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£ 000| Iniflal Comiments B ooo
The Adult Care Licansure Sectlon and the lradel} o
County Depariment of Soclal Services conducted : _
an annua! survey onJfuly 21, 22, and 23 of 2015, H
and a compfaint investigation that was initiated on :
May 11, 2015 by the lredell County Dapartment of :
Soclal Services, :
' i
D 139] 10A NCAC 13F .0407{g)(7) Other Staff D 13g '
r N, {
Eua]ificatrons : In accordance to rule 10A '
"1 10A NCAG 13F 0407 Other Staff Qualliications NCAC 13F .0407(a}(7) qm@" ff) i
(a) Each slaff person at an adult care home shall Other Staff Qualifications, |
7) have a criminal background check in ; v
: "(as)coréahcawﬂhG-.S.—ﬁ%*-‘l—g—.—‘.0 and 431040 - Lo Aurqra OfSta,teFVj I,I? has :
" immediately assured that o

b —albemnloved staffhashad L p 8

"I This Rufe s not met &s evidencad by~
Based on Intervisw and record review, the facility a back nd ch
falled (o assure two of slx sampled staff persons grou eck.
{Staff F and Staff B} had a criminafl background

check In acsordance with G.8. 114-19,10 and
131D-40 (A). Aurora of Statesville will , . cj"
. i mﬁ(ﬂc o
The findin ensure all persons that will Tim
n 5 are. .

gs are he staffed will have a = :
Review of the personnel record for Staff B background screen ran by i At :’) :
revealed: ' management staff. The 6{\910 1
-Staff B was hired on 4/8/15. ) , ' :
-He was hlred as a medicalion alde. business office manager !
<There was a oriminal background check on will assure that all
7/22/18. '

_ screenings have been
Intervlew on 7/22/15 at 2:50pm with the Business ' complete using the New :
Office Manager revezled: . Hire Checklist |
-Crlminal background checks were completed by ITe Lheckhss. !
har :
Attachment A

Generally, [Nama of Campany] ls the company
contracted fo complete the background chiecks,"
~[Staff B's name) background check was“hot

completed dus 1o a past due account batance to
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the coimpany who provided ths service.”
“The Business Office Managar made the homa
office aware of the pasl due blll. .
-It was the resporsibllity of the home office (o pay
facitity bills,
-The businass offlce manager was told en
1 7/22/15 of a second company (o uss, "[Name of
Company]",
O 14| 10A NCAC 13F .0504(a) Competency Validation D 161 In accordance to rule 10A

- —lnotoraciicing In thelrligensed capagiyas—— 1 .~

| For LHPS Tasks

10A NGAG 13F ,0504 Competency Valldation For
Licansed Health Professional Support Task
(2) An adult care home shall assure that

L] o e g e ww

governed by thelr practice act and nceupalional
llcensing taws are competency valldsted by retum
demonstration for any personal care task
specified In Subparagraph (a)(1) through {28) of
Rule .0903 of {his Subchapler prior to staff
performing the task and that thelr ongeing
competency is assured through faciilty staff
oversight and supervision.

This Rule Is not mat as evidenced by:
Based on Interview and record review, the faclllty
falled to assure that lhree of six staff sampled
(Staff B, Staff C, and Staff F) were competency
validated for Licensed Health Professlonal

Support (LHPS) tasks, :

The findings are:

A_Raview of Staff B's personnel record revealsd:

L fon-icensed peraonnaland licensed personnel. . |

}/"

NCAC 13F .0504(a)
Competency Validation for
LHPS Tasks, Aurcra of
Statesville has ensured

~thatall staffhave — .
completed the
competency validation for
Licensed Health
Professional Support Tasks
with facility Registered
Nurse.

Aurora of Statesville will
insure that non-licensed
staff are competency
validated by return
demonstration for any
personal care task during
orientation or before

-

415

-A hire dale of 4/8/15.
-He was hired as a medication alde,

Division of Haallh Service Regulatlon
STATE FORM

e

FFKVI1

¥ continuation sheel 2 of 65




T e maste s s s

PRINTED:; 08/06/2015

. FORM APPROVED
Diviston of Health Service Regulation
T aTATEMENT OF DEFICIENCIES (X1) PROVIDER/SUPPLIERICLIA. (<2) MULTIPLE CONSTRUCTICN [3) DATE BURVEY
AND PLAN OF CORRECTION [DENTIFICATION NUMBER: A BULDING: " GOMPLETED
HALG43028 B WING 074232015
NAME OF PROVIDER OR SUPPLIER STREET ADDRESS, CITY, STATE, ZIF CODE
: 1902 ORA DRIVE
(IRA OF STATESVILLE
AURORA OF STATESVIL STATESVILLE, NG 28625
(%4} 1D SUMMARY STATEMENT OF DEFICIENCIES D PROVIDER'S PlLAN OF CORRECTION {x5)
PREFIX (EACH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX (EACH CORRECTIVE ACTION SHOULD BE COMPLETE
TAG REGULATORY ORLSC IDENTIFYING INFORMATION) TAG GROSS-REFERENGED TO THE ARPROPRIATE DATE
DEFIGIENCY) '
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[ rom pag . assignment. Management

There was no documnentafion of the LHPS
compoetency validalion.,

.On 7/22/15 the Facillly Nurse completed an
LHPS compstency valldation shest for Staff B.

Refer (o Interview with the Adralnistrator an
7/23/15 at 9:15am.

B. Review of Slalf C's persohne! racord ravealed:
A hire date of 7/215.

.She was hired as a personal cars alde.

“There was no documentatlon of the LHPS
validation.

-0On 7/22/15 the Facillly Nurse campleted an

‘_I__!-IPS validation shest for Staff C.

ReferioIntervtewwﬂhiheAd_n_wl;:_Islratorgn

7/23/16 at 9:15am,

C. Review of Staff F's personnel record reveaied:
-Ahire date of 5/6/15.

-She was hirad as a personal care alde.

There was no documentation of the LHFS
competency validation in Staff F's persannel
record.

.0n 7/22/15 the Facility Nurse completed an
LHPS compelency validation.

Refer ta Interview with the Admintstrator on
7!23115 al 915am. )

intarview on 7/23/15 =t 2:35pm with Staff F
revealed:

Staif F was a Personal Cars Alde.

_&taff F had baen working as & PCA for 15 years.
.Sta#f F completed orlentalion tralning In three

orlorio-warking with resldents atf the fachilly.

A,
Lty oy pre

staff of Aurora of
Statesville will utilize the
New Hire Checklist-
{Attachment A) and the
Orientation Outline-
(Attachment B) to assure

Competency Validation for

Licensed Health

professional Support Task

are completed.

_Siaff F stated that the Facllity Nursé had

completed the LHPS cqmpetency validation shest

on 7/22/185.
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0 161| Continued From page 3 D16t
Intarviaw on 7/23/15 at 9;15am with the
Administrator revealed:
-The nurse completes the medication
adminisiration elinical skills checkllst.
_She was aware that medication aide qualification
and frainlng documents wera not locatad In the
parsonnel records on 711615,
-The nurse compleled the LHPS gompetency
validation on 7722115,
D 184 10A NCAG 13F 0505 Training On Care OF D 164

Diabelic Resident

10A NCAC 13F 0505 Tralning On Care Of

e --D[é:ij-eiic_-ReS}deﬁts i e S o e e e L oA LAt ne e e © [ S -
An adult care home shall assure that training on_ |

fhe vare of residents with diabetes is provided {0
unlicensed staff prior (o the administration of
Insulin as follows:

(1) Training shall be provided by a registered
nurse, registered pharmaclst or presoribing
practliioner.

(2) Training shall Include at east the following:
{a) baslc facts about diabetes and care lnvolved
In the management of diabetes;

{b) Insuiln action;

(c) insulln storage;

(d) mlxing, measuring and Injection techniques
for insulln administration;

(e) treatmentand prevention of hypoglycernia
and hyperglycemia, including signs and
gymploms;

(f) blood glucese monitoring; uriversal
precautions;

(g) universal precautions;

‘i _annreuriate-administratlon times: and

T Apprupiet T

{1y shding scale Insulin administration.
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SUMMARY STATEMENT OF DEFICIENCIES
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Continued Erom page 4

This Rule is not mst as avidenced by:

Based on inlervisw and racord reviaw, the faollity
falled [0 assure that three of three sampled
medication aldes (Staff A, Stafi B, and Staff D)
recelved training by a licensed health professional
on the care of diabetlc residents prior ta
administering Insulin to residents,

The findings are:

A, Review of Staff A's personnel record revealed:
-Shea was hirad on 6/6M185.
.She was hired as @ medication alds.

“|+She pasaed.me.me_dlgat_lon oxam on B26/11.

~There was no documanlaiib_l‘l_éif'ifaiﬁin'g'cn e E——

Aonts Wit giabgtes T
Refer to Interview with the Personal Care
Coordinator o0 7/23/15 at 2:40 pm.

B. Review of Staff p's personnel racord revealed:
-He was hired on 4f8H5.

-Ha was hired as 2 medication alde.

He passed (he medication exam on 8/28/13.
“There was no documentation of tralning on the
pare of rasidents with diabelas.

Refer 1o Intervlaw with the Personel Cars
Caoordinalor on 772515 at 240 pm.

G. Review of Staff D's parsonnel record revealed:
-Sha was hired on B5/26/15.

.She was hired as 8 medication alde.

-She passed the madication exam on aj24H 4.
“There was ho dooumentation of tralning on the
care of residents with dlabetes

{#2) WMULTIPLE COMSTRUCTIDN

A, GUILDING: :

B, WING

CROSS-

o included a-Training-onCare. 17,

PRINTEC! oBf06/2015
FORM APPROVED
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GOMPLETED

STREET ADDRESS, CITY, STATE, 2P CODE

1602 ORADRIVE
STATESVILLE, NG 26625

PROVIDER'S PLAN OF CORRECTION

{EACH GORRECTIVE ACTION SHOULO BE
REFEREMCED TQ THE APPROPRIATE -

DEFIGIENGY)

in accordance with rule
10A NCAC 13F .0505
Training on Care Of
Diabetic Resident, Aurora
of Statesville has provided
all unlicensed staff,
administering insulin, with
training on care of Diabetic
Resident from facility
registered nurse.

