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tnitial Comments

The Aduit Care Licensura Seclion conducted a
follow-up surey on 05/11/15 with an exit
conference via telephene on 05/12/15.

T0A NCAC 13G .0405(a)(h) Test For
Tubercuiosis

10A NCAC 13G .0405 Test For Tuberculosis

(2) Upon employment or living in a family care
home, the administrator, all other staff and any
live-in non-residents shall be tested for
tubercuiosis disease in compliance with control
measures adopied 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
-contaciing the Departmenti of Health and Human
Services. Tuberculosis Controi Program, 1902
Maii Setvice Center, Raleigh, NC 2769%-1802.
(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 tuberculosis
disease that poses a direct threat {o the health or
safety of others.

This Rule is not met as evidenced by:
FOLLOW-UP TO TYPE B VIOLATION

Based on these findings, the previous Type B
Violation was not abated.

Based on interviews and record review, the
facility failed to ensure 1 of 4 sampled staff (Staff
B) was tested for tuberculosis (TB) disease in
compliance with control measures adopted by the
Commission for Health Services.

The findings are:

{C 000}

{C 140}
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Review of facility personnel files revealed:

-A personnel file for Staif B could not be tocated.
-There was no documentation of TB testing for
Staff B.

Interviews on 05/15/15 at 9:15 am and 11:55 am
with Staff B revealed: R
-She began working as "fill-in" staff in September
2013

-She routinely worked four days a week for a total
of 29.5 hours weekly.

-Her duties included cooking, serving meals, and
housekeeping.

-She had not received TB testing since being
employed by the facility.

-3he had a TB test at another facility in the past,
but it was more than two years ago.

-She did not have documentation of previous TB
testing.

Interviews on 05/11/15 at 10:30 am and 2:52 pm
with the Manager revealed:

-She did not know Staff B's hire date, but Staff B
was hired "over a year ago".

-When Staff B was hired, she only filled in2 or 3
times a month.

-There was not a personnel file for Staff B
because she was hired to fill in on an occasional
basis.

-Staff B began working her current schedule of
29.5 hours weekly "about a week ago”.

-The Manager was responsible for ensuring TB
testing was compileted for new employees.

-She did not ensure Staff B was tested for TB
because she was not a "permanent employee”.

interview on 05/11/15 at 11:00 am with the
Administrator revealed:
-She was not aware Staff B was not tested for TB
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because she did not know Staff B was even G 72y / bﬂ,(’/ﬁ Yo nd dé&é
o - i hang
working ir: the facility.
-Staff B'was "just somebody (the Manager) got to 5]}0[ lj/
do some work". )
-The Managér was not supposed to hire new staff ﬂ» 5 .S‘i[-‘-’-fﬂ‘) /‘)gg é{{_e,n f N
without the Administrator's approval. J
-There was currenily no system in place for / oM D0 7{2 i~ A i 0{’
monitoring to ensure all staff had been tested for P /4? e / ! :j
TB. :
. . "{ ﬁcimmn
On 05/11/15, the Administrator submitted a Plan n (S%q é“&% as f/
: e ITh
of Protection as follows: 35%/"‘ fd}"‘ fv‘-) + H 10& //pu) Z.Lf
-The Administrator would ensure all current staff ] eryV e
"had documentation of TB testing prior to their -Pa&, / ,7",7 a-ﬂa;a&r" ’7!-9 o 19;
next scheduled shift. ) ISy, & o) b
~The Administrator would ensure all newly hired D% G s fa# LN
staff had documentation of TB testing prior to ! ajL /
working in the facifity. jb E -7‘—9 ,ﬂsa,,& 2 GW 2/
The Administrator submitted a correction daie of ‘L’ c Z },\a gé €)
05/13/15 for this Unabated B Violation. 5’7‘&(]4’ [,0 ! 5 e
{C 145) 10A NCAC 13G .0406(a)(5) Other Staff st Lia ’/’ _{i C’ﬂ'?"" NS _5 " 5—{@
Quaiifications
10A NCAC 13G .0406 Other Staff Qualifications Lo ,,y_; a ,/S!) vesid ‘]Lg
{a) Each staff person of a family care home . 3 +
shall L 69 eetioned
(5)- have no substantiated ﬁndlngs listed on the LL)‘ I / be" M
North Carolina Health Care Perscnne! Registry
according to G-S. 131E-256; G EVM"’_ [,()}‘\0 15 @
o | Job duties acco
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FOLLOW-UPTO TYPE B VIOLATION Lin P Jo y.ge, Sob CFR
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Based on interviews and record reviews, the
facitity failed to ensure 1 of 4 sampled staff (Staff
B) had no substantiated findings listed on the
North Carolina Health Care Personnel Registry
(HCPR).

The findings are:

Review of facility personnel files revealed:

-A personnel file for Staff B could not be located.
-There was no documentation of a HCPR check
for Staff B.

Interviews on 05/15/15 at 9:15 am and 11:55 am
with Staff B revealed:

-She began working as "fill-in" staff in September
2013, '

-She routinely worked four days a week for a totat
of 29.5 hours weekly. '
-Her duties included cooking, serving meals, and
housekeeping.

interviews on 05/11/15 at 10:30 am and 2:52 pm
with the Manager revealed:

-She did not know Staff B's hire date, but Staff B
was hired "over a year ago”.

