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C 000 initial Comments C 000

The Adult Care Licensure Section conducted an
annual survey on 02/05/15.

C 140 10A NCAC 13G .0405(a)(b) Test For C 140
Tuberculosis

10A NCAC 13G .0405 Test For Tuberculosis Rule 10A NCAC 13G .0405(a)b) Test for

{a) Upon employment or living in a family care Tuberculosis ( € 140 ) - _

home, the administrator, all other staff and any For statf C 2 copy of her chest X-ray report that 2 -4-\§"

| five-in non-residents shall be tested for stated she was negative for active TB was

; tuberculosis disease in compliance with control placed ia lier employee file.

! measures adopted by the Commission for Health —
Services as specified in 10A NCAC 41A .0205

. including subsequent amendments and editions.

Copies of the rule are available at no charge by

contacting the Department of Health and Human

Services. Tuberculosis Control Program, 1902

Mail Service Center, Raleigh, NC 27699-1902.

(b} There shall be documentation on file in the

home that the administrator, ail other staff and

any live-in non-residents are free of fuberculosis

disease that poses a direct threat fo the health or

safety of others.

This Rule is not met as evidenced by:

Based on interview and record review, the facility

failed to assure ail staff shall be tested for

: tuberculosis (TB) disease in compliance with

- control measure adopted by the Commission for
Health Services for 1 of 3 sampied staff (Staff C).

The findings are:

Review of Staff C's personnel records revealed;
-She was hired on 10/30/13 as a Medication Aide
and Supervisor-in-Charge.

-She was a registered nursing assistant.
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C 140 | Continued From page 1 €140 Rule 104 NCAC 13G .0405(a)(b) Test for
Further review of the personnel resord revealed: Tubereulosis ( C 140) Q.24 1
-A form from a local hospital system’s "Teammate For staff C a copy of her chest X-ray rep{}rt that _-——-—"' —
Health” for Staff C stated she was negative for active TR was
-This form Included the notation "Has a history of placed in her employee file.
positive TEST. However the last TB health S
Evalualion was negative for active TB and was Rule G.5. 131 D-21 (2) Declarations of
completed on 9/12/14." Residents” Rights (C 912 )
-No documantation of the record of Siaff C's G.5. 131D-21{2) A- {2} two new a]_‘g_comcters
positive TB test results or & Chest Xray report were purchased on 2/5/2015 - :
negative for active TB. Disinfection wipes with Clorox was pmchased
on 2/5/15. To clean each meier aﬁem e:xch use
Interview with the Administrator on 2/5/15 at 4:00 (Daily) - 2-5\Y
prn revealed: All staff vwas given m—se"wce on now to clean
-She was responsible for ensuring all Staff meet maters :
employment requirements. A form was mcorparated in tlns in- service 1o
-She was not aware she needed results of the ensure that this cleaning genhmqw is being
positive T8 skin test or a chest xray that was performed, and the staff of the facx;ﬂy will sign
negative for active TB disease. afier cleaning meter daily. - |
Stanly county health deparzment visited the ©
Aftempt to interview Staff C was unsuccesshul. home on 3-2-13 to talk to the Admm:;srator
about the importance of infeetion control and
G912 &.8. 131D-21(2) Dedaration of Residents’ Righis o912 left information to help educate the staﬂ here at:
Scott’s Family Care Home, - ‘
(3.8, 13tD-21 Declaration of Resident's Righis All meters were labeled with residents name on
Every resident shall have the following rights: 2/5/2015
2. To receive care and services which are All meters wil] be checked by the Administrator
adequate, appropriate, and in compliance with and will continne 16 monitor weekly ‘or as ;
relevant federat and state [aws and rufes and necessary, & glucometer check sheet was placed
regulations. in the medzcanon admm:sh‘atmn record. ‘
Rule G.8. 131 D-21 (2) Declarations of
This Rule is nat met as svidenced by Residents® Rights (C 12)
Based on observations, record reviews and G.S8. 131D-21 (2) B- The infection conimﬁeci W g
interviews, the facility failed to assure residents training tock place on February 11% Certificates |0~
received care and services which are adeguate, were put in each staff file and will continue for .
appropriate and in compliance with relevant future employses, Training was held by .
federal and state laws, rules and regulations Facility's RN and will have fraining annually,
related o infection prevention requirements for The infection control training was added to alt
glucometer use, infection control training, 5 hour employees tracking tool. And will be monitored
by the Administrator.
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I Rule G.8. 131 D-21 (2) Declarations of

C 912 l Continued From page 2

and 10 hour training required for medication
| aides, and controlled substance prescreening for
staff.

| The findings are:

A. Based on observations, interviews and record
reviews, the facility failed to implement infection
control procedures consistent with Centers for
. Disease Control and Prevention guidelines
| regarding the fingerstick blood sugar (FSBS)
monitoring for 3 of 3 sampled residents
{Residents #1, #2, and #3). [Refer to Tag 932,
131D-4.4AMY1). (Type B Violation}].

B. Based on interview and record review, the
facility falled to assure all medication aides
received annual in-service {raining for infection
cantrol, safe practices for injections and glucose
monitoring for 2 of 2 sampled Staff (Staff B and
C).[Refer to Tag 934, 131D 4.5B(a). (Type B
Violation)].

C. Based on observation, interview and record
review, the facility failed to assure 2 of 2 sampled
Staff (Staff B and C) who were hired after 10/1/13
as Medication Aides (MA) and Supervisors-in
Charge (SIC) had successfuily completed the 15
hour medication administration training prior to
administering medications.[Refer to Tag 935,
131D 4.5B(b)(1). (Type B Violation)].

