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Responses to the cited

The Adult Care Licensure Section conducted a deficiencies do not

follow-up survey and complaint investigation with constitute an admission or
an onsite of 04/19/23-04/20/23, and desk review "
' agreement by the facility of
on 04/21/23 with a telephone exit on 04/21/23. g Y Y
the truth of the facts alleged

or conclusions set forth in
the statement of -

deficiencies. The plan of

10A NCAC 13F 1004 Madication Administrafion A
on is prepared solel

(@} An adult care home shall assure that the correction ts prep ] Y
preparation and administration of medications, as a matter of compliance
prescription and non-prascription, and treatments with state Iaws
by staff are in accordance with:
(1} orders by a licensed prescribing practitioner
which are maintained in the resident's record; and
(2) rules in this Section and the facility's policies : and a cart audit was
and procedures. completed to ensure that

Medication Administration
Record (MAR]} reflected the

D 368 10A NCAC 13F .1004{a) Medication D 358
Administration

An audit of Physician Orders

This Rule Is not met as evidenced by:
FOLLOW-UP TO A UNABATED TYPE B

VIOLATION applicable orders. Any
findings that a medicatio

Based on these findings the previcusly unabated & n
was not reflected correctly

Type B Violation has not been ahated.
on the MAR was corrected

Based on observations, record reviews and and the Physician/Provider
interviews the faciiity failed to administer a e "
notified fo
medication for 1 of 3 sampled residents (Resident rany add:t:jonal
orders.

#2) for a medication used for pain control to be ) .
given in a titrated dose over the course of three The Executive Direct {ED) and

waaks. the Resident Care
Coordinator -
The findings are; ' {RCC) were re
trained by the Area Clinical 5/4/2023
Review of the FL2 for Resident #2 dated 09/22/23 Director (ACD) on the
revealed diagnoses of epilepsy, alcohol induced procedures for approving
dementia, dysarthria and anarthria (speech and ordets, including the

fanguage impairment), and hypertension.

verification of receipt of
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' _ medication and
Review of Resnds‘,'n? #2's otolaryngolog;lf implementation of the
{healthcare specialist who treats conditions
affecting your ears, nose and throat) physician orders.
visit dated 03/20/23 revealed a diagnosls of
malignant peoplasm of the base of the tongue { a The Resident Care
cancerous tumor). . .
Coordinator is responsible
Review of a physicians order note for Resident #2 for approving orders and
on 03/29/23 revealed an order for gabapentin ensuring the order is
(used to treat pain) 300mg one capsule in the impl
em
morning and 300mg one capsule at noon and 300 P ented and reflected
mg one capsuie before bedtime, correctly on the MAR,
Review of a second physicians order sheet for . .
Resident #2 dated 03/29/23 revealed: The Executive Director
-An order to titrate gabapentin 300mg one reviews all orders on a
capsule three times daily. weekly basis for the next 30
-Inttxfite ggbapentm for 300mg one ca'psule before days to ensure all orders
bedtime for one weelk, then gabapentin 300mg
one capsule in the morning and 300 mg ene and/or treatments are
capsule in the evening before bedtime for one processed timely and
; 5/4/2023
Week, then gabapentln 300mg one Capsule three reﬂected accurately on the
tlme§ daily, morning, noon and evening before MAR. Executive Director
bedtime. )
continues to complete
Review of Resident #2's electronic Madication random audits of Physician
Administration Record (eMAR) for March 2023 Orders on a monthly basis,
revealed:
-There was a computer generated entry for
gabapentin 300mg cne capsule three timas daily
scheduled for 8;:00am, 12:00pm, and 8:00pm to
begin cn 03/30/23.
-There was documentation on 03/30/23
gabapentin 300mg one capsule was administered
at 12:00pm, and 8:00pm.
-There was documentation on 03/31/23
gabapentin 300mg one capsule was administered
at 8:00am, 12:00pm and 8:00pm ,
-There was no documentation of gabapentin
300mg being titrated as per physician order.
Division of Health Service Regulation
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Review of Resident #2's eMAR for April 2023
revealed:

~-There was a computer generated enftry for
gabapentin 300mg one capsule three times daily
scheduled for 8:00am, 12:00pm, and 8:00pm.
-There was documentiation gabapentin 300mg
one capsule was administered at 8:00am,
12:00pm and 8:00pm on 04/01/23- 04/18/23 and
at 8:00am on 04/19/23.