-When Staff B was hired, she only filled in 2 or 3
times a month. . -

-There was not a personnel file for Staff B
because she was hired o fill in on an occasional
basis.

-Staff B began working her current schedule of
29.5 hours weekly "about a week ago”.

-The Manager was responsible for ensuring the
HCPR check was completed for new employees.
-She did not check the HCPR for 3taff B because
she was not a "permanent employee”.

Interview on 05/11/15 at 11:00 am with the
Administrator revealed:
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-She was not aware the HCPR check was not .
completed for Staff B because she did not know ‘pe.f 10& rres b c:],zt,_h (AN
Staff B was even working in the facility.
-Staff B was "just somebody {the Manager) got to QACC o {—d e “f' e ,,VJ
do some work". 3 W )
YO,
-The Manager was not supposed to hire new staff f) d d AL { ybﬂ}ﬂ N 4 i e..
without the Administrator's approval. i s PR are?
-There was currently no system in place for JL} / } fﬁ(; €L é
monitoring to ensure all staff had HCPR checks I / SN
compieted prior 1o hire. &' / /, b
bt)’ €
Interviews on 05/11/15 at various times with four 'é ZF @ Cdf qjéh/
residents revealed they had no complaints CZ czc/m;an 7-17’
regarding services provided by Staff B. Ve e é :
Review of a HCPR check completed on 05/11/15 - L r’JCl/ﬁzf & } Vﬂf i Fﬁ
for Staff B revealed there were no substantiated / &
findings listed on the registry. 7—/) /’/’)Su’ ~e. 7%53 7; (5#7’-6
On 05/11/15, the Administrator submitted a Plan 7 - - CM’) n07;_
of Protection as follows: ?QQ 3&‘1 / a 74/ 2>
-The Administrator would ensure all current staff S @Q! <£> C%-
had documentation of a HCPR check prior {o Ff 0y 4 )
their next scheduied shift. 7L
-The Administrator would ensure all prospective Ley 1[; P i’ﬂLi a / 7?6 ﬂ‘]"m(’m
empioyees had documentation of 2 HCPR check e
prior to hire. 076’ {: / m@f"ib e85
On 05/11/15, the Administrator submitted a / vl /
correction date of 05/13/15 for this Unabated Al é,m'\dO/D e &S A2
Type B Viotation.
be,. e g ire d fﬁfjeﬁ%rm
{C 1473 10A NCAC 13G .0408(2)(7) Other Staff {C 147} N
Qualifications Sﬂi) OLU(?L{ eSS alceo Y‘QZ \j
» O
10A NGAC 13G .0406 Other Staff Quaiifications o J Job deSer gf)_%
{a) Each staff person of a family care home
shalf: = g ﬂQC{ 527[' 7Lj e O-’C
(7 have a criminal background check in
Cm P joument bund /\[D
RV
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accordance with G.S. 114-19.10 and G.S.
131D-40;

This Rule is not met as evidenced by:

"‘Based on interview and racord review, the facility

failé% to ensure 1 of 4 sampled staff (Staff BY had
a criminal background check in accordance with
G.S. 114-19.10 and G.S. 131D-40.

The findings are:

Review of facility personnel files revealed:

-A personnel file for Staff B couid not be located.
-There was no documentation of a criminal
background check for Staff B.

Interviews on 05/15/15 at 9:15 am and 11:55 am
with Staff B revealed:

-She began working as "fifl-in" staff in September
2013

-She routinely worked four days 2 week ior a fotal
of 29.5 hours weekly.

-Her duties included cooking, serving meals, and
housekeeping.

-She did not recall signing a consent for a
background check prior to or upon employment at
the facility.

Interviews on 05/11/15 at 10:30 am and 2:52 pm
with the Manager revealed:

-She did niot know Staff B's hire date, but Staff B
was hired "over a year ago".

-When Staff B was hired, she only filled in2 or 3
times a month.

-There was not a personnel file for Staff B
because she was hired to fill in on an occasional
basis.

-Staff B began working her current schedule of
29.5 hours weekly "about a2 week ago".

-The Administrator conducted the criminal

g l(‘(ie,pﬁms Uﬁi [} be,rnad‘g,
Qt{ f“ﬁ\.@ ad ministrator]
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background checks for new employees. x i ptere .
-Staff B did not have a criminal background check [N Suve. L F } +h£b(/£ C:’fﬂLmé/
completed because she was not a “permanent -z Mpfﬁfj-e eg 1ed f " z’J e
" i
employee". oo E(, ot d Checks P 1of
Interview on 05/11/15 at 11:00 am with the FiiMmime i L
Adminisirator revealed: H ” b 3 roun GLC‘)"(?«C/EE)
~-She was not aware Staff B did not have a ; ~
eriminal background check completed because 'ﬁﬂ" o w(,’}l ‘_@nﬂd@f oL ees 5{ 5{ 16
she did not know Staff B was even working in the
foiity. heve been done
-Staff B was "just somebody {the Manager) got to . i
do some work". @dmfﬂ:f’i‘f@’!"ﬁ\/&d Qe
-The Manager was not supposed to hire new staff . o [ ,
without the Administrator's approval. Oﬂ 1c‘ IQJ imn & C“-ﬁ 1 H'?’fj
Interviews on 05/11/15 at various times with four Ve View -
residents revealed they had no complainis
regarding services provided by Staff B.
garding p ¥ -}’ v —I——mf (201 ! {
C 176 10A NCAC 13G .0507 Training on C 176 "q’Cmej <
. T i
. L . alle.
Cardio-Pulmonary Resuscitation 1 fﬂ%‘%’n& b /ﬂ» ‘I’D N 4 )
Sirfrures € loyees
10A NCAC 13G 0507 Training on Siwre, all
Cardio-Pufmonary Resuscitation ¢ @) 7@ Vil
Each family care home shall have at least one ﬁ re. "f’&S‘ﬁ« r
staff person on the premises at all imes who has i !
completed within the last 24 months a course on ‘—;/'D Ny ”3’
cardio-pulmonary resuscitation and choking
management, including the Heimlich maneuver, (E. o
provided by the American Heart Association, 74 / / TB {S‘g" e
American Red Cross, National Safety Councill, g-ae N l A’L
American Safety and Health Institute and Medic -ﬂl , z. \ ¥ “’ﬁ\»& §
First Aid, or by a trainer with documented ] . &D
certification as a trainer on these procedures LC_‘ ; ﬁw h
from one of these organizations. [f the only staff
person on site has been deemed physically
incapable of performing these procedures by a
licensed physician, that person is exempt from
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the training.