D. Based on record review and interviews, the
facility failed to ensure examination and
screening for controlled substances for 3 of 3
staff (Staff A, B. C, hired after 10/01/13.[Refer to
Tag 992, 131D-45. (Type B Viclation)].

! Residents” Righis (T 812)

CEE151D-21 (2 C. Staff member was

“removed from the cart on 2/5/15 untiil all

training was compieted, which was eompleted

. on February 2/13/2015, '

* The 3 hour medication Iraining was completed
by all staff on 2/11/2013. Certificates of
completion were put in each employee’s file.
The 10 hour medication training tdok place on
2/12/2013 and 2/13/20615. All staff was present
and completed on 2/13/2015. Certificates-of
completion were put in each employee’s file.

R-\3A8

The § hour and 10 hour wraining for medication
aides was added to all employees racking tool.

Rule G.S. 131 D-21 {2) Declarations of
Residents’ Rights (C 912 ). :
G.8. 131021 (2) D, All corrent staff
completed their comrolled substance screening
on 2/20/2105 and 2/23/2015. The resulis of all |
" staiT drug screening were put in their
employees file.
All new hives will have thelr controlled
- substance screening completed before
employment.
The controlled substance screening was put in
all employess file and monitored by the
Cadministrator. The controlled substance
| screening was added to the emplovee fracking
: took '

22345

i
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G832 G.8. 131D 4.4A (b} ACH infection Prevention C932
Reqguirements '
131D-4.4A Adult Care Home Infection Prevention
Requirsments .
. G.5. 131D 4. 4A (b) ACH Infection
{b} In order fo prevent fransmission of HIV, Prevention Requirements (C 932) - -
hepatitis B, hepatitis C, and other bleodborne (2) (%) two.new glucometers were purchased on
pathogens, each adult care home shall do al} of 215/2015. -
the following, beginning January 1, 2012: Disinfection wipes with Clorox was pﬁrchased
{1) implement a written infection control poficy on 2/5/15. To cléan each meteg af‘er each use:
consistent with the federal Centers for Disease ' | (Daily) -5 s
Control and Prevention guidelines on infection { All staff was given in-service on how to clean
control that addresses at least all of the following: ‘eters . -
a. Proper disposal of single-use equipment used - A form was ine orpora{cd in ﬂns in- service to
: fo punciure skin, mucous membranes, and other ensure that this cleaning technique is being
: fissues, and proper disinfection of reusable performed, and the staff of the fac:i;ty w:H sign
. patient care items that are used for muitiple after cleaning meter daily. :
: residents. Stanly county healih department: ws;ted the A
. b. Sanitation of rooms and equipment, including home on 3-2-15 to talk to the Administrator -
 cleaning procedures, agents, and schedules. about the Importance of infaction control and
¢. Accessibility of infecion control devices and left information to help educate the staff here at
supplies. . ) Scott’s Family Care Home.
d. Biood and bodily fluid precautions. - All ineters were Iabeled with residents name.on
e. Procedures to be followed when adult care 21502015
home staff is exposed to biood or other body | All metérs will be checked by the Adsinistiator
fluids of ancther person in a manner that poses a  and will continue to menitor weekly or as
significant risk of transmission of HIV, hepatitis B, - necessary, a glacometer check sheet was placed
hepatitis C, or other bloodbome pathogens, " in the medication administeation record,
f. Procedures to prohibit aduit cars home staff QT Sme—S T
with exudative lesions or weeping denmatitis from
engaging in direct resident care that invelves the
poteniial for contact batween the resident,
equipment, or devices and the lasion or
dermatitis until the condition resolves.
{2) Require and monitor compliance with the
facility’s infecfion controf policy.
{3) Update the infection conlrol policy as
necessary fo prevent the transmission of HIV,
Division of Health Sefvice Reguiason . -
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hepatitis B, hepatitis C, and other bloodborne
pathogens.

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

Based on observations, interviews and record
reviews, the facility failed to implement infection
control procedures consistent with Centers for
Disease Control and Prevention guidelines
regarding the fingerstick blood sugar (FSBS)
monitoring for 3 of 3 sampled residents
(Residents #1, #2, and #3).

The findings are:

interview on 02/05/15 at 11:15 am with the
Administrator revealed:

-There were 3 residents in the facility and ali 3
residents had current orders for FSBS
monitoring.

-There were 3 different models of glucometers in
the facility.

Observation of FSBS coliection supplies on
2/5/14 at 2:30 pm revealed

-4 Disposable single use lancets.

. -A partially used box of individual single use
alcohol wipe pads.

-No sanitizing wipes were available for use,

Interview on 02/05/15 at 3:30 pm with Brand B
glucometer manufacturer's representative
revealed:

-Alcohol wipes are not recommended for cleaning
or disinfecting of glucometer.

-Brand B glucometer may be used by multiple
residents if it is properly disinfected between each

G.5.131D44A (B ACH Infeciion
Prevention Requirements ( C 932 )
(2} (2) two new glucometers were purchased on
2/5/2015
Disinfection wipes with Clorox was purchased
on 2/5/13, To clzan each meter after each use

(Daily)
Al staff was given in-service on how to clean AN
meters K-8l

: A form was incorporated in this In- service to

| ensure that this cleaning technique is being
performed, and the staff of the facility will sign
after cleaning meter daily.

Stanly county health department visited the
home on 3-2-15 to talk to the Adminisirator
about the importance of infection control and
left information to help educate the staff here at
Scoit’s Family Care Home.