Aurora of Statesville has

~of Diabetic Resident Form-

(Attachment C) that has
been added to the
Orientation Outline-
(Attachment B). Facility
registered nurse has been
made aware, and will train
all unlicensed staff who
will administer insulin
during new hire |
orientation. To confirm
compliance, the BOC will
utilize the New Hire
Checklist (Attachment A).

07/23/2015

i
i
i
1:

interview with the Personal Gare Goordlnalor on
7{23/45 at 2:40 pm revealed all medication akdes
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gulation
) FROVIDER/SUPPLIER/CLIA
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1802 ORA DRIVE

BUMMARY STATEMENT OF DEFICIERCIES
£ACH DEFIGIENGY MuUST BE PRECEDED BY FULL
REGULATORY ORLSC IDENTIFYING INFORMATION)

D 164 | Continued From page 5

adminisier insulin.

Interviews with twa of the Medication Aldes
revealed they had previaus tralning on diabetes at
other asslsted ivind faciilles,

10A NCAC 13F 0508 Training On Physical
Restraints :

|OANGAC 13F 0506 Tralnisg On Physlcal
festralnts

{p) Tralning ghall be provided bya ragislerad
nurse and shall include tha following:

L

[y sltmatives o physical restraints;
.(Q)ﬁivpes_afﬁphﬁicgi restraints;

(3} rasdicel symptoms""ih“a't"Waﬁém’phya{ca',? SN DD

rastraing

(4) negalive outcomes from using physical
rastraipls; :

(5) correct application of physical restraints,
(6) moniloring and caring for residents who ara
restrained; and

{7) the process of reducing restraint Ume by
using alternatives.

This Rule ls not met as evidenced by

Based on.record review and Interview, the facllity
failed to provide training on physical yestralnts for
slx of six sampled stafl (Staff A, Siafi B, Staff C,

ff F).

staff D, Staff E, and Sta
The findings are:

A. Review of Staff A's personnel record revealed:
A hire-daie-of 6

Zawil 5115,
-They were hiredas a medlcation ane.

STATESVILLE, NC 28628

D166

(%2} MULTIPLE CONST

A BUILDING:

STREET ADDRESS, CITY, STATE, 2P CORE

{EACH CORRECTIVEAGTEUN SHOULD BE
CRDSS-REFERENCED TOTHE APPROPRIATE

- PRINTED: OBAOBIZ01E

FORM APPROVED

[X3) DATE SURVEY

RUGTION
COMPLETED

07/23/2015

S PLAN OF CORRECTION %6}
COMPLETE

DATE

PROVIDER!

DEEICIENGY)

in accordance with rule
10A NCAC 13F 0506
Training on Physical
Restraints, Aurora of
Statesville has provided all

unlicensed care staff with
T 'r‘a'irﬂﬁg"t:ﬁ"rPh'fsic-a-!— SRR S

Restraints.

Aurora of Statesville has

g];iu?ted a Tralr_nng on . L‘W‘W&
ysical Restraints Form in

the New Hire Checldist- é"
(Attachment A), and {_\)ﬂ%& N
orientation Outline-

(Attachment B). All staff
will receive training
provided by facility
registered nurse on
physical restraints during
orieniation,

Drvisicn of Hezlth

~There was no documentation of restralnt iratning
in the personnel file.
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Refer ta Inferview with the Personal Care
Coordinatar on 712316 af 2:40 prit.

B, Review of Staff B's personnel record revealed:
.A hire date of 41815,

“They were hired as @ medication alde.

“Thers was no documentation of restraint tralning

In the personnet flle.

Refar to Interview with the personal Carg
Coordinator on ?f23[1 5 at 240 pm.

¢, Review of Staff C's personnel record revealed:

LeAnlre date-of 77215,
| -Theywere hirad as 2 personal Care alde: U I B
eaintiralnlng 1. e

~There was no documenigiion oitasival
in the personng! file.

Refer to Interview with the Personal Gars
Coordinalor on 7/23{15 at 2:40 pm,

D. Review af Staff D%s personnel record revealed:
“Aiss dale of 5126/15.
-They were hired as a medication alde.

-There was no documentation of resiraint training
In the personnel fite.

| Refor fo Interview with the Personial Care
Coordinater on 772315 at 2:40 pm.
1

£ Raview of Staff E's personnel racord revealed:

A hire date of 6/4/15. :
“They were hired as 2 personal care alde.
“There was no documentation of restraint tralning

lnibe pnrsonnel file.

Refer 1o intorview wilh the Personal Care

GCoordlnator on 7/23745 at 2:40 pm.

Division of Heailn Gervice Reguletion
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F. Review of Staff F's personnel record revealed:

-A hire date of 8/6/15. .

“Theywerahiredas a personal care alde.

“There was no documentation of restraint Faining ‘
in the personns! flis.

Observation during the inilial tour on 7124115
petween 9:00am and 11:00am revealed thers
was one resident who usad a fap buddy in a
whaelchair, .

Review of a physiclan restraint order for the
resident revealed:

“The lap buddy was in place as afl assistive,
I dgvice, ratherthanresirictive.
-The order documented the restraint mist Be, ™7y 7
- ’éﬁé—c‘fe—d’e’ve*r'y'sGminatesand-ra‘.aas-"ef’ avary 2 | e e

4 avery
hours. '

Observations on 7/21/15 through 7/23/15
revealed: -

-Facilily staff checking on the resident. :

-Facllly sfaff removing the lap buddy al meals, _ ;
and group seltings. ;
_The resldent using the lap buddy as a table top.
-The resldent was not trying o get ihe lap huddy

off.

Confidential Interviews with 3 staff revealed: :
“They were aware {hal the fap buddy needed ‘o .

be removed at meals. ‘
«They were aware fhat Ihe davics needed to be
checked every 30 minufes.

~They were not aware that the device was
considered a resiraint. .
~Thay dld docurnent when {hay checked and

removed the device.

S

-

Dwision of Health Service Regulation
STATE FORM bl FFRV{1 |f copinualion sheat 8 of 85
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Interview on 7/23/18 2:40 pm with the Parsonal
Care Coordinator revealed:
-The staff had not recelved "Spesific resiraint
{raining".
When the staff have their three day orlentatlon
resiraint usage is gone over with them,
5 176| 10A NCAG 13F 0601 (8) Management Of /| nr I accordance with rule o n
Facllities A%
10A NCAC 13F .0601 {2) wad
10A NCAC 13F 0801 Management Of Facilltes Management OF Facilities, O A Oi ¢
() Anadul care homs administrator shalt bs Aurora of Statesville has S
B responsible for the {otal operation of an adult care appointed a Full-Time
“homie and shall-alea be responsible to the Adminis? :
.| .Divislon.of Health Service Regulalionandthe ~ 1~ lnlstratfn‘rﬂrlr'isp.onmbzle
caunty department of social servicas formeaing - to the total ope ration o -
and maintaining the rutes of this Subshapier. the adult care home Since -
The co-adminisirator, when there Is 0ne, shall 6-2-15. Admini
share oqual responsiblity with the administrator -15. Administrator
for the operation of the noma and for mesting receives ongoing training
and malntaining the rulas of lhls Subchapler. adi < .
The term adminlstrator also refers o and is working closeEY with
co-adminlstrator where it Is used In lhis Corporate Staff to bring,
Subchapter. and keep the community
in compliance with state
regulations. In the
: absence of the
This Rule Is not met as evidenced by: administrator, a shift to
TYPE B VIOLATION shift supervisor in charge
Based on observations, record reviews, and has been appointed.
Intervisws, the facillty falled to sssure an Departmental
adrleistralor oF administrator in chargs was M . .
responsible for the lotal operalion of 1 rome; {8 anagement is availabie
meet and meiniain rules responsible to the and on call 7days a week:
Division of Health Servics Regulation and {he
DBiviston of Heallh Sorvice Regulation
B FFKVIT \f continuation shee! 9 of 85
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STATEMENT OF DEFICIENGIES (%)

AND PLANCF CORREGTION

NAMEOF PROVIDER OR SUPPLIER

AURORA OF STATESVILLE

SUMMARY STATEME

Continuad From page o

The findings are:

ntesviews, the faclity fa

Violation)).

| medications (Humalog,

10mg, and Hydralazing

pracfitioner {0 Aof7(#
rasidents. [Refer to Tag
1004 (2) Medication Ad
Viglation)).

supply of lancels for res
fingerstick blocd sugals

114-19,40 and 131D-40

Qualitcations].

Division of tlealth Bervice Regula

county department of soclal services.

1) Based on ohservations, record reviews, and

sampled resldonts (#3) who had falls in the facility
had not recelved supervision in accordance with
iiso resident's negds In the area of fall prevention.
[Refer o Tag 270 40A NCAC 13F 0804 (a)
Personal Gare and guparvision {Type B

2) Basad on obsarvations, record reviews, and
Jinterviews; the facility falled fo assure

i

administered a8 prdered by 8 ficensed prescribing

3) Based on phservalions, Intarviews, and record
reviews, the facliity falled to maintain an adequats

insulln. [Refer to Tag 370 104 NCAC 15F 1004
{(m) Medication Administration (Type 8 Violaflon)].

4)Based on Interview and record review, the
faciliy falled lo assure two of sbx sampled staff
persons (Staff F and Staff Byhad a criminal
background check in accordance with G.S.