~There was no documentation of gabapentin
300mg being titrated per physician order,

Interview with Resident #2 on 04/19/23 at 9:46am
revealed;

-He recently went to a naurologist because he
had ringing in the ears and headaches and was
diagnosed with cancer,

-The neurologist ordered a new medication to
treat the ringing in his ears and headaches.

~He did net know the name of the medication or
the dosage,

-The facility's staff administered his medications.

Interview with the faciiity's confracted pharmacy
representative on 04/19/23 at 4:38pm revealed:
-The pharmacy had received the order on
03/29/23 for the gabapentin 300mg one tablet
three times daily.

~They had also received the second order, dated
03/29/23 1o titrate the gabapentin 300mg cne
tablet threa times daily; for week 1 gabapentin
300mg capsule befare bedtime, week 2 was for
gabapentin 300mg one capsule in the morning
and 300 mg one capsule before hadtime and
week 3 was for gabapentin 300mg one capsule
three times daily.

-If the pharmacist had questions about the order
they would have noted they called the physician
about the order,
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-There was no note about starting the gabapentin
300mg or clarification regarding the order.

-The pharmacy had not entered the titration
schedule into the eMAR system for Resident #2.
-~The titration dose should have been entered into
the eMAR by the pharmacy but it was not, cnly
the order for gabapentin 300mg one capsule
three times dally.

-The facility should have caught the mistake as
they have to approve the order before the final
entry goes onto the eMAR for Resident #2,

Interview with a medication aide (MA) on
04/20/23 at 10:25am revealed:

-She was nct responsible to review the orders for
residents when they returned from their
physician's appointments.

-When a resident returned from the physician's
appointment all new orders were given to the
Resident Care Coordinator (RCC)

-The RCC was responsible to review the orders
and notify the pharmacy.

-She gave the medication as directed on the
eMAR.

~She did not recall titrating the gabapentin 300mg
for Resident #2.

Interview with Resident #2's guardian on 04/20/23
at 1¢:27am revealed:

-She had attended the physician’s appointment
with Resident #2 on 03/29/23.

~The physician started Resident #2 on gabapentin
300mg for his migraines.

-The physician expiained the gabapentin 300mg
was to be titrated over a three week period to see
if Resident #2 would be able to tolerate the new
medication and reduce or eliminate any adversa
side effect Resident #2 may experience,

-She placed the orders in the folder for Resident
#2 and gave them to the transportation driver that

Division of Health Service Regulation
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returned Resident #2 from his physician's
appointment on 03/29/23.

-8he had also sent an emall dated 03/29/23 to
the RCC about the new medication orders heing
placed in the folder for Resident #2.

-She had received an email dated 03/29/23 from
the RCC stating she had received the prescription
for the gabapentin 300mg, she had sent it to the
pharmacy, and the RCC had already profiled and
approved the gabapentin and the medication was
on its way to the facility,

-She was aware the facility had not tiirated the
gabapentin 300mg as the physician had ordered.

Interview with the RCC on 04/20/23 at 11:24am
revealed:

-When a resident was taken to the physician a
folder was sent with the residents information and
a blank physician order sheet for the physician to
write any hew orders,

-If the physician had the facility's pharmacy
information they could send the new order directly
to the pharmacy.

-If the physician could not send the prescription
directly to the pharmacy the physician would
refurn the new orders back to the facility in the
resident folder.

-She would then fax the orders to the pharmacy,
the pharmacy would review and then send back
to her for final approval before they were addad to
the eMAR.

-Resident #2 was seen by to the neurologist on
03/29/23 and he had returned with a new orders
for gabapentin 300mg.