All meters were labeled with us;dmts name on
2/5/2015

All meters will be checked by the Administrator
and will continue to monitor weekly or as
necessary, a glucometer check sheet was placed
in the medication administration record.

DI\HSIOH of Health Service Regulation
STATE FORM

RH3J14 if continuation sheet §of 19




PRINTED: 02117£2015

L FORMAPPROVED
Bivision of Health Service Requiation ' .
STATEMENT OF DEFICIENCIES {X1) PROVIDER/SUPPLIER/CLIA (X2) MUILYTIPLE CONSTRUCTION {X3) DATE SURVEY
AND PLAN OF CORRECTION IDENTIFICATION NUMBER: A BLILOING: COMPLETED

FCLO84010 B. WING 02/05/2015
NAME OF PROVIDER CR SUPPLIER STREETADDRESS, GITY, STATE, ZIP CODE
322 MAYO ST -
SCOTTS FAMILY CARE H
. s OME BADIN, NG 28009. .
X4y 12 BUMMARY STATEMENT OF DEFICIENCIES o) PROVIDER'S PLAN OF CORRECTION '-(xsk'
PREFIX, {EACH DEFICIENCY MUST BE PRECEDED BY FULL "PREFIX {EACH CORRECTIVE ACTION SHOULD BE COMPLETE
e REGULATORY OR L5G IDENTIFYING INFORMATION) ©TAG CROSS-REFERENCED TO THE APPROPRIATE DATE
. DEFICIENCY) )
€ 832 | Continued From page 5 €932
use with the recommended disinfectant.
-The recommended brand is Clorox disinfecting
wipes.
. ' _ (3.5, 131D 4.44 (b) ACH Infection
Interview on 02/05/15 at 3:45 with Bran_d c Prevention Requirements (C932)
glucometer manufacturer's representative {2} (2) two new glucometers were purchased on
revealed the glucomater is designed for single 27512015
resgeln tuse dan? not designed for use with Disinfection wipes with Clorox was purchased
MUILIPHE FesIdents. on 2/5/15. Te ciean each meger aﬁer each use Q-
. - . ~ (Daily) ' ' ’
A. Review of Resident #1's current FL-2 dated :
1128115 revesled: igt:a;ff was given m—seﬂ'me on how to cieanv 7
-Diagnose's incuded diafsetes mei!it.us, A forin was mcorporatcd in this in- service to
hgsp;réens:rcnen, zndr:dhror?:c;tﬁe%n;yd dls:ause. ensure that this cléaning téchnique is being
) were oraered colie e caly. performed, and the staﬁ’ of the facitity will sign’
. .- after cleaning meter daily.
:g;:‘; 0: t;a:i;eos;t;?;;rjesco rd revezled an Stanly county health deparbment visited the
° T : home on 3-2-15 to talk to the Administrator
: ) o abont the importance of infection control and-
Ot‘)servat_lon on 21515 &t 2:30 pm ofRes;dent_ feft information to help educate the staﬂ’ hert. at’
#1's medication and glucometer storags plastic Scoit’s Famlly Care Home.
bins revealed: - :
-A small plastic box with fid ccntained aBrand B ﬁ ;;Belt?s were labeled with residents name on
?;Z?:;?:g;::i—?;:g;og: 3:2 it:g;isd\:zsf :?g.ﬁ All metérs will be checked by fhc Administrator
“The Administrator confirmed this was the . and will continue to monitor weelkly or as
glucometer she used to sample Resident #1's ?“ﬁ?ssm?&,al%;congd?r ‘:];c;i( ‘:’3}1::; g:;s_’ placed
blood glucose. in fiie medication a mm1§ on 1 4 :
~The Brand B glucomeler inside of the box was
labeled with Resident #3's name three times on
the back of the glucormnster.
Interview on 02/05/15 at 2:37 pm with the
Administrator revealed:
~The Brand B glucomeler being used for Resident ;
#1 used fo belong to Resident #3 and that is why
the glucometer is labeled with Regident #3 name.
- Resident #3 also had a Brand C glucometer, 50
she thought the Brand B glucometer could be
used by Rasident #1.
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-She did not disinfect the glucometer before
using.

Review of the glucometer history currently being
used by Resident #3 revealed:

-F8BS values began on 1/23/15 and continued
through 2/5/15 at 6:40am.

-Prior 1o 1/23/15, the next recorded value in the
glucometer history occurred on 5/22/14.

G.5. 131D 4.44 (b) ACH Infection
Prevention Requirements ( C 932)

(2) (2) two new glucometers were pmchased on
2/5/2015

D;smi»uwn wipes with Clorox was purchased

275715, To clean each meter aner cach use
(Dallv)
All staff was given in-service on how to clear -

Review of Resident #1's January 2015 and meters 2.5 <
;ebm:;ry ﬁ:g Medxcatllo; Administration A form was incorporated in this in- service to
TE;CO; s ( f)dr?f‘gesase ’ the MAR iched ensure that this cleaning technique is being
-1he gocumen e' S on Ine s maiche performed, and the staff of the facility will sign
the giucometer history except for a FSBS on afier cleaning meter daily.
2/4/15 of 116. ..

i { Stanly county health department visited the
—Thg 2/4115 FSBS for 7:39 am reading of 116 on ‘home on 3—.’2’15 to talk E} the-Administratc‘;r
Eggge;;::ﬂzn:ei’zgio? gl:sic‘;:::; matched the about the importance of infection control and