4OANCAG 13F 0407 (a)(7) Other Staff

fion
PROVIDERISURPLIERUCLIA
JOENT{FICATION NUMBER:

{(x2) NULTIPLE CONSTRUCTION

A BULDING:

e

HALDAS028

STREET ADDRESS, GiTY, STRTE ZIP COBE

41802 QRADRIVE
STATESVILLE, NO 28625

NT OF DEFICIENCIES

(X4 1D
PREFIX (EAGH DEFICIENCY MUST B8 PRECEDED BY FULL PREFIY (EAGH CORREGTIVE ACTION
TAG AEGLILATORY OR LSC IDENTIFYING IHFORMATION) TAG CROSS-REFERENCED TO THE

DEFICIENCY)

ied to assure 1 of

Novolln B, DxyttyrinERy - - o

OEMG. Ware

#2, #6, and #7 sampled
358 10ANCAC 1 3F
mintstration (Type B

idents with orders for
(FSBS) and stiding scale

(A). [Refer to Tag 138

PROVIDER'S PLAN OF GORRECTIOR

SRINTED: 08/06/2016

FORM APPROVED

[X3) DATE SURVEY
GOMPLETED

0712312015

(XE)
SHCULD BE COMPLETE
APPROPRIATE DATE

H
4
1
{

Dlvision of Heatl Tervice Regulation
STATE FORM

5) Based on intorview and record raview, the
faollity falled lo assuré one of thres

slaff (Staff A)

oot FFKVA
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STATERENT OF DEFIGIENCIES (1) PROVIDER/SUPPLIER/CLIA (2) MULTIFLE CONSTRUCTION (R3) GATE SURVEY !
AND PLAN OF CORRECTION [DENTIFIGATION HUMBER: X COMPLETED
A BULDING: o
HALDAD02B BWING e 07/23/2016 .
NAME OF PROVIDER OR SUPPLIER STREET ADDRESS, CITY, STATE, ZIP GODE )
1902 ORA DRIVE ' i
RORA OF STAT 5Vi : i
AURCRA QF STATE LLE STATESVILLE, NC 28625
‘ oy I SUMMARY STATEMENT OF DEFICIENCIES ' D T PROVIDER'S PLAN OF GORRECTION (¥6) A
PREFIX {EAGH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX (EAGH CORRECTIVE ACTIOH SHOULD BE COMPLETE 4
TAG REGULATDRY CR LS IDENTIFYING [MEORMATION) . TAG GROGE-REFERENCED TO THE APPROPRIATE  |°  DATE s
DEFIGIENCY) i
I L.
p 478| Conlinued From page 10 D176 "y
reviewsd, who administered medications, were
{Refer ta Tag 834 G.5 131 D-4.58(s) infaction l

clinically validated fo adminisler medications. \

Prevention Requirements).

6} Based on Interview and record reviaw, Lhe
facility falled to assure that three of six staff .
sampled (Staff 8, Staff C, and Staff F) were ' I
competency valldated for Licensed Healih ) ' : '
Professional Support (LHPS) tasks. [Refer lo Tag l
161 10A NCAC 13F 0504 (a) Competency ' ;
Velidallon for LHPS Tasks]. , - |

-ty felled-to azsure. that three of threa sampled
| medigation sides | (Staff A, Sigf B, and StaffDy | e T S
recelved training byai’l’o%z?s"é‘ci"h"é‘é‘ni‘ﬁ‘pro‘lsssior.a'.'—~ T PP U e AT
on the care of diabetio residents prior 1o SR m A
administering insulin to residents. [Refer o Tag
164 10ANCAG 13F 0505 Training Gare of

Diabetlc Residents}.

7) Based an interview and yocord review, (he ~ i‘i
|
!

8) Based o record review and Interview, the
tacility falled o provide iralning on physical
restraints for six of siX sampled staff (Staff A,
Slefi B, Staff C, Staff D, Staff E, and Siaff F).
[Refer to Tag 166 10A NCAC 13F 0506 Tralning
on physleal rasiraints].

g) Based on ohservations, interviews, and record
reviews, (he facillty falled to assure medication
ordars for Prilosec, Trlcol Tritafon, Elavil,
Hydrocorilsone Cream, Humaloy Insulin for
Sliding Scale, and Quetlapine, were darifled with
the resident's preseribing practiioner for 4 of &
saraplad residants { Residant #1). [Refer to Tag

344 10ANCAC 13F .1 002 {a) Medlcallon Ordersk

10y Based on observations, recotd raviews, and

interviews, the facllity fafled to assure acqurate

R .

Dlvision of Heailh Sorvice Regulalion
STATE FORM
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Division of Health Service Re

STAVENENT OF DEFICIENCIES
AND PLAN OF CORRECTION

(X1) PROVI

HALBAS028

NAHE OF PROVIDER DR SUPPLIER

DER/SUPPLIER/CUA
[DENTIFICATION NUMBER:

(%2)

1902 ORA DRIVE

AURORA OF STATESVI LLE
(%4) 1D SUVMARY STATEMENT OF DEFIGIENCIES
PREFIX (EACH DEFICIENCY MUST BE PREGEDED BY FULL
TG REGULATORY OR LSG IDENTIFYING INFORMATION)

0 176| Conllnued From page 11

Administralfon}.

facllity falled fo assure an examination and
sereening for the presence of controlled

staff (Staff B and glaff F) who required

CORRECTION DATE FORTHETYPEB
8, 2015.

D270 10A NCAG 13F .0001 {b) Personsl Gare and
Supervision

10ANCAC 13F 0004 Parsonal Caré and
Supervislon

care plan and current symploms,

This Rule Is not metas svidenced by:
TYPE B VIOLATION '

Based on observatlons, racord revlews, and

documentation of medication administralion on 3
of 7 sampled residents' Madication Administration
Recards (MARs). {Residenis #1, #2, #6.) [Rofer
to Tag 367 10A NCAC 13F .1 004 () Madication

11) Bassd on Interviaw and record review, the

substances was performed for fwo of six sampled

pre-emp!oyment drug seresning. [Refer to Tag
092 3.5, 131D-45 Examination and Seraeningl.

Interview on 7i23/16 at 2:45pm with tha acllity's
' "Gp’eraﬁona!rrd!recto.r,~revealed,the,faq}!ity had a
| newAdminisirator and she 15 working closely with
her to get the faciity 1© where iifigeds o ey — )"

VIOLATION SHALL NOT EXGEED SEPTEMBER

(b} Staif shall provide suparvision of residenis It |
acoordancs with sach resident's assessed needs,

MULTIPLE CONSTRUCTION

B, WING

STATESVILLE, NG 28625

A, BULDING!

STREET ADDRESS, CITY, STATE, 2IP CODE

D

PROVIDER'S PLAN OF CORRECTION
{EACH CORRECTIVE ACTION SHOULD BE

SRINTED: 08/06/2015
FORM APPROVED

X3) DATE SURVEY
COMPLETED

07/2312015

GOMPLETE

L
(%
E
[
I
I

interviews, the faclily failed to assure 1 of 4

Drvision of Heallh Service Regulation
STATE FORM

PREFIX
TAG CROS$-REFERENGED TO THEAPPROPRJATE DATE
DEFIGIENCY)
D 176
D27t
i |
|

-]
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Division of Health Bervice Regulation

STATEMENT OF DEFICIENCIES
AND PLAN OF CORRECTION

NANE OF FROVIDER OR SUPPLIER

AURORA OF $TATES\’[LLE

[——
oy
PREFIX

(X1} PROV}DER;’SUPPUERI’CL&A
IDENTIFICATION NUMBER:

HALDA4B028

SUKMARY STATEMENT OF DEFICIENGIES
. (EAGH DEFICIENGY MUST BE PRECEDED BY FULL
REGULATORY ORLSC IDENTIFYING TNFORMATICN)

TAG

I

D270

Continued From page i2

had not recetved supssvision 1n accordanca wih

The findings are:

Revisw of Resident #3's current FL2, dated
6/25/15 revealed:

-Diagnoses ncludad humerus fraciure (6/20115),
selzure disorder, Aullsm, and menta! retardation
with delays. ‘
Jntermittently disoriented, tncontinent of hladder
and a wandsrer,

L ngvisur-of the Resident Reglster revealed

5{20115.

revealed the following dooumentation:

~The resident had wandering behaviors.

_The resident required supervision only for
ambulation and {ransferring.

~The resident raquirad iimited assisiance with
ealing, tofleling, and grooming!personal hyglene.
_The resident required extensive assis{ance with
bathing and dressing.

in Resldent #3's record revealed the following
documenialion:

The resldent scored 14 points which placed the
resident at "High Risk" for falls.

“The resident scored 2 paints for bowe! and urine
urgency or frequancy.

The resldent scored 3 points due to medications
resident was currently prescrined.

sampled residents (#3)who had falls in the fagil'sty

the resident's needs In the area of fall preventlon.

Review of Resident #3's Care Plan, dated 611116

‘Review of a “Fall Assessment Tool* dated 5i24/15

| Resident #3 was admitted fo fhe fasiityen - p

(X2} MULT!

A, BUILDING:

, PREFIX

Sy

D270

B.WING e ———

STREET ADDHESS, CITY, STATE, 2P CODE

4802 ORA DRIVE
STATESVILLE, NG 28
o —

¥4
PROVIDER'S PLAN OF CORRECTION ‘ {X5)
COMPLETE

(EACH GDRREGTIVEI\GTION SHOULDBE
CROSS-REFERENCED T0 THE APPROPRIKTE

PLE CONSTRUCTION

PRINTED: 08/06/2015

FORM APPROVED

X3) DATE SURVEY
COMPLETED

07/23/2015

DATE

DEFIGIENGY)

In accordance with rule
10A NCAC 13F .0901(b)
personal Care and
Supervision, Aurcra of
statesville has identified all
residentsat a high fall risk,
and has made changes 1o
each residents care planto
refiect current assessed
needs, and have worked

Cara cooTdinatoTs T Al R
residents have been re-

assessed using the Fall Risk
Assessment-(Attachment

£). All residentsata high

fall risk have been referred
to their primary care
physician for further fall
prevention interventions
and orders. -

Care Coordinators will
track falls to identify
trends, or hazards.

Division of

“The rasident scored 2 poinis due toan unsleady

gait.
“The rasident scorad 4 point due to aliered

Realth Service Reguistion

STATE FORM

1]

FRRKVIL
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- Divislon of Health Service Requlalion

STATEMENT OF DEFIGIENCIES
AND PLAN OF CORREGTION

NAME OF PROVIDER OR SUPPLIER

AURORA OF STATESVILLE

| —

o270 Continusd From page 13

Himitations.

#3's racord revealed!
the use of an assislive device.

decislon-making sklils.

{X%) PROVEDEPJBUPPLIERFCL!A
IDENTIFIGATION HUMBER:

HAL048028

SUMMARY STATEMENT OF DEFICIENCIES D

4) 1D
IQ;E)FIX EAGH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX
TAG _REGULATORY OR L6G IDENTIFYING INFORMATION) TAB

e "

awarensss of physlcal ervironment.