-She had received the order in the folder from the
heurolegist appointment and she sent the order to
the pharmacy.,

~Once the pharmacy reviewad the orders the
pharmacy sent the new order to her to approve.
-She approved an order for the gabapentin
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300mg three times daily and it had been entered
on Resident #2's eMAR,

~She was responsible to approve all the
medication arders prior to them being added to
the eMAR.

-The medication aides only gave what she
approved on the eMAR.

-She did not recall the titration order for the
gabapentin 300mg capsule for Resident #2.
~-She should have caught and corrected the order
related to the titration instead of starting the
gabapentin 300mg at the full prescription of
300mg three times daily.

<"l Just made a mistake."

Follow up interview with Resident #2 on 04/20/23
at 11:59am revealed:

~He was having difficulty with dizziness and his
hands had begun to shake since he began the
new medication.

-He was concernad he would fall when he stood
up because he was so dizzy.

Telephone interview with the registered nurse
(RN) for Resident #2's Neurologist on 04/24/23 at
1:51pm revealed:

-0On 03/29/23, Resident #2 was started on
gabapentin 300mg for pain related to his
migraines.

~Gabapentin was a medication that was important
to titrate because Resident #2 was such a
medically complex resident and the neurclogist
wanted to ensure the resident was able to tolerate
the gabapentin 300mg and avoid any adverse
side effects.

~-The fact Resident #2 was verbalizing dizziness
and his hands shaking was a direct result of
receiving too much gabapentin all at once.
-These symploms were very commen adverse
side effects from the gabapentin,
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-It was not safe "to dump that much gabapentin”
on a resident and the neurologist always titrated
this particular medication because it reacts
differently with each resident.

-The neurologist had written specific directions for
this madication to be titrated and the neurologist
had expected them to be followed.

-She could not stress enough Resident #2 was a
medically complex resident and that most of the
damage had already been done &s Resident #2
was experiencing adverse side effects after
having been on the medication for several weeks
now but it was very concerning that Resident #2
was still experlencing adverse side effects.

The facility failed to administer medications as
ordered to Resident #2 related to titrating
gabapentin over a three-week period before
starting a full dose as ordered by the physician to
decrease or eliminate adverse sice effects which
resulted in dizziness and hand tremors for
Resident #2. The facility's failure was detrimental
to the health, and safety of the resident and
cehstitutes a Type B Violation,

The facility provided a plan of protection in
accordance with G.S. 131D-34 on 04/20/23 for

this viclation.

> 366/ 10A NCAC 13F 1004 (i) Medication D 366
Administration

10A NCAC 13F .1004 Medication Administration

(i) The recording of the administration on the
medication administration record shall be by the
staff person who administers the medication
Immediately following administration of the
medication to the resident and ohservation of the

Division of Health Service Regulation
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resident actually taking the medication and pricr
fo the administration of another resident's
medication. Pre-charting is prohibited.

This Rule s not met as evidenced by:

Based on observation, interviews, and record
reviews, the facilily failed to ensure a medication
aide observed 1 of 1 resident (Resident #1) take
medications administered resuiting in
meadications left setting on the resident’s badside
table in her room.

The findings are:

Review of the facility's policies and procedures for
medication administration dated September 2021
revealjed:

-The resident's prescribing physiclan/provider
would be immediately notified of medization
errors including missed doses and wrong doses
administered.

-Any doses of medication prepared for
administration and not administered shall be
destroyed at the facllity,

-All medications must be kept in locked storage
for the safety of all residents residing in the
facility.

-Missed medications were documented in the
resident's medication administration record.
-The medication aide would notify the prescribing
provider of missed medications immediately,
-Thare was no documentation regarding the
Tacility's policy for leaving medications in a
resident's rcom or not watching the resident
swallow the medicalion after administration,

Review of Resident #1's current FL2 dated
03/07/23 ravealed:

-Diagnoses included hypertension,
gastroesophageal reflux disease, depression,

The Executive Director (ED),
Resident care Coordinator
(RCC) and Medication Aides
were re-trained by the Area
CIir'lical- Director {ACD) on 6/9/2023
Medication Administration
policies and procedures,
including the importance of
observing the resident
actually taking the
medication prior to
documentation of
administering the
medication,

Area Clinical Director
provided a medication
administration observation
on a weekly basis for the
next 30 days.

