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C 000
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initial Comments

The Aduit Care Licensure Section conducted an
Annual Survey on 09/22/22.

10A NCAC 136G .0405{alib) Test For

Tuberculosie

10A NCAC 136G 0405 Test For Tuberculosis

{2} Upon employment or moving into a family
care home, the admin strator, all other staff, and
any persons living in the family care home shall
be tested for tuberculosis disease in compliance
with control measures adopted by the
Commission for Public Health as specified in 10A
NCAC 41A 0205, whicn is hereby incerporated
by reference, including subsequent amendments
{b} There shall be documentation on file in the
family care home that the administrator, all other
staff, and any persons living in the family care
home are free of tuberculosis disease.
Readopted Eff. July 1, 2021.

This Rule is not met as evidenced by:

Based on record reviews and interviews, the

tacility failed to ensure 3 of 3 sampled staff {

Administrator, Staff 8, and Staff C} was tested upon hire for
Tuberculosis {TB) disease in compliance with

control measures adopted by the Commission for

Public Health,

The findings are:

1. Review of the Admimnistrator's personnel record
revealed:

-There was not a personnel record on site for the
Admunistrator

-There was no documentation of a TB skin test.
-She had not comipleted a TB skin test.

interview with Administrator on 09/22/22 at
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€140  Continued From page 1
3:00pm revealed:
-She had not completed a TB skin test.

Refer to interview with Administrator on
09/22/22pm at 3:00pm.

2. Review of 5taff's B, Medication Aide {MA),
personnel recorded revealed:

There was not a personnei recard on site
-There was no documentation of a TB skin test.

interview with the Administrater on 09/22/22 at
3:00pm revealed

-Staff B had completed T8 skin test.

«She did not provide documentation for TB skin
tests for Staff B,

Attempted telephone interview with Staff B on
09/22/22 3t 3:38pm and 4:3%pm was not
successful.

Refer to interview with Administrator on
09/22/22pm at 3.00pm.

3. Review of Staff (s, Personal Care Aide (PCA),
personne! recorded revealed:

-There was not a personnel record on site.
-There was no documentation of a TB skin test

interview with Staff Con 09/22/22 at 3:17pm
reveaied:

-He worked at the facility Monday - Friday from
7:00pm to 7:00am,

-He was the only staff working from 7:00pm -
7:00am.

-He had been employed for about 4 weeks but
could not remember his date of hire

-He had not taken a TB skin test.

-He was not asked to complete a TB skin test.
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ULTIPLE CONSTRUCTION DATE SURVEY
ICOMPLETED:
. BUILDING:
09/22/2022
- WING

NAME OF PROVIDER

STREET ADDRESS, CITY, STATE, ZiP CODE

10A NCAC 13G 0408 Other Staff Qualifications
{a} Each staff person of a family care home
shall:

{5} have no substantiated findings listed on the
North Carolina Health Care Personnel Registry
according to 6.5, 131E-256;

This Rule is not met as evidenced by:

Based on interviews, and recard reviews, the

facility faiied to ensure the North Carolina Health

Care Personnel Registry (HCPR} had no

substantiated findings for 3 of 3 faciiity staff {Administrator,
Staff B and Staff C} upon hire.

The findings are:
1. Review of the Admimstrator personnel record
revesled:

ICONFIDENCE BUILDERS 1 1135A AHOSKIE-COLDIELD ROAD
ICOFILED, NC 27922
iD SUMMARY STATEMENT OF DEFICIENCIES (EACH  ID PREFIX PROVIDER'S PLAN OF CORRECTION {(EACH COMPLETE
PREFIX  DEFICIENCY MUST BE PRECEDED BY FULL TAG CORRECTIVE ACTION SHOULD BE CROSS- DATE
TAG REGULATORY OR LSC iDENTIFYING INFORMATION) REFERENCED TO THE APPROPRIATE
DEFICIENCY)
€140  Continued From page 2 C140
interview with the Administrator on 09/22/22 at
3:17pm revealed:
-She did not know when Staff C was hired but
had worked at the facility since uly 2022
-Staff C nad completed TB skin test,
-She did not provide a date of Staff C's TB skin
test.
-She did not provide documentation for T8 skin
tests for Staff C
Refer to interview with Administrator on
09/22/22pm at 3:00pm.
interview with the Administrator on 09/22/22 at
3:00pm revealed:
-She kept staff records in a plastic sleeve and
posted on the message board,
-She was responsible for ensuring all staff were
tested for TB.
-She was responsible for maintaining personne|
records.
C 145 €145
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Continued From page 3

-There was not a personnel record on site for the
Admunistrator,

~There was no documentation of a HCPR was
completed upon hire

intenview with the Administrator on 03/22/22 at
3:00pm:

-She had not completed a HCPR on herself.