“The resident scored 2 polnts for being impulsive.
.The rasident scored 4 points for lack of
understanding of one's physical and cognillve

‘ Contlnﬁed ravisw of an "Ejopemeht Risk
Assessment Form” dated B/24/15 In Resident
.She was able o ambulale independently without
-She was cognitively impalred with poor

.The summary of Assessmant gocumentad

L smeaident ls.at risk for elopement af this ime”.
Atliization of fraquenlmorﬁloﬁhg‘i"ci';eck'every—30 S

STREET ADDRESS, GITY, STATE, ZIP CODE

1802 ORA DRIVE
STATESVILLE, NG 28025

D270

minutes.

got tangled up.”

fracture.”

Review of Resldent #3'5 record revealed
documentation of 2 falls In May 2015,

Review of an incldent/accldent report of a fall for
Resldent #3 dated 5/20/15 at 3:00pMm revealed
Famlly member was in room with {Resident #3
name} and said that she was walking and her feet

Review of a "staffing note" in Resident #3's
record dated 5/20/15 at 4:00pm after a fall
dosumented "Residant was sent to [lecal hospltal
name], Resldent returned wilh sterl-sirlps and
arm siing. Resident has @ humerat surgloal neck

Revlew of an incident/accident report for Resident
#3 dated 5/20/15 at 7:15pm revealed "Resident
was bleeding from si8 of previots-es

{r2) MULTIPLE CONSTRUCTION

A, BUILDING: ————

8. WING

FROVIDER'S PLAN OF CORRECTION
(EACH CORRECTIVE ACTION SHOULD BE
CROSS-REFERENCED TO THE APPROPRIATE

Aurara of Statesville will
assure that all staff are
aware of facility Fall
Prevention Program-
(Attachment F). Staff will
be made aware of changes
to resident care plans
during shift “stand-up”
care meetings, and memos
from care coordinators
indicating new changes.

SRINTED: 08/06/2015

FORM APPROVED

DEFIGIENCY)

!nnlr!np(’

%) DATE SURVEY
COMPLETED

{7/23/2015

T

LTV

8leeding from wound above right

Dvisicn of Heallh Servica negulation
STATE FORM

[complalned of] pain due to fall from earller loday.

l EMS called, resident laken to llocal hospltal

eye. CI0

=0

FFRVH1
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FORM AFPROVED

BT&TEAENT OF DEFIGIENCIES (X1 PRO\HDER:‘SUPPLIERIGL!A ™2y MULTIPLE CONSTRUGTION (%3) DATE SURVEY
AND P.AN OF CORREGTION IDENTIFICATION HUMBER: . COMPLETED
A, BUILDING;
HAL0A9028 B WING 07/2312015

NABE DF PROVIDER OR SUPPLIER

AURORA OF STATESVILLE

STREET ADORESS, CITY, STATE, ZIP CODE

1902 ORA DRIVE

BTATESVILLE, NC 28820

x40
PREFX
TAL

SUMMARY STATEMENT OF DEFICIENCIES
(EACK DEFICIENGY MUST BE PRECEDED BY FULL
REGULATORY OR (SG {DENTIFYING INFORMATION)

o PROVIDER'S FLAN OF CORRECTION
PREFIX (EACH CORRECTIVE ACTIDN SHOULD BE
TaG CRO5S-REFERENGED TO THE ASPROPRIATE
DEFICIENGY)

(%5)
COMPLETE
DATE

0270

Confinued From page 14
name] via ambulance.”

Contintted review of the staffing note for Resident
i3 dated 5/20M15 at 10pm documanted "Resldent

was sent out agaln, she removed her steri-strips
and wound opened and couldn't cease bleeding "

Review of a staffing note In Resldenl #3's record
dated 5/25/15 at 7:00am dooumented "Restdent
was coming out of her room door and she didn't
sz the MT [medication tech] caming down the
hall, Resldent walked Inlo the medicstion fech
and lost her balance and fell. Med Tech caught
resident and lowered her {o the ficor.”

T REvisw of Residant #3's racord ravaaled . .....L."
Y dooumentation of Afalls toJune 2015, L.

Beview of a staffing nete In Resldent #3's record
dated 6/40/15 &t 4:30am docurnantad "Resldent
fall out of bed, hit head on night stand, small cut

hileeding on right side of head, Resident was senl

to the ER at [local hospital name] to be checket
out.”

Review of an Incldentaccident report for Resident

#3 dated 6/10/15 revealed "Resldent fell aut of
bed, hil her head, smzli cut on right side of hiead.
Resident was sent out fo ER at [local hospital
nama] fo be checked aut. Found lying on flear
beslde bed.” )

Revlew of a staffing note in Resident #3's racord
dated BM1/M5 at 11:03am documented "Resldent
slid out of bed, didn't gat hurt. Residant was
checked over for bruises and cuts, none was

fmrimd
LTI

D270

Review of a "Physiclan Treafiment Form" dated
6/11/15 reveaied:

Division of Healtt Service Regulation

STATE FORM

L FFKVT1
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PREFIX

{¥4y1D SUMMARY STATEMENT CF DEFICIENCIES Tn]
{EACH DEFICIENCY MUST BE PRECEDED BY FULL )
TAG REGULATORY ORLSC IDENTIEYING INFQRMTION) TAS

PREFIX

PROVIDER'S PLAN QF CORRECTION {X5)
{EACH CORRECTIVE ACTION SHOULD BE
CROSS-REFERENCED TO THE APPROPRIATE DATE
DEFICIENCY}

COWPLETE

D 270| Contlnued From page 18

side, resident was uninjured.”

Review of an incident accldentrs
£/30/15 at 10:00am documented

rail."
6/30/15 revealed:

" | "Resldent fad fe
the process.”

-~
[FR=RLI

evaluation.”

of bad."

Form™ dated 7/4/18 revealed!
_rresident was walking Into med

K

-Physlclans respanse was "OK".

Resldent stid cut of bad. Restdent was not hurt.”
-Physlclan respotise "0k, Thank you."

Review of an incldent/accldent report daled
84145 at 11:03am documented "Hoard
whimparing like sounds, entered her room. it
appeared she had slid off of her bed cnto her left

port daled
"Was upset and

slid to the fioor, in ihe prooess hit her head on the

| Rovlew of a "Physiclan Trealment Form" dated
1o the floor and
-Physiclan response gand Pt fo ED for

Reviaw of Resident #3's record reveated
documentallon of seven falls in July 2015.
Ravlew of an incldent/acoidant report dated
7M/15 at 2:00pm documentsd "Roommate stated
Resident #3 slid out of bed lrying to sll up of side
Review of an "in House Phﬁrsician Treatment

office and
tripped, fell into door, hitting her head. Resldent
was checked far Injurles none found.”

Roview of an meident/accident repartdat

Dz70

hither head In. |- S

dated

door, resident hit fead on door.”

714145 af 8:20pin documenled “Resldent was
walking Into med office and fell coming through

Bhvision of Heallh Service Regulation
STATE FORM

ps FREVI
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Divlsion of Heaittt service Regulation

STATEMENT OF DEFICIENCIES
AND PLAN OF CORRECTION

L et

NAME OF PROVIDER OR SUPPLIER

p 270} Contlnued From page 16

f=1l on her bottom, O Injuries.”

on her elbow ..."

Review of 2 "Physlclan Treatmenl
| 7515 revealed:

-No physiclan response.

Review of a ‘Physiciab Treatment
716115 revealed:

-No physiclan response.

head when she wanl to the fioar.”

dated 7/8/15 ravealed:

(x4 PROVIDEFUSUPF’HEWCLM
|DENTIFICATION NURWBER:

HAL(48028

e r——————

Review of incident/accident report daled 7/5/15 at
10:55am revealed "Resldent was going outside to
1 seg her roommate. Resident lost her balance and

Review of a "stallng note" in Resident #3'
record dated 7/5/15 al 12:00pm dagumented
sResident walked outside fo 588 her roommate
and last her balance and felt: Residant fefi on har
Bottom. No apparent injuries other {han & scrap

Injurtes other han @ gmali soTap o et ke

Jipsident fell twice ver the weskend. She was
sent to ER on Mon [vionday] to be checked ..."

Review of a staffing note in Restdant #3's record
dated 7/8/15 at 3:30 pm rovealed "
out of kitchen. She jooked iike she was upset.
She started siomping her feat, then threw herself
against the wall. She fell to the floor and hit her

Review of a "Physiclan Treatment Forn”
| communioation from the faciilly to the physictan

_The concern seotion wesident fell in the floor
while ambutating. HIt et veachomrside-ralle

(K2} MULTIPLE CONSTRUCTION

A, BUILDING:

B, WING —

STREET ADDRESS, CITY. STATE, ZIP CORE
4802 ORADRIVE

BRINTED: 08/06/2016
FORM APPROVED

(%) DATE SURVEY
COMPLETED

07/23/2015

AURORA OF 8TA ESVILLE
T STATESVILLE, NG 28625
1X4) 1D SUMMARY STATEMENT OF DEFICIENCIZS o PROVIOERS PLAN OF CORRECTION 045)
PREFT (EACH DEFICIENCY MUST BE PRECEDED 8Y FULL PREFIX (EACH GORRECTIVE ACTION SHOULD BE COMPLETE
TAS REGULATORY CR LG (DENTIFYING INFORMATION) TAG ¢SS REFERENCED TO THE APPROPRIATE DATE
DEFICIENCY)

D 270

Form" dated

~"Resldent fell outside on her Bali noapparent-f- e e

Uryant LI

Form" dated

Resldent came

today.”

-Physlclans response "0k, Wa are seelng her

ivision of Aealih Service Repulation
STATE FORM

o FFIVAL

L
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NAWE OF PROVIDER OR SUPFLIER

STREET ADDRESS, GITY, BTATE, ZIP CODE

Review of a "Physlclan Treatment Form"
comimunicalion from the faclity {o {he physiclan
dated 7/9/15 revealed:

SRaesident was sent out for a fail..."

-Physliclan response "0k, we are seging her

today” .

Reyvlew of a physiclan order form dated 7/16/16

revealsd:
-Resident sent to ED [emergenty department] for

fall.