. left information to help educate the staff here at

. o :Scott’s Family Care Home.
B:ased on obsarvation and attempted inferview - All meters were labeled with residents name on
with Resident #1 on 2/5/15 revealed he was 2/5/2015
determined not fo be interviewable. All meters will be checked by the Administrator
o . . and will continue to moniior weekly or as :
Refe_r t.o additional mtennewl with the ] :necessary, a glucometer check sheet was placed
Administrator on 2/5/15 at 2:37 pm and 3:50 pm.
sm the medication admm;stratxon record.
B. Review of Resident #3's current FL-2 dated '
4/15/14 revealed:
-Diagnoses included dementia, diabetes and
hypertension.
-FSBS collections were ordered twice daily.
Observation on 2/5/15 at 2:30 pm of Resident
#3's storage boxes for medications and
giucometer supplies revealed;
-A small plastic box with a lid contained a Brand
C glucometer with appropriate strips was with
Resident #3's first name on the outside of the
box.
Division of Haalth Service Regulahon
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~-The Administrator confirmed this was the
glucometer she used to sample Resident #3's
blood glucose.

-The Brand C glucometer Inside of the box, inside
of a pouch which was labeled with Resident #3's
name. -

Review of Resident #3's g[ucomezer history
revealed:

-Time and day were camrect.

-Regording of FSBS began on 1/23/15 and
continued through 2/5/15 at 3:57 am.

Review of Resident #3's MARSs for January 2015
and February 2015 revealed:

-The FSBS results on the glucometer
corresponded to the documented FSBS on the
MARSs except for there was no FSBS recorded in
the history for 2/4/15 in the evening.

-FSBS value of 185 was documented on the MAR
as the 2/4/15 evening FSBS value obtained. -
-The FSBS vaiue of 195 documented matched
the FSHS velue recorded in the glucometer
history for Resident #2.

Based on observation and record review,
Resident #2 was determinad not to be
interviewable,

Refer to additional inferview with the
Administrator on 2/5115 ai 2:37 pm and 3:50 pm.

. Review of Resident #2's record revealed a
current FL2 dated 09/22/14 which included an
order for weekly FSBS readings.

Observation on $2/05/15 at 12:05 pm of the
giucometer storage revealed:

- A dlear plastic storage container labeled with
Resident #2's name.

(G.5. 1310444 (b) ACH Infection
Prevention Requivements { Co32)
(2) (2) two new glucometers were purchased on
27572015
D1smff‘ct3m wipes with Cioa’o‘{ was purchased
2/5/15. To clean each meter affer each use
(Daﬂy} )
All staff was uwen m-servzce on how to cIean
mMeters
A form was incorporated i in this in- service to
ensure that this cleaning technique is béing
performed, and the staff of the facility will sign.
after cleaning meter daily.
Stanly cotmty health department visited the '
home on 3-3-15 to talk to' the Administrator
about the importance of infection control and
Ieft information fo help educate the staff here at
Scatt’s Family Care Home.
All metérs were labeled with resuieats name on
2/5/2015
Al meters will be checked by the Administrator
and will continue to monitor weekly oras
necessary, & glncometer check sheet was placed
in the medication administration record.

2.5
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C 932 Continued From page 8 C o932

- A black storage pouch for Brand A glucometer
was not labeled.

- One Brand A glucometer labeled with Resident
#2's name.

- No test strips available for the Brand A
Giucometer.

- The Brand A glucometer did not power up when
the on butfon was depressed.

- A black storage pouch for Brand B glucometer
was not labeled.

~ One Brand B glucometer which was not labeled.
- 3 boxes of test sirips for the Brand B
glucometer.

Interview on 02/05/15 at 2:37 pm with the
Administrator revealed:

- She currently used the Brand B glucometer for
FSBS moniforing on Resident #2.

- She was unable to recall when she started using
the Brand B glucometer and stopped using the
Brand A glucometer.

- The facility no longer had the test strips for the
Brand A glucometer.

Review of the Brand B glucometer readings
revealed the date and time were accurately set.

Examples of the Brand B glucometer readings
which matched the documented readings on
Resident #2's January and February 2015
Medication Administration Records (MARSs)
include:

1/06 7.54 am 133

1113 7:58 am 106

1/20 7:42 am 116

1427 8:36 am 111

21063 9:05 am 131

Review of the Brand B glucometer also revealed
2 additional readings, not documented on

3.5, 131D 4 4A {b) ACH Infection

Prevention Requirements ( C 932)

{2) (2) tvo new glucometers were purchased on

27572015 -

Disinfection wipes with Clorox was purchased

on 2/3/15. To clean each meter afier each use

(Daily) '

All staff was given in-service on how to clean

:mnelers

" A form was incorporated in this in- service 1o

. ensure that this cleaning technigue is being

- performed, and the staff of the facilify will sign
after cleaning meter daily. '

' Stanly county health department visited the

home on 3-2-15 to talk to the Administrator

about the importance of infection conirol and

left information to help educate the siaff here at

Scott’s Family Care Home.

All meters were labeled with residents name on

2/5/2015

All meters will be checked by the Adminisirator

and will continue to monitor weekly or as

necessary, a glucometer check sheet was placed

in the medication administration record.

2-5-15]
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€ 932 Confinusd From page 8 C 932
Resident #2's MARs: I
2/4 7:3% am 116 (3.5. 131D 4 4A {b) ACH Infection
2/4 8:28 pm 185 Prevention Requirements { € 932 )

Review of Resident #3's current February 2015
MAR revealed the 2/4 8:28 pm reading of 185 on
Resident #2's Brand B glucometer matched the
FSBS decumeanted,

Review of Resident #1’s current February 2015
MAR revealed the 2/4 7:30 am reading of 116 on
Resident #2's Brand B glucomeier matched the
FSBS documented.