-She was aware of the HCPR needed for
empioyment.

~-She was responsibie for maintaining personnel
records.

2. Review of Staff B's, Medication Aide, (MA)
personnel record revealed:

-There was not a personne! record on site for
Staff 8

-There was no documentation of a HCPR was
compieted upon hire.

Attempted teiephone interview with Staff B on
09/22/22 st 3:38pm and 4:35pm was not
successful.

Interview with Agministrator on 09/22/22pm at
3:00pm reveaied:
-She had not completed a HCPR on Staff B.

3. Review of Staff C's, Personal Care Aide,
{PCA)}, personnel record revealed:

-There was not a personnel record on site for
Staff C.

~There was no documentation of 3 HCPR was
completed upon hire,

interview with Staff Con 09/22/22 at 3:17pm reveaied:

-He had worked Monday through Friday from
7:00pm to 7:00am,

-He had not remembered the Administrator completing a

HCPR for him,
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C145  Continued From page 4 € 145
interview with the Administrator on 09/22/22 at 3:00pm
revealed:

-She had not completed a HCPR on Staff C.
-She was responsible for maintaining personnel records.
C187 oA NCAC 136 .0406(2)(7) Other Staff i
Qualifications
10A NCAC 13G .0406 Other Staff Qualifications
{a) Each staff person of a family care home
shall:
{7} have a criminal background check in
accordance with G.S. 114-19.10 and G.S.
131D-40: A { : F
¥ b F1A A -'.tr'"" §-. }
This Rule 15 not met as evidenced by AL An U S A -’f’j
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1. Review of Staff B's, Medication Aide {MA)
record revealed:
-There was not a personnei record on site
-There was no documentation of a signed
consent for a criminal background check for Staff
B.
~There was no documentation of a criminal
backeground check.
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Attempted telephone interview with Staff B on
09/22/22 at 3:38pm and 4:39pm was not
successful

Refer to interview with Administrator on
09/22/22pm at 3:00pm,

2. Review of Staff C's, Personai Care Aide (PCA)
record revealed:
-There was not a personnel record on site.
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C147  Continued From page 5

-There was no documentation of a signed
consent for a criminal background check for Staff
C.

-There was no documentation of a criminal
background check.

Interview with Staff C on 08/22/22 at 3:17pm

revealed:

-He had worked Morday through Friday from

7:.00pm to 7:00am

-He had not completed a criminal background check.

-He had not signed a release to have a criminal background
check completed.

interview with the Administrator on 09/22/22 a313:00pm
revealed:

-She was responsible for maintaining personnel

records.

-She knew criminal background checks were

required for the staff.

-She was responsible for completing criminal
background checks for all staff upon hire

-She had not completed criminal background

checks for the staff

C176  10ANCAC 13G .0507 Training on
Cardio-Pulmonary Resuscitation

Each family care home shali have at least one
staff person on the premises at all times who has
completed within the last 24 months a course on
cardio-pulmonary resuscitation and choking
management, including the Heimlich maneuver,
provided by the American Heart Association,
American Red Cross, Nationa! Safety Coundil,
American Safety and Health Institute and Medic
First Aid, or by a trainer with documented
certification as a trainer on these procedures

147
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from one of these organizations, If the only staff
person on site has been deemed physically
incapable of performing these procedures by a

licensed physician, that person is exempt from ; £ <7 J ' A
the training. :j‘ ﬁd'”l—*{' ; 1{.‘3';'&“‘ fAALS
/ [T | /
" X, w™ s N L
This Rule is not met as evidenced by: : nn el Q& M
f f 4 . LA P
TYPE 8 VIOLATION 1 2 AL g/
o Ea [} At 2. jar R PR
Based on record reviews and interviews, the A (A *-_,H' Fall _f*u'A iy
facility failed to ensure at least one staff person g 1 (‘ {}‘ L -'::'{" __‘r « .3
was always on the premises who had completed L ""ﬂ. A '/ L ':' 2 A &‘i L_Lu/‘ o
a cardio-pulmonary resuscitation {CPR) and N # (f-(' L ! o y
choking management course within the last 24 VA Al ¥ PP
months for 3 of 3 sampled staff {Administrator, Staff B, /? ;“f g }{jﬂ L.Ua-"’_&
Staff C). P o At i: { __;-j
St

The findings are:

1. Review of the Administrator's personnei record
revealed:

-There was not a personnel record on site for the
Administrator.