~“Due lo high fall risk | canriot arder mora meds
or higher doses for har behavlors. Actually, her .
psyche meds should be tapered to some degres
since none of them control her behaviors

adequately since they a6 raiated tohereevero. -
| i amt-MR {mental reterdation] especially al

har ags."

Revlew of the "Resident Fall Pelioy and
Procedure Interventions” provided by the facility
during the survaey revealed

-Assess environment for hazards and correch,
-Notify physician for 2 review of medicallons and
avaluation for repeat falls.

Refar o Home Heallh far BT evaluation for
strengthening and baiance trainlng If a fail while
ambulating.

| fafting from bed, Initiate & low bed situation with
maitress on floor and matt baside it

-Alarms obtalned for wheelchalr and bed.
-Encoutage staff o anlicipate neads of resident
and acl proactively before an Inoident ocours,
-Anyone admiiting with nofatlon ar susplclon of
fall risk will be automalically referred 1o Home
Health for gvaluation. :

1902 ORA DRIVE
ORA OF STATESVILL
AUR TESVILLE STATESVILLE, NG 28625 .
()(4} (] SUMMARY STATEMENT OF DEFICIENCIES D PROVIDER'S PLAN OF CORRECGTION 1%5)
PREFIX (EAGH DEFIGIENCY MUST BE PREGEDEDBY FULL PREFIX (EACH CORRECTIVE ACTION SHOULD BE COMPLETE
TAQ REGULATORY OR 15C IDENTIFYING INFORMATION} TAG CRGSS-REFERENCED TO THE APPROPRIKTE : DATE
_ . DEFICIENGY)
D270 Continusd From page 17 D270

Inferview on 7/22/15 at 10:02am with Resident
#3's Responsible Parson {a famity member]

revealed;

Divislon of Health Servica Hegulatlon
STATE FORM

o)
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I conbnuaticn sheel 6ol 65




PRINTED; 08/)6/2015

—_— . FORMAPPROVED 1
Division of Health Servics Rs;gukatlon :
STATEMENT OF DEFICIENCIES (X1) PROVIDER/SUPPLIER/CLIA X2} MULTIPLE GONSTRUCTION (¥3) DATE SURVEY 1 i
AND PLAN OF CORREGTION IDENTIFICATION NUMBER: A BUILDING: COMPLETED ;

S ;
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HAL049028 B.WING _ | o7ai2015 ‘

NAME OF PROVIDER OR SUPPLIEER STREET ADDRESS, oITY, STATE, ZIP GODE u
1902 ORA DRIVE 3

AURORAC ]
URORA OF STATESVILLE STATESVILLE, NG 28625 {

4} 1D SUMMARY STATEMENT QF DEFICIENGIES D FROVIDER'S PLAN OF CORRECTION {B)

PREFIX {EAGH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX (EACH GORRECTIVE ACTION SHOULD BE COMPLETE
TAG REGULATORY OR LG IDENTIFYING INFORMATION) TAG GROSS-REFERENGED TO THE APPRCPRIATE DATE ll

: DEFICIENGY) :

0270 | Continued From page 18 D270 :
.Rasldent #3 had a patiern of falling when she did N
nol gat her way, : l
“They felt like the facility was dolng all they could y
for her. -

-Resldent #3 was on medicatlans that warked at !
ane time unilt a doator fook her off of everylhing, : H
and she got worse. ’
~They could not remember which medications
Resldant #3 was on. . |
“The facillly called him when Resident #3 fell i
“They had been matie aware of the number of _ I
falls the residant had.

_Resldent #3's behaviors seemad o ba getling
worse as she goi pider.

_Resldenl #3 fell with a famlly member and broke

her arm on 1he day of admission, e e .
“They did Tt Knw-what fhe facilfy could dota. L e R SR P
prevent Resldent #3 from fabing. o e e e e v

Confidential Interviews wilh four staff revealed:
“They fell hat Resident #3 wold fall on purpose.
It seemed that Resident #3 fell when she was -

told "No".
~They had seeh Resident #3 fall down without any

cause,

-Resldent #3 had good days and bad days.
~They monitor Resident {3 fraquently, sometimes ;
checking as oflen & 16 rninutes. ' i
-Rasident #3 falls at different times of {ha '

day-hard to tellif there Is & pattarn to the falls.
-Sometimes they will walk with the resident
tolding her hand and {hat seems to calm her
down.

~They had never soen the resldent fry to leave the
bullding without supervisioin.

TERew Wit theAssisted Living Resldent Care

Director (RCDY on 712215 at 2:10pm revealed:
“When a rasident had aulfiple falls they
increased the frequency of checks from avery 2
Hidision of Hoaln Servics Regulaion
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D 270

hours o 30 minules

waorking with her.

~The staff had glven

walklng.

D 270! Contlnuad From page 19

fo 15 minutes.

"We hava residents on 2 hour, 1 hour, 30
minute, and 16 minule chocks.”
-Resident #3 has had Physlcal Therapy (PT)

The Physical Therapy (PT) was starled as a
rasuit of Residant #3's falis.

“The PT doss nol seem to help muzh.

-PT works wilh her 2 to 3 times per week.

-She bellaved that Resident #3's falls had a lotto
“do with her behavlor.

Resldent #3 more frequent

attention and that seemad to help some,
Resident #3 did not seem lo have any problems

| Interview an 7/23/15 af 2:45pm y@fifﬁﬁéﬂ{iﬁr_yﬁ?s’ o

way.
-She had seen the n

accidant, -
-The resldent's falls
issues rather than h

-The facllity made i
cancerns about the

was vipg the same

primary care physiclan revealed:
“She foll that the resident, dus to her dlagnoses
of Autlsm and Mental Refardatlon, purposely
would fall to the ground whan she did not gat her

esldent fall down on the Tloor

and act oul when staff were {rying to redirect her.
The residsnt cld not have the abillty {o make

sound declslons and coul

wara related 1o behavioral
galth issues.

-Because of the resident's diagnoses she was
\imited to the medications she could taka.
-She felt fike the facllity wa
could jor the resldent,

ar aware of all the falls and
resldant.

—She fell that regardiess of where lhe rosident

Issues would still exist,

d fall and hurt herself by

s doing everylhing they

[ -As the resident got

older she was goingtorhave

more behavioral Issues and it would be harder to
adjust ihe medicatlons.
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-Assistiva devicas would nof work with Lhe
resident since her falis were relaled to behaviors.
-Interventions you would normaly put Into place
with medically relsted falls would not work with
falls 1hat were behavioral in nature, and may
cause even mare falls.

~The staff should continue to monltor, &nd check
on {ha residant “like (hey ara dolng now'",
~The Phyicial Therapy had not helped much, and ' ;
was put In place fo protect the facllity. . !

It
i
i
H
1
I
|

Obsarvatlon betwsen 7/22/15 and 7/23/15 af

various {imes revealed:

.Staff from first and second shift watking with

resident #3. '

e e At s mbutating by herselP Wil ne - b
Y A U — o

-Resident #3's gall was steady and she did not

appear to have any trouble ambulating.

The facility provided the feliowing plan of

profectlon
1) Al resldents who have had afal within tha

last 14 days will be assessed for further

Interventlons.
2) All residents who present as a risk will have

addltiona! Interventions Implemented. / |

CORRECTION DATE FOR THE TYP
VIOLATION SHALL NOT EXCE EPTEMB
5. -

1
a e

D 344] 10A NCAC 13F .1002(z) Medilcation Orders D 344

10A NCAC 13F .1002 Medication Orders

e laat ydihy

(a) An adull care homeshelrenstirereohast WA
the resldent's physician or prascribing practitioner
for verification or ciariflcation of orders for

DWision of Health Sefvics Regufation
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D 344 | Continued From page 21 D344 In accordance with rule
medications and treaimenis: 10A NCAC 13F .1002(a),
{1) if orders for admisslon or readmission of the . .
resldent are not dated and signed within 24 hours Aurora of Statc-':‘swlie will ﬁwmg:&}zm' fol
of admission or readmisslon to the facility, assure all medication ; R
(2) If orders are not clear or complete; or orders are clarified or =
(3)if multipls admission forms are recplved upen . . ’ i
admission or readmission and ordsrs on the verified upon admission or O- ozl
farms ars not the same. ) readmission to the facility, (%U 8
The facility shall ensure that this verification o7 £ ord | 1 s
clarffication s documented in Lhe resldents if ordersare not complete, i
record, or if there are multiple '
forms that do not reflect _
This Rule s not met as evidenced by. the same orders. All i
‘Based on observatlens, Interviews, and record . resident orders needing
Teviews, s Taciity Talled to assurs maed|oation .. R T T 7 S ST
_orders.for Prilosec, T ricor, Trisafon, Elavil, | carincation “7""" be-have. ..o
Hydrocoriisans Cream, Humalog Insulin for - e b e peardarified by ther o o oy o T T T T
Sliding Scals, and Quetizpina, ware clarifled with ) . :
the resldent's preseribing practitionsr forfofb apprc:[.:m.ate physician or
prescribing practitioner

sampled residents {Resldent #1).
utilizing the medical

The findings are: .
ordering process

Review of Resident #1's current FL2 dated - procedure {Attachment G).

7/40/15 revealed no documented dlagnoses.

Review of lne resident’s prior FLZ dated 6/6/14
revealed diagnoses of diabeles, schizoaffactive
disarder, bipolar disorder, vasoular dementia,
elevated lipids, and gasiroesophageal reflux
dlsease (GERD.)

Record review revealed an admission dafe for
Resident #1 of 6/5/14.

£ Rasident 21 T/10/E FL2 revesled

= T S
NEYIDWLHTINT

medication orders that included:

- Prllosac 40mg, 1 twice dally before meals,
{Prilosecis a medicalion used to troat GERD),
Dlvision of Heailn Service Regulation
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- Tricor 144mg, 1 daily. (Tricor is & medlsatlon
usad to lreat slevated blood lipids.)

. Trilafon 6my, Mhree Umes a day. (Trilafon lsa
madlcation used ta freat psychosls.}

- Elavil 75mg, 1 tablel at bediime. {Elavil is &
mediation used to lreat depresslon.)

