give 4 units. If
301-350, give 6 units. If 351-400, give 8 units, If

Division of Health Service Regulation
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D232 | Continted Frorn page B D932 The Memary Gare Manager implemented a weekly
training on Infection Control Policies that started on 11/01/10
blood sugar is greaterthan 400, call MD. Inject 10/02/19 for all Med Techs for 6 weeks and monthly
thereafler.

‘per sliding scale befére meals and at bedtime.

subcutaneously at 7:30am daily.

-There was a medication order for Novolog U-100
insulin inject 8 units subcutaneously three times
daily with meals.

~There was a medication order for Lantus U-100
insulin (used to tréat diabetes) inject 24 units

Observation of Resident #5's Brand A glucometer
on-09/18/19 at 3:17pm revesled the glucometer
case was labeled with Resident #5's initials ona
plece of tape.and the back of the glucometer was
not labeled.

Review of Resident #5's glucometer history
compared to the eMARs for September 2019
revealed

~The tiate and tims were correct when the
glucometer was turned on reading 3:17pm on

Oﬁf‘lﬂ-wﬂi'mu-yearsnemﬁm

~The glucometers history began on 09/10/19 at
4 32pm and ended on 09/18/19 at 11:36am,
~There were 18 FSBS readings stored in the
history on the glucometer.

-There were 2 FSBS values missing from
Resident #5's glucometer history on 09/13/19 at
7:37am and 11:32am that corresponded to FSES
values recorded in Resident #8's glucometer
history.

Based on observations, intelrviews, and record
teviews it was determined Resident #5 was not
Interviewable.

Attempied iglephohe Interview with 1he physiclan
for Resident #5 on 09/119/19 at 4:16pm was
unsucgessful due o the office was closed from
‘09/18/18 to 09/22/19.

Plvision of Health Service Regulation
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Refer to the interview with the Administrator an

0919719 at 1:15pm.

b. Review of Resideni #5's current FL2 dated
09/03/19 revealed:

-Diagnases included dementia, diabetes mellitus
type 2, anxiety, and intellectual disabilities.
-Recommended leve! of care was documented as
seu.

~There was a physiclan order to check FSBS
Hefore mesls-arid at bedtime.

Obsérvafion of Resident #6's Brand A glucometer
on 09/18/18 at 2:38pm revealed the glucometer
case was labeled with Resident #6's inltials on a
piece of tape and the back of the glucometer was
not labeled.

Review of Resident #6's glucornetér history
compared {0 the eMARs for September 2019

with an order for FSBS on 09/20119.

compliance

to moniter CGB readings and calibration for all residents

Executive Director or designee will do random audits of
glucometers and logs to compare readings to ensure

Tevoaled:

~The date and time were correct when the
glucometer was turned ori reading 2:38pm on
09/18 with rio-year spacified.

~The glucometers history began on 08/10M19 at
11:21pm and ended on 09/48M12 at 11:44am.
-There were 23 readings stored in the history an
the glucometer.

~There were 2 FSBS values missing from
Resident#6's glucometer history on 09/13/19 at
7:34am and T1:45am that corresponded to FSBS
values recorded in Rasident #8's glucometer
history.

Based.on pbservations, interviews, and record
reviews it was determined Resident #5 was not
interviewable.

Attempted felephone interview with the physiclan
for Resident #6 on 09/19/19 at 4:16pm was

Division of Health. Servica Reaulation
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‘unsuceassful.

Refer to the interview with the Administrator on
058/19/18 at 1:15pm.

¢. Review of Resident #9's current FL2 dated
0B/0BMS revealed:

-Dlagnoses included diabetes mellitus type 2,
dementia with behavioral distutbancés, and
generalized arixlety disorder.

-Recommengad [evel of care was documented as
scu.

Review of a physician arderfor Resldent #0 dated
05/08/19 revealed an order to chetk blood sugar
prior to meals and bedtime and inject
subcutansously per sliding scale at 7:30am,
14:30am, 5:00pm and 8:00pm.