Observation on 02/05/15 revealed Resident #2
was out of the facility and unavailable for
intarviow.

Refer to interview with the Administrator on 2/5M15
at 2:37 pm.

Interview on 02/05/15 at 2:37 pm and 3:50 pm
with the Administraior revealed:

- She usually cleaned the glucomsters with
aleohol wipes at least weekly.

- She "sometimes" put hand saniiizer on a paper
towel and then wiped the glucometers with the
paper towel.

- She did not document when she cleaned the
glucometers, but she made sure the glucometers
were clean before she put them away after use.
- The facility does not have any saniifzing or
disinfecting wipes.

- All ESBS are performed by her.

The facility provided the following plan of
protection on 02/05/15 as follows:
- The facility will purchase new ghicometers for all

{2) (2) two new giucometers were purchased on
21572013

Disinfection wipes with Clorox was purchased
on 2/5/15, Toclean each meter affer each use
(Dailyy - -

All staff was given in-service on how to clean ~
meters

A form was incorporated in this in- service to
ensure that this cleaning technique is being
performed, and the staff of the facilily will sign
after cleaning meter daily.

Stanly county health department visited the
home on 3-2-15 to talk to the Adminisirator
about the importance of infection control and
left information to help educate the staff he1e at
Scoit’s Family Care Horhe,

All meters were labeled with resadenrs name on
2/3/2015

All meters will be checked by the Admmjstmior
and will continue to monitor weekly or as
necessary, a glucometer check sheet was placed
in the medication administration record. '

g.j'fli‘

=
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Reguirements

G.S. 131D-4.58 Adult Care Home Infection
Prevention Reguirements

{a) By January 1, 2012, the Division of Health
Service Regulation shall develop a mandatory,

I annual in-service training program for adult care

. home medication aides on infection control, safe

practices for injections and any other procedures

- during which bleeding typically occurs, and

glucose monitoring. Each medication aide who
successfully compietes the in-service training
program shall receive partial credit, in an amount
determined by the Depariment, foward the
continuing education requirements for adult care

- home medication aides established by the

i Commission pursuant to G.8. 131D-4.5

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

 in the medication administration record.-

G5 13108

home on 3-2-15 to falk to the Administrator
about the importance of infection control and
tefi information to help educate the staif here at
Scoit’s Family Care Home. :
All meters were labeled with iﬁiSIdﬁ’}‘is name of
245015

All meters will be chec.{ed by the Administrator
and will continue o monitor weekly or as
necessary, a glicometer check sheet was placed

5-4.58 (ay ACH infection
ention Requircments (€ 934)
The mfectmn controlled training took place on

Prev:

o : _ . FORM APPROVED
__Division of Health Service Regulation
STATEMENT OF DEFICIENCIES ({1} PROVIDERISUPPLIERICLIA {X2) MULTIPLE CONSTRUCTION {X3) DATE SURVEY
AND PLAN OF CORRECTION IDENTIFICATION NUMBER: COMPLETED
A. BULDING:
FCLOB4010 B. WING 021052015
NAME OF PROVIDER OR SUPPLIER STREET ADDRESS, CITY, STATE, ZIP CODE
SCOTT'S FAMILY CARE HOMIE 322 MAYO ST
BADIN, NC 28003
(X4} 1D SUMMARY STATEMENT OF DEFICIENCIES D PROVIDER'S PLAN OF CORRECTION 3
PREFIX (EACH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX {EACH CORRECTIVE ACTION SHOULD BE | COMPLETE
TAG REGULATORY OR LSC IDENTIFYING INFORMATION) TAG CROSS-REFERENCED TO THE APPROPRIATE | DATE
DEFICIENCY)
C 932 Continued From 1 C 832 N, . . :
Continued From page 10 G.S. 131D 4.44 (b) ACH Infection Prevention
residents ordered FSBS before the next FSBS is Requirements (€ 932) :
due. (2) (2) vwo new glucometers were purchased on
- Each glucometer will be labeled for the proper 2/512015 7 :
resident. Disinfection wipes with Clorox was purchased .
- Glucometer readings will be checked weekly on 2/5/15, To clean each meter afier each use
and monitored by the Administrator o ensure {Daily)
staff is not sharing glucometers. All staff was given in-service on how to clean
meters
CORRECTION DATE FORTHE TYPE B A form was incorporated in this in- service (o
VIOLATION SHALL NOT EXCEED March 22, ensure that this clesning iechnigue is being g/, tT
2015. performed, and the staff of the facility will swn
after cleaning meter daily. . :
€934 G.5.131D-4.5B (a) ACH Infection Prevention C 934 Stanly county health department visited the

February 11" Certificates were put in cach stall  7)- - 15/

file and will continue for fiture employees. -
Training was held by Facility*'s RN and will
have training annually. The infection contrel
training was added to all employess tracking

. tool. And will be monitored by the
. Administrator

Division of Health Service Reguiation
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Based on interview and record review, the facility
{ailed to assure all medication aides received
annual in-service fraining for infection control,
safe practices for infections and glucose
monitoring for 2 of 2 sampled Siaff (Staff B and
C)

; The findings are:

: Interview with the Administrator on 2/5/15 at 4:00
: pm revealed:

: -She was responsible for ensuring all staff meet

- employment requirements, mainfained the

- personne! records and scheduled ali training.