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

Based on observations, interviews, and record
reviews, the facility failed to have at least one
staff person on the premises at all times who had
completed within the last 24 months a course on
cardic-pulmenary resuscitation (CPR) and
choking management.

The findings are:

Review of personnel records reveaied:

-There were 5 staff who routinely worked in the H | ‘ P ‘I'C(, -FF’ I"\a e ‘0‘6-@5’)

facility.
-There was no documentation of CPR training i
within the past 24 months for 5 of 5 staff. Trained and all Cpr
-There was documentation of CPR training . lCL»lJ i e
completed in March 2013 for 1 of 5 staff, Records Qe Gt

< ¥
A. Observation on 05/11/15 at 8:00 am revealad: On p‘ ie, N \H’\%’ ‘QG'C‘ /‘ )lqr
-Staff B, fill-in staff, was working alone in the . '
facility. % roreJi e Lo

-Staff A, Medication Aide/Supervisor-In-Charge
(MA/SIC) arrived at the facility at 9:00 am.

Review of the facifity's personnel records
revealed:

-A personne! file for Staff B was unable to be
located.

-No docurmentation Staff B completed CPR
training.

Interviews on 05/15/15 at 9:15 am and 11:55 am
with Staff B revealed:

-8he began working as "fil-in" staff in September
2013
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-She routinely worked four days a week for a total
of 29.5 hours weekly,

-The Manager or the SIC was usually present
when she was working, but were "in and out” for
errands, leaving her by herself in the facility for
2-3 hours at a time. afyi
-When asked if she had CPR training, Staff B CP R’ T)’ 3
stated, "What's that?" _g‘_ h as },ﬂ(
-Staff B stated she had CPR training in the past, p[_ [ i [\} ¢ o 5“‘)&’6{

but she calied it "playing with the dummy"; that's rd‘ﬂ
why she did not know what it was when asked. —’r S~y R@CD P /
-Her CPR certification was "expired”. CLPQ . rad h_‘ ‘ 7 _ 5]27 8]
-She did not have documentation of CPR training. {Z‘i lﬁ“ ¥e) ‘(“3“]-2/
-If a resident required CPR or Heimlich, she ,D[r& OoN

would call §11. i Jp Y

Interviews on 05/11/15 at 9:30 am, 9:56 am, and

2:15 pm with the Supervisor-in-Charge (SIC) E‘W‘ /él, C/pﬂ S;’,V i€y

kS

e LS

revealed:

-He was certified in CPR, as was the facility . o ]
Manager and the Personal Care Aide (PCA). ’/)(},5 i (“,e,ed— "L’é m eﬂb
-There was always staff frained in CPR on duty in . Jm,ai 5 “']"D
addition o Staff B when she was working. C}d i . '-L,\ul-ur‘é’,a M ]

-The SIC left the facility on the morning of ; ,_}'_a‘% C,PEE/
05/11/15 at about 8:00 am to run errands and Wave. el S

returned at 9:00 am. :

-The SIC thought every facility-had o have 2 staff “’";ﬂré_; N g,é .

person frained in CPR, but did not know a staff
person trained in CPR had to be on the premises
at all imes.

interviews on 05/11/15 at 10:30 am and 12:00 pm
with the Manager revealed:

-There was not a personnei file for Staff B
because she was hired to fill in on an occasional
basis.

-Either herself or the S1C was always on duty in
addition to Staff B when she was working.

-She and the SIC may be "in and out", but one of
them was usually in the facility.

Division of Health Service Regulation

STATE FORM 6899 XYDJi12 If continuation sheet 9 of 28




»
PRINTED: 05/26/2015
FORM APPROVED
Division of Health Service Regulation
STATEMENT OF DEFICIENCIES X1) PROVIDER/SUPPLIER/CLIA {X2) MULTIPLE CONSTRUCTION (X3) DATE SURVEY
AND PLAN OF CORRECTION IDENTIFICATION NUMBER: A BUILDING: COMPLETED
R
FCL034096 8. WING 05/12/2015
NAME OF PROVIDER OR SUPFLIER STREET ADDRESS, CITY, STATE, ZIP CODE
HINES GOOD SAMARITAN HOME 3200 OLD GREENSBORO ROAD
WINSTON-SALEM, NC 27101
(X4 1D SUMMARY STATEMENT OF DEFICIENCIES 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) 1AG GROSS-REFERENCED TO THE APPROPRIATE DATE
DEFICIENCY)

C 176 | Continued From page 9 C176

B. Review of Staff A, Supervisor-In-Charge's
(SIC's) personnel records revealed:

-Ne documented hire date.