Division of Health Service Regulation

STATE FORM

2859

ONEZ 11

I conlinuation sheet 8 of 20



Divisicn of Health Service Regulation

PRINTED: 05/11/2023

FORMAPPROVED

bone deficiency, and neck pain,

-There was no order for Resident #1 to
self-administer medications.

-There was a medication order for sertraline
{used to treat depression) 50mg take 1 tablet
daily.

~There was a medication order for lisinopiil (used
to treat high blood pressure) 30mg take 1 tablet
daily.

-There was a medication order for a lidocaine
patch {used to treat pain) 4% apply 1 patch to the
neck daily and remove at bedtime,

-There was a medication order for vitamin D3
{used to treat bone deficiencies) 1,000 units take
1 capsule daily.

Review of Resident #1's physician's orders
revealed;

-There was an order dated 03/07/23 for
omeprazele (used to freat heartburn) 20mg take
1 capsule daily.

-There was an crder dated 03/18/23 {o increase
the dosage of sertraline to 100mg daily.

Observation of Resident #1's room during the
initial tour of the facility on 04/18/23 at 9:27am
revealed:

-Resident #1 was lying in bed with her eyes open.
-There was a plastic medication cup labeled with
Resident #1's first name on the bedside table
containing 3 tablets and 2 capsules,

Interview with Resident #1 on 04/19/23 at 9:27am
revealad:

-Staff did not administer her morning medications
on 04/19/23,

-She could not see the bedside table from the
angle of her bed and did not know if the night shift
medication aide (MA) left her morning
medications setting on the bedside table.
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-Her morning medications were supposed to be
administered by the night shift MAs since the
medications were due at 7;00am.

-The night shift MAs would sometimes forget to
administer her medications and leave the
medicaiions in her room,

-A night shift MA brought her morning
medications to her reom around 8:00am but did
not administer the medications.

-She was supposed to have a pain patch applied
to her neck daily and the night shift MA did not
apply the patch,

Observation of Resldent #1's neck on 04/19/23 at
8:31am revealed there was no medication patch
present.

Raview of Resident #1's April 2023 electronic
medication administration record (eMAR)
revealed:

~There was an entry for sertraline 100mg take 1
tablet daily at 7:00am and documented as
administered on 04/19/23.

~There was an entry for lisinopril 30mg take 1
tablet daily at 7:00am and documented as
administered on 04/19/23.

~There was an entry for omeprazole 30mg take 1
capsule daily at 7:00am and documented as
administered on 04/19/23.

-There was an entry for vitamin D3 1,000 units
take 1 capsule daily at 7:00am and documented
as administered cn 04/18/23,

-There was an entry for lidocaine patch 4% apply
1 patch to the neck daily at 7:00am and remove
at 7:00pm and documented as applied on
04/19/23,

Obsarvation of Resident #1's madications on
hand available for administration on 04/19/23 at
2:14pm revealed:
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-There was a multi dose medication package
labsled with the name and directions for each
medication including lisinopril 30mg, omeprazole
30mg, sertraline 100mg, and vitamin D3 1,000
unit capsule.

~There was a box of lidocaine patchas 4% labeled
to apply 1 patch to the neck daily at 7:00am and
remove gt 7:00pm.

Interview with a MA on 04/18/23 at 9:42am
revealed:

-The night shift MA was responsible for
administering Resident #1's morning medications
since the madications were due at 7:00am,

-She did not know there were medications sitting
on Resident #1's badside table.

-MAs were responsible for watching residents
swallow their medications when administering
medications and then document the medications
as administered on the eMAR,

-The Tacility's pelicy for medication administration
included to never leave medications in a
resident's room.