-She was not aware all medication aides (MA}
were required to have annual in-service training
for infection control,

-She had not scheduled infection conirol training
in 2014 or 2015 for her MAs or herself.

-Staf are scheduled to aliow the Administrator
time off and are in the facility by themselves when
schedulad, usually 2 fo 3 time per wesk.

-There are cummenily 3 diabetic residents who

: required fingerstick blood sugars collscted.

' [Refer to Tag 0932, G.5. 131D4.4(b} ACH

Infection Prevention Requirements.}

A. Review of Staff B's personnel and training
record revealed; .

. -She was hired 10/30/13 as a MA/Supervisor in
¢ Charge and was scheduled to work 2-3 fimes per

week,

-Documentation Staff B completed Infection
Control fraining on 11/113.

-There was no documentation of any additional
Infection Control Training received since 11/413.

Staff B was unavailable for interview.

. FORMAPPROVED
Division of Health Service Requlation . . . i
STATEMENT OF DEFICIENCIES X1} PROVIDER/SUPFLIERICLIA £X2) MULTIFE CONSTRUCTION (X3} BATE SURVEY
AND PLAN OF CORRECTION DENTIEICATION NUMBER: A BULDING: ‘ COMPLETED
FCLOB4018 - | B-WiNG p2/05/2015
NAME OF PROVIDER OR SUPPLIER STREET ADDRESS, CITY, STATE, TP CODE
322 MAYO 8T
C FAMILY CARE HOME N
o) 1D SUMMARY STATEMENT OF DEFICIENCIES D g PROVIDER'S PLAN OF CORRECTION oe
PREFIX (EACH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX ! (EACH CORRECTIVE ACTION SHOULD BE COMPLETE
TAG REGULATORY CR LSC IDENTIFYING INFORMATION) e | CROSS-REFERENCED TO THE APPROPRIATE DATE -
DEFICIENCY)
3
C 934 | Continuad From page 11 C 934 '

G.5. 131 D-4.5B (a) ACH infection
Prevention Reguirements { C 934

The mfection controlled training took place on
February 11® Centificates were put in each staff =
file and wili continue for fistare employees. <
Praining was held by Facility*s RN and will FAI-IS
have training annuelly. The infection coatral

taining was added to all employees tracking

tool. And will be monitored by the

i Administearor . - -
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€ 834! Continued From page 12 C 934
B. Review of Staff C's personnel and training (.5, 131 D-4.58 (a) ACH infection
record revealed: Prevention Requirements ( C 934)
—She was hired 10/30/13 as a MA/Supervisor in The infection controlied training took place on
Charge and was scheduled to work 2-3 fimes per February 11 Certificates were put in each staff’ jol &
week file and will continue for funire employees. = /
-Documentation Staff C complsted Infection | Training was held by Facility's RN and will
Control training on 11/1/13. have training annually. The infeciion conirol
-There was no documentation of any additional training was added to all employees tracking
infection Control Training received since 11/1/13. tool. And will be monitored by the
Administrator
Attempt to interview Staff C was unsuccessful.
The facility provided the following Plan of
Protection on 2/5/15 at 4:30 pm:
- The Administrator will call today and schedule
the annual infection controf training to be provided
for staff.
- The infection control training will be provided
annualty for staff.
- The infection control fraining will be added to the
employee record tracking tool used by the
Administrator.
- The Administrator will monitor the infection
control training for staff.
G.5. 131D-4.5B (b) ACH Medication Aides;
CORRECTION DATE FOR THE TYPE B Teaining and competency { C 935} - : 7
VIOLATION SHALL NOT EXCEED March 22, Staff member was removed from the cart on - <
L2015, 2/5/15 until all teaining was completed, which ’
was completed on February 2/13/2015.
€335 G.S. § 131D-4.58 (b) ACH Medication co35 The 5 hour medicatjon lmining? was completed
Aides; Training and Competency b}’ all staff on 2/11/2015; Certificates of
completion were put in each employee’s file.
G.S. § 131D-4.58 (b) Adult Care Home The 10 hovr medication training took place on
Medication Aides: Training and Competency 2/122015 and 2/13!’201,5. f\:ll Staff;}?’ﬂs pl'eg;‘i}'ﬁ 5 {
Evaluation Requjremen‘ts_ and COTﬂplﬂth on 2/13/2015. Certiticates _0}. ; ,;2 - {g /
completion were put in each employee’s file. :
{b) Beginning October 1, 2013, an adult care The 5 hour and 10 hows lraining for me.dicz?tion
home is prohibited from allowing staff to perform aides was added to a1l employees tracking tool. -
And will be monitored by the Adminisirator.
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€935 Continued From page 13 €a35
any unsupesvised medication aide duties unless
that individual has previously worked as a
medication aide during the previous 24 months in . ) -
an adult care home or successhlly completed ali G.8.131D-4.5B (b) ACH Medication Aides:
of the following: Training and competency ( < 935) |
{1) A five-hour fraining program developed by the Staff member was removed from the cart on
Department that includes fraining and instruction 2/5/15 wmtil all training was completed, which
‘in alt of the foliowing: was completed on Febimary 2/13/2015. o
. & The key principles of medication The 5 hour medication training was completed |,2- /7715 §
administration. by all staff on 2/11/20135. Certificates of :
b. The federal Centers for Disease Control and completion were put im each employee’s file.
. Prevention guidelines on infection confrol and, # The 10 hour medication training took place on | :
~ applicable, safe injection practices and 2/12/2015 and 2/13/2015. AY staff was present :
i procedures for monitoring or testing in which and completed on 2/13/2015. Cettificates of |4~ 315 _
bla.-eding occurs or the potential for bleeding completion were put in each employee’s fiie, .
exists. _ The 5 hour znd 10 hour training for medication
{2 A clinical skills evaluation consistent with 10A aides was added t0 all employees tracking tool. |
NCAC 13F .0503 and 10A NCAC 13G .0503. And will be monitored by the Administrator,
{3} Within 80 days from the date of hire, the s : S
individuat must have completed the following:
&. An additional 1C-hour fraining program
devealoped by the Depariment that includes
training and insfruction in all of the following:
1. The key principles of medication
administration.
2. The federal Centers of Disease Gonirol and
Prevention guidelines on infection control and, if
applicable, safe injection practices and
! procedures for monitoring or festing in which
- bleeding occurs or the potential for bleeding
. exists.
. b. An examination developad and administered
" by the Divisfon of Health Service Regutation in
| accordance with subsection (¢) of this section.
This Rule is not met as evidenced by:
TYPE B VIOLATION
Division of Heafth Service Regulation
STATE FORM a8 BHIJHM H conbinuztion sheet 14 of 19
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C835{ Continued From page 14 C935