-No documentation of CPR training.

interview on 05/11/15 at 2:15 pm with the SIC
revealed:

-He completed a CPR training class in March
2013.

-He did not know why there was no
documentation in his personnet file for the
training.

-He did not know his CPR fraining was not withing
the past 24 months.

-If a resident reguired CPR, he would cail {(named
staff) first because she was the manager, then he
would call 911.

-No residents had required CPR or Heimlich in
the past year.

Interviews on 05/11/15 at 12:00 pm and 2:52 pm
with the Manager revealed:

-Staff A was hired on 06/29/12 when the facility
opened as a Medication Aide {(MA)/SIC.

-She was rasponsible for ensuring staff were
trained in CPR.

-She did not realize it had been more than 24
months since the CPR fraining completed in
March 2013.

C. Review of Staff D, Manager's personneal
records revealed:

-No documentation of a hire date.

-No documentation of CPR training.

Interviews on 05/11/15 at 12:00 pm and 2:52 pm
with the Manager revealed:

-She was hired on 06/29/12, when the facility
opened, as the Manager.

Division of Health Service Regulation
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-She completed a CPR training class in March
2013.

-She did not know why there was no
documentation in her personnel file for the
fraining.

-She did not know her CPR fraining was more
than 24 months ago.

-No residents had reguired CPR or Heimiich in
the past year.

D. Review of Staff C, Personal Care Aide (PCA)
personnel records revealed:

-No documentation of hire date.

-No documentation of CPR training.

Tetephone inferview on 05/11/15 at 12:49 pm with
Staff C revealed:

-She completed a CPR training class in March
2013.

-She did not knew her CPR training was
completed more than 24 months ago.

-No residents had required CPR or Heimlich in
the past year.

Interviews on 05/11/15 at 12:00 pm and 2:52 pm
with the Manager revealed:

-Staff C was hired on 06/29/12, when the facility,
opened as a PCA. L .
-She was responsible for ensuring staff were
trained in CPR.

-She did not realize it had been more than 24
months since the CPR fraining completed in
March 2013.

E. Review of Staff E's personnel records
revealed:

-A hire date of 06/28/12.

-Documentation of CPR training completed in
March 2013 and expiring in March 2015.

Division of Health Service Regulation
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Staff E was unavailable for interview.

Interviews on 05/11/15 at 12:00 pm and 2:52 pm
with the Manager revealed;

-Staff E was hired on 06/29/12 when the facility
opened.

-Staff E was on duty alone in the facility at night.
-Staff E completed a CPR training class in March
2013.

-The Manager was responsible for ensuring staff
were trained in CPR.

-She did not realize it had been more than 24
months since the CPR training completed in
March 2013.

On 05/11/15, the Administrater submitted a Plan
of Protection as follows:

-Beginning immediately, a CPR-certified staff
person would be on the premises at all times.
-A CPR training class was scheduled for today,
05/11/15 at 6:00 pm and all staff would attend.
-The Administrator would ensure all newly hired
staff would show documentation of CPR training
prior to hire.

CORRECTION DATE FOR TYPE B VIOLATION
SHALL NOT EXCEED JUNE 28, 2015.

C 342| 10A NCAC 13G .1004{)) Medication C 342
Administration

10A NCAC 13G .1004 Medication Administration
{i} The resident's medication administration
record (MAR) shali be accurate and include the
following:

(1) resident's name;

(2) name of the medication or treatment order;
(3) strength and dosage or gquaniity of
medication administered;

Division of Health Service Regulation
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[ 5 v
(4) instructions for administering the medication !:}d,m TS ats %/"‘/}j(‘{
or treatment; i W (R U
56) reason or justification for the administration of %7‘" m M 'ILg

medications or treaimants as needed (PRN) and "3 . [ me,[
documenting the resuiting effect on the resident; _bejd,éﬂa.» o) & ‘f"]

\\,)

(6) date and time of administration; ) ﬁg("‘

(7} documentation of any omission of C{/Y\Cl 2 C 6LW-7L€_3‘ /7

medications or treatments and the reason for the A . i Y

omission, including refusats; and 'eﬂ'G/Q d”a/b ) H ]

(8) name or initials of the person administering i +& \I/‘O"g })@éﬂ

the medication or treatment. | initials are used, a Q/‘/\ oy

signature equivaient to those initials is to be \ C {e. D

documented and maintained with the medication K@, 59 "j— D e f

administration record {(MAR). &y j . ‘!’L Q r M
% -~ C '-' i i

This Rule is not met as evidenced by: \I‘A’e’ . 7

TYPE B VIOLATION \5/;‘51130\/5 oy

Based on observation, interview, and record C\/ . ; < '-}-((3 ‘\“D&"" | SQ

review, the facility failed to ensure documentation A ey id Cl “Te&

of medication administration from 04/01/15 . £1 .