- Hydrocariisone 1% cream, apply every six
hours, (Hydrocostisone Is a steroid cream used lo
freat various skin condliions Including redness
and ftching.)

Review of a signed physician's order shest daled
6/3/15 for Resldsnt #1 revesled medlcation
arders included:

| - Pantoprazole 4Dmg, 1 twice dally each morning

and af bediime. {Pantoprazole Is & medication n

Aanca and e psediotreat. i

Tﬁeﬁrﬁé’fﬁt‘ﬁiiy‘aa‘f TuGDes Ant s

GERD.)

- Tricar 180mg, 4 lablet daily.

- Perphenazine (Generle Trilafon) 4mg, 1 tablet
thres timas a day. .

- No arder for Elavil,

- Hydracortisons 0.6% cream, apply as small
amount fo affected arga overy 6 hours s
needsd.

. Humalog, sliding scalg Insulirt (881) bafore
meals, 150-200= 2 unlts, 201 .250= 4 unifs,
254.350= 8 units, 351~400=B units, above 400,
call MD. (Humalog 's a quick acting Insulin used
fo treat slevated blood sugar lavels around
meslimas.) ‘

- Quetlaplne 400mg, 1 {ablet at bedlime.
{(Quetiapine Is a medication used fo treat
psychosls.)

Raview of Resldent #1's medication -
admimstralion Tecords (MARs)forune are-duly

e

2015 revealed the resldant's medicallens were
being administered per the 613/1% medlcallon
orders.

Division of Healih Servits Reguiation
STATE FORM

IR

FFEVH

It eantfnualion shesl 23 of &5



Division of Health‘ Sarvice Regulation

PRINTED: 08/08/2015
FORM APPROVED

STATEMENT OF DEFICIENCIES
AND PLAN OF CORRECTION

HALDAS028

(Xt} PROVIDER/SUPPLIER/CLIA
IDENTIFICATION NUMBER:

(R2) MULTIPLE COMSTRUCTION
. BUILDING:

B. WING

(3) DATE SLURVEY
COMPLETED

07/23/12018

NAME GF PROVIDER OR SUPPLIER

AURORA OF STATESVILLE

" STREET ADDRESS, GITY, STATE, ZIP CODE

1502 ORA DRIVE
STATESVILLE, NC 28625

(%4 1D SUMMARY STATEMENT OF DEFIGIENCIES

PREFIX

{EAGH DEFICIENCY MJST BE PRECEDED BY FULL
TAG REGULATORY DR LSG IDENTIFYING INFORMATION) TAG

o
PREFIX
DEFICENGY)

PROVIDER'S PLAN CF CORRECTION
{EACH CORRECTIVE ACTION SHOULD BE
CROSS-REFERENCED TO THE APPROPRIATE DATE

{X5)
COMPLETE

D 344| Continued From page 23

Raview of Resident #1's record revealed
the resident’s physlclan to clarify the

orders and the madlcatlon orders an the
FE2,

6/3/15 orders.

HR=

.27,

(RCC) on 7/23/15 revealad:
- it is the responslbliity of the medication
duty to fax new orders fo the pharmacy.

with the surrent medication orders.
7/22/15 al 3:02pm revealed:

7/10/15 FL2 medication orders.

faclllty via fax.

revealed:

documentatlon the facllity altempled {o cantact

discrapancles betweern Resident #1's 6/3/15

Observation of Resldant #1's medications an
hand on the morning of 7/22/15 revealed the
medlcations avaitable (o administer matched the

Obsepvation of a medication pass on 7/21/16 at

1158am revealed Resident #1 recelved S8l per
g erai S orders-with-& fingerstick blood sugar of |

T Interview with the Resldent Care Coordihator

- The medlcation aldes, supetvisors, and the
RCC all check the MARs monthly for acelracy
Intervlew with the pharmacy of contract on

- The most recent orders they had for Resident
#1 wore dated 6/3/15, and they did not have the

- They usually recelve medication orders from the

Continued review of Resident #1's record

An-orderirom-the restdent's primary care

D 344

no

7110015

aids on

TR

(AT R

medicalion arder list,

physiclan dated 7/23/16 that clariflsd Resldent
#1's current medications to malch the 6/3/14

Divislon of Health Service Regulation
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The facllity waited 13 days to clarify Resldent #1's
| active medicatlon orders. i

Interview with Resident #1 on 7/21/16 al 10:28am

revegled: : :
- He belleved he received his medicalions as P

ordered by his physician,
- The facliity never ran out of his medications.

Atlempts lo reach Resident #1's primary care
phystclan prior to exit were unsuccessful,

D 356 10ANCAC 13F .1004(a) Medication D 358
e L AGmINstrAtlon. i

£ i S - RPN [ —

{0ANTAC {aF 1004 Megicatian Adminisiration
{z) An adult care home shall assure that the
preparation and administralion of medications,
prescription and non-prescriplion, and treatments
by staff are In accordance with:

{1} orders by a licensed prescribing practiioner
which are maintained in the resident's record; and
(2) rules In thls Section and the facility's policles
and procedures.

o e ey

This Rule is not met as evidencad by!
TYPE B VIOLATION

Based on observallons, record reviews, and
Intervisws, tha facllity falled to assure
medicatlons (Humalog, Novolin R, Oxybutynin ER
10mg, and Hydralazine 25mg.) ware
administered as ordered by a licensed prescribing
praclifioner o 4 of 7 (#1, #2, #6, and #7 sampled

resldenis.

The findings are:

Divigion of Health Servica Reguiation
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D 358 | Contlnued From page 25 D 368 in accordance with rule !
A Revlew of Resident ji1's current FL2 dated 10A NCAC 13F .1004 :
710/15 revealed no documentad dlagnoses. Medication
- . R i
@ feviaw of (he resident’s prior FL2 dated 8/5/14 L Administration, Aurora of £ (¢ ‘E |
-ovealed diagnoses of diabstes, schizoaffactive . 1. Statesville will assure that |
disorder, bipolar disorder, and vascular dementiia. preparation and- '

Revlew of the Resident Register reyealed an administration of
admisston date for Resident #1 of 615114, f medications and :

@ 1. Review of Resident #1's 7/10/16 FL2 revealed I treatments are in i
no medication order for sliding scate nsulin (88h). accordance with physician, i

- orli ihi
neview of a eignad physician's order sheet dated 'C?TSEd prescr'lt')mg
| 6/3/15 for Resident #1 revealad madication practitioner by utilizing the
urdets included: S ~ medical ordering
~j= Huma!cg.—--s!id!ng‘sz;a!a.insu]in.{SSl) pefore_ | .. e S
i ool o .. processing procadure. oo i

meats, 150-200= 2 unlts, 201-250= 4 unils,

254.350= 6 Unlts, 351-400=B units, above 400, form-{Attachment G) to ,
call MD. (Humalog Is 2 quick acting insulin used : . :
(o treat elsvated blood sugar levels around cfarify and verify orders.

gallimes. L )
m &) Medication Aides will be - {j» e
Revord review for Resident #1 revealed trained on electronic MAR Ty A ;-%

subsequent clartfication orders dated 7/23/15 that | - .
S onfimed the S5 Insulin order from B/3/16. functions and operations 3

- immediately and as SN S
Interview with a Medication Alde (MA) 8:05am on needed. Medication Dﬂ%} j

7{2215 revealed: : Admini .
. She did not have any lancels available to . ministration Record
perform fingerstick blood sugars (FSBS) this software generates
morning (7/22/15), monthly trainings

. FSBS wera not performed on any ofthe 8

residents on her hall with orders for FSBS accessible to medication
including 2 residents (#1 and #6) with SS1 orders. aid

- Over {he past 6 weeks, she ran out of lancets 3 ids and management
TTifEE staff.

-When thay (tha MAs) ran cut of Jancets, they
{old the Adminlstrator or Business Office
Manager, and the Administrator picked up lancets
Divislon of Heallh Sevica Regutation
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D 358 | Continuad From page 26 o D 358 Aurora of Statesville staff !
| that day from alosal pharmacy. will be trained on Q- (ﬁ?\;‘:a v
. ;jThEtI[:]BS{deniS atlwfa;)fs get [hg]lr FSBS, brLf‘t 0(2 123 documentatian using the ;"_'
ays they ran out of lancets, they are perforne _ , i
late, including the FSBS necessary for SSI resident MAR |
adminisiration. Documentation Policy and |

Per observation, there were no {ancels in this Procedure {Attachment ).

dication cart avallabl io obialn FSBS . _ ;
Q?hlﬁiﬁgf avallable foruse 1o © Medication Aides will be ;

A o VA trained on how to !

Per chservation, the Adminigtrator gave (he a . i

hox of 25 disposable lancsts af 9:30am at docu_m'ent and n.otn‘y the

7/22/15, and the MA proceeded to obtain FSBS af physician following a

that time, ane and one-half hours affer hrealdast residents refusal of Vs ;

was served. . . t

S - medications or dosage L

| | interviow wilh Resident#1 on 7/22HG al 9:ffam § - rission Using the MAR - |4 naomantizde

revealed: R """b(’jﬁﬁfﬁgﬁﬁﬁgﬁ%pbﬁ-c--‘ 2 ! wlﬁ‘ﬁ”"”"fw” ;

- He believed he had recejved his 851 that Y . .

morning before brealdast, Interview with the MA procedure-{Attachment I}, 3 |

confirmed this resident racelved his S51 insulln and the Physician }

after breakfast this morning inslead of before

breakfast as ordered by his physlolan. Notification of Resident

Record revl tod Resident £1 ved 2 Refusal of Medication
seord review revealed Resldent 1 receive .

types of Insutin tn the morning, Novelog and forrn- {Attachment J).
Levenir, (Levemlr [s an long acting Insulin used
as a basal dose lo control blood sugars
throughout the day.)

Otf; %G\ M C}, __

Revlew of physician order dated 7/23/16 revealsd
Resldent #4's current order for Levemir cailed for
10 units adminlstered twice daily. ,

Review of Resident #1's July 2015 Elecironlc
Medlcation Adminlstration Racord (eMAR) an the
afternoan of 7/22/16 revealed no anlry for a

morning FSBS ar adminfsiration of evemor
s3I,

Division of Health Servics Reguialion
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Revlew of Resident #1's eMAR far June 2015
revealed a FSBS range of 01-489.