Based on observation, interview and record

 review, the facility failed to assure 2 of 2 sampled

Siaff (Staff B and C) who were hired after 10/1/13
as Medication Aides (MA) and Supervisors-in
Charge (SIC) had successfully completed the 15
hour medication administration training prior {0
administering medicafions.

The findings are:

interview with the Administrator on 2/5/15 at 4:00
pm reveaied:

-She was responsibie for ensuring all staff meet
employment requirements, maintained the
personnel records and scheduled all training.
-She was not aware of the requirement for Staff
who adminisiered medications must complete the
5, 10, or 15 hours medication administration
training.

-She believed when she hired registered nurse

; @ides, they only required skill validation and
successiul passage of the MA test in order to be
" independent in medicafion administration.

-Staff are scheduled to afiow the Administrator
time off and are in the facility by themselves when
scheduled.

-Both Staff pass medication and collect
fingerstick biood sugars on a regular schedule of
work.

-There are currently 3 diabetic residents who
required fingerstick biood sugars collected.

-The Administrator stated neither Staff had
previously worked as a MA in another facility.

A. Review of Staff B's personnel and training
record revealed:

-She was hired as a MA/SIC on 10/30/13.
-She was currently listed on the Nurse Aide
Registry as a Nurse Aide.

G.5. 1312-4.58 (b) ACH Medication Aides;

Training and competeney { C 935)

Staff member was removed from the carton

- 2/5/13 until all training was completed, which
was completed on February 2/13/2015. 2 - 1<

- The 5 hour medication training was completed

by all staff on 2/11/2015. Certificates of

- completion were put in each employee’s file.

. The 10 hour medication training took place on

“2/12/2015 and 2/13/2015. All staff was present

- and completed on 2/13/20135. Certificates of

- completion were put in each employee’s file. R /3 <]

The 5 howr and 10 hour training for medication

taides was added to all employees tracking tool.
And will be monitored by the Administrator.
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€635 Continued From page 15 Cess

-Staff B had a medication clinical skills
competency validation completed on 9/4/14,
-Siaff B tock the written medication exam on
9/22114 and successiully passed.

-There was no documentation Staff B completed
a 5, 10 or 15 hour medication administration

program.
Staff B was not available for interview.

B. Review of Staff C's personnal and training
record revealed: -

-Bhe was hired as a MA/SIC on 10/30/13.
-Stafi C was curently listed on the Nurse Aide
Registry as a Nurse Aldé.

-Staff C had a medication clinical skilfs
competency validaiion completed on 9/4/14.
-Staff C took the written medication exam on
9/22/14 and successfully passed.

-There was no documentation Staff C compisted
a 5, 10 or 15 hour medication administration
program.

Staff C was not available for interview.

The facility presented the following Plan of
Protection on 2/5/15 at 4:30 pm:

- Staff will not pass medications untif the 15 hour
training is completed.

- The Administrator will call today and schedule
the 15 hour medication training for med aides.

- The 5 hour and 10 hour fraining for medication
aides will be added {o the employee record
tracking tool used by the Administrator.

- The Administrator will menitor the 13 hour
{raining for all current and new siaff.

CORRECTICN DATE FORTHE TYPE B
VIOLATION SHALL NOT EXCEED March 22,

G.8. 131D-4.58 (b) ACH Medication Aidss;

Training and compelency { C 935) ;

Stafi member was removed from the carton '
2/5/15 until all training was completed, which | 4 1j-%
was completed on February 2/13/2015. . . ;Z )

The 5 hour medication training swas completed |

by all staffon 2/11/2015. Certificates of l
completion were put in each eraployee’s file, |

e 10 howr medication training toolc place on -

2/12/2015 and 2/13/2015. Al staff was present -
and completed on 2/13/2015. Certificates of .
com_p_lf:ﬁm were put in each employee’“s.ﬁfte.
T.he 5 Lour and 10 hour training for medication
aides was added to all employees tracking tool.
And will be monitored by the Administrator, -

21357
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Cu35! Continued From page 16 C935
2015.

G.S. 131D-45. Examination and screening for
€892 G.S. § 131D-45 G.S. § 131D-45. Examination ooz the presence of controlled 51!b§tances required
and sereening for for applicant for employment in adulf care
homes. { T 592)
All current staff compieted their controlied
substance screeaing oa 2/20/2105 and
2/23/2015. The results of all siaif drug

reening were put in their employess file. 4?'5"73'!3
sereening were put  in their employ

G.S. § 131D-45. Examination and screening for
the presence of controlled substances required
for applicants for employment in adult care

homes. ; : ! e

A1 new hires witl have their controlied
{a) An offer of employment by an adult care home substance screening completed before
licensed under this Article to an applicant is employment.