through 05/11/15 for the six residents residing in ) (¢ MSQ@L m

the facility. CO}'\D u)ﬂ {[ F S e
A. Review of Resident #4's current FL-2 dated 5) D {p Yo QE,C—D V‘&. k e-@,x}q‘( 3

06/09/14 revealed: ) .
-Diagneses included schizophrenia paranoid type, é 73 & / { Igg Q.di Cee Tt -’))Q }
depressive disorder, and learning disorder. ‘ . )Z' .
-Medications included an antipsychotic, beta [’g /ﬂd m :@CLI‘ et &7}
blocker, antihistamine, proton pump inhibitor, : ‘ o F . LA
anticholinergic, stooi softener, anticonvulsant, QQL i/)’J'Iﬁ /S %f“- +’ o7y,
saline nasal spray, and antianxiety agent. s '
Jeast one. STher med)-
Review of the facility's Medication Administration . f .
Records (MARS) revealed: / 6@/4 }1!15 b’ﬂéﬂ“) /7 ! f&{
-There were no MARs available for the months of . 7 —_—
f?-g (74
Aprit or May 2015. éﬁ ﬂﬂf(’_f //L/'7} 10 ¢ e
-Review of January 2015 and February 2015 m edrcatron Re.cads e
MARSs revealed medications were documented as Pf 0,\9?(' ot £
g . M . - 21)
administered from 01/01/15 through 02/28/15. Keot and predication Admins
Divisicn of Health Service Regulation . Lot QW
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-Review of March 2015 MARs reveailed there was
no decumentation of §:00 am medications on
03/14/15, 03/15/15, 03/21/15, 03/22/15, 03/27/15,
and 03/28/15 and no documentation of 8:00 am
medications from 03/11/15 through 03/31/15.

Review of Resident #4's medications on hand
and comparison with dispensed quantities and
dates, it appeared Resident #4 was receiving his
medications as scheduled daily.

On 0511115 at 10:30 am, the Manager arrived at
the facility with a set of MARs for May 2015.

Review of the May 2015 MARs revealed Resident
#4's MAR had medications documented as
administerad by the Manager and the
Supervisor-In-Charge (SIC) from 05/01/15
through 05/10/15.

Interview on 05/11/15 at 10:30 am with the
Manager revealed:

-She spilled red-colored liquid on the May 2015
MARs yesterday, 05/10/15, so she threw them
away.

-She did not know she needed to keep the MARs
for documentation of medications already
administered.

-She called the phamacy this morning and had
them print her another copy of the May 2015
MARs.

-When she picked up the MARSs from the
pharmacy, she "started documenting in the car™.
-She documented the SIC's initials for one
medication on 05/04/15 through 05/08/15 so the
SIC would "know where to sign” for the other
medications administered at that time.

-She was unable to locate the MARs for April
2015.

Division of Health Service Regulation
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Resident #4 was unavailable for interview.

Refer io interview on 05/41/15 at 9:56 am with the
Supervisor-in-Charge (SIC).

B. Review of Resident #2's current FL-2 dated
01/26/15 revealed:

-Diagnoses included major depression, asthma,
gastroesophageal refiux disease, mild mentaj
retardation, psychosis, and allergic rhinitis.
-Medications included an antihistamine,
anticonvulsant, nasal steroid, proton pump
inhibitor, inhaled steroid and bronchodilator
combination, and two antipsychotics.

-Review of January 2015 and February 2015
MARSs revealed medications werg documented as
administered from 01/04/15 through 02/28/15.
-Review of March 2015 MARSs revealed there was
no documentation of 8:00 am medications on
03/14/15, 03/15/15, 03/21/15, 03/22/15, 03/27/15,
and 03/28/15 and ne documentation of 8:00 am
medications from 03/11/15 through 03/31/15,

Review of Resident #2's medications on hand
and comparison with dispensed quantities and
dates, it appeared Resident #2 was receiving his
medicaticns as scheduled daily.

On 05/11/15 at 10:30 am, the Manager arrived at {
f/}dm}n 154 éﬁ“}@V

the facility with a set of MARSs for May 2015. H\a"{’
Dlemest ¢ wle

Interview on 05/11/15 at 10:30 am with the gr—&fj‘*
Manager revealed: Aj&? 156/(/’ @fflﬁeg
-She spilied red-colored liquid on the May 2015 . b Gﬁ;\ nggd_ i fe-'
MARs yesterday, 05/10/15, so she threw them Lo // & . ’633"\1{5 e,
away. R&C{D ‘f‘({ S &/{e‘ O e
-She did not know she needed to keep the MARs Dré

o e neete sta TF T2 Pr
for documentation of medications already d ﬂ:ﬁ e
administered. ecoils o, aam
Division of Health Service Regulation ﬁ(
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-She called the phammacy this morning and had
them print her another copy of the May 2015
MARSs.

-She was unabie to locate the MARs for April
2015,

Interview on 03/11/15 at 2:49 pm with Resident
#2 revealed staff administered his medications on
time daily 2nd he had no complaints regarding
medications.

Refer to interview on 05/11/15 at 9:56 am with the

Supervigor-In-Charge {SIC). ﬁ” m‘/}«{ {5 Prcr"m 5'/]&?,}&(

C. Review of Resident #3's current FL-2 dated Y, N ](51 /‘f
10/27/14 revealed: ase on g—: le. Tn the T iﬁ
-Diagnoses included schizophrenia catatonic )

type. ,F@( R.esh e
-Medications included a proton pump inhibitor,
saline nasat spray, a calcium channel blocker,
and an antipsychotic.

