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Initial Comments

The Adult Care Licensure Section and the
Alexander County Department of Social Services
conducted an annual, follow-up and complaint
investigation on January 27, 28 & 29, 2015 with
an exit conference via telephone on February 02,
2015.

The complaint investigation was inifiated by the
Alexander County Department of Social Services
on December 09, 2014.

10A NCAC 13F .0601 Management Of Facilities
10A NCAC 13F .0601Management Of Facilites ‘

(@ An adult care home administrator shall be
responsible for the fotal operation of an adult care
home and shall also be responsibie to the
Division of Facility Services and the county
department of social services for meeting and
maintaining the rules of this Subchapter. The
co-administrator, when there is one, shall share
equal responsibility with the administrator for the
operation of the home and for meeting and
maintaining the rules of this Subchapter. The
term administrator also refers to co-administrator

 where it is used in this Subchapter.

This Rule is not met as evidenced by:
TYPE A2 VIOLATION. '

Based on observations, interviews, and record
review, the Administrator failed to assure the total
operation of the facility met and maintained rules
related to management of the facility, nutrition
and food service, medication administration, .
controlied substances, infection prevention,:
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infection prevention training, medication aide
training and resident rights.

The findings are:

Interview with the Director on 01/29/15 at 3:00pm
revealed:

- The Administrator was present in the facility
about twice a week.

- The Administrator was not involved with resident
care.

| - The Administrator routinely delegated .
‘management tasks and responsibilities to the

Director.

Interview with the facility Administrator on
01/28/15 at 3:52pm revealed he believed staff’
were using disposable lancet devices fo obtain
FSBS. ' ‘

Interview with the facility Director and
Administrator on 01/29/15 at 11:15am revealed
neither-of them were sure if staff had completed
the staff approved infection control fraining.

Areas of non-compliance identified during the -
survey were: ' ‘ ’

A. Based on observations, record review and
interviews, the facility failed to store and prepare
food in 2 manner to protect from contamination.
[Refer to Tag 283 10A NCAC 13F .0904(a)(2).
(Type B Violation).] - ' ' '

B. Based on observations and interviews the
facility failed to provide table services that
included a knife for all residents. [Refer to Tag
287 10A NCAC 13F .0804(b}{2}.]

C. Based on observations and interviews the
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" | facility failed to maintain matching therapeutic diet 1¢ Q{Mﬁ _;de? ' e
acility failed to maintain matching therapeutic diet
menus in the kitchen for therapeutic diets as /JS{' /)95 b@n hh‘!;’}/ /L )
ordered by the physician for guidance of food e /CLW a ﬁ 713 (47
service staff for 9 of 9 residents with therapeutic uoﬂ'ﬁ all m ,0“’/”/ &7:0) W Vi 7
diets. (Residents #2, 3,4, 5,7, 8,10, 11 & 12))
[Refer to Tag 296 10A NCAC 13F .0904(cX7).] .
; : . N Lo
b. Based on obsérvati dinferiiews the . D. Zach aowé s fwofijﬂ‘iz l!'ga\g;; ]
- D. Based on observations and interviews the - WA g Uu‘ ‘Hoe M

| facility failed to serve water to each resident in
- | addition to other beverages. [Refer to Tag 306
10ANCAC 13F .0904(d)(3}(H).] .

E. Based on observations and inferviews the
facility failed to maintain a current listing of
residents with therapeutic diets ordered by the
physician for guidance of food service staff for 9
of 9 residents with therapeutic diets. (Residents

‘| #2,3,4,5,7,8, 10, 11 & 12)) [Refer to Tag 309.
| 10A NCAC 13F .0904(e)(3).]

F. Based on observations, record reviews, and -.
interviews, the facilty failed to assure residents
received medications as ordered by a licensed
prescribing practitioner for 5 of 8 residents.
(Residents #4, #5, #6 , #2 and #3.) (Lopressor,
Digoxin, Novolog, Lorazepam, and Metformin.)
[Refer to Tag 358 10A NCAC 13F .1004(a} (Type
B Violation).] -

G. Based on observations, record reviews and '
interviews, the facility failed to properly store
Schedule Il medication under double lock and
proper supervision at all times. [Refer to Tag 393
10A NCAC 13F .1008(b} {Type B Violation).]

H. Based on observations, record reviews and
interviews, the facility failed fo assure adequate
and appropriate infection control procedures were
implemented for blood glucose monitoring by
sharing a tancing device when used for different
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residents for 8 of 8 sampled residents with orders lM‘ & Aev \ wh, chis [ﬁ- ,-@L = /%
for finger stick blood sugars {(FSBS). (Residents 7% \;\72 Ae {6’; [ er\;b’ VW /
#3, #4, #7, #8, #9, #10, #11, and #12.) [Refer to wi Sorel seprite ‘ﬁe& g,:i
Tag D932 G.S. 131D-4.4A(b) (Type A2 Violation) ] x P8 f hiyé ﬁ// c%r %L eve
I. Based on record reviews and interviews, the ot ,ﬂﬂéz ZJL Obd / J
| facility failed to assure 1 of 1 Medication Aide opt g ﬂ_o 1 -
| staff, employed at the facility for at least one year, k- 1 VKA *b ”‘JG{_ 5[ "‘?/# W
had completed the annual state approved ) -In-l?v.cl'hm g,,,w\—rol £ raan W
infection control training. (Staff A). [Refer to Tag senelwled with “N (msu
D934 G.S. 131D-4.5B(a) (Type B Violation).] M S on 2 /;7/ K but due fo M
- y . _ _ inc lem ent W eccthan ifatsC 3/!‘:{/"
J. Based on observations, record reviews and Lhe d[% J :ay/ 1[‘012_
interviews, the facility failed to asstire 2 of 3 I was res e Do /
sampled Medication Aide staff who were hired, or /}Ind wH 3n¢ 3 /; <
began performing Medication Aides duties after y"esfj’ M 7GJ'V i[
10701/13 met the requirements for performing et (e M _
unsupervised Medication Aide duties. (Staff B and A {[ Sdﬂq W" M ui yl W
Staff D.) [Refer to Tag D935 G.S. 131D-4.58(b) g i/ 'h"’&"j / wﬁrpf on* Wi : y
(Type B, Violation) ] {‘M-b\7 3/ / / q
/ u - /\: BZ.Q, di
A Plan of Protectlon was submitted by the facshty Cbl L ! _S AD +
on 01/29/15 that included: : Ai\
-The Administrator will oversee and routlnely (h 0‘“
monitor the day to day operations of the facility to u ;\.[.! [/ l\eﬁ-—
ensure the rules are being met starting today. o ,ﬁq ,&2 %W
January 28,.2015. !_N/ N\&L !%A g
- The Administrator will randomiy monitor areas of ;5 \[@ﬂ%{j e
. | deficient practice and follow-up with the Director
~ 4 to ensure all regulations are being.followed.
DATE OF CORRECTION FOR THIS TYPE A2
VIOLATION SHALL NOT EXCEED MARCH 04
2015.
D283 10ANCAC 13F - 0904(a)(2) Nutrition and Food’ D283
Service
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10A NCAC 13F .0904 Nutrition and Food Service
{a) Food Procurement and Safety in Adult Care
Homes:

{2) All food and beverage being procured, stored,
prepared or served by the facility shall be
protected from contamination.

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

Based on observations, record review and
interviews, the facility failed to store and prepare
food in a manner to protect from contamination.

The findings are:

Initial observations of the kitchen and food
storage areas on January 27, 2015 beginning at
10:00am revealed:

- Heating and air intake vent in the kitchen was
covered with a heavy build-up of dust and debris.
- lce maker vent was covered with a thick buildup
of dust and debris.

- The vent above the cook stove was covered
with a thick build-up of dust and grease.

- Back side of the stove was covered with a thick
build-up of dust and debris.

- Microwave interior was covered with a thick
build-up of splattered food; microwave exterior
smeared with smudges and debris.

- The refrigerator and freezer handles were
covered with smudges and a sticky substance.

- Refrigerator in main kitchen area had several
dark pink round meat slices stored in a plastic
bag, not labeled or dated; a shredded cheese
stored in a plastic bag open to air; and a large
frying pan covered with plastic wrap that
contained a thick white congealed substance, not
labeled.