The conirolled substance sereening was put in

conditioned on the applicant's consent to an g
all employees file and monitored by the

examination and screening for controlled

substances. The examination and screening shalt adminisiraior. The controiled substance
be conducted in accordance with Article 20 of screening was added to the employee tracking |
Chapter 95 of the General Statutes. A screening took. i

procedure that utiizes 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 & controlled
substance, the adult care home shall not employ
the applicant unless the applicant first provides 1o
the adult care home wriiten verification from the
applicant's prescribing physician that every
controlled substance identified by the
examination and screening is prescribed by that
physician to treat the applicant's medical or
psychological condition. The verification from the
physician shall include the name of the confrolled
substance, the prescribed dosage and frequency,
and the condition for which the substance is
prescribed. If the result of an applicant's or
employee's examination and screening indicates
the presence of a controlled substance, the adult
care home may require a second examination
and sereening to verify the results of the prior
examination and screening.
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‘ (.8, 131D-45. Examination and sereening for | |
the presence of conirolled substances required |
for apphczmt for employment in adul‘c care
o 2 :
This Rule is not met as evidenced by: homes. (€ 992 E)
TYPE B VIOLATION All current siaff completed their comrolled
substance screening on 2/20/2105 and i
249372013 : :
Based on record review and interviews, the = "Gb The resuifs of aﬁ staft {’{i_'ug | 2.03-K Y
facifity failed to ensure examination and scre¢ning were put in their employees file. | :
screening for controlled substances for 3 of 3 All ﬂeﬁ;hires weill have their contrfiied '
staff (Siaff A, B, C, hired after 10/01/13. subsiance screening compleied befere
T smployment.
; ‘The controlled substance screening was put in
The findings are: -
g all employees file and monifored by the i
Inferview wiih ihe Administrator on 2/5/15 at 4:00 administrator. The controlled substance
pm revealed: screening was added io the employee traf'kmc
: T
-She was responsible for ensuring ali staff mest igol.
g employment reguirements, maintained the
’ persannel records and scheduled all raining.
-She was not aware all staff needed fo have
controlled subsiance screening before hire and
had not done so for any staff.
-Staff are scheduled o allow the Administrator
time off and are in the facility by themselves with
residents when scheduled.
A. Review of Staff A’s personnel and fraining
record reveated:
-She was hired on 10/31/13 as a cook and
resident fransporter.
-No documention a pre-hire screening for
controlled substances was requested, completed
of that the employee had signed a consent for the
test to be collected.
Interview with Staff A on 2/5/15 at 3:00 pm
revaaled she had not had a controiled substance
screening test complated.
B. Review of Staff B's personnel and training
- .record revealed: . _
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-She was hired on 10/30/13 as a Medication o

.5, 131D-45, Examination and screening for
the presence of controlled substances required
for applicant for employment in adult care
homes. { £ 592)

All current stalf completed their controlied
substance screening on 2/20/2105 and
2/23/2015, The vesults of all stall drug
screening were put  in their employees file,
All new hires will have their conirolled :
substance screening completed before ) 235 7
emmplovment.

‘The controlied substance screening was put in
all employees file and monitored by the
administraior. The controlled substance
screening was added to the emplovee tracking
tool.

Aide/Supervisor in Charge (MA/SIC).

~No documention a pre-hire screening for
controlled substances was requested, completed
or that the employee had signed a consent for the
test to be collected.

Staff B was unavailable for interview.

C. Review of Staff C's personnel and training
record revealed;

-She was hired on 10/30/13 as a MA/SIC.

-No documention a pre-hire screening for
confrolled substances was requested, completed
or that the employee had signed a consent for the
test to be collecied.

An attempt to interview Staff C was unsuccessful.

The facility provided a Plan of Protection on
02/05/15 as follows:

- Ali current staff and new hires will have the
controlled substance screen performed.

- The controlled substance screening will be
added to the employee record tracking tool used
by the Administrator.

- The Administrator will monitor all conirolied
substance screens performed.

GCORRECTION DATE FOR THE TYPE B
VIOLATION SHALL NOT EXCEED March 22,
2015.
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From: Parsons, Darleena K
Sent: Monday, March 09, 2015 10:55 AM
To: mrobinson@stanlycountync.gov
Cc: Shook, Linda
Subject: Scott’s Family Care Home approved POC
Attachments: SCOTT'S FAMILY CARE HOME 2015-03-04 POC-RH3J11 REVIEW.pdf

Piease see the attached approved POC.

Darleena Kaye Parsons, RN

N.C. Department of Health and Human Services

Adult Care Licensure Section — Division of Health Service Regulation
Lexington Region — Home Based :
12 Barbetta Drive, Asheville, North Carolina 28806

Courier Service: #03-23-11

Phone: 910-986-3412

Fax: 704-986-2204

kaye.parsons@dhhs.nc.gov -

www.ncdhhs.gov/dhrs/acls

Email correspondence to and from this address is subject to the North Carelina Public Records Law and may be disclosed to third parties by an authorized State
official. Unauthorized disclosure of juvenile, health, legally priviteged, or etherwise confidential information, including confidential information relating to an ongoing
State procurement effort, is prohibited by law. If you have received this email in error, please nolify the sender immediately and delete all records of this email.