-Review of January 2015 and February 2015
MARSs revealed medications were documented as
administered from 01/01/15 through 02/28/15.
-Review of March 2015 MARSs revealed there was
no documentation of 8:00 am medications on
03714115, 03/15/15, 03/21M15, 03/22/15, 03/27/15,
and 03/28/15 and no documentation of 8:00 am
medications from 03/11/15 through 03/31/15.

Review of Resident #3's medications on hand
and comparison with dispensed quantities and
dates, it appeared Resident #3 was receiving his
medications as scheduled daily.

On 05/11/15 at 10:30 am, the Manager arrived at
the facility with a set of MARs for May 2015.

Interview on 05/11/15 at 10:30 am with the

Division of Health Service Regulation
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Manager revealed;

-She spilled red-colored liquid on the May 2015 /[/I ar’s C/lﬂ&f{’f ave. 07

MARs yesterday, 05/10/15, so she threw them Pf
away. ,F, le ‘F@y- Q;«é’.-i/ e o
-She did not know she needed to keep the MARs - ' ’s Mae’
for documentation of medications already £ ho) / 3] [

ini 2218 — Chert
administered. 15,— )
-She called the phamacy this morning and had . C /3’9 / {omide
them print her another copy of the May 2015 é /i /]6/’

MaRe o 8 i3
_-She was unable to locate the April 2015 MARs. —_—
7/ / / )

Interview on 05/11/15 at 2:45 pm with Resident
#3 revealed staff administered his medications on
time daily and he had no complaints regarding
medications.

Refer to interview on 05/11/15 at 9:56 am with the
Supenvisor-In-Charge (SIC).

D. Review of Resident #1's current FL-2 dated
11/12/14 revealed:

-Diagnoses included Schizoaffective discrder,
depressed type, thalassemia minor, and
nocturnal enuresis.

-Medications included vitamin supplements,
laxatives, a nasal steroid, a synthetic hommone
repiacement, twao antipsychotics, and an
antideprassant.

-Review of January 2015 and February 2015
MARs revealed medications were documented as
administered from 01/01/15 through 02/28/15.
-Review of March 2015 MARs revealed there was
no documentation of 8:00 am medications on
03M14/15, 03/15/15, 03/21/15, 03/22/15, 03/27/15,
and 03/28/15 and no documentation of 8:00 am
medications from 03/11/15 through 03/31/15.

Review of Resident #1's medications on hand

Division of Health Service Regulation
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and comparison with dispensed quantifies and
dates, it appeared Resident #1 was receiving his
medications as scheduled daily.

On Q5/11/15 at 10:30 am, the Manager arrived at
the facility with a set of MARSs for May 2015.

tnterview on 05/11/15 at 10:30 am with the
Manager revealed:

-She spilled red-colored liquid on the May 2015
MARs yesterday, 05/10/15, so she threw them
away.

-She did not know she needed to keep the MARs
for documentation of medications already
administered.

-She called the pharmacy this merning and had
them print her another copy of the May 2015
MARSs.

-She was unable to locate the Aprii 2015 MARs

Resident #1 was unavailable for interview.

Refer to interview on 05/11/15 at 9:56 am with the
Supervisor-ln-Charge (SIC).

E. Review of Resident #5's current FL-2 dated
058/09/14 revealed:

-A diagnosis of Schizoaffective disorder.
-Medications included a selective seroionin
reuptake inhibitor (SSRI), a diuretic and
hypertensive combination medication, vitamin
supplement, preten pump inhibitor,
anticonvulsant, anfipsychotic, and anticholinergic.

-Review of January 2015 and February 2015
MARs reveaied medications were documented as
administered from 01/01/15 through 02/28/15.
-Review of March 2015 MARSs revealed there was
no documentation of 8:00 am medications on
03/14/15, 03/15/15, 03/24/15, 03/22/15, 03/27/15,
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and 03/28/15 and no documentation of 8:00 am
medications from 03/11/15 through 03/31/15.

Review of Resident #5's medications on hand
and comparison with dispensed guantities and
dates, it appeared Resident #5 was receiving his
medications as schaduled daily.

On 05/11/15 at 10:30 am, the Manager arrived at
the facility with a set of MARSs for May 2015.

Interview on 05/11/15 at 10:30 am with the
Manager revealed:

-She spilled red-colored liquid on the May 2015
MARs yesterday, 05/10/15, so she threw them
away.

-She did not know she needed tc keep the MARs
for documentation of medications already
administered.

~She called the pharmacy this morning and had
_them print her another copy of the May 2015
MARs.

-She was unable to iocate the April 2015 MARs.

Interview on 05/11/15 at 2:53 pm with Resident
#5 revealed staff administered his medications on
time daily and he had no complaints regarding
medications.

Refer to interview on G5/11/15 at 9:56 am with the
Supervisor-In-Charge (SIC).

F. Review of Resident #5's current FL.-2 dated
05/01/14 revealed:

-Diagnoses included hypertension,
hypercholesterclemia, schizophrenia, and
subsiance abuse.