Reviaw of Resldent #1's sMAR for July 2015
revezled a ESBS range of 145-364.

Interview wilh the MA al @:32am on 7122118, she
confirmed Resident #1 recelved his S5! and
Levemir on the morning of 7/22/15, but sha did
not know how o aller the eMAR to reflect the
adminisirallon.

2. Contlnued review of Resldent #1's record
revealed a subsequent medication order for
Resident #1 dated 7/17/15 for Oxybutynin 10mg

L ER, {4ablet svery morning for bladder.
| (Oxybutynin s a medication used to treal

overaclive bladder.)

Review of Resident #1's July 2015 Electronle
Medicatton Adminlstration Record {eMAR)
revealed:

- An entry for Oxybutynin 10mg ER, 1 teblet sach
marning with a schedulsd administration.ime of
g8am.

- Tha Oxybutynin 10mg ER had bean

documented as administered on 7F18/18, 7120115,

7122415, 7/23/15, and refused on 712418,

Ohservatlon of fhe resident's medlcations an
hand revealed:

- On 7/22/15 at 4:40pm, Resident #{ hed no
Oxybutynin 10mg ER available to administer.

- On 7/23H4 al 2:22pm, Resident #1 had a boltle
of Oxybutynin 10mg ER avaltabls to administer,

with a label that noted a dlspense date of 7/22115

for a quantity of 7 from the pharmacy of contrack,

Coordinatorsand
- _f\_l'!nr”r':ﬂ-icq. L | N

Medication Aide Staff will
be retrained on cart audit
policy. The care Of"’(ﬂwi
coardinators will also '
conduct cart audit checks .
to assure medication

)
availability and use. Care Oé"%j—{f“

Lavmm -
LD LG MWD WYL WDT

Weekly Cart Audit Policy
Procedure- (Attachment K)
to conduct audits.

Care Coordinators will — 2
audit facility medical i w;b I
supplies and give a weekly :

report of facility inventory, :3

using the Monthly Tnfiowr
Inventory form- Oﬂﬂm |

(Attachment H) to
Administrator every
Wednesday.
Administrator will be

WA

- The botlie of Oxybulynit 10mg ER conlained
fablets.

responsible tor medical

Division of Heallh Service Regulation
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D 358! Conilnued From page 28 _ 35 supply ordering Using 3

Confidentlal inferview with staff revesled she had medical supply vendor

administered Restdent #1's Oxybutynin 10mg ER
this morning {7/23/15), bul was not sure about the monthly or as needed to
olher days it was gocumenied as administered, . assure that medications i

Interview with the Resident Gare Coordinator are accurately and safely
(RGC) on 723115 at 10:00am revealed (he measured. Administrator ' i
medlcation aide of gupervisor on duty was will assure that there is at '
responelble for faxing afl orders to the pharmacy-

_least an 8 day supply of

!ntBW]EW W“h the RCC con 71’23“4 at 2:40Pm lancets in the facﬂlty'
revealed she was unaware of any olher source of
Oxybulynin 10mg ER for Resident#1.

- | interview with the pharmacist af fhe dispensing
- ... ipharmacy on 7{23/16 al 3:45pm faveaisds R _
: - They racelved the Oxynuwmﬁ"‘nomgﬁﬁ grder—de- o c b R A
for Resident #1 late on 7/17/18. e e
- They did not dispense the Oxybutynin 10mg ER i
untll 7/22/15, and only for a weeks supply.
- The pharmaclst bafioved the delay was dus to
Resldenl #1 receiving his medicatlons from the
Veleran's Administration (VA) pharimacy, i.e. they i
didn't know whether to send the mediggtion or :
just profite It on the eMAR, '

Based on review of Resident #1's July 2015 : :

eMAR, Oxybutynin 10mg ER was documented as !
adminlstared on 7/18/15, 7/20/15 and 722115,
and ance refusad on 7/24185, 4 days prior fo the
medicatlon being avaliable in the facility to
adminlstar.

Interview with Resident ¥4 on 7/2315 at 11:15am
ravealed he balieved he recelved his medloations
as ordered by his physician. :

B. Review of Resident #0's EL? daled 6/16/14
revaaled:

- Diagneses of Insulln dependent diabetes,
Giviaion of Heallh Sarvice Regulalion .
STATE FORM . o FEKVI if coplinualion sheel 28 of 5
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Continued From page 29

anxlety, depresslon, ant below the knae

amputalion,

. A medicallon order for Novolin R S8I twice dally,
160-200= 4 unlis, 201-250= & units, 251-300= 8
units, 301-350= 10 unile, 361-400=12 units, and

ahove 460, {4 units and cali MD,

Review of Resident #8's July 2015 Electronlc
Medlcation Administration Record (eMAR}
revealed:

- A entry for Novelin R, FSBS twice dally with
551, and schaduled administration limes of
7-0amn and 4:00pm.

-The 7:00am FSBS and Novalin R SSls were

wirelad 25 not zdministered on 7/21/16 and ‘

7122115,

- The 4:00pm F5BS and Movoln 88l were -

doaumented as administered on 724116 with a
FSBS of 306 and 55| dose of 10 units, and a
FSBS of 287 on 7120045 with 2 58] dose of 8

urnits.
- Resident #8's FSBS for July 2016 ranged from
64 lo 346.

interview with a Medication Alde (MA) on 7/21/15
at 8:05am revealed:

- She did niot have any lancets avaliable {o
perform fingerstick blood sugers (FSBS}ihis
morning (7/22/15).

- ESBS wera not performed on any of fhe 8
resldents on her hall wilh orders for FSBS
Including 2 resldents (#1 and #5) with 851 orders.
- Over tha past 8 weeks, she ran out of lancels 3

titmes.
. When they (ths MAs) ran out of lancets, ey
iatd the adminlstrator of buslness office manager,

D358

and the adminisirator ploked Up y

from a losal pharmacy.
- The residents atways get thelr F3B8, but on the

days they run out of langaets, they are parformsd

Diaision of Healln Sarvice Regulalion
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. lrevealad:
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fate, including the FEBS necessary for S5l
administration.

Per observatlon, there were no lancels in this
medisation cart available for use 1o obtaln FSBE

at this time,

Per observalion, the Administraiar gave the MAa
box of 25 disposable Jancets at 9:30am on
7/22/15, and tha MA proceaded fo obtain FSBS at
{hat time, two and one-half hours after the.
scheduled administration time. ’

Inierview with Resident #6 on 7/23/15 at 11:26am

-0n 7/22/15 he got his FSBS and S5 iate hat

ama crealfys

day, after breakiast and ol before as he usualy
does.

- Ha colrid not recall what his FSBS was on he
moming of 7/22M186.

- He was not sure about the moming 7/21115 85l
and FSBS, .

Interview with MA revaaled:

- Resldent #6 got bls FSBS and S8t on the
morning of 7/22/15 after tha Adrainistrator
brought some disposable lancals to {he facliity at
9:3Cam.

. She did not know how to change to eMAR to
refact the adminlistered dose of insulin,

- She was nof surg about (ha 7am FSRS5 and 58I

on 7/21/16.

. Revisw of Resident #2's current FL2 dafed

3/25/15 revealad:
- Dlagnoses which included dementia, congestive

D 358

heart fallure, and coronary anery diseass:

« A physician's order for Hydralazine (used fo treat
high bload prassure) 25mg three Umes datly, hold
if syslallo blood pressure 15 lass than 140, and

Sivision of Healh Servica Regutalion
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Carvedllol {used fo freat high biood pressure and
congestive heart failure) 8.25mg twice dally. i

Review of the Resident Register for Resident #2 . )
revealed she was admilted to the faciity on ‘ : i
3/25/15,

Revisw of the resident's eleclronic Medication
Administration Records (eMARs} for June 2015
revealed: :
Hydralazing 25mg was gdocumented &s
administered on the eMAR 33 times in June 2015 |
when the systolic blood pressure Was lass than

140.
- Examples of blood pressure results were: 6/10 = ;

L abdnm; 6/26.= 408/68 at1 pm, B/29 = 108/84at |
9am, 106/64 at 1pm and 103/68 at 9pm,

-Blood pressure checks Wera not documented on
fhe 6MAR 7 oocurrences (6/3, g/5, 6/8, 6/9, 6/11,
6/13, and 6/14) for the 9:00am dgse. : ‘
-Blood pressure chacks were not documented on ‘ S
{ho eMAR 7 oscurrancas (6/3, /4, 6/8, 613, ‘
6/17, 6/23, and 6/27) for the 1:00pm dose.
-Blood pressure checks were not documented on .
the eMAR 2 cocurrences (819 and 6/10) for the v
0:00pm dose. i
- Documentation was absent regarding why the

hlood pressures were not done.

Review of the resident's eMARSs for July 2015
revealed:

. Hydralazine 26mg was documented as
administered on the eMAR 22 times from July 1st
{hrough the 22nd at 1:00pm, when the systollc
blood pressure was less than 140

—Examples of bivod-presste resylts were: 7/1 =

126/56 at 8am, 7/a = 120/68 al 9am, M=
146/70 at 1pm, /14 = 120/58 at 9am, and 7TH7 =
126/56 at 1pm,
Sivislon of Health Service Regulatton
STATE FORM
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Continued From page 32

-Blood pressure checks were not docurnented on
the eMAR 11 oceurrenices (7/2, 7/1, 718, 710,
7112, 7143, 7115, 716, 7118, 7120, and 721} for
the 9:00am dose.

-Blood pressure checks were not documented on |

e eMAR 8 occtrrences ( 774, 716, 718, 7116, -
7/18, and 7/19) for the 1:00pm dose

-Blond pressure checks were not documenied on
{he eMAR 2 occurrences {7/2, 7/8, and 7/15) jor
the 9:00pm dose, :

. Documeniation was absent regarding why the
blood pressures were not done.

Confidential Intervisw wilh staff revealed!
- The blood pressure checks on Fesldant #2

~wergpariormed-butware notdocumentedonthe |

[ s

) _EMAR B = [P NP
- "They [blood pressures] wers not docuimanted

because the medicallon was held."

