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D 000| Initial Comments D 000
i Review of all Medication Staff records.
The Adult Care Licensure Section conducted an Identify any staff missing correct or have
annual survey from 12/05/23 to 12/07/23. incorrect documentation. All staff will be re-
validated with correct forms and
o ; documentation, after completion of 15 hour
D 125/ 10A NCAC 13F .0403(a) Qualifications Of | D125 P

Medication Staff

10ANCAC 13F .0403 Qualifications Of
Medication Staff

(a) Adult care home staff who administer
medications, hereafter referred to as medication
aides, and their direct supervisors shall complete
training, clinical skills validation, and pass the
written examination as set forth in G.S.
131D-4.5B. Persons authorized by state
occupational licensure laws to administer
medications are exempt from this requirement.
Readopted Eff. July 1, 2021.

This Ruie is not met as evidenced by:

Based on interviews and record reviews, the i
facility failed to ensure 3 of 6 sampled staff (D, E,
F) who administered medications had completed
the state approved 5-hour and 10-hour or 15-hour
medication aide (MA) training courses as |
required.

The findings are:

1. Review of Staff D's personnel record revealed:
-Staff D was hired as a medication aide (MA) on
09/14/21.

-There was documentation Staff D completed the |
medication administration clinical skills validation
checklist on 07/06/21.

-There was documentation Staff D passed the

MA written exam on 03/28/18.

-There was no documentation Staff D completed |
the state-approved 5 and 10, or 15-hour MA

Medication Aide course.

The medication administration clinical skills
validation checklist will be verified and
documented for all Medication Aides. Both
documents will be signed by Facility R.N..

Quarterly monitoring of Medication Staff
records, will be performed by Human
Resources with verification by Administrator.

Completion date of all training and certification
verification/documentation  will be by
February, 16, 2024,
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training course. |

Interview with Staff D on 12/07/23 at 2:31pm
revealed: |
-The previous Human Resources Director (HRD)
gave him a book to study to take the medication |
aide test.

-He was checked off on his skills by the
Registered Nurse (RN).

-He thought the previous HRD provided the
certificate for the MA training.

Refer to the interview with the Human Resources
Director (HRD) on 12/07/23 at 2:00pm.

Refer to the interview with the current Registered
Nurse (RN) on 12/07/23 at 2:42pm.

Refer to the interview with the previous RN on
12/07/23 at 2:53pm.

Refer to the interview with the Administrator on
12/07/23 at 3:45pm.

2. Review of Staff E's personnel record revealed: |
-Staff E was hired as a medication aide (MA) on
12/05/22. i
-There was documentation Staff E completed the !
medication administration clinical skills validation
checklist on 04/20/23.

-There was documentation Staff E passed the MA
written exam on 03/28/18, |
-There was no documentation Staff E completed
the state-approved 5 and 10, or 15-hour MA
training course.

Interview with Staff E on 12/07/23 at 2:35pm
revealed:

-She took the MA training course at another
 facility in 2014, |
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-She did not recall who taught the MA training
course in 2014,

-She thought she had a certificate at her house,
but she did not recall giving a copy to the facility
when she was hired.

-She remembered taking a refresher course
when she was hired in December 2022, but she
did not recall receiving a certificate.

Refer to the interview with the Human Resources
Director (HRD) on 12/07/23 at 2:00pm.

Refer to the interview with the current Reglstered

Nurse (RN) on 12/07/23 at 2:42pm.

Refer to the interview with the previous RN on
12/07/23 at 2:53pm.

Refer to the interview with the Administrator on
12/07/23 at 3:45pm.

3. Review of Staff F's personnel record revealed:

-There was documentation Staff F completed the

medication administration clinical skills validation |

checklist on 11/12/19.

-There was documentation Staff F passed the MA
written exam on 09/25/19.

-There was no documentation Staff F completed
the state-approved 5 and 10, or 15-hour MA
training course.

Attempted telephone interview with Staff F on
12/07/23 at 3:07pm was unsuccessful.

Refer to the interview with the Human Resources
Director (HRD) on 12/07/23 at 2:00pm.

Refer to the interview with the current Registered
Nurse (RN) on 12/07/23 at 2:42pm.