~There was no docurmentation of the Administrator
completing CPR training.

interview with the Administrator on 09/22/22pm at
3:00pm revealed:

-She had compioted 2 CER training,

-She did not provide decumentation of her CPR
certification.

Refer to interview with Administrator on
09/22/22pm at 3:00pm.

2. Review of Staff 8's, Medication Aide (MA)
personnel record revealed:
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€176 Continued From page 7

-There was not a personnel record on site for
Staff B

-There was no documentation of Staff B
compieting CPR training

interview with the Administrator on 09/22/22 at
3:00pm revealed.

-Staff B had completed CPR training.

-She did provide documentation of Staff B's CPR
certification.

Attempted telephone interview with Staff B on
09/22/22 at 3:38pm and 4:3%pm was not
successful,

Refer to interview with Administrator on
08/22/22pm at 3:00pm.

3. Review of 5taff C's, Personal Care Aide,

{PCA} personnel record reveaied

-There was not a personnel record on site for

Staff C.

-There was ro documentation of Staff € completing
CPR traiming.

interview with Staff Con 09/22/22 at 1:17pm
revealed:

~He worked Monday through Friday from 7.00pm
to 7:00am.

-He lasted worked on 09/21/22.

-He had completed CPR training.

-He did not remember when he had completed
the training.

-He did not provide a copy of his CPR
certification.

interview with the Admunistrator on 09/22/22 at
3:00pm reveaied:
-Staff C had compieted CPR training.
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Ci76 Continued From page 8 €176

-She did provide documentation of Staff C's CPR

certification.

Interview with the Administrator on 09/22/22 at

3:00pm reveaied:

-There were two staff, including herself, that

worked at the facility.

-She was responsible for ensuring staff trainings

and certifications were provided. g

The Administrator failed to ensure at least one e " ] I 1z, ¥ i

AL

staff in the facility at al times had successfully Han (1 U W }
completed Cardio-Pulmonary Resuscitation within 5 e

the last 24 months whch placed the residents at

risk for the possible delay of life-saving measures if needed
This failure was detrimenta! to the

heaith and safety of the residents and constitutes
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a Type B Violation,
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Continued From page 2
€202 10ANCAC 13G .0702(a} Tuberculosis Test and
Medical Examination
10A NCAC 13G 0702 Tuberculosis Test ang
Medical Examination
{8} Upon admission to a family care home esach
resident shall be tested for tuberculosis disease
in compliance with the control measures adopted
by the Commission for Health Services as
specified in 10A NCAC 41A .0205 including
subsequent amendments and editions. Copies of
the ruie are available at no charge by contacting
the Department of Health and Human Services,
Tuberculosis Control Program, 1902 Mail Service
Center, Raleigh, North Carolina 27699-1902.

This Rule is not met as evidenced by:

Based on record reviews and interviews, the
facility failed to ensure 1 of 3 residents sampled
{Residents #3) were tested upon admission for
tuberculosis {TB} disease in compliance with
control measures adopted by the Commission for
Health Services

The findings are:

Review of Resident #3's FL2 dated 04/11/22
revealed diagnoses included Type 2 without
complications, anxiety disorder, aphasia,
atherosclerotic heart disease, cerebrovascular
disease, and hyperlipidemia,

Review of Resident’s #3's Resident Register
revealed, Resident #3 was admitted to the facility
on 01/05/22.

Review of Resident #3's record revealed:
-There was no documentation of TB test since
Resident #3 was admitted to the facility on
01/65/22

C202
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IC 246

C202 Continued From page 10

interview with Resident #3 on 09/22/22 at
11:43am revealed:
-He had taken a TB test when he came to the
facility.

He was not asked about taking another T8 test,
-He had not shown any signs or symptoms of TB

Interview with the Administratar on 09/22/22 at
1:53pm revealed:

-Resident #3 had not shown any signs or
symptoms of TB.

-She thought Resident #3 had completed a 78
test.

-She was responsible for scheduling T8 testing
appointments.

-She was responsible for ensuring all TB tested
had been compieted.

10A NCAC 13G .0902 Health Care

{b} The facility shall assure referral and follow-up
to meet the routine and acute health care needs
of residents.

This Rule is not met as evdenced by:

Based on interviews and record reviews, the
facility failed to ensure referral and follow-up to
meet the routine follow up and acute health care
needs for 1 of 3 sampled residents (Resident #3)
related to podiatry and nail care.