- The bottom shelves of the refrigerator and
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freezer were covered with a large amount of
crumbs and food debris.

- The freezer in the storage room had a large
plastic bag of breaded fish fillets open to air.

- The lids on the sugar and flour containers
covered with stains, smears and smudges.

- A large plastic trash can in the storage room
labeled - as "shorfening” had an thick white
substance with a foul ranmd odor inSIde a plastlc'
liner, open to air.

- The shelves in the storage room had several
bags of animal crackers and vamlla wafers open
fo air.

- No test strips were avatlable for use with the -
automatic dish machine samtizer.

Interview W|th CookAon January 27, 2015 at -
10:30am revealed: :

- Cook A had worked at the famllty "about 2
months" and did not recall ever taking the Food
Service Orientation training or the test.

- Cook A stated there was no cleaning schedule
for the kitchen.

- Cook A stated she had never used the
"shortening" located in storage room and did not
"even know" what was in that container.

Review of Cock A's personnel file revealed a hire
date of December 17, 2014 and a certificate of
the Food Services Orientation with post test
dated December 18, 2014.

Observations in the kitchen on January 28, 2015
at 9:30am revealed:

- (2) packages of thinly sliced sandwich ham
floating in warm water in the sink.

- The water temperature was 104 degrees
Fahrenheit.

- The ham was warm and soft to touch.
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interview with Cook B on January 28, 2015 at
©:30am revealed:

- Cook B stated they usually thawed frozen meat
in a pan of warm water in the sink.

- Cock B stated the frozen ham packages had
been in the sink of warm water about "one hour".
- Cook B stated she washed all dishes in the
three compartment sink béfore placing them in
the sanitizing machine.

- Cook B stated the dishwasher machine used
chemicals for sanitation (pointed to the containers
of chemicals on the floor connected to the
dishwasher machine).

- Cook B stated she had never had any test strips
to check the amount of sanitizer in the machine.

- Cook B had worked as a cook since November
2014 and did not recall ever taking the Food
Service Orientation training or the test.

- Cook B stated she would not use the meat that
was thawing in the sink for lunch.

Review of Cook B's personnel file revealed a hire
date of November 12, 2014 and a certificate of
the Food Services Orientation and post test dated
Novemnber 12, 2014.

An intérview with the Director on January 27,
2015 at 3:00pm revealed there "used to be" a
cleaning schedule posted in the kitchen but did
not know what happened to it. ’

Follow up interview with the Director on January
28, 2015 at &:45am revealed:

- Thawing frozen meat in a sink of warm water
was not the proper way to thaw meat and the
Director was not aware staff were doing this.

- The Director stated there had been no *
episodes/outbreaks of gastroiniestinal ilinesses.

Review of the Local Environmental Health

Division of Heaith Service Reguiation
STATE FORM 5899 2ITH11 If continuation sheet 7 of 46
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Continued From page 7

Section Food Establishment Inspection Report
dated 12/11/14 revealed a score of 88.0 with
demerits in the following areas:

- Food condition not safe.

- Dirty microwave.

- Leftovers not dated and iabeled.

- Dirty kitchen equipment surfaces.

- No sanitizing test strips available for automatic
dish sanitizer machine.

- Inside of coolers and freezer dirty.

- Kitchen storage area dirty.

A Plan of Protection was submitied by the facility
on January 28, 2015 that included:

- The meat thawing in the sink was disposed of
immediately.

- All kitchen staff would be trained on the Food
Service Orientation manual again to ensure
knowledge of correct methods for thawing frozen
meats.

DATE OF CORRECTION FOR THIS TYPE B
VIOLATION SHALL NOT EXCEED MARCH 19,
2015.

10A NCAC 13F .0804(b}2) Nutrition And Food
Service

10A NCAC 13F .0904 Nutrition And Food Service
(b) Food Preparation and Service in Adult Care
Homes:

(2) Table service shall include a napkin and
non-disposable place setting consisting of at least
a knife, fork, spoon, plate and beverage
containers. Exceptions may be made on an
individual basis and shall be based on
documented needs or preferences of the
resident.

D283

D287

[oh NCAC [BF, 09092 Nodrrtion
hd Food SO e
W}\\m FN\-L

Tood Prepw
D Seavices ™ Q poe

“The H.,m.o_ ;s now ‘P\FD‘[ '&
A lidefor OJ’ %’AM
poeads
,& Qr Y\gc:,/?,\, LJ!{\ YYLEON

& N Guem g0 KN

Division of Health Service Regulation

STATE FORM

e | L,

If continual

2ITHN!

A LgW

tion sheet 8 of 46




PRINTED: 02/16/2015

FORM APPROVED
Division Vof Health Service Regulation
STATEMENT OF DEFICIENCIES (X1) PROVIDER/SUPPLIER/CLIA {%2) MULTIPLE CONSTRUCTION {X3) DATE SURVEY
AND PLAN OF CORRECTION IDENTIFICATION NUMBER: AB . : COMPLETED
- BUILDING:
R
hal602004 B. WING 02/02/2015
NAME OF PROVIDER OR SUPPLIER STREET ADDRESS, CITY, STATE, ZIP CODE
3032 N C HIGHWAY 16 SOUTH
ALEXANDER ASSISTED LIVING u
TAYLORSVILLE, NC 23681
{X4) 1D SUMMARY STATEMENT OF DEFICIENCIES ) PROVIDER'S PLAN OF CORRECTION x5)
" 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}
D 287 | Continued From page 8 D 287
Thi , . . ’ﬁus ruhe 15 nuw.\rwd The flowa
is Rule is not met as evidenced by: dY DEP
Based on observations and interviews, the facility is Pf‘o\) ,\e) Mtﬂ- Sevid Wd'“‘l M
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knife for all residents.
The ﬂndings are:

Cbservation of the lunch meal on January 27
2015 at 12:10pm revealed: .
- Residents were served thinly sliced turkey
breast, broccoli/caulifiower mix, baked beans and
pineapple tidbits and tea.
- Residents had a place sefting which :ncluded a
napkin, fork and spoon.

Residents were observed cutting the turkey
breast using their forks with minimal effort.

Random interviews with residents during the
lunich observation revealed:

- "We never have had a knife.”

- "You should see us when we have pork chops.”
- "l can pick it up [the meat] and bite it, | have
teeth."

- "It would be nice to have a knife."

Interview with Cook A at this time revealed:

- There were no knives available for resident use. J
- Cook A was not aware that table service for
each resident should include a knife.

Interview with the Director on January 27, 2015 at
3:00pm revealed:

-The Director was not aware about the rule fo
provide knives for all residents.

- The Director did not know whether or not the
facility had knives available for resident use.

Observations of the lunch meal on January 28,
Division of Health Service Regulation
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2015 at 12:15pm revealed each resident had a
| knife at their place setting. :
Aresident approached the surveyor after the 2./ .
ey . y /b
meal and said; "Thank you for the knife." n
D 298| 10A NCAC 13F .0904(0)(7) Nutrition And Food D 296 jo A NCAC 13 F.0% Wgceji(ﬂ,m) 5 W &
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Service

10A NCAC 13F 0904 Nutrition And Food Service
(c) Menus in Adult Care Homes:

(7) The facility shall have a matching therapeutic
diet menu for all physician-ordered therapeutic
diets for guidance of food service staff.

This Rule is not met as evidenced by:
Based on observations and interviews, the facility
failed fo maintain matching therapeutic diet

_menus in the kitchen for guidance of food service

staff for therapeutic diets (diabetic and low
sodium) as ordered by the physician for 9 of 9
residents with therapeutic diets. (Residents #2, 3,
4,57,8,10, 11 & 12)

The findings are:

Observations in the kitchen on 01/27/15 at
10:00am revealed:

- No therapeutic diets posted.

- A regutar menu for FalliWinter Week 4 was
available for staff guidance in a notebook on the
counter. (This was the only menu available for
guidance).

Interview with Cook A on 01/27/15 at 10:30am
revealed:

- Cook A had worked at the facility "about 2
months” and did not recall ever taking the Food
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Service Orientation training or the test.