Interview with the Resident Care Coordinator on
04/19/23 at 4:13pm revealed:

-The facility's policy for medication administration
included administering the medications tc the
resident, watching the resident swallow the
medications and apply the lidocaine patch then
documenting the medications as administered on
the eMAR,

-Medications were not supposed to be left with
residents to self-administer unless the resident
had an order o self-administer medications,
-She did not know the night shift MA left Resident
#1's medications in Resident #1's room on
04/19/23.

Telephone interview with Resident #1's primary

Division of Health Service Regulation
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care provider (PCP) on 04/20/23 at 10:58am
revealed:

-She was not notified by the facility of instances
where Resident #1 missed doses of medications.
~She expected the facility staff to notify har of
missed doses of medications for residents,
-Resident #1 was oriented and would know if she
was not administered her ordered medications.
-It was important for the facility to administer
Resident #1's medications as ordared or notify
her of missed doses so she could give alternate
orders for the missed doses.

-Resident #1 could experience high biood
pressure causing kidney damage or increased
risk of having a stroke from not receiving lisinopril
30mg dally to treat high blood pressure,
increased depression and anxiety from not
receiving the sertraline 100mg daily to treat
depression and anxiely, increased pain from not
receiving the 4% lidocaine patch applied to the
neck to decrease pain, and increased heartburn
from the missed omeprazele 30mg daily {o treat
heartburn.

Interview with the Area Clinical Director on
04/20/23 at 11:30am revealed:

-She did not know why the night shift MA left
Resident #1's morning medications in Resident
#1's room and did not administer the medications.
~3he expected staff to administer madications as
ordered according to the facility's policies and
procedures for medication administration,

-She expected staff to document medications as
administered on the eMAR after watching the
resident take the medication.

-The night shift MA was trained to administer
medications as ordarad and document on the
eMAR the medications administered,

-Staff were trained to not leave medications with
a resident {o self-administer unless the resident
Division of Health Service Regulation
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had an order to self-administer.
-The MA that discovered missed doses of
medications was responsible for calling and
notifying the PCP.
Atternpted telephane interview with a night shift
MA on 04/19/23 at 3;10pm was unsuccassful.
b 387| 10A NCAC 13F .1004(j) Medication D 367
Administration The community shall ensure
10ANCAC 13F .1004 Medication Administration the medication aide
() The resident's medication adminisiration administering medications is
][eltlzorc.l {MAR) shall be accurate and Include the also the medication aide that
ollowing; .
(1) resident's name: cocuments the m'et?lcatlon .
as administered. 6/9/2023

(2) name of the medication or ireatment order;
(3} strength and dosage or quantity of medication L
administered; All community medication
{4) instructions for administering the medication aides have been in-serviced
or treatment; on medication
(5) reason or justification for the administration of . : - d
medications or freatments as needed {PRN) and administration policies an
documenting the resuling effect on the resident; procedures by the Area
(6) date and time of administration; clinical Director.
(7) documentation of any omission of
medications or treaiments and the reason for the
omission, including refusals; and,

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

This Rule is net met as evidenced by:
Based on observations, record review, and
interviews, the facility failed to ensure the
electronic medication administration records

Division of Health Service Reguiation
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{eMAR) was accurate for 1 of 1 resident
{Resident #1) related to medications doclimented
as administered when the medications were left
setting on the resident's bedside table and the
medication pain patch was not applied.

The findings are:

Review of the facility's policies and procedures for
medication administration dated September 2021
revealed:

-Missed medications were documented in the
resident's medication administration record,

-The medication aide would notify the prescribing
provider of missed medications immediately,

Review of Resident #1's current FL2 dated
03/07/23 revealed:

-Diagnoses included hypertensicn,
gastroesophagesl reflux disease, depression,
bene deficiency, and neck pain.

-There was a medication order for sertraline
(used o treat depression} 50mg take 1 tablet
daily.