The findings are:

Review of Resident #3's FL2 dated 04/11/22
reveaied diagnoses included, Type 2 diabetes
without complications, atherosclerotic heart
disease, cerebrovascular cisease, and
hyperlipidemia.

interview of Resident #3's Care pian dated 02/11/22
revealed Resident #3 required assistance with
ambulation.

C202
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C246  Continued From page 11

Observation of Resident #3's feet on 09/22/22 at
1:01pm reveaied:

-Resident #3's toenails on both feet were at least
1 % inch long and thick.

-His feet were dark in compiexion,

interview with Resident #3 on 09/22/22 at 1:01pm
revealed:

-He had not received any nail care since he was
admitted to the home.

~He had only worn two different pairs of shoes
{sneakers and sliges) because of his toenails
being long and his feet sweliing.

-He had wanted his toenails clipped.

-He had not asked to have his toenails clipped.
~The Administrator had not asked if he wanted his
toenails clipped.

-He could not remember the last time he had
seen his Primary Care Physician (PCP).

Telephone interview with the Nurse at Resident

#3's PCP office on 09/22/22 at 2:14 pm revealed:
-Resident #3 iast office was on 06/13/22 for his
4-maonth follow up appointment.

~He had not received or been referred for podiatry care
-The Administrator contacted the PCP office on
08/22/22 to nave forms completed for personal

care services

-The Administrator had not contacted the PCP for
podiatry care for Resident #3

interview with the Administrator on 09/22/22 at

1:53pm revealed:

-She had spoken with Resident #3 in March, June
and May 2022 {dates rot provided) about getting
his toenails cut.

€246
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€246  Continued From page 12

-She had recognized the need for Resident #3 to

get podiatry and nail care treatment but had not

made an appeintment.

-She was responsible for making medical

appomntments for Resident #3.

€292
10A NCAC 13G .0905 Activities Program
{d) There shall be a minimum of 14 hours of a
variety of planned group activities per week that
include activities that promote socialization,
physical interaction, group accomplishment,
creative expression. increased knowledge and
learning of new skills. Homes that care
exciusively for residents with HIV disease are
exempt from this requirement as long as the
facility can demonstrate planning for each
resident's involvernent in 3 variety of activities.
Examples of group activities are group singing,
dancing, games, exercise classes, seasonal
parties, discussion groups, drama, resident
councll meetings, book reviews, music
appreciation, review of current events and
speliing bees.

This Rufe is not met as evidenced by:

Based on interviews, record reviews and
observations the facility failed to ensure residents
were offered activities designed to promote the
residents’ active involvement,

The findings are:

Review of the activities calendar in the dining
room area on 09/22/22 at 9:46am revealed:
-The activities calendar for September 2022 was
laying on the copier machine in the living room
~The September 2022 activities calendar had
daily activities hsted.

-The September 2022 activities calendar did not
have times listed by the activity.

€246

c292

""‘ s
e
M
?.,
/

L’lz«ﬂa‘a, Aty

S i -

f’.?.f‘,h, wihes ¥/

o
e Lda IR

/

¥ ?1_.:3 '

PRO\?DER LiCENSEE OR LICENSEE DESIGNEE'S SIGNATURE

Wt // Haol

/ .-’/J‘/r!/_, i ’;’/{J /j //1)

TITLE

STATE FORM ~ D!‘%R LIMITED USE STATEMENT OF DEFICIENCIES

Page 13 of 29




[DHSR LIMITED USE STATEMENT IPROVIDER IDENTIFICATION MULTIPLE CONSTRUCTION DATE SURVEY
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FCLO46030 09/22/2022

B. WING -
INAME OF PROVIDER STREET ADDRESS, CITY, STATE, ZIP CODE
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COFILED, NC 27922
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DEFICIENCY)
€292  Continued From page 13 292

~The only activity scheduled for 08/22/22 was
"current events”.

Observation of the living room area on at 9:47am
revealed the facility did not have any activity
supplies.

Observation of the facility activities on 09/22/22
from 10:00am to 5:00pm revealed:

-No activities had been offered to the residents.
-Three residents remained in their rooms except
for funch

~Two residents sat outside on the back deck at
various times during the day.

-The Administrator had not facilitated activities.

interview with a resident on 09/22/22 at %:30am
revesled;

-Activities were offered "sometimes” but not every
day.

-The residents went out on group activities
somet:mes o0 the weekend,

-He liked to do group activities.

interview with a second 3 resident on 09/22/22 at
11:43am revealed:

-Activities were offered to residents “sccasionally”
but not every day.