Observation of Resident #9's Brand A glucometer

on08/18 ; . i er
case was labeled with Resident #9's Initlals ona
piece of tape and the back of the glucometer was
labeled with the residents last name,

Review of Resident #9's glucemeter history
compared to the eMARs for Seplember 2019
revealed:

<The date and fime were not.correct when the
glucometer was fumed on reading 2:58pmwith
{he date as 04/01 with no year specified.

-The glucometers history began on March 21st at
4.27pm and ended on.April 1stat 11:11am.
~There was one FSBS value missing from

| Resident #9's glucometer history on 09/17/19 at

11:53am that coresponded to FSBS values
recorded in Resident #8's glucorieter history.

Review of Resident #0's September 2019 eMAR
revealed:
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-There was a computer generated entry to check
a FSBS at 7:30am, 11:30am, 5:00pm, and
-8:00pm.

~There were two FSBS documented on 09/15/19
&t 5:00pm and 8:00pm.

~There were four FSBS documented daily from
09/16/19 to 08/18/19 at 7:30am, 11:30am,
5:00pm, and 8:00pm.

~There was one FSBS documented on 09/19/19
at 7:30am. ’

Based on observations, interviews, and record
reviews it was determined Resident #9 was not
nterviewable,

Attempted telephone inferview with the physician
for Resident #9 on 09/18/19 at 4:16pm was
‘unsuccessful.

Refero the interview with the Administrator on

I ] b A ALl
BS990t TIepnY

d. Review of Resident #8's current FL2 dated
05/02/19 revealed:

-Diggnoses included diabetes mellitus typa 2,
alzheimer's dementia with psychotic features, and
major depressive disorder.

~Retommended level of care was documentad as
SCu..

Review of:a physician order for Resldent #8 dated
05/02/19 revealed to check bload sugar prior to
meals and inject subctifansously per sliding scale
at.7:30am, 11:30am, and 5:00pm.

Observatjon of Resident #8's Brand A glucometer
on 09/19/19 at 10:52am revealed the glucometer
case was labsled with Resident #8's initials on a
piece of fape and the back of the glucometer was
not labeled,
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Review of Resident #8's glucometer's history
compared to the eMARS for Septemiber 2019
revealed:

~The dafe ahd time were correct when the
glucometer was turned on reading 10:52am on
09/19 with no year specified,

-The glucometers history began on GY/03/19 at
11:472m and ended on 09/19/19 at 6:58am.
-There were 51 feadings stored iri the history on
the glucometet.

-There was an additional FSRS reading recorded
in the glucometer history an 09/13/19 at 7:37am
of 126 that was not documented on the
September eMAR on 09/13/19 {Corresponding to
& FSBS value documented on Resident #5's
September 2019 eMAR on 09/13/19 at 7:30am
and not documented in Resident #5's glucometer
history).

~There was an additional FSBS reading recorded
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irthegitcometer history o 0er TR T s TITSZam

of 133 that was not documented on the
September eMAR on 09/13/19 (Carresporiding fo
a FSBS value decumented on Resident #5's
September 2019 eMAR on 09/13/19 at 11:30am

and not documented in Residenit #5's glucometer

history).

-There was an additional FSBS reading recorded
Tri the glucomster history on 09/13/19 at 7:34am
of 237 that Was not documented onrthe
September eMAR on 09/13/19 (Corresponding to

a FSBS value documented an Resident #6's

September 2019 eMAR on 08/13/19 at 7:30am
and not documented in Resident #68's-glucometer
history):

-There was an additional FSBS reading recorded
i the glhicometer history on 09/13/10 at 11:45am
of 328 that was riot documented on the
Saptember eMAR on 09/13/19 (Corresponding to
a FSBS vaiué documented on Resident #6's
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September 2018 eMAR on 0971319 at 11:30am
and not documented in Resident #6's glucometer
history).

~There was an additiorial FSBS reading recorded
in the glucometer history on 09/17/19 at 11:53am
of 111 that was not documented on the
September eMAR on 08/17/18 (Corresponding fo

‘a FSBS valie documerited on Resident #9's

September 2019 eMAR on 09/17/19 at 11:30am
and not documented in Resident #9's glucometer
history).

Review of Resldent #8's September 2019 aMAR
revealed:;

~There was a computer generated entry 10 check.
FSBS four times a day at 7:30am, 11:30am,
5:00pm, and 8:00pm. _

-F5BS readings were documented three times
daily from 09/03/19 to 09/18/19 at 7:30am,
11:30am, and 5:00pm.