-There was a medication order for lisinopril (used
to treat high blood pressure) 30mg take 1 tablet
daily.

~There was a medication order for a lidocaine
patch (used to treat pain) 4% apply 1 patch to the
neck daily and remove at bedtime,

~There was a medication order for vitamin D3
{used to treat bone deficiencies) 1,000 units take
1 capsuie daily.

Review of Resident #1's physician's orders
revealed:

-There was an order datad 03/07/23 for
cmeprazole {used to treat haartburn) 20mg take
1 capsule daily.

~There was an order dated 03/18/23 to increase
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the dosage of seriraline to 100mg dally,

Observation of Resident #1's room during the
initlal tour of the facility on 04/19/23 at 9:27am
revealed there was a plastic medication cup
labeled with Resident #1's first name on the
bedside table containing 3 tablets and 2
capsules,

Interview with Resident #1 on 04/19/23 at 9:27am
revealed:

-She did not administer her morning medications
on 04/19/23.

-Her morning madications were supposed to be
administered by the night shift medicaticn aides
(MAs) since the medications wera due at 7:00am,
-A night shift MA brought her morning
medications to her room around 6;00am but did
not administer the medications.

-Sha was supposed to have a pain patch applied
to her neck daily and the night shift MA did not
apply the patch.

Observation of Resident #1's neck on 04/19/23 at
9:31am revealed there was no lidocaine patch
present,

Review of Resident #1's April 2023 electronic
medication administration record (eMAR)
revesled:

-There was an entry for sertraline 100mg take 1
tablet daily at 7:00am and documented as
administered on 04/19/23.

-There was an entry for lisinopril 30mg take 1
tablet daily at 7:00am and documented as
administered on 04/19/23,

-There was an entry for omeprazole 30mg take 1
capsule daily at 7:00am and documenied as
administered on 04/16/23,

-There was an entry for vitamin D3 1,000 units

Division of Health Service Regulaticn
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take 1 capsule daily at 7:00am and documented
as administered on 04/19/23,

-There was an entry for lidecaine patch 4% apply
1 patch to the neck daily at 7:00am and remove
at 7:00pm and documented as applied on
04/19/23.

Interview with a MA on 04/19/23 at 9:42am
revealed the MAs were responsible for watching
residents swallow thelr medications when
administering meadications and then document
the medications as administered on the eMAR.

Interview with the Resident Care Coordinator on
04/19/23 at 4:13pm revealed the facility's policy
for medication administration included
administering the medications to the resident,
watching the resident swallow the medications
and apply the lidocaine patch then document the
medications as administerad on the eMAR,

Interview with the Area Clinical Director on
04/20/23 at 11:30am revealed:

~She did not know why the night shift MA
documented that she administered Resident #1's
medications on the eMAR on 04/19/23 when the
MA left the medications setting on Resident #1's
bedside table.

~She expected staff to administer medications as
ordered according to the facility's policies and
procedures for medication administration.

-She expected staff to document medications as
administered on the eMAR after watching the
resident take the medication.