-Residents plaved card games

-The Administrator did not have time to do
activities with the residents.

-The other staff had not offered activities to the
residents.

Interview with the Administrator on 09/22/22 at

3:00pm revealed:

-She had facilitated board and card games activities with the
residents.

-She had taken the res.dents on outings.

~There were activities supplies on site,
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DATE

Continued From page 14

€342 10A NCAC 136G .1004j) Medication
Administration
10A NCAC 13G .1004 Medication Administration
{I} The resident's medication administration
record {MAR] shall be accurate and include the
following:
{1} resident's name;
{2} name of the medication or treatment order.
{3} strength and dosage or guantity of
medication administered.
{4) instructions for administering the medication
or treatment,
{5} reason or justification for the administration of
medications or treatments as needed (PRN) and
documenting the resuiting effect on the resident;
{6} date and time of administration:
{7} documentation of any omission of
medications or treatments and the reasen for the
amission, including refusals; and
{8} name or initials of the person administering
the medication or trestment I initials are used, a
signature equivalent to those initials is to be
documented and maintained with the medication
administration record {MAR).

This Rule is not met as evidenced by,

Based on observations, interviews, and record
reviews, the facility failed to ensure the

medication agministration racords were accurate

for 1 of 3 sampled residents {Resident #1),

This Rule is not met as evidenced by;

The findings are:

1. Review of Resident #1's current FL-2 dated11/04/21

revealed diagnoses included schizophrenia, hypertension
and diabetes mellitus,
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CHSR LIMITED USE STATEMENT [PROVIDER iDENTIFICATION MULTIPLE CONSTRUCTION IDATE SURVEY
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€342 Continued From page 15 £342

a. Review of an order for nystatin cream on 04/20/21 was to
be applied to the left groin area as needed.

Review Resident #1's July 2022 Medication
Administration Records {MAR) revealed:

-There was an entry on the MAR for nystatin cream to be
applied to the left groin area as needed.

~There was not an entry of documentation for

nystatin cream administered on 07/01/22 to 07/31/22.

Review Resident #1's August 2022 MAR revealed:

-There was an entry on the MAR for nystatin cream to be
applied to the left groin area as needed.

-There was not an entry of documentation for

rystatin cream administered on 0B/01/22 1o 08/30/22.

Review Resident #1's September 2022

MAR revealed:

-There was an entry or the MAR for nystatin cream te be
applied to the left groin area as needed.

~There was an entry of documentation for nystatin cream
administered at 8 00am on 09/01/22 10 09/22/22.

Observation of Resident #1's medications on
09/22/22 8t 2:27pm revealed the nystatin cream was not on
site to be administerec.

b. Review of an order for acetaminophen 500mg on
07/13/22 was to be administered every 6 hours
as needed for pain

Review Resident #1's July 2022 MAR revealed:

-There was an entry on the MAR for

acetaminophen 500mg was to be administered every 6 hours
as needed for pain.

~There was an entry of documentation for

acetaminophen 500mg administered at 8:00am

on07/12/22.

-There was an entry of documentation for acetaminophen
500mg administered at 8:00pm on 07/13/22,
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€342  Continued From page 16 C342

Review Resident #1's August 2022 MAR revealed:
~There was an entry on the MAR for
acetaminophen 500mg was to be administered
every & hours as needed for pain,

-There was not an entry of documentation for
acetaminophen 500mg administered on 08/01/22
to 08/30/22.

Review Resident #1's September 2022 MAR revealed,

-There was an entry on the MAR for

acetaminophen 500mg was to be administered

every b hours as needed for pain

~There was not an entry of documentation for

acetaminophen 500mg administered on 0%/01/22

t0 09/22/22.

Observation of Resident #1's medications on ‘ { TY P o O Z{ y .

09/22/22 at 2:27pm revealed the acetaminophen 500mg WAV W | QZJ} U -f{ W \

was not on site to be administered. Loadd wia .t N /.T!_.r’ \
TR M i T )

ir;:’s;r:ii.::: with Resident #1 on 08/22/22 at 3:51pm J }‘bi.‘{ﬁ{- ,,{f{_ f'{,é ,7. "y, N Ji le

-He had not had the nystatin cream lately, ¥ o {,f’ 5 8. o

-He couid not remember the last time he used the il L Y97 ¥y LE~7

nystatin cream,

-He knew the cream was used in his "private area”
-He took the acetaminophen every day

€353 10A NCAC 136G .1006 Medication Storage €383
{b] All prescription and non-prescription medications stored
by the facility, including those requiring refrigeration, shali
be maintained in a safe manner under locked security except
when under the immeciate or direct physical
supervision of staff in charge of medication admimistration.