- She did not know anything about a therapeutic
diet menu.

- She used the regular menu in the notebook on
the counter for all residents.

- She thought all residents were on a regular diet.
- Diabetics were served the same food as
everyone with the exception of diet or sugar free
drinks.

Review of Cook A’s personnel file revealed a hire
date of December 17, 2014 and a certificate of
the Food Services Orientation with post test
dated December 18, 2014.

Observation of the lunch meal on January 27,
2015 at 12:10pm revealed all

residents were served thinly sliced turkey breast,
broceoli/caulifiower mix, baked beans, pineapple
tidbits and tea/coffee.

A. Review of Resident #2's record revealed:

- An FL2 dated 12/16/14 with diagnoses that
included diabetes type IL.

- A current diet order dated 01/09/15 for low
sodium, diabetic diet.

- No FSBS (Finger Stick Blood Samples) were
ordered for Resident #2.

Interview with Resident #2 on 01/28/15 revealed
he did not drink beverages with sugar, otherwise
ate a regular diet.

B. Review of Resident #3's record revealed:

- An FL2 dated 07/14/14 with diagnoses that
included diabetes.

- A current diet order dated 10/13/14 for no
concentrated sweets (NCS).

- FSBS range of 80-285 for the month of January
2015,

Division of Health Service Regulation
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Interview with Resident #3 on 01/28/15, revealed
the resident did not know if they were on a
therapedutic diet. :

C. Review of Resident #4's record revealed:

- An FL2 dated 09/30/14 with diagnoses that
included diabetes. '

- A current diet order dated 09/30/14 for NCS.

- FSBS range of 59-548 for the month of January
2015.

interview with Resident #4 on 01/28/15, revealed
the resident did not know if they were on a
therapeutic diet.

D. Review of Resident #5's record revealed:
- An FL2 dated 08/19/14 with diagnoses that
included diabetes.

- A current diet order dated 09/19/14 for NCS.
- No FSBS were available for review.

interview with Resident #5 on 01/28/15, revealed
the resident did not know if they were on a
therapeutic diet.

E. Review of Resident #7's record revealed:

- An FL2 dated 09/30/14 with diagnoses that
included diabetes type Il

- A current diet order dated 09/30/14 for NCS.

- FSBS range of 98-184 for the month of January
2015,

Interview with Resident #7 on 01/28/15, revealed
the resident did not know if they were on a
therapeutic diet.

F. Review of Resident #8's record revealed:
- An FL2 dated 01/06/15 with diagnoses that
included diabetes type IL
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- A current diet order dated 11/18/14 for NCS.
- No FSBS available for Resident #8.

interview with Resident #8 on 01/28/15, revealed
the resident did not know if they were on a
therapeutic diet.

G. Review of Resident #10's record revealed:

- An FL2 dated 09/18/14 with diagnoses that
included diabetes type Il

- A current diet order dated 09/18/14 NCS.

- FSBS range of 84-298 for the month of January
2015. : Co ' '

interview with Resident_#w on 01/28/15,
revealed the resident did not know if they were on
a therapeutic diet. o

H. Review of Resident #11's record revealed:

- An FL2 dated 09/30/14 with diagnoses that
included morbid obesity.

- A physician progress note dated 11/18/14 with
diagnosis of diabetes type II.

- A current diet order dated 09/30/14 NCS.

- FSBS range of 127-187 for the month of
January 2015,

Resident #11 was not available for interview -
during the survey.

|. Review of Resident #12's record revealed:

- An FL2 dated 08/30/14 with diagnoses that
included diabetes type Il

- A current diet order dated 09/30/14 NCS.

- FSBS range of 97-150 for the month of January
2015.

Interview with Resident #12 on 01/28/15,
revealed the resident did not know if they were on
a therapeutic diet.
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10A NCAC 13F .0904 Nutrition and Food Service
(d) Food Reguirements in Adult Care Homes:

(3) Daily menus for regular diets shall include the
following:

(H) Water and Other Beverages: Water shall be
served to each resident at each meal, in addition
to other beverages.

This Rule is not met as evidenced by:

Based on cbservations and interviews the facility
failed to serve water to each resident in addition
{o other beverages.

The findings are:

Observation of the lunch meal on January 27,
2015 at 12:10pm revealed:
- Residents were served tea and/or coffee for

beverages.
- No water was served to the residents.

Random interviews with residents during the
iunch observation revealed:
- Water was "never" served with meals.
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Interview with the Director on 01/28/15 at
10:00am revealed:
- Therapeutic diets should be and used to be
posted in the kitchen.
- A lot of residents were on a diabetic diet.
- The Director stated she had the therapeutic diet
menus in her office.
Ohservations revealed the therapeutic diet menus
were placed in the kifchen by the exit date. é{ _ !
E.0q04(d) 3)) =
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- "We probably could ask for water and get it."

- Residents would "like {o have water” with meals.

Interview with Cook A at this time revealed she

did not know water should be served in addition

to other beverages with the meals.

Interview with the Director on 01/28/15 at

10:00am revealed she did not know water should

be served with meals in addition to other ;/ 5 / /

beverages.

cAC 13F .0404(@) W
D 309 10A NCAC 13F .0904(e)(3) Nutrition and Food D 309 [OAN E )6 \ A

Service

10A NCAC 13F .0904 Nutrition and Food Service
{e) Therapeutic Diets in Adult Care Homes:

(3) The facility shall maintain an accurate and
current listing of residents with physician-ordered
therapeutic diets for guidance of food service
staff.

This Rule is not met as evidenced by:-

Based on observations and interviews the facility
failed to maintain an current listing of residents
with therapeutic diets for guidance of food service
staff for 9 of @ residents with therapeutic diets.
{Residents #2, 3, 4, 5,7, 8, 10, 11 & 12)

The findings are:

Observations in the kitchen on January 27, 2015
at 10:00am revealed:
- No therapeutic diets were posted.

Interview with Cook A on January 27, 2015 at
10:30am revealed:

- She had never seen a therapeutic diet list
posted.
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- She thought all residents were on a regular diet.
- Diabetics were served the same food as
everyone with the exceptron of diet or sugar free
drinks.

A. Review of Resident #2's record revealed:
- An FL2 dated 12/16/14 with diagnoses that
included diabetes type il. '

- A current diet order dated 01/09/15 for low
sodium, diabetic diet.

| Interview with Resident #2 revealed he did not
_drink beverages with sugar othenvlse atea-
regular diet.

B. Review of Resident #3's record revealed:
- An FL2 dated 07/14/14 with diagnoses that
included diabetes. -

- A current diet order dated 10/13/14 for no
concentrated sweets (NCS).

Interview with Resident #3 on 01/28/1 5, revealed
the resident did not know if they were on a
therapedutic diet.

C. Review of Resident #4's record revealed:
1 - An FL2 dated 09/30/14 with dlagnoses that
included diabetes.

- A current diet order dated 09/30/14 for NCS

Interview with Resident #4 on 01/28/15, revealed
the resident did not know if they were on a
therapeutic diet.

D. Review of Resident #5's record revealed;
- An FL2 dated 09/19/14 with dlagnoses that
inciuded diabetes.

- A current diet order dated 09/18/14 for NCS.

Interview with Resident #5 on 01/28/15, revealed

Division of Health Service Reguiation
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the resident did not know if they were on a
therapeutic diet.

E. Review of Resident #7's record revealed:
- An FL2 dated 09/30/14 with diagnoses that
included diabetes type Il

- A current diet order dated 09/30/14 for NCS.

Interview with Resident #7 on 01/28/15, revealed
the resident did not know if they were on a
therapeutic diet.

F. Review of Resident #8's record revealed:

- An FL2 dated 01/06/15 with diagnoses that
included diabetes type |l

- A current diet order dated 11/18/14 for NCS.

Interview with Resident #8 on 01/28/15, revealed
the resident did not know if they were on a
therapeutic diet.

G. Review of Resident #10's record revealed:
- An FL2 dated 09/18/14 with diagnoses that
included diabetes type IL. ‘

-A current dxet order dated 09/1 8/14 NCS

Interview with Resident #10 on 01/28/15
revealed the resident did not know if they were on
a therapeutic diet. '

H. Review of Resident #11's record revealed:

- An FL2 dated 09/30/14 with d|agnoses that
included morbid obesity. :

- A physician progress note dated 111 8/1 4 with
diagnosis of diabetes type Il.