-Medications included an anticonvulsani and two
antipsychotics.
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-Review of January 2015 and February 2015
MARs revealed medications were documented as
administered from 01/01/15 through 02/28/15.
-Review of March 2015 MARSs revesled there was
no documentation of 8:00 am medications on
03/14/15, 03/15/15, 03/21/15, 03/22/15, 03/27/15,
and 03/28/15 and no documentation of 8:00 am
medications from 03/11/15 through 03/31/15.

Review of Resident #5's medications on hand
and comparison with dispensed gquantities and
dates, it appeared Resident #6 was receiving his
medications as scheduted daily.

On 05M11/15 at 10:30 am, the Manager arrived at
the facility with a set of MARs for May 2015.

Interview on 05/11/15 at 10:30 am with the
Manager revealed:

-She spilied red-colored liguid on the May 2015
MARSs yesterday, 05/10/15, so she threw them
away.

-She did not know she needed to keep the MARs
for documentation of medications already
administered.

-She called the pharmacy this morning and had
them print her another copy of the May 2015
MARS.

-She was unable to locate the April 2015 MARSs.

tnterview on 05/11/15 at 2:45 pm with Resident
#5 revealed staff administered his medications on
time daily and he had ne complaints regarding
meadications.

Refer to interview on 05/11/15 at 9:56 am with the
Supervisor-in-Charge (SIC).

Interview on 05/11/15 at 9:56 am with the
Supervisor-in-Charge (SIC) revealed:
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-He and the Manager were the only staff who
administered medications in the facility.

-He administered the morning medications this
morning, 05/11/15, but did not sign MARs
because "we have newer sheefs".

-The SIC initially stated the May 2015 MARs had
not been started yet, then stated he remembered
documenting on the May 2015 MARs.

-He documented medication administration on
the Aprit 2015 MARs but did not know where they
were; the Manager "may have misplaced them".

On 05/26/15, the Administrator submitted a Plan
of Protection as follows:

-The Administrator will immediately begin an audit
of all MARs to ensure a current and accurate
MAR for every resident.

-Al medications will be documented immediaiely
after administration by the staff person
administering the medication.

-The Administrator will review MARs weekly for 3
months and then monthly thereafter fo ensure
ongoing compliance.

CORRECTION DATE FOR TYPE B VIOLATION
SHALL NOT EXCEED JUNE 26, 2015,

G.5. 131D-21(2) Declaration of Residents' Rights

G.S. 131D-21 Declaration of Resident's Rights
Every resident shall have the following rights:
2. Toreceive care and services which are
adequate, appropriate,-ang:in compliance with
relevant federal and stat s and rules and
regulations. -

This Ruie is not met as evidenced by:
Based on observations, interviews, and record

C 342
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reviews, the facility failed to provide care and
services which were adequate, appropriate, and
in compliance with relevant federal and state iaws
and rufes and regulations regarding tuberculosis
(TB) testing, adult care home medication aide
training and competency requirements, and
training in cardiopulmonary resuscitation (CPR).

The findings are:

A. Based on interview and record review, the
facility failed to ensure staff performing
medication aide duties met the requirements to
administer medications as evidenced by 1 of 2
staff (Staff A) had not passed the medication aide
written examination and 2 of 2 staff (Staff A and
Staff D} had not completed any of the state
approved medication aide training. [Refer io Tag
935, G.S. 131D-4.5B(b} (Unabated Type B
Violation).]

B. Based on interviews and record reviews, the
facility failed to ensure 1 of 4 sampled staff {Staff
B} had no substanfiated findings listed on the
North Carolina Health Care Personnel Registry
(HCPR). [Refer to Tag 145, 10A NCAC 13G
.0406(a)(5) (Unabated Type B Violation).]

C. Based on interviews and record review, the
facility failed to ensure 1 of 4 sampled staff (Staff
B) was tested for tuberculosis (TB) disease in
compliance with control measures adopted by the
Commission for Health Services. [Refer to Tag
140, 10A NCAC 13G .0405(a)(b} (Unabated Type
B Violation).]

D. Based on observations, interviews, and record
reviews, the facility failed to have at least one
staff person on the premises at all times who had
completed within the last 24 months & course on
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cardio-puimonary resuscitation (CPR} and . < )
cheking management. [Refer to Tag 176, 10A Cl o _J, 4,, < g .
NCAC 13G .0507 (Type B Violation). ] S AVSTAY _l/ a5 Mg//a( 15
E. Based on observation, interview, and record {;/E{q{} / ,-;Q E.QL mééi /} /C}/@/

review, the facility failed to ensure documentation g e i
L She. CanTraw 4

of medication administration from 04/01/15 - 7},

through 05/11/15 for the six residents residing in [/{f/}‘ / . . e/)
the facility. [Refer to Tag 342, 10A NCAC 13G e a;/f Cﬂ’jﬁfﬁyj ﬁ)d
1004()) (Type B Violation).] A fife &, 9

€935} G.5. § 131D-4.5B (b) ACH Medication {Cg35} Vﬁ_ f 'Clﬁ“}@d‘ o ‘;; .
Aides; Training and Competency ) ;- ) {}/g,
Medioafen Hde

G.S. § 131D-4.5B (b} Adult Care Home ’ . _79;%/’
Medication Aides; Training and Competency ﬁfré"}’f\ h of ﬁ gjﬁf@{ &

Evaluation Reguirements.

-

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

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

a. The key principles of medication
administration.