This Rule is not met as evidenced by:

TYPE B VIOLATION
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€353 Continued From page 17 €353
Based on absen:'azions. interviews, and record \;j‘ Aol Teb i i T
reviews, the facility faled to ensure medications o il Jur AL TTA ‘{ LR A
were maintained in a safe manner under iocked ) {
security except when under the direct physical / ] e;f__f_. ALLA K j, U Al

supervision of the staff in charge of the

medication cabinet. { ' g0 i ek o b\
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Observation of the medication cabinet on

09/22/22 at 12:57pm revealed: . mh MWD and a1
-There was a two-drawer file cabinet located in o
the resident’s main sitling area. r oA {

-The file cabinet had two drawers. il ¥’ WL Q‘i 1 U 5

-The top drawer of the file cabinet had a fock in v

place and was locked. Y¥ig l

-The bottom drawer of the file cabinet was b
unlocked and did not have a lock onit.

-The bottom drawer of the file cabinet contained
muitiple medication packs as well as 2 botties of
Miralax.

L QUAL (4 l}{ -.%3:{ 4

,
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intermittent observations of the medication
cabinet on 08/22/22 from 1:00pm-6:30pm
revealed:

~Residents sometimes went into the area where
the medication cabinet was kept.

-No residents were observed touching the
meditation cabinet.

Review of Resident #2's current FL-2 dated
11/04/21 revealed she was ambulatory and intermittentiy
disoriented,

Review of Resident #1's current FL-2 dated
11/D4/21 reveaied he was ambulatory and
intermittently discriented.
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€353  Continued From page 18

interview with the Administrator on 09/22/22 at
2:18pm revealed:

~The bottom drawer of the medication cabinet did
not have a lock on it and was never focked.

-She had never seen residents go into the
medication cabinet.

-The bottom drawer of the file cabinet contained
Resident #1's medications as well as another
resident’s medications.

interview with a staff member on 09/22/22 at
3:17pm revealed:

-He stayed at the facility with the residents from
7:00pm-8:00am Monday through Friday.

-He did not administer medications to residents,
-Semetimes med:cations were delivered to the
facility while he was working, and he would sign
far them.

-When he received medications at the facility, he
did not place them in the medication cabinet but
piaced them in the floor of the common living
area for the Administrator to go through when she
arrived at the facility the next morning,

Interview with a resident on 09/22/22 at 4:49pm
revealed:

-He did not know if the medications were locked
in the medication cabinet or not.

-Sometimes there were medications out on the
floor in the common living area.

-He had never seen a resident take any of the
medications that were on the floor,

Observation of Resident #1's medications on

hand on 09/22/22 a3t 2:27pm revealed:

-Resident #1's medications were in the bottom drawer of the
medication cabinet which was unlocked,
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€353  Continued From page 19

~Residents #1's medications in the uniocked
drawer included divalproex sodium {used to treat
seizures), Vitarmn D2 (s supplement), amiodipine
{used to treat high blood pressure}, pantoprazole
{used for acid reflux}, benztropine {used to treat
Parkinson's disease}, ferrous suifate lan iron
supplement}, propranclol {used to treat high
biood pressure or for anxiety), trazodone {used to
treat depression), melatonin {2 sleep aide),
furosemide {used for fiuid buildup in the body),
cetirizine (used for seasonal allergies),
fluticasone {a nasal spray for allergies), Miralax (a
laxative}, docusate sodium {a stool softener),
aspirin {2 pain medication also used to thin the
blood), and atorvastatin {used to treat high
cholesteroi}.

Second interview with the Administrator on
09/22/22 at 4:10pm revealed:

-Resident’s medicatiors should be kept locked up
at ali times.

-The facility’s contracted pharmacy celivered
medications at night and she did not work nights,
so she was not there to receive them.
~-Medications should not be feft out on the fioor
but should be put away where residents could not
get to them or touch them.

-it was important that resident’s medications be
iocked up because a resident could get confused
and take medications not prescribed to them
which could harm the resident.