- A current diet order dated 09/30/14 NCS.

- FSBS range of 127-187 for the month of
January 2015.

Resident #11 was not avaiiable for interview any
Division of Health Service Regulation
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days of the survey.

l. Review of Resident #12's record revealed:

- An FL2 dated 09/30/14 with diagnoses that

included diabetes type li. -

- A current diet order dated 09/30/14 NCS.

interview with Resident #12 on (01/28/15,

revealied the resident did not know if they were on

a therapeutic diet.

Interview with the Directer on 01/28/15 at

10:00am revesled:

- Therapeutic diets should be and used to be

posted in the kitchen.

- Alot of residents were on a diabetic diet.

- The Director did not know why a list of

therapeutic diets were not posted in the kitchen.

1
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D358 10A NCAC 13F .1004(a) Medication pas | /oA NCAC [3F /DY)

Adminisfration

10A NCAC 13F .1004 Medication Administration
(a) An adult care home shall assure that the
preparation and administration of medications,
prescription and non-prescription, and treatments
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 procedures.

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

Based on observations, record reviews, and
interviews, the facilty failed to assure residents
received medications as ordered by a licensed
prescribing practitioner for 5 of 8 residents.
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(Residents #4, #5, #6 , #2 and #3.) (Lopressor,
Digoxin, Novolog, Lorazepam, and Metformin.)

The findings are:

A. Observation of the noon medication pass on
01/27/15 and the morning medication pass on -
01/28/15 revealed 3 of 5 residents received late
or incorrect medications for 31 medication
observations.

1. Review of Resident #4's current FL2 dated
09/30/14 revealed:

- Diagnoses of diabetes mellitus, mild mental
retardation and psychosis.

- An order for finger stick blood sugars (FSBS) 4
times a day with Novolog insulin for sliding scale
insulin coverage. (Novolog Flexpen insulin is a
quick acting insulin used to lower bloed sugar
levels around meal times.)

- Medication orders for Novolog Flexpen 7 units
before breakfast, and 14 units before lunch and
SUpper.

Interview with Staff B, Medication Aide/Supervisor
at 11:40am on 01/27/15 revealed lunch was
served in the facility at 12 noon.

Attempted observation of a FSBS for Resident #4
on 01/27/15 at 11:45am revealed the facility had
no lancets available in the facility to obtain a
FSBS sample.

Interview with Staff B at 11:50am on 01/27/15
revealed;

- She was not comfortable giving Resident #4 her
routine dose of insulin before lunch without
checking her blood sugar.

- Staff B was not sure if the facility had a policy
about holding insulin when a FSBS could not be
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performed.

The Administrator obtained a new lancet device
and dlsposab]e lancets for Resident #4 at
12: 40pm on 01/27/16.

Observation of Resident #4's FSBS at 12:43b_m v

on 01/27/15 revealed:

- The resident's blood sugar was 169, and the

resident required no sliding scale insulin. (Per
physician's orders, Resident #4's sliding scale
insulin started at blood sugars of 250mg/di or.
greater)

- The resident received her fixed dose of 14 units
Novolog Flexpen insulin at 12:50pm, after Iunch
and not before as ordered. !

Review of Resident #4's electronic Medication
Administration Record (eMAR) reveéaled the fixed
dose of insulin before lunch was scheduled for - -
11:30am.

‘Muitiple attempts to reach the prescribing

praciitioner prior to exit were unsuccessful.

Per observation and record review, Resident #4
was not interviewable ‘

2. Review of Resident #8's current FL2 dated
01/6/15 revealed:

- Diagnoses of moderate mental retardatlon
speech disorder, major depression ‘and serzure
disorder.

- A medication order for CEonazepam 0. 5mg 3
times a day. (Clonazepam is a medication used
to treat anxiety and seizure disorders.)

Continued record review revealed:
- An order dated 01/22/15 to discontinue the
Clonazepam.

roetine ~Hrainie develien
med Ol A @h@m 3“"/ 5
coedurd prd ekt
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- An order dated 01/22/15 for Lorazepam 1mg 3
times a day. (Lorazepam is a medication used to
treat anxiety disorders.)

- An order dated 01/22/15 for Lorazepam 0.5mg,
1 tablet daily as needed.

Observation of the morning medication pass with
Staif B on 01/28/15 at 7:33am revealed Resident
#6 received 5 oral medications including
Lorazepam 0.5mg, but no Lorazepam 1mg.

Review of the resident's eMAR revealed:

- An entry for Lorazepam 1mg, 3 times a day, and
scheduled for adminisfration at 8am, 2pm, and
8pm.

- An entry for Lorazepam 0.5mg, 1 tablet daily as
needed, with no tablets documented as
administered.

- From 01/23/15 at 2pm to 01/28/15 at 8am, 15
doses of 1mg Lorazepam had been initialed as
administered to Resident #6.

Observation of Resident #6's medications on
hand in the medication cart at 10:30am on
01/28/15 revealed:

- A cassetfte of Lorazepam 0.5my, labeled 1 tablet
daily as needed, with 16 tablets dispensed on
01/22/15, and 1 tablet remaining.

- No Lorazeparm 1mg tablets in the medication
cart available to administer.

Observation of "overstock narcofics” in a locked
file cabinet in the facility office on 01/28/15 at
11:45am revealed:

- Several cassettes of Lorazepam 1mg, labeled 1
tablet three times a day, with 90 tablets
dispensed on 01/22/15.

- None of the L.orazepam 1mg tablets had been
taken from the casseties.
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interview with the facility Director on 01/28/14 at
11:00am revealed: -

- Resident #6's Lorazepam 1mg had been stored
- The medication aide on duty was supposed to
put current medications into the cart when they
arrived from the pharmacy.

Interview with Staff B on 01/28/15 at 11:10am
revealed she did not notice the dose of routine
Lorazepam on the eMAR did not match the dose
on the label of Lorazepam in the medication
cassetie.

Interview with the dispensing pharmacist on
01/28M15 at 1:28pm revealed:

- They had dispensed 16 tableis of 0.5mg
Lorazepam on 01/22/15, with directions for use of
1 tablet daily as needed.

- They had dispensed 90 tablets of 1mg
Lorazepam on 01/22/15, with directions for use of
1 tablet three times a day.

Per observation and record review, Resident #6
was nof inferviewable.

Interview on 01/29/15 at 11:08am with Resident
#6's guardian and family member revealed:

- She visits Resident #6 once or twice weekly.

- She had noticed a little increase in Resident
#6's agitation over the past week.

- Resident #6 had not had any recent seizure
activity.

Mulfiple attempts to reach the prescribing
practitioner prior to exit were unsuccessful.

Review of Resident #6's eMAR from January
2018, the narcotic count sheet for the Lorazpam
0.5myg, observation of the Lorazepam 0.5mg and
Division of Health Service Reguiation
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1mg on hand for administration, observation of a
medication pass, and interview with Staff B,
revealed Resident #6 received 15 incomrect doses
of Lorazepam 0.5mg for Lorazepam 1mg from
01/23/15 at 2pm through 01/28/15 at 8am.

3. Review of Resident #5's current FL2 dated
09/19/14 revealed:

- Diagnoses of mild intellectual dlsablhty, obesity,
and diabetes mellitus.

- A medication order for Metformin XR 500mg, 4
tablets daily. (Metformin XR is an extended
release formulation of a medication used to treat
diabetes.)

Review of a signed physician's order sheet dated
09/30/14 revealed: -

- An order to discontinue the Metformin XR.

- Another medication order to start Metformin
1gm twice daily.

Review of a physician progress note dated
10/28/14 confirmed Resident #5's dose of
Metformin as 1gm twice daily, not 4 tablets of XR
500mg, once daily.

Observation of the morning medication pass on
01/28/15 at 7:55am revealed:

- Resident #5 received 12 separate oral
medications including 4 tablets of Metformin XR
500mg.

- The resident did not receive Metformin 1gm.