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

{2) A clinical skills evaluation consistent with 10A
NCAC 13F .0503 and 10A NCAC 136G .0503.

(3) Within 60 days from the date of hirg, the
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individual must have completed the following:
a. An additional 10-hour training program
developed by the Departmeént that includes
training and instruction in all of the following:

1. The key principles of medicaticn
administration.

2. The federal Centers of Disease Control and
Pravention guidelines on infection cenirol 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:
FOLLOW-UP TO TYPE B VIOLATICN

Based on these findings, the previous Type B
Viclation was not abated.

Based on interview and record review, the facifity
failed to ensure staff performing medication aide
duties met the requirements to administer
medications as evidenced by 1 of 2 staff (Staff A)
had not passed the medication aide written
examination and 2 of 2 staff (Staff A and Staff D)
had not compieted any of the state approved
medication aide training.

The findings are:

A. Review of Staff A, Supervisor-in-Charge’s
(SIC's) personnel records revealed:

-No documentation of a hire date.
-Documentation of a Medication Clinical Skills
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Validation dated 10/15/14,

-No documentation Staff A passed the written
medication aide examination.

-No documentation of the 5 or 10 hour medication
aide training program.

Reviéw of the facility's Medication Administration
Records (MARs) revealed there were no MARs
available for the months of April 2015 or May
2015.

Review of January 2015 through March 2015
MARs revealed Staff A documented
administration of medications for 20 days in
January, 17 days in February, and 22 days in
March.

interviews on 05/11/15 at 9:56 am and 2:15 pm
with the Staff A, revealed:

-He started administering medications in the
facility "about” May 2014.

~Staff A initiafly stated the first time he was
validated by the nurse to administer medications
was 10/15/14, then stated he was first validated
prior to 10/15/14, then stated he was only
validated by a nurse once but thought it was prior
to 10/15/14.

-He took the medication aide written examination
in December 2014 but failed the exam.

-He was not sure whether or not he could
administer medications after he failed the exam,
but "knew it (the medications) had to be done".
-He had not completed the 5 or 10 hour
medication aide fraining.

Interviews on 05/11/15 at 10:36 am, 2:00 pm, and
2:52 pm with the Manager revealed:

-Staff Awas hired on 06/29/12 when the facility
openad as a Medication Aide (MA)/SIC.

-Staff Awas "not remembering right”.
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-The Manager could remember details betfer than
Staff A because the Manager had been a
pharmacy technician for 28 years.

-Staff Awas validated by a nurse to administer
medications "severaj iimes" because they thought
they couid be validated every three months until
they passed the writien examination.

-She was informed during the previous survey
that Staff A had to take and pass the written exam
prior to administering any more medications, so
she thought he needed to get validated again and
then take the written exam.

-When Staff A failed the written examination,
"they" told the Manager he could still administer
medications. The Manager did not know who
“they" were, she just "theught he could give them
(medications)".

-The Manager had been trying fo organize and
clean out records, so she discarded the skiils
validation forms that were completed prior to
10/15/14.

-Staff A had not completad the 5 or 10 hour
medication aide training program because he was
hired in 2012 before the training was required.

Refer 1o interview on 05/11/15 at 2:10 pm with the
Administrator.

Refer to interviews on 05/11/15 at various fimes
with four residents.

B. Review of Staff D, Manager's personnel
records revealed:

-No documentation of a hire date.
-Documentation of a Medication Clinical Skills
Validation dated 10/15/14.

-Documentation Staff D passed the written
medication aide examination on 12/18/14.

-No documentation of the 5 or 10 hour medication
aide training program.
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-She was informed during the previous survey
that she had fo take and pass the written exam
prior (o administering any more medications, so
she thought she needed to get validated again
and then take the written exam.

-The Manager had been trying {o organize and
clean out records, so she discarded the skills
validation forms that were completed prior to
10/15/14. .

-She had not completed the 5 or 10 heur
medication aide fraining program because she
was hired in 2012 before the training was
required.

Refer to interview on 05/11/15 at 2:10 pm with the
Administrator.

Refer to interviews on 05/11/15 at various times
with four residents,

Interview on 05/11/15 at 2:10 pm with the
Administrator revealed:

-Following the previous survey, she pulled stafi
from her other facilities to administer medications
until the siaff in this facility were re-validated by a
nurse to administer medications.

-The Administrator thought they could administer
medications for another 90 days if they were
re-validated by the nurse.

Interviews cn 05/11/15 at various times with four
residents revealed staff administered the
medications on time daily and they had no
compiaints regarding medications.

On 05/11/15, the Administrator submitted a Plan
of Protection as follows:

-Beginning immediately, only staff who have met
the fraining and competency requirements for
medication aides will administer medications.
Division of Health Service Regulation
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-The Administrator will ensure ongoing
compliance.

CORRECTION DATE FOR TYPE B VIOLATION
SHALL NOT EXCEED JUNE 26, 2015,
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Hines Good Samaritan Home
3200 Old Greensboro Rd.
Winston-Salem, NC. 27101

Bonnie Moore
Carolyn Harriston

With profound apologies the administrator Margaretta I.. Hines
do apologies for the delay in responding to the attached
paperwork. All state correspondence is very important to Ms.
Hines, however due to medical issues unforseen has caused this
delay. Ms. Hines’ condition is much better and she plans to
enjoy good health for many years.

Thanks,

Margaretta L. Hines
[ ; . N
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