Attemnpted interview with the facility's primary care
provider on 08/22/22 at 12:33pm, 1:24pm, and

4:37pm was unsuccessful,
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The facility failled to ensure medications were S AT \, f\ &4 {
maintained under locked security when not in :
direct physical supervision of staff including failing ii i ) \
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te have a lock on one of the drawers of the )
medication cabinet which included multiple £ o P AT W .
medications and having medications that were 'f"d; I TN A, W -
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Medication Aides; Training and Competency
Evaluation Requirements,

{b} Beginning October 1, 2013, an adult care
home is prohibited from aliowing staff to perform
any unsupervised medication aide duties uniess
that individual has previously worked as a
medication aide durirg the previous 24 months in
an adult care home or successfully completed afi
of the following:

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

a. The key principles of medication
administration.

b. The federal Centers for Disease Control and
Prevention guideiines on infection control and, if
applicable, safe injection practices and
procedures for monitoring or testing in which
bieeding occurs or the potential for bleeding
exists,

{21 A dlinical skills evaluation consistent with 104
NCAC 13F 0503 and 10A NCAC 13G .0503,

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

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

1. The key principles of medication
administration,

2, The federal Centers of Disease Control and
Prevention guideiines on infection control and, if appiicable,
safe injection practices and

procedures for monitoring or testing in which
bleeding occurs or the potential for bleeding
exists,

b. An examination developed and administered by the
Division of Health Servce Regulation in
accordance with subsection {¢) of this section
This Rule is not met as evidenced by

iD SUMMARY STATEMENT OF DEFICIENCIES (EACH 1D PREFIX PROVIDER'S PLAN OF CORRECTION (EACH COMPLETE
PREFIX  DEFICIENCY MUST BE PRECEDED BY FULL TAG CORRECTIVE ACTION SHOULD BE CROSS- DATE
TAG REGULATORY OR LSC IDENTIFYING INFORMATION) REFERENCED TC THE APPROPRIATE
DEFICIENCY)
Continued From page 21
€935  G.5.§131D-4.58 (b) Adult Care Home £e3s
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TYPE B VIOLATION

Based on interviews and record reviews, the

facifity falted to ensure 2 of 2 sampled medication

aides {Administrator, Staff B} who were administering
medications had taken and completed the medication
clinical skifls competency validation checkiist, completed
empioyee verification, or completed medication

aide training.

The findings are:

1. Review of the Administrator's personnel record ¥ ':3 A it ¥ 119
revealed: _/?’\\ 4 ALY | /)
-There was not a personnel record on site for the 1
Administrator. AW U AL 11 -
-There was no documentation that the
Administrator had passed the medication aide
written exam.

-There was no documentation of the L) A v
V-er i SN2l

Administrator's employment verification within the v
previous 24 months., , !
L ] ! Vn A 4 skl Pk T
There was no record of the 5, 10, or 15-hour \C v A ouean, 3 J il e
medication training. . \ I ]
-There was no documentation of a medication P ‘) o o y Y, A i
clinical skills competency validation checklist. e A lf{-{{ N O U L
Review of three residents’ medication SA :J:_;L'_ y LG ,Xt.,r:f_lf"ﬁ id
administration records (MARs) for July 2022 ’ 1 ot o g 5.
revealed the Administrator documented administration of VG A HAART ALLAL LA
medications at 8:00am and 8:00pm on 07/01/22 to '
07/31/22. "’-_ (e X {s { f-
Review of three residents’ MARs for August 2022 .S 1’ g ! | ‘/} PrI e g 1 it
revealed the Administrator documented administration of WAL ;‘f ALAT VAT }
medications at 8:00am and 8:00pm on 08/01/22 PR Th A g e
to 08/30/22. Y o Gy
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Review of three residents’ MARs for September
2022 revealed:

-The Administrator documented administration of
medications at 8:00am and 8:00pm on 09/01/22
to 09/021/22.

-The Administrator documented administration of
medications at £:00am on 09/22/22.

interview with the Administrator on 09/22/22 at
3:00pm reveaied:

-She worked at varicus shifts Monday - Friday.
-She had administered medications to the
residents.

-She had initialed on the MAR after she
administered medication.

-She had completed the15-hour of medication
training.

-She had completed a medication clinical skills
competency validation checklist.

2. Review of Staff 8's, Medication Aide {MA}
personnei record revealed.

-There was not a personnel record on site for
Staff B,

-There was no documentation that Staff B passed
the medication aide written exam.

-There was no documentation of employment
verification for the previous 24 months,
-There was no documentation of medication
training of 5 hours, 10 hours or 15 hours,
-There was no documentation of a medication
clinical skills competency validation checklist,

Attempted teiephone interview with Staff 8 on
09/22/22 at 3:38pm and 4:3%pm was not
successful,

interview with the Administrator on 09/22/22 at
3:00pm revealed:

-Staff B worked on seme weekdays and on
Saturday and Sunday.

c93s
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-5taff B administered medications to the
residents,

-Staff B had completed the 15 hours of
medication training.