Review of Resident #5's January 2015 eMAR
revealed:

- An entry for Metformin XR 500mg 4 tablets daily
and scheduled for administration at 8am.

- No entry for Metformin 1gm twice daily.

- The Metformin XR 500mg had been initialed as
administered daily for the month of January 2015,
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Review of Resident #5's medications on hand on
the mormning of 01/28/15 revealed:

- Metformin XR 500mg tablets available to
administer. o

- No Metformin 1gm tablets available to
administer,

Interview with the facility Director on 01/28/15 at
10:15am revealed: - :

- She was responsible for faxing physician orders
written in the facility to the pharmacy.

- if the physician e-prescribed the medication, the
pharmacy sent a copy back to the facility for the
resident's record.

Interview with Resident #5 on 01/28/15 at 1:58pm
revealed she was not sure what medications she
fook.

Interview with the pharmacist at the dispensing -
pharmacy on 01/28/15 at 1:28pm revealed the
only Metformin order they had on file for Resident
#5 was XR 500mg, 4 tablets daily.

Multiple attembts to reach the prescribing
practitioner prior to exit were unsuccessful.

Resident #5 received the wrong dose of
Metformin from 09/30/14 through 01/28/15.

B. Record review of Resident #2's FL2 dated
12/16/14 revealed:

- Diagnoses that included high blood pressure.

- Orders for Metoprolol 25mg twice a day (used to
treat high blood pressure).

Further record review of a hospital discharge
summary dated 01/09/15 revealed:
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- Resident #2 was admitted fo the hospital
01/03/15 with diagnoses that included
pheumonia.

- Orders for Lopressor (brand name for
Metoprolol) 25mg twice a day.

- Orders to hold Lopressor if SBP (systolic blood
pressure) was less than 100 or if HR (heart rate)
was less than 60.

Review of the MAR (Medication Administration
Record) for January 2015 revealed:

- Metoprolol 25mg twice a day; hold if SBP less
than 100 or HR less than 60, scheduled at
8:00am and 8:00pm.

- The Metoprolol was documented as given twice
a day as ordered but no blood pressure or pulse
was documented.

Interview with Staff B (Medication Aide) on
01/18/15 at 3:00pm revealed:

--She had never checked Resident #2's pulse or
blood pressure before giving the Metoprolol.

- Vital signs were supposed to be done on
residents once a month.

- Staff B stated she did not realize the instructions
on the MAR (to hold the medication depending on
parameters) meant to check the resident's pulse
and blood pressure before giving the medication.

Interview with a local visiting Home Health Nurse
on 01/29/15 at 3:45pm revealed:

- She had assessed Resident #2's blood pressure
and pulse that day.

- The blood pressure was 130/20 and pulse was
90.

Multiple attempts to reach the prescribing
practitioner prior to exit were unsuccessiut.

C. Review of Resident #3's record revealed:
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- An FL2 dated 07/14/14 with diagnoses that
included dementia and mental retardation.

- A Physician Order sheet dated 12/23/14 for =
Digoxin 125 meg (micrograms) every day; hold if
pulse is less than 60. (Digoxin is used to freat
heart failure.)

Review of the Medication Administration Record
for January 2015 revealed:

- Digoxin 125mcg documented as given every
day at 8:00am. '

- Hold if pulse is less than 60.

- No pulse recorded anywhere.

Interview with Staff B (Medication Aide) on
01/18/15 at 3:00pm revealed:

- She had never checked Resident #3's pulse
before giving the Digoxin,

- Vital signs were supposed to be done on
residents once a month.

- Staff B stated she did not realize the instructions
on the MAR (to hold the medication depending on
parameters) meant to check the resident's pulse
before giving the medication.

Interview with a local visiting Home Health Nurse
on 01/29/15 at 3:45pm revealed:

- She had assessed Resident #3's that day and
the pulse was 88.

Multiple attempts to reach the prescribing
practitioner prior to exit were unsuccessful.

On 01/28/15, the facility provided the following
plan of protection;

- The facility Director will review all resident
records and reconcile all orders with the current
MARs within the next 32 hours to ensure
accuracy.
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- The facility Director will ensure zll physician's
orders are faxed and received immediately by the
pharmacy.

- The facility Director will ensure the medications
orders are correctly entered onthe MARSs.

- The facility Director will perform medication cart
and MAR audits three times a week.

THE DATE OF CORRECTION FOR THIS TYPE
B VIOLATION SHALL NOT EXCEED MARCH 19,

2015. | | ; jc?//

D 393 10A NCAC 13F .1008 (b) Controlled Substance D 303 /D PLNCRC— [3F . ¥ (b) Cm%lbi _9-\3-{13" £

\

10A NCAC 13F .1008 Controlled Substance 10 A NCAC 13F log8 Corthi ru/M 34554%@’
{b) Controlled substances may be stored B ﬁﬂ-n‘}fbﬂet!f 5u£ W

together in a common location or container. If ﬂmf"
Schedule Il medications are stered togetherin a ,jbmel 1104)@7%4;; Na e : pr j A
common location, the Schedule Il medications [ (Jcﬂ')'bﬁ‘f\ o jnot-. [

shall be under double lock. mﬂ’/ T S bgﬁf/ WF
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This Rule is not met as evidenced by: e u f dﬂufé/@
TYPE B VIOLATION _{:
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Based on observations, record reviews and ﬂi{‘llﬁ'ﬂ G UV-'L
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Scheduie 1l medication under double lock and o n»}ra ” {,u:// b@ 0n
proper supervision at all times. C/M}/f undéﬂ (\/@u_ b(@_
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Record review for Resident #2 revealed an initial U\) 1 .be/ j‘&){p
FL2 dated 11/21/14 with diagnoses that included C.
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revealed Percocet 5-325mg, two tabs by mouth
every 6 hours PRN (as needed) for pain.
{Percocet is a Scheduled Il narcotic used for

pain.)

A telephone conversaticn with the Director on
12/09/14 at 11:15am revealed: -~ =

- The Director called the Adulf Home Specialist to
report Resident #2's overstock Percocet had
been "stolen”. (This overstock supply was kept in
a locked cabinet in the office, separate from a
smaller amount that was kept on the medlcatlon
cart). '

- The Dlrector stated she had notified the
pharmacy on 12/08/14 and the resident’s .
physician on 12/09/14 regarding the missing '
narcotics. _

- She would report it to local law enforcement and
Health Care Persona] Registry todey (12/09/1 4).

Interview with the Dlrector on 12!09/14 at 3: 40pm
revealed:

- Approximately 200 of 240 tablets of Percocet
5-325mg, which were prescribed for Resident #2
and delivered on 12/03/14, had been "stolen"
sometime between 12/05/14 and 12/6/14.

- The narcotics were kept in a two drawer file
cabinet in Director's office where overstock of
Schedule H narcotics were stored.

- The Director had met with law enforcement
earlier today to report the theft. '

- The Director stated on Friday afternocn,
12/05/14, she allowed the facility housekeeper's
son to sit in the office for several minutes while
she stood in the ad]omlng room to talk to two
residents.

- The Director stated the file cabinet where the
Schedule il narcotics were kept was-unlocked at
that time.
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- The Director did not check the file cabinet
before leaving work at 6pm on 12/05/14.

- On Saturday, 12/06/14 at or around 9:00am,
Staff E had contacted the Director because
Resident #2 was out of the Percocet (in the
medication carf).

- Staff E needed the office keys to get the
overstock Percocet from the file cabinet in the
office containing overstock narcotics. (The
Director was the only person with a key to the file
cabinet in the office that confained the overstock
narcotics.)

- The Director stated she was unable to bring the
keys herself so she gave her boyfriend the keys
on 12/06/14 and he brought the keys to StaffE
around 12:00pm.

- Staff E contacted the Director shortly thereafter
to notify her that the bag containing Resident #2's
Percocet was not in the file cabinet.

- The Director stated both Staff A and Staif B
{Medication Aides/MA) shared an office key and
the Director had an office key in case there was a
need to get overstock medications from the file
cabinet.

- The Director had taken the shared office key
back from Staff A and Staff B as a result of the
missing narcotics.

- The Director had not screened staff for drugs
since the occurance.