-The night shift MA was trained to administer
medications as ordered and document on the
eMAR the medications administered or document
the medications as not administered if they were
not given or applied.
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Atiempted telephone interview with a night shift
MA on 04/19/23 at 3:10pm was unsuccessfui.
D235 G.S8.§ 131D-4.5B(b) ACH Medication Aides; D935
Training and Competency
omplete audit of all
G.S. § 131D-4.5B (b) Adult Care Home A C .p de files was
Medication Aides; Training and Competency medication aide _"
Evaluation Requirements. completed immediately by
the Business Office
(b) Beginning_ Qctober 1, 2013, an adult care Coordinator
home is prohibited from allowing staff to perform
any unsupervised medication aide duties unless
that individual has previously worked as a
medication aide during the previous 24 months in Any medication aide found
an adult care home or successfully completed all I
of the following: to not have successfully
{1) A five-hour fraining program developed by the ‘completed the medication
Pepartment that ipcludes training and instruction —== ovamination developed and
in all of the following: L. d by the Division
a. The key principles of medication i administere .\/ .
administration. of Health Service Regulation 6/9/2023
b. The federal Centers for Disease Control and was immediately removed
Pre\{entlon gu|d(=j-h_nes.on |nfecFIon control and, if from the medication cart
applicable, safe injection practices and . dicati id
procedures for monitoring or testing in which until the medication alae
bleeding oceurs or the potential for bleeding successfully completed the
exists. medication exam and
{2) A clinical skills evaluation consistent with 10A . : ‘
e skill have
NCAC 13F 0503 and 10A NCAC 13G .0503, medlcaFion aid
(3) Within 60 days from the date of hire, the been revalidated by the Area
Individual must have completed the following: Clinical Director.
a. An additional 10-hour training program
developed by the Department that includes Executive Director and
:raﬂi}ngkand irjst!‘ulctionfin a(ljf.of :he following: Business Office Coordinator
. The key principles of medication . :
administrgtil:())n P will eb retrained by the
2. The federal Centers of Disease Control and Regional Director of
Prevention guidelines on infection contrel and, if
Division of Health Service Regulaticn
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applicable, safe injection practices and
procedures for monitoring or testing in which
bleeding occurs or the potential for bleeding
exists,

b. An examinalion developed and administered
by the Division of Health Service Regulation in
accordance with subsection (c) of this section.

This Rule is not met as evidenced by:

Based on interviews and record reviews, the
facllity falled to ensure 1 of 3 sampled staff who
administered medications met the requirements
related tc passing medications within 60 days of
hire.

The findings are:

Review of the facility's policy for medication aide
{MA) training revealed:

~MA's will need to register, take, and pass the
medication state test within 80 days of the skilled
check-off.

-"Please assist them in registering for the Test
Exam as they only have 60 days once signed off
to take it and pass it, best to start this at the
begirning of the training."

-If the MA does not pass the state test within the
60-day period, they must immediately be
removed from the cart,

-Once they pass the test, thay will be
re-evaluated by the Registered Nurse {RN)
before they can administer medications.

Review of Staff A's personnel record ravealed:
-Staff A was hired on 09/29/23 as a personal care
aide (PCA).

-There was no job description for a MA in the
personnel record,

~There was documentation of a medication

Home Medication Aides;
training and competency
validation requirements,

itisthe responsibility of the
Business Office Coordinator
to ensure that all the
required trainings, exams
and other documentation js
in the employee fijes,

The Executive Director wil]
Monitor employee files on a
monthly basis
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clinical skills validation checklist completed for
Staff A on 01/25/23,

-There was no documentation Staff A had passed
the state approved medication aide test.

Review of a resident's February, March and April
2023 electronic medication administration records
(eMAR) revealed Staff A documented
administering medications on 31 days from
2/15/22 to 04/19/23.

Interview with the Regional Director of Operations
on 04/20/23 at 11:40am revealed:

-Staff A should have alrezdy taken the medication
aide test.

-The Business Office Manager (BOM) was
responsible for &ll staff records including the
medication aide testing.

Interview with the BOM on 04/20/23 at 12:20pm
revealed:

-She was responsible for ensuring staff training
and staff qualifications were in the staff personnel
records.

-Staff who passed their medication clinical skills
were told they had 60 days to take their state
approved test.

-It was the staff members responsibility to sign up
for, take the test and inform her when they had
taken the test.

~She was nol responsible for ensuring stalf took
the medication aide test within the 60 days
following their medication clinical skills were
completed.

Interview with the Resident Care Coordinator
(RCC) on 04/20/23 at 3:41pm revealed:

-8he thought Staff A had taken the medication
aide test on 04/18/23.

-She had spoken with Staff A on 04/20/23 at
Civision of Health Service Regulation
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3:20pm and she had not taken the medication
alde test and Staff A had not scheduled the test at

this time.

Attempted telephone interview with Staff A on
04/20/23 at 12:26pm and on 04/20/23 at 4:08pm
was unsuccessful.
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