D 125
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1 Refer to the interview with the previous RN on

12/07/23 at 2:53pm.

Refer to the interview with the Administrator on
12/07/23 at 3:45pm.

Interview with the Human Resources Director
(HRD) on 12/07/23 at 2:00pm revealed:

-She was responsible for the personnel records
for all employees of the facility.

-She did not realize each MA needed a certificate

for completing the medication aide training
course filed in their personnel file.

Interview with the current Registered Nurse (RN)
on 12/07/23 at 2:42pm revealed:

-She did not teach the medication aide training
course for the facility.

-She did not complete or sign certificates for
completion of the medication aide training course.

Interview with the previous RN on 12/07/23 at
2:53pm revealed:

-She taught the medication aide training course
for the facility but had not done so in several
months.

-She taught the 15-hour course and provided a
certificate to the MAs once the class was
completed.

- -The MAs were responsible for providing the

certificate of completion to the facility.

Interview with the Administrator on 12/07/23 at
3:45pm revealed:

-The HRD was responsible for maintaining the
personnel records.

-He did not know if the MAs brought the 15-hour
certificate that verified completion on the
medication training course and gave it to the
HRD.

F

!
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-He expected the personnel records to be ‘
complete, including the medication aide training i’
course certificate of completion. |
|
D 358 10ANCAC 13F .1004(a) Medication | D358 | Monthly medication cart audits will be
Administration performed to verify medication (doses)on hand
1’ to doses administered.
10A NCAC 13F .1004 Medication Administration |
(a) An adult care home shall assure that the Pharmacy has added this to the existing
preparation and administration of medications, | quarterly audits currently being performed.
prescription and non-prescription, and treatments
by staff are in accordance with: Facility instituted pre-measured medication
(1) orders by a licensed prescribing practitioner | cups for dispensing of medications requiring
which are maintained in the resident's record; and | measureing at time of delivery.
2) rules in this Section and the facility's policies |
2) ysp ! Staff will be re-educated on the importance of
and procedures. L ) " !
\ medicine management, with additional Relias
This Rule is not met as evidenced by: training.
Easeq on observ a_tl'ons,_record rew_evys, and | Resident Care Director and Pharmacy review
mterylevys, the facility failed to administer ‘! R.N. are responsible for monitoring accuracy
medications as ordered for 1 of 7 sampled of medicine passes.
residents (#1) who had two supplemental !
medications for fiber. | Quarterly observation of medication pass will
| be performed by Resident Care Directors.
The findings are:
Completion date of correction will be January
1. Review of Resident #1's FL-2 dated 01/19/23 | 5, 2024.
revealed diagnoses included acute respiratory !
failure with hypokalemia, pneumonia due to
Covid, hypertension, diabetes, dementia, and
chronic pain.

\
a. Review of Resident #1's signed physician J
orders dated 09/01/23 revealed there was an
order for fiber 1 tablespoon daily.

medication administration record (eMAR)

Review of Resident #1's October 2023 electronic ‘
revealed: ‘

!
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-There was an entry for fiber 1 tablespoon mixed |

in beverage of choice every evening with a
scheduled administration time of 8:00pm.
-There was documentation fiber was
administered each evening from 10/01/23 to
10/31/23.

Review of Resident #1's November 2023 eMAR
revealed:

-There was an entry for fiber 1 tablespoon mixed |

in beverage of choice every evening with a
scheduled administration time of 8:00pm.
-There was documentation fiber was
administered each evening from 11/01/23 to
11/24/23 and on 11/30/23.

-There was an exception documented from
11/25/23 to 11/29/23; the exception was resident
was in the hospital.

Review of Resident #1's December 2023 eMAR
from 12/01/23 to 12/04/23 revealed:;

-There was an entry for fiber 1 tablespoon mixed

in beverage of choice every evening with a
scheduled administration time of 8:00pm.
-There was documentation fiber was
administered each evening from 12/01/23 to
12/04/23.

Observation of Resident #1's medication on hand °

on 12/06/23 @ 11:43am revealed:

-There was one bottle of 236 grams of fiber
dispensed on 10/10/23.