- Narcotics are counted daily from the medicaton
cart, not from the overstock.

interview with Staff A on 12/11/14 at 2:15pm
revealed:

- Staff A had been employed as a MA at the
facility for 6 years and primarily worked first shift
from Bam-6pm:.

- Resident #2 already had a supply of Percocet
available on the medication cart so Staff A had
observed Staff B placing Resident #2's overstock
Division of Health Service Regulation
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pain medications in the unlocked file cabinet on
12/03/14 between 6-8pm. (This was the facility's
normal procedure to have a witness when -
narcotics were signed in.)

- Staff A shared an office key with Staff B, but she
did not have a key to the file cabinet where the
overstock narcotics and controlled substances
were located.

Interview with Staff B on 12/11/14 at 2:25pm
revealed:

- Staff B had been employed as a MA for
approximately one year and worked varied 12
hour shifts, depending on staffing needs.

- On 12/03/14 between 6-8 pm, Staff B placed
Resident #2's overstock narcotics in the unlocked
two drawer file cabinet with Staff A as a withess
and proceeded to lock office door after leaving
office.

- Staff B stated on Saturday morning 12/06/14
between 8-8:30am, she received a text message
from Staff E (MA) who reported that Resident #2
needed pain medication and Staff E was planning
to climb through office window to get inside
locked office to get the pain medication in the file
cabinet.

- Staff B said she and Staff A (but not Staff E)
shared an office key but neither had a key to the
file cabinet where the overstock narcotics were
stored.

Follow-up interview with Director on 12/11/14 at
3:00pm revealed:

- She had notified local law enforcement and
Healthcare Personal Regisiry on 12/09/14.

- Pharmacy delivered more Percocet 5-325mg
(120 count) to facility for Resident #2 on
12712114,

Review of the Controfled Substance Count Sheet
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{kept on-the medication cart) for December 2014
revealed a quanity of 30 Percocet 5/325mg were
available on 12/03/14.

Staff E was not available for interview.
Interview with Resident #2 on 01/28/15 at 3:30

pm revealed he had always received the PRN
Percocet when requested.

A Plan of Protection was received on 12/09/14
that included:

- All overstock narcotics and medlcatlons will be
double locked by means of locked file cabinet in
locked office. '

- Medications must be counted and documented
by Director and medication aide when removed
from overstock. . _

- A staff meeting will be scheduled to enforce
policies and consequences regarding storage of
overstock controlied substances and . .
medications. '

DATE OF CORRECTION FOR THIS TYPE B
VIOLATION SHALL NOT EXCEED MARCH 19,
2015.

G.S. 131D-21(2) Declaration of Residents' Rights

G.S. 131D-21 Declaration of Residents’ Rights '
Every resident shall have the following rights:

2. To receive care and services which are
adequate, appropriate, and in compliance with
relevant federal and state laws and rules and
regulations.

This Rule 'is ot met as evidenced by:
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Based on observations, interviews, and record
review, the facility failed to assure all residents
received care and services which were adequate,
appropriate, and in compliance with relevant

federal and state laws and rules and regulations -

related to management of the facility, nutrition
and food service, medication administration, -
controfled substances, infection prevention,
infection prevention training, and medication aide
training. : -

The findings are:

A. Based on observations, interviews, and record
review, the Administrator failed to assure the fotal
operation of the facility met and maintained rules
related to management of the facility, nutrition

and food service, medication administration,
controlied substances, infection prevention,
infection prevention training, medication aide
fraining and resident rights. [Refer to Tag 176 10A
NCAC 13F .0601(=) (Type A2 Violation.)]

B. Based on observations, record review and
interviews, the facility failed to store and prepare
food in a manner to protect from contamination.
[Refer to Tag 283 10A NCAC 13F .0904(a)(2).
(Type B Violation).] . o

C. Based on observations, record reviews; and
interviews, the facilty failed to assure residents
received medications as ordered by a licensed .
prescribing practitioner for 5 of 8 residents.
(Residents #4, #5, #6 , #2 and #3.) (Lopressor,
Digoxin; Novolog, Lorazepam, and Metformin.)
[Refer to Tag 358 10A NCAC 13F ,1004(a) (Type

B Violation).j . Lo D. M p Z M Lo 1 . j
D. Based on observations, record réviews énd 0—/\(\& m J(,V'ﬂlecL \(eh- / / ?/ / f
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G.S. 131 D—4.4AAdult Care Home Infection

Prevention Requirements -

(b) In order to prevent fransmission of HIV,
hepatitis B, hepatitls C, and other bloodborne
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implemented for blood glucose monitoring by have newd ™M <;
sharing a lancing device when used for different L MOUQ'S a\p\f}(‘ﬁ& wt\‘-.d!\\is ,th . b
residents for 8 of 8 sampled residents with orders A j | @ A )
for finger stick blood sugars (FSBS). (Residents w ;‘H’\ 'H‘—O- RA-S\
#3, #4, #7, #8, #9, #10, #11, and #12.} [Refer to ecL S —b(ﬁ
g
Tag D 932 G.S. 131D4.4 A®) (Type A2 5 sto pre
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had completed the annual state approved \ j‘_ R
infection control training. (Staff A). [Refer to Tag 1 N Q\QW\ \ﬂtﬁb"’ Lﬂtﬂ
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pathogens, each adult care home shall do all of
the following, beginning January 1, 2012:

(1) Implement a written infection control policy
consistent with the federal Centers for Disease

'|.Control and Prevention guidelines on infection

control that addresses at least all of the following:
a. Proper disposat of single-use equipment used
to puncture skin, mucous membranes, and other
tissues, and proper disinfection of reusable
patient care items that are used for multlp]e
residents.

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

c. Accessibility of infection controt devices and '
supplies.

*" | ’d. Blood and bodily fluid precautions.

e. Procedures to be followed when aduit care
home staffis exposed to blood or other body
fluids of another person in a manner that poses a
significant risk of transmission of HIV, hepatitis B,
hepatitis C, or other bloodborne pathogens.

f. Procedures io prohibit adult care home staff
with exudative lesions or weeping dermatitis from

.engaging in direct resident care that involves the

potential for contact between the resident,

| equipment, or devices and the lesion or

dermatitis until the condition resolves.

{2) Reguire and monitor compliance with the,
facility's infection contro! policy. '
{3) Update the infection control pollcy as
necessary {o prevent the trahsmission of HIV,
hepatitis B, hepatitis C and other bloodborne
pathogens.

This Rule is not met as evidenced by:
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TYPE A2 VIOLATION

Based on observations, record reviews and -
interviews, the facility failed to assure adequate
and appropriate infection control procedures were
implemented for blood glucose monitoring by -
sharing a lancing device when used for different.
residents for 8 of 8 sampled residents with orders
for finger stick blood-sugars (FSBS). (Residents
#3, #4, #7,#8, #0, #10, #11, and #12.)

The findings are:

Review of Resident #3's current FL2 dated
10/24/14 revealed: ' _

- Diagnoses of diabetes mellitus and mental -
retardation.

- An order for finger stick blood sugars 4 tlmes a
day with sliding scale insulin coverage.

- No diagnosis of a blood bom infectious disease.

'Review of Resident #4's current FL2 datéd

09/30/14 revealed:

- Diagnoses of diabetes me!lltus ‘mild mental
refardation and psychosis.

- An order for finger stick biood sugars 4 fimes a
day with sliding scale insulin coverage.

- No diagnosis of a blood bom infecfious disease.

Review of Resident #7's current FL2 dated
09/30/14 revealed: ’

- Diagnoses of diabetes mellitus type II and
dementia.

- An order for fi inger sfick blood sugars every
Saturday.

- No diagnosis of a blood bom infectious disease.
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Review of Resident #9's current FL2 dated .&\\[ v 5 \
02/28/14 revealed: ‘G"f l aﬁ'n’ :
- Diagnoses of non-insulin dependent diabetes C o w blo"& )
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mellitus, schizoaffective disorder, and dementia.
-An order for fi nger strck biood sugars once a
month. =

- No diagnosrs ofa blood born infectlous dlsease

Re\new of ReS|dent #8’5 current FL2 daied
01/06/15 revealed: _

- Diagnosis of schizoaffective disorder

- An order for finger stick bloed sugars twice-
weekly before breakfast. o

- No diagnosis of a biood born infectious disease.