=F8BSreadingsweredorameTitedon 09/ 19719

| encerat 7:30am.
| =There were 11 FSBS readings in the history on

the glucometer that were not documented inthe
September 2019 eAR.

Based on observations, interviews, and record
reviews it was detarmined Resident #8 was not
interviawable,

Aftempied telephione Interview with the Nurse
Practitioner forr Resident #8 on 09/19/19 at
9:48am was unsuceessiul.

Refer to the interview with the Administrator on
09/19/19 at 1:15pm.

2. Observation of the noen medication pass on
09/16/19-from 11:36am to 11:50am revealsd:
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-At 11:36am, Staff C pérformed a finger stick
blood sugar (FSBS) on one resident,

~-Staff C completed the FSBS, placed the
disposable lancet device into her gloved hand,
and then removed both gloves.

-Siaff G then placed fhe gloves with the used
lancet device into the garbage can on the side of
the medicafion.cart.

-At 11:43am, Steff C performed a FSBS on
another resident.

-Staff C completed the FSBS, placed the
disposable Jancet device inte her gloved hand,
and then removed both gloves.

~Staff C then placed the gloves with the used
lancet device info tha-garbage can on the side of
the medication-cart,

«At 11:50am, Staff C administered insulinto the
same resident with an insulin flex pen device.
~Staff G removed the flex pen needle from the
insulin flex pen, placed it in her gloved hand, and

disposal of sharpes and exposure and transmission of
Blood Borne Pathogens

This training was completed by the Executive Direetor and
Memory Care Manager

therrternoved-bothrgloves:
-Staff C then placed the gloves with the used flex
pen needle infa the garbage can on the side of
the:medication cart.

Ohseérvatior of the medication cart on 09/18/18 at
11:36am revéaled there was a sharps (device or
object used to:puncture or lacerate the skin)
container, approximately half full, attached fo the
side of the medication cart.

Inferview with Staif C on 08/18/19 at 240pm
revealed:

-She had been employed in the facility for ohe
year.

-She had heen trained to place dispesable lancet
dsvices and flex pen needlss into the sharps:
container after use.

<"l don't know-why | did that."
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Interview with the Resident Care Coordinator
(RCC) oh 09/18/19 at 3:30pm revealed:

| -She expected the MAs fo dispose of sharps from

FSBS _an_d injectiotis in the shamps contsiner on
-Sharps were not {0 he disposed of in the trash.
~MA's‘were frained to dispose of gll used lancet
devices and needles in the sharps containers,

Interview with the RCC on 09/19/19 at 2:45pm
revealed the facility nurse was responsible for
training MA's on diabefic care and infection
control,

Review of the CDC (Center for Disease Control
and Prevention) guidelines faor infection control
revealed all needles and other sharps be placed
In a sharps disposal contalner immediately after
use.

Review of the facility's Infection-Coritrol-and
Universal Precautions Policy revealed sharps
including diabetic testing equipment or anything
that Is sharp and is contaminated or potentially
contaminated must be discarded in a designated
sharps container.

Refer fo the interview with the Adiministrator on
08/19/16 at 1:15pm.

Interview with the Administrator on 09/19/19 at
1:16pm Treverled she expected sfaff to follow

. poficies and procedures related to infection

control,

The facllity falled to implement infection control
procedures consistent with the federal Center for
Disease Gontrol (CDC) guidelines for finger stick
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blootd sugar checks. The facility’s failure placed
the residents at risk to possible exposure and
transmission of blood borne pathogens by
sharing of glucometers for Residents (#5, #6, #8,
and #9) and the improper disposal of lancet
devices and needles during the medication pass.
This failure Was détrimental to the health, safsty
and welfare of the residents receiving FSBS
checks and insulin injestions and constitutes a
Type B Violation.

The fagllity provided a plan.of protection in
accordance with G:S. 131D-34 on 09/18/12 for
this violation,

CORRECTION DATE FOR THE TYPE B
VIOLATION SHALL NOT EXCEED NOVEMBER
3, 2018
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