-There was a date handwritten on the bottle top of
10/15/23.

-The bottle of fiber was % empty.

Telephone interview with a pharmacy technician
at the facility's contracted pharmacy on 12/07/23
at 8:45am revealed:

-There was one 236-gram bottle of fiber on the
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D 358‘ Continued From page 6

medication cart that was % empty.

-The dispensed date on the bottie of fiber was
10/10/23.

-There was a handwritten date on the top of the
bottle of fiber dated 10/15/23.

-The pharmacy dispensed one 236-gram bottle of
fiber on 2/27/23, 03/16/23, and 10/10/23.

Telephone interview with the Pharmacist at the
facility's contracted pharmacy on 12/07/23 at
3:03pm revealed one 236-gram bottle of fiber
would last 41 days if Resident #1 was receiving a
tablespoon daily.

Interview with the Supervisor on 12/07/23 at
10:32am revealed:

-It appeared that the medication was not being
administered as ordered.

-The date on the top of the bottle (10-15-23) was
the date the bottle of medication was opened.

at 10:30am unsuccessful.

Refer to the interview with the Resident Care
Director (RCD) on 12/07/23 at 10:03am.

Refer to the interview with the Administrator on
12/07/23 at 11:00am.

b. Review of Resident #1's signed physician
orders dated 09/01/23 revealed there was an
order for one Metamugcil one pack daily.

Review of Resident #1's October 2023 electronic
t medication administration record (eMAR)
revealed:

-There was an entry for one packet of Metamucil
l as directed every morning with a scheduled

i administration time of 8:00am.

Attempted interview with Resident #1 on 12/07/23 |

| D358

b

{
‘!
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-There was documentation Metamucil was

. administered each morning from 10/01/23 to
10/13/23, 10/15/23 to 10/23/23, and from |
10/25/23 to 10/31/23. ‘
-There were exceptions documented on 10/14/23
and 10/24/23; the exception was the resident was |
out of the facility and the resident refused. |

Review of Resident #1's November 2023 eMAR
revealed:

-There was an entry for one packet of Metamucil
as directed every morning with a scheduled
administration time of 8:00am.

-There was documentation Metamucil was
administered each morning on 11/01/23, and
from 11/03/23 to 11/24/23.

-There were exceptions documented on 11/02/23
and from 11/24/23 to 11/30/23; the exception was
the resident refused and the resident was
hospitalized.

Review of Resident #1's December 2023 eMAR
from 12/01/24 to 12/04/23 revealed: ;
-There was an entry for one packet of Metamucil |
as directed every morning with a scheduled
administration time of 8:00am.

-There was documentation Metamucil was
administered each morning from 12/01/23 to
12/05/23.

Observation of Resident #1's medication on hand
on 12/06/23 at 11:43am revealed:

-There were two boxes of Metamucil on the
medication cart.

-The first box contained 9 of 30 individual packs
of Metamucil with a dispensed date of 09/19/23.
-There was a handwritten date of 09/23/23 written
on the box of Metamucil.

-The second box contained 28 of 30 individual ‘
packs of Metamucil with a dispensed date of ‘1
Division of Health Service Regulation
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11/07/23.

Telephone interview with the pharmacy technician !
at the facility's contracted pharmacy on 12/07/23
at 8:45am revealed:

-The pharmacy had an order for Metamucil one
pack daily. |
-The pharmacy dispensed 30 packs on 07/16/23,
10/17/23, and 11/07/23. ;

Interview with a medication aide on 12/07/23 at
9:36am revealed:

-Resident #1 did not refuse her Metamucil when
she administered Resident #1 her medications. |
-She did not know why Metamucil was not
dispensed every month.

-She did not know why there were extra

Metamucil packs remaining based on dispensed
dates.

Interview with the Supervisor on 12/07/23 at !
10:32am revealed: !
-It appeared the medication was not administered
as ordered.
-The MAs should administer the medications as
ordered.

Attempted interview with Resident #1 on 12/07/23 |
at 10:30am unsuccessful. }
Refer to the interview with the Resident Care
Director (RCD) on 12/07/23 at 10:03am.

Refer to the interview with the Administrator on
12/07/23 at 11:00am.