Review of Resident #10's current FL.2 dated
09/18/14 revealed:

- Diagnoses of schizoaffectwe disorcier bipolar
type, borderiine personaiity disorder and type II
diabetes, . :

- An order for fi nger stick bload sugars twice
daily.’

- No diagnosis of a blood bom infectious disease

Re\new of Resment #12's current FL2 dated
09/30/14 revealed:

- Diagnoses of mental retardation and type i
diabetes mellitus. .

- An order for finger sfick blood sugars twice daily
on Sunday and Thursday.

- No diagnosis of 2 blood born infe_ctiou_s disease.

Review of Resident #11's current FL2 dated
09/30/14 revealed:

- Diagnoses of mental retardation, personality
disorder, schizophrenia and morbid cbesity.

- An order for finger stick blood sugars twice
weekly on Sunday and Thursday.

- No diagnosis of a blood born ihfectious disease.

Further record review revealed a physn:ian
progress note dated 11/18/14 W|th dlagn05|s of
diabetes type Il
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Attempted observation of a FSBS for Resident #4
on 01/27/15 at 11:45am revealed the facility had
no lancets available in the facility to obtain a
FSBS sample. -

Per observation on 01/27/15 at 11:45am, all
residenis had their own blood glucose meters and
they were labeled with their names.

interview with Staff B, Medication Aide/Supervisor
on 01/27/15 at 11:50am revealed:

- All residents have their own glucose meters and
staff do not share residents’ meters.

- The facility did not have any lancets available to
use with the lancet pen used to obtain residents’
FSBS.

- The facility had only one lancet pen available in
the facility and it was used on all the residents
who had orders for FSBS.

- Unitil two to three weeks ago, the facility used
disposable lancet devices to obtain blood
samples for the FSBS.

- Staff B was not sure why they stopped using the
disposable lancet devices and started using the
common lancet pen.

interview with Staff A, Medication
AidefSupervisor, on 01/29/15 at 9:10am revealed:
- Medication Aide staff had been using the
commaon lancet pen for about two weeks.

-~ Prior to the common lancet pen, they used
disposable lancet devices to obtain blood
samples for FSBS.

- She cleaned the device with an alcohol swab
and helieved that would sanitize the [ancet pen.
- She was told by the facility Director to use the
common {ancet pen.

Interview with Staff C, Medication
Division of Health Service Regulation
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Aide/Supervisor, on 01/27/15 at 8:35pm revealed:
- Medication Aide staff had been using the
commoen lancet pen "about & week." o

- She used a new lancet needle in the common ~
lancet pen each time she obtained a FSBS.™

- She sanitized the common lancet pen with an
alcohol swab.

- The facility Director iold Staff C to use the
common fancet pen and sanitize it with an alcohol
pad.

- Prior to having the common lancet pen, she
used disposable lancet devices to obtain blood
samples for FSBS.

- She used the common lancet pen for all
residents in the facilty who had orders for FSBS.

Interview with the facility Administrator on
01/28/15 at 3:52pm revealed he believed staff
were using disposable lancet devices to obfain
FSBS.

interview with the facility Director on 01/28/15 at
3:55pm revealed:

- She believed it was "OK" to use lancet pens on
more than one resident as long as they were
disinfected with a bleach solution.

- She tried to keep a bleach solution mixed up in
the med room.

Interview with the pharmacist as the dispensing
pharmacy on 01/28/15 revealed:

- They don't currently stock disposabie lancet
devices due to non-payment by insurance
providers.

- The pharmacy stopped sending disposable
lancet devices to the facility on 01/16/15.

Review of the facility's policy and procedure for
infection prevention in the use of point of care
testing revealed:
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- A disposable single-use, auto-disabling lancet is
the only type of device that should be used when
performing finger sticks in the center.

- l.ancets should never be reused.

On 01/27/15 the facility provnded the followmg
plan of protection:

- The Administrator made an |mmed|ate purchase
of 2 lancet devices with two boxes of lancets, (for
the 2 residents with sliding scale insulin orders.)

- Facility contacted the dispensing pharmacy, and
an order of disposable lancets or lancet devices
will be sent to the home by 3:00pm to 3:30pm this
evening.

- No lancet devices W|[I be shared between
residents.

- Facility will ensure single use lancet devices are
available, or a device for each re5|dent labeled
with their name.

- Facility will schedule an inservice with staff
beginning on 01/27/15.

THE DATE OF CORRECTION FOR THIS TYPE
A2 VIOLATION SHALL NOT EXCEED MARCH
04, 2015

- . CH —
D934 G.S. 131D-4.5B. (a) ACH Infection Prevention D934 =S, [ (D-4.5B @) A ,3%

Requirements . \ ﬂMm P{&W W—R-D“LL{.M

G.S. 131D-4.58 Adult Care Home Infecion Q) 'gu!\) PR L 202 AWk | ° / q /
Prevention Requirements s N Re
¥ Beal s “)ul ./

‘ iy srld davelo f hor 2 ;
{(a) By January 1, 2012, the Division of Health e vite \rn-.\

Service Regulation shall develop a mandatory, [l@-‘
n-service traini A C&A.Lhumo_ W\ecl. ‘cm »

annual in-service training program for adult care

home medication aides on infection control, safe l‘\ C\‘ld'a
i injecti | cﬁ: ¥ iRy eCtons .q,é‘
\dnﬁfua

practices for injections and any other procedures
during which bleeding typically occurs, and procedurs d“‘('

-'\v\nm A 6{C ‘&VS 4 g
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glucose monitoring. Each medication aide who
successfully completes the in-service fraining
program shall receive partial credit, in an amount’
determined by the Depariment, toward the -~ -
continuing education requirements for adult care
home medication aides established by the
Commission pursuant to G.S. 131D-4.5

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

Based on record reviews and interviews, the
facility failed to assure 1 of 1 Medication Aide

staff, employed at the facility for at least one year,

had completed the annual state approved
infection control training. (Staff A).

The findings are:

Review of Staff A’'s employment records revealed:

- Staff A was hired on 12/04/08 as a Medication
Aide and Personal Care aide.

- Staff A's medication clinical skifls checklist was
completed by the facility Reglstered Nurse (RN}

T on 02/12/09. )
- Staff A passed the medication aide test on

11/04/09.
- Staff A had no documentation of completing the
state approved infe;:tlonrcontrol training: - -

Interview with Staff A on 01/28/15 at 9:10am
revealed: .

- She had worked at the facility as.a Medacat:on
Aide "about 4 years."

- She never had any specific traln:ng ofvinfection
control at the facility.
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- She used a single lancet pen on multiple
residents because the facilify ran ouf of the
disposable lancets "about 2 weeks ago."

- The facility Director told her to use the common
lancet pen, and to disinfect it with an alcohol
swab.

Interview with the facility Director on 01/28/15 at
3:55pm revealed:

- She thought it was "OK" to reuse the lancet pen
on multiple residents as long as they were
disinfected with a bleach solution.

Interview with the facility Director and
Administrator on 01/29/15 at 11:15am revealed
neither of them were sure if staff had completed
the staff approved infection control training.

Interview with the facility Director on 01/29/15 at
2:03pm revealed she had scheduled the infection
control training twice with the facility Reglstered
Nurse (RN), but she (the RN) had cancelled.

lnterwew with the fac:hty RN on 01:'30/1 5at
4:03pm revealed:

- She did some infection control traimng with staff
during the clinical skills validation and the 5 and
10 hour medication fraining.

- She told staff not to share lancet devices or
blood giucose meters.

- She believed the facility Director had asked her
to perform the infection control training
previously, but was not sure of the date.

Interview with the facility Director on 02/02/15 at
11:30am revealed:

- She had been employed by this facility for less
than 1 year.

- She had infection control training at another
facility but not this one.

Division of Health Service Regulation

STATE FORM

2ITHN!