~Staff B had completed the medication clinical
skills competency validation chackiist.

-Staff B was within the 60 days of taking and
passing the written medication aide exam,
-She was responsible ‘or ensuring staff had
completed the medication training before passing
medication.

The failure of the facilty to ensure 2 of 2

sampled medication aides who were
administering medications had taken and
completed the medication clinical skills
competency vaiidation checklist, completed
employee verification, or completed medication
aide training detnimental to the heaith and welfare
to ali 2 residents and constitutes a Type B
Viclation,

The facility provided a plan of protection in
accordance with G.S. 1310-34 on 09/22/22 for
this violation.

CORRECTION DATEFOR THETYPE B
VIOLATION SHALL NOT EXCEED NOVEMBER
6, 2022,

€835
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G.5 §131D-45 G5, §131D-45 Examination

and screening for

G.5. 8 131D-45. Examination and screening for
the presence of contrelied substances required
for applicants for empioyment in adult care
homes

{a} An offer of employment by an adult care home
licensed under this Article to an applicant is
conditioned on the applicant’s consent to an
examnation and screening for controlled
substances. The examination and screening shall
be conducted in accordance with Article 20 of
Chapter 95 of the General Statutes. A streening
procedure that utilizes a single-use test device
may be used for the examination and screening
of applicants and may be administered on-site. if
the resuits of the applicant’s examination and
screening indicate the presence of 2 controlled p
substance, the adult care home shall not employ f f . H
the applicant unless the applicant first provides to Al ‘ Ay k Lﬁl«‘{ i_'_.L-i-. i’
the aduit care home written verification from the [ JAAAS
applicant’s prescribing physician that every e ' ) ) )
controlied substance identified by the 1 r(;/, 118 ry ‘:‘jﬁ.u_ ) AW
examination and screening is prescribed by that LA PR vk v

physician to treat the applicant's medical or e NIAA ARKI SR A
psychological condition. The verification from the L0 WA R el A2
physician shail include the name of the controlled ' : - A
substance, the prescribed dosage and frequency, A1 1)/ 3 1
and the condition for which the substance is J
prescrnibed. ¥ the result of an applicant's or £ sn n i A f Ay
employee’s examination and screening indicates MR v S0 TAL
the presence of a controlied substance, the adult # ~,

care home may reguire 8 second examination | ,L LY Al p1At%
and screening to verify the results of the prior s

examination and screening.

This Rule is not met as evidenced by:

Based on record reviews and interviews, the facility failed to
ensure 3 of 3 staff sampled {Administrator, Staff B and Sta¥
€} had an examination and screening for the presence of
controlied substances compieted upon hire.
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The findings are:

1. Review of the Admin:strator's personnel record
revealed:

-There was not a personnel record on site for the
Administrator,

-There was ne documentation the Administrator
had completed a consent for a controlled
substances screening prior to hire.

-There was no documentation of the
Administrator completing a controlled substances
screening prior to hire.

interview with the Administrator on 09/22/22 at
3:00pm revealed she had completed a controlled
substance screening but did not have the results
on file,

2. Review of Staff 8, Medication Aide (MA},
personnel record revealed:

interview with the Administrator on 09/22/22 at
3:00pm revealed:

-5She did not know when Staff B was hired.

-Staff B had not completed controlled substances
screening

Attempted telephone interview with Staff B on
09/22/22 at 3:38pm and 4:3%pm was not
successful.

Refer to interview with Administrator on
08/22/22pm at 3:00pm.

3. Review of Staff C, Personal Care Aide (PCA),

personnel record revealed:

-There was not a personnel file for Staff C on site.

- prior to hire.

-There was no documentation Staff A had

completed There was no documentation Staff A completed

a consent for a controlled substances screening
a controlled substances screening

prior to hire.
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interview with Staff C on 09/22/22 at 3:19pm
revealed:

-He worked had worked at the facility since July
2022,

-He worked Monday through Friday from 7:00pm
to 7:00am,

-He had not completed a controlled substances
screening prior to hire,

Interview with the Admimistrator on 09/22/22 at
3:00pm reveaied:

-She did not know when Staff C was hired but
had worked at the facility since July 2022,

-5taff C had not completed controlled substances
screening

Refer to the interview with the Administrator on
08/22/23 at 3:00pm.

interview with the Administrator on 09/22/22 at
3:00pm revealed

-She kept staff records in a plastic sleeve and
posted on the message board.

-She was responsible for maintaining personnel
records

€892
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