Interview with the Resident Care Director (RCD)
on 12/07/23 at 10:03am revealed:

-She did not know why there was extra
medication on hand.
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Continued From page 9

-Medication should be administered as ordered.
-Medication carts were audited quarterly by the
pharmacy and by the MA's if there was time.
-Medication cart audits consisted of removing
expired and discontinued medications and
ensuring all the medications on the eMAR were in
the medication cart.

-Sometimes the Supervisor would do medication
cart audits.

Interview with the Administrator on 12/07/23 at
11:00am revealed: i
-The MAs should administer medications as ‘
ordered. |
-The MAs need to slow down and pay attention to |
what they are doing.

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

10ANCAC 13F .1004 Medication Administration

(n) The facility shall assure that medications are i
administered in accordance with infection control
measures that help to prevent the development |
and transmission of disease or infection, prevent |
cross-contamination and provide a safe and
sanitary environment for staff and residents.

This Rule is not met as evidenced by:

Based on observations and interviews, the facility |
failed to ensure infection control measures were |
implemented as evidenced by a medication aide |
(MA) who administered eye drops, checked a 1
fingerstick blood sugar (FSBS), and administered
insulin and failed to wash her hands with soap

and water before and after donning and doffing
gloves.

The findings are:

D 358

D 371

Staff will be re-educated on infection control |
and hand washing policies. ‘

Additional training will be added on Infection
Control and Medication Administrating.

All Staff will be given our hand washing policy
for re-education purposes.

Resident Care Directors will quarterly observe
hand hygiene during the medication pass audit.

Completion date of plan of correction is January
19, 2024,

COMPLETE
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Review of the facility's Medication Administration |
policy revealed:

-Gloves were to be worn during blood glucose
monitoring.

-Gloves that had touched potentially
blood-contaminated objects or finger stick
wounds were to be changed before touching
clean surfaces.

-An alcohol-based hand rub should be used
between each resident finger stick.

-When administering eye drops, the MA should
remove gloves and clean their hands.

-When administering insulin, the MA should
remove gloves and clean their hands.

Observation of the MA administering medications |

during the 9:00am medication pass on 12/06/23
between 8:13am and 8:45am revealed:

-The MA prepared 11.5 pills for administration.
-The MA was observed handling several of the
pills with her bare hands.

-The MA donned gloves and administered an eye |
drop to a resident.

-The MA doffed the gloves and prepared
medications for a second resident without
washing or sanitizing her hands.

-The MA donned gloves to administer eye drops
to a second resident.

-The MA administered eye drops to the second
resident, doffed her gloves, and continued to
administer medications without washing or
sanitizing her hands.

Observation of the MA during the 12:00pm
medication pass on 12/06/23 at 11:29am

revealed: 4
-The MA prepared a resident's glucometer fora |
FSBS check. ]
-The MA donned gloves and checked a resident's |

|
|
|
|
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FSBS.

-The MA returned to the medication cart and
prepared the resident's insulin pen for
administration.

-The MA administered insulin to the resident.
-The MA did not change gloves or wash her
hands between the FSBS check and the insulin
administration.

Interview with the MA on 12/06/23 at 2:16pm
revealed: |
-She should have removed her gloves, sanitized |
her hands, and donned another set of gloves
before she administered insulin.

-She should have washed her hands before and
after donning gloves when checking FSBS,
administering insulin and eye drops.

-She should have put on gioves instead of
touching the pills with her bare hands.

-Hand washing should be done immediately after
removing gloves.

-Hands were sanitized to decrease the chance of
spreading infection.

Interview with the Resident Care Director (RCD)
on 12/06/23 at 2:40pm revealed:

-The MAs should wash their hands with soap and |
water after every 3 residents.

-The MAs should wash or sanitize their hands
before and after administration of eye drops,
FSBS checks, and administration of insulin.
-The MAs should wash their hands before and
after donning and doffing gloves.

-Hands washing decreases the spread of
infection from resident to resident.

Interview with the Administrator on 12/06/23 at

3:30pm revealed:
-He was concerned about the spread of infection

; throughout the facifity.
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-He expected the staff to wash and sanitize their
hands per the policy.
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