If continuation sheef 41 of 46




Training and Competency

Aides Tiarares, and Competency

LAY

PRINTED: 02/16/2015
FORM APPROVED
Division of Health Service Regulation ) o :
STATEMENT OF DEFICIENGIES (X1) PROVIDER/SUPPLIER/CLIA {X2) MULTIPLE CONSTRUCTION (X3) DATE SURVEY
AND PLAN OF CORRECTION IDENTIFICATION NUMBER: A BUILDING: COMPLETED
R
hal002004 B. WING 0210212015
NAME OF PROVIDER OR SUPPLIER STREET ADDRESS, CITY, STATE, ZiIP CODE
3032 N C HIGHWAY 16 SOUTH
ALEXANDER ASS.ISTED LIVING TAYLORSVILLE, NG 28681 *° ) )
41D SUMMARY STATEMENT OF DEFICIENCIES ) PROVIDER'S PLAN OF CORRECTION (X5}
PREFIX (EACH DEFICIENGY 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)
D934 | Continued From page 41 D934
- She worked occasionally as a Medication Aide
in the facility whenneeded. @~ =
On 02/02/15 the facility provnded the fol!owmg
plan of protection:
- The facility Director will print out the state -
approved infection control course. :
- All Medication Aides will review the course and
sign a form stating they have received the
information in the course as soon as possibie,
(02/02/15).
- An infection controf fraining by the facility RN is
scheduled for all facility staff on 02/17/15.
THE DATE OF CORRECTION FOR THIS B
VIOLATION SHALL NOT EXCEED MARCH 19, )
2015. _5 / C?
D935 G.S.§ 131D-4.58(b) ACH Medication Aides; D935 GS. [3 DYtk ACH e 2 M a / g

G.S. § 131D-4.5B (b) Adult Care Home
Medication Aides; Training and Competency
Evaluation Reguirements.

(b) Beginning October 1, 2013, an adult care
home is prohibited from allowing staff to perform
any unsupervised medication aide dufies unless
that individual has previously worked as a
medication aide during the previous 24 months in
an adult care home or successfully completed ali
of the following:

(1) A five-hour training program developed by the
Department that includes training and instruction
in all of the following:

a. The key principles of medication
administration.

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

(2) A clinical skills evaluation consnstent with 10A
NCAC 13F .0503 and 10A NCAC 13G .0503.

(3) Within 80 days from the date of hire, the
individual must have completed the following:

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

1. The key principles of medication
administration.

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

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

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

Based on observations, record reviews and
interviews, the facility failed to assure 2 of 3
sampled Medication Aide staff who were hired, or
began performing Medication Aides duties after
10/01/13 met the regquirements for performing
Medication Aide duties. (Staff B and Staff D.)

The findings are:

A. Review of Staff D's employment records
revealed:

AD

Ths Bude whilbemef, A//

i mee! fha requirned
[:i[/ ~+raa V-eﬂ :CMZ;TWB

PQ/// pe m ‘Efs‘é An:\jgf

n
o

i\ e C,‘»é)\/ u_n\ ( I W\@’.\/
AN hirod 5

for-
g Es

o0y

oyer (O deays OF

v,

Division of Health Service Regulation

STATE FORM

e FSSitte f—/ﬂ:(;! LY

2ATHN Q!can—e })ﬂ-{ f\U&Qe

S

[f continwation sheet 43 of 46

fur




PRINTED: 02/16/2015 -

FORM APPROVED
Division of Heaith Service Reguiation )
STATEMENT OF DEFICIENGIES {X1) PROVIDER/SUPPLIER/CLIA (X2) MULTIPLE CONSTRUCTION (X3) DATE SURVEY
ANDPLAN OF CORRECTION IDENTIFICATION NUMBER: AB . COMPLETED
- BUILDING:
R
halG02004 B. WING 02/02/12015
NAME OF PROVIDER OR SUPPLIER STREET ADDRESS, CITY, STATE, ZIP CODE
3032 N C HIGHWAY 16 SOUTH
ALEXANDER ASSISTED LIVING
TAYLORSVILLE, NC 28681
{X4} 1D SUMMARY STATEMENT OF DEFICIENGIES D PROVIDER'S PLAN OF CORRECTION x5)
PREFIX (EACH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX (EACH CORRECTIVE ACTION SHOULD BE COMPLETE
TAG REGULATORY OR LSC IDENTIFYING INFORMATION) TAG CROSS-REFERENGED TO THE APPROPRIATE DATE
. DEFICIENCY)
D835 | Continued From page 43 D935

- A hire date of 09/26/14 with the position noted
as Personal Care Aide and Medication Aide.

- Her medication skills checklist was completed
by a Registered Nurse (RN} on 08/28/14.

- No docurmentation of completion of the 5 hour or
10 hour training.

- No documentation of passage of the state
Medication Aide exam.

Interview with the facility Director on 01/29/15 at
3:17pm revealed:

- Staff D was waiting to take the Medication Aide
exam next month.

- The Director was not aware of how long
Medication Aides had to take the exam after their
medication clinical skills validation was completed
by the RN.

- Staff B initially worked as a Personal Care Aide,
but had recently been working as a Medication
Aide on second shift, (6pm fo 6am.)

Review of the facility employee schedule revealed
Staff D was scheduled to work as the second
shift Medication Aide/Supervisor 7 days out of 14
from 01/23/15 through 02/05/15.

-Attempts 'fo interview Staff D were unsuccessfi_xl.

B. Review of Staff B's employment records
revealed: '

- A hire date of 07/19/13 as a Personal Care Aide.
- A change in position to Medication Aide on
0711714, -

- Documentation of completion-of the 5 hour
medication fraining on 07/11/14, and the 10 hour
medication fraining on 08/22/14. ’
- Staff B's medication clinical skills validation was
completed by the facility RN on 07/11/14.

- No documentation of passage of the state
Medication Aide exam. -
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Interview with the facility Director on 02/02/15 at
11:35am revealed:

- Staff B was waiting fo take the Medication Aide
exam at the end of the month.

- The director was not sure how long Medication
Aides had to take the exam after the medication
clinical skills validation was completed by the RN.
- Staff B had never worked in another facility as a
Medication Aide. i

- Staff B was pulled from the medication cart
effective 02/02/15 until she passed the
Medication Aide exam.

Review of the facility employee schedule revealed
Staff B had been scheduled to work as the first
shift (6am to 6pm) Medication Aide/Supervisor for
7 days out of 14 from 01/23/15 through 02/05/15.

Staff B was observed administering medications
at 11:45am on 01/27/15 and 7:33am on 01/28/15.

On 01/29/15, the facility provided the following
plan of protection:

- Medication Aides will have all required training
within 14 days from today, or they will be removed
from that position until the training is obtained.

- Medication Aides that have not passed the
Medication Aide exam will not pass medications.
- Medication Aide staff will have inservices
scheduled with the consuitant RN as well as the
pharmacy RN.

- These inservices will use local mental health
staff to assist in understanding the rules and
regulations as they apply to being a Medication
Aide.

THE DATE OF CORRECTION FOR THIS TYPE
B VIOLATION SHALL NOT EXCEED MARCH 19,

_ Division of Health Service Regufation .
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Shook, Linda

T AT .
From: Shook, Linda

Sent: Friday, March 13, 2015 11:53 AM

To: Julie Sebastian <jsebastian@alexandercountync.gov>
Cc: Wilson, Rita; Penland, Beverly D

Subject: ALEXANDER ASSISTED LIVING - ALEXANDER COUNTY
Attachments: Alexander Assisted Living 2015-02-26 POCA-2ITH11.pdf

Please find attached copy of the approved “Amended” Plan of Correction (POC) for the
above referenced facility.

Thank vou.

Linda Y. Shook, Processing Assistant
Adult Care lLicensure Section

NC Department of Health and Human Services
Division of Health Service Requlation

12 Barbetta Drive, Asheville, NC 28806
Pheone: (828)670-3391 x 149

Fax: (828)670-5040

Linda. Shook@dhhs.nc.gov
www.ncdhhs.gov/dhsr

Email correspondence to and from this address is subject to the North Caralina Public Records Law and may be disclosed to third parties by an authorized State
offictal. Unauthorized disclosure of juvenile, health, legally privileged, or otherwise confidential information, including confidential information relating i an ongoing
State procurement effort, is prehibited by law. if you have received this e-mail in emor, please notify the sender immediately and delete all records of this e-mail.
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