Interview with Resident #2's Primary Care
Provider (PCP) on 7/23/15 at 3:10pm revealed:

. She was unaware Lhat Resldent #2 hat been
administered Hydralazine 26mg a total of 33
occurrences In June and a fotal of 22
oceurrences in July when the blood pressure
readings were below the ordered paramafars.

- She was unaware {hat staff had not checked
blood pressure readings for 36 ocecurrances from
June 8rd 2015 to July 22nd 2015,

- She was going o decrease the dose of
Hydralazine 25mg o twice dally, and continue the

ordars fo hold If the systolic blood pressure is less

than 140.

Inerview with Resident #2 on 7/23/15 at 2:30pm
rovoaled:

D 368

- She did not have any lssues with her

medicatlons.
- 8he recalved her medicatlons on fime.
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Continued From page 33
- She has never ran out of any medicatlons.

D. Review of Resident #7's FL2 daled Bl2eH4
revaaled: )

- Diagnosls of dementia.

. No documented diagnosts of Diabates.

- Aphysleian's order for fingar silck blood sugar
(FSBS) befere meals and af pedtime.

« A physlclan's arder for Novolog sliding scale
insulin (SS1); 0-148=0 units, 150-109= 4 units,
200-249= 86 unlts, 2560-209= 8 unlts, 300-349=12
unlts, 350-398= 16 units, 400 and above= 20
units. (Novolog Is & qulck acting insulin used to
ireal slevaled blood sugar levels around

meallimes).
- physiclan’sorderjnnl_ey,eml{ injact 12 unifs

_} suboutanesus =t hedtme. (Levernirlsalong _j

acting insulin used to freat glevated blood sugar
lavels).

Aslgned physician's ordar for Novolog dated
4/23/15 revealsd FSBS hefore meals and at
bedtime 581: 161-200=2 unils, 201-260 =4
units, 254-300 = & unils, 301-350 = § unils,
354-400 = 10 units, greater lhan 400 sall MD and
give 12 units, dally at 8:00am, 12:00pm, 4:30pm,

and €:00pm.

A subseguent physiclan's order daled 3/215

revesled:
- Discontinue FSBS and Novolog coverage al

hedfime.
- Conlinue Novolog S8l three times a day nefore

meals,
- Conlinue Lavemir 12 units at bediime.

Review of the Resident #7's electronls Medication

D 358

3
1
I

Administration Records {MARs) for July 2U1%
revealed:

- An entry for Novolog 100 units/m! FSBS bafore

Oision of Heslth Sarvica Regulallon
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maals, 8SI: 151-200 = 2 units, 201-250 = 4 unifs,
254-300 = 6 unils, 301-350 = 8 units, 351-400 = _
40 unlls, greater than 400 call M and give 12 |-
unlts, with scheduled administration timas of 5
8:00am, 12:00pm, and 5:00pm. o ‘ .
- The 8:00am F&BS and Novolog 5SIs were ' l
citcled as not administered on 7/22/15. i
- A documented exceplion dated 7/22/15 &l ‘
8:541am of "physically unable to take" regarding

Novolog 100 unlts/ml, . |
- Resldent #7’s FSBS for July 2016 rangad from
85 o 300,

Confidentlal interview with staff ravealed: ]
. They had missed performing Resident #7's ' “ !
.| £SBS ihis morning because they did not have
T=rIE[FSBS] was due &t Ban; P wildo now 0 o i T R N SO
{#0:00am1." b
. The Admintsirator delivered 12 disposable
lancats to the medication cart at 10:08am and
told staff there wara mare lancels avallable H
| needed.

Observation of FSBS perfarmed on Residenl #7
at 10:00am on 7/22/15 revealed:

- A blood gtucose lavel of 268.

- Resident #7 recelved an injection of Novolog 6
unlts per 8§81 orders. .

- FSBS and administration of Novelog was 2
hours past the scheduled time of administratlon . I
[8:00am], !

| Based on observatlon and record review, it was
determined Resldent #7 was not Interviewable.

The facilly proviged (s folowing plarrof
protection: :
“The Resldent Care Coordlnators wilt monltor tha
Slyision of Health Servies Regulation
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sMARs for missed entrles and assure the

imedicafion aidas are adminlstering medicatlons : i
as ordered, ki
-An 8 day supply of [ancels have been ohtained : ‘ 0
and are In the faciiy. |
“The facility will maintain atleast an 8 day supply e
of lancets, !
-Asystem has baen put Info place lo gererate an |
arder for any lancels or other suppliss that drop :
helow an 8 day supply. .
“The Administrator will be responsible to assure _ 3
that dlabetlo supplies Including lancels are I
avaliable in the faclity for use with diabslic '

residants.
-The Resident Care Coordinators wiil do Inventery

o mé"fé'fy"\"'\}'éﬁﬁéﬁﬁﬁ?‘ﬁﬁd'f&ﬁ]’dﬁi’EE ngedady

CORRECTION DATE FORTHE TYPE B
VIOLATION SHALL NOT EXCEED SEPTEMBER

8, 2015.
D 367| 10ANGAG 13F .1004()) Medication D 357
Adminlstration ' .

10A NCAC 13F .1004 Medlcation Administrafion
() The resident's medication adminislratian
record (MAR) shall be acourale and include the
following: ‘

(1) resident’s name;

(2) name of the medleation or frealment order;
(3) strenglin and dosage ar quantlty of medication
administered;

{4) Instructions for administering {he medication

ar trealmenk;
(5) reason or jusiification for the administrallon of

medicallons of reaiments as negdsd (PRN)amd
dooumenting the resulting effect on the resident;
{6) date and time of administration;

If conlinuation sheel 36 of 55
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(7) documentation of any omisslon of
medications or {reatments and the reason for (he in accordance to rule 10A
.| omisslon, Including refusals; and NCAC 13F .1004(] :
{8) name or [nlflals of the person “administering C () 0!;@,_ E/:
{he medization or trealment. If iniflals are used, a Medication -] :
zlgnature squlvalent to those Ihiflals s o be Administration, Aurora of ;
ocumented and maintained with the medication . . .

adminlstration record (MAR). Statesville staff will be -

trained on documentation -

3
This Rule Is not mat as evidenced by: using the resident MAR On 85\ 5'8
|

Based on ohservalions, record reviews, and ' . )
Inferviews, the faclity falled to assure accurale Documentation Policy and

L

documentatlon of medication adminisiration on 3 Procedure (Attachment 1)
of 7 sampled resldents' Medication Administration
Records (MARs). (Residents #1, #2, #3.) Medication Aides will be E

b oL Thedindlogs @@l " trained on electioHic AR T

A. Revlsw of Resldent #1's current FI.2 dated . diatel d
7110415 revealed no documented diagnosss. . immediately andas
needed. Medication

Review of the resident's prior FI.2 dated 8/5/14 i ;

revealed dlagnoses of dlabstes, schizoaffective Administration Record

disorder, blpolar disorder, and vascular dementla., software generates
monthly trainings

Record review revealed an admisslon date for ' . —
Resident #1 of 6/5/14. accessible to medication
. ‘ aids and management
Review of Resident #1's 7/10/15 FL2 revealed no staif
medication order for slidlng scale insulln {SSI). '

Revisw of a signad physlolan's order shes! dated
6/3/15 for Resldent #1 revealed medication
orders that included:

- Humalog, sliding scale insulln (SSI) before
meals, 160-200= 2 unilts, 201-260= 4 units,
251.350= 6 unifs, 351-400=8 units, above 400,

~ functions @nd operations T

call MD. (Humalog Is a quick asting Instlln used
! to treat slevated blood sugar [evels around

l measliimes.) '

Division of Heallly Servlee Regulalien
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DEFICIENGY)
‘D 3671 Conlinued From page 37 D 367 : o ;’
Medication Aides will be _ f
Recard revlew revealed subsequent clariflcation trained on how to Cjw(@" }‘ ;
orders dated 7/23/15 that cenfirmed the SSI P ‘I i
insulin order from the 6/3/15 orders. doculr'r?ent and notify the z =
physician following a ? ;-
Review of Resldent #1's eMAR forJune 2015 residents refu i
revealad a FSBS range of 91-488, .. refusal of : a g - [
| 7 medications or dosage C‘/ngjf} HD
Review of Resident #1's eMAR for July 2015 omission using the MAR :
revealed a FSBS range of 148-364. Documentation Policy & !
Interview with a Medication Aide {MA) 8:05am on Procedure-(Attachment 1}, :
7122115 revealed: and t i 'i
- She did not have any lancets avallable (o . .he F_’hysu:lan ) }
perform fingerstick blood sugars {FsBS) this Notification of Resident ;
__|. morning (7i22/15). o B oo e Pfysal of Medication. ... ..
T FSBS ware not perormed onany of e S—— o e et achment ) i
residents on her hall with orders for FSBS on {tha TOTI= ALG@LIEsyens o sy s e e -
morning of 7/22/18, Including 2 residents (#1 and :
#6) with SS| orders. :
Per observation, there were no lancels In this !
medicaion cart avellable for use to oblaln FSBS :
at this tima. _
Per observation, the administrator gave the MAa :
box of 25 disposable lancats at 9:30am af ;
7/22/15, and the MA proceaded to obtain FSBS at i
that tims, ons and ona-half hours after hraakfast
was served, i
interview wilh Resldent #1 on 7/22/16 af 8:15am
revealed: .
- He belleved he had recelved hls 851 that .
rnorning before breakiast, §
CorTdenta nterview Wit staficonfirmed-this
rasident received his SSIinsulin after breakfast
this moming instead of before broakfasl as E
ordered by his physiclan.
Division of Health Sanvice Regulalion !
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DEFICIENGY)

p 367 | Contiriued From page 38 D 367 i
Review of Resldent #1's eleclronlc Medication .
Administration Recard (eMAR) on the afternoon . ] i
of 7/22115 revesled no entry for a morning FSBS Aurora of Statesville wil 1
interview with the bMA on 7/22/16 at 8:42am orders are clarified of WQ@(_@%
regea]ldeti: 1 recalved his SSLon - verified upon admission or '3 i
. Resident #1 recelved his SS1 on the moming o . " :
" i7ol15 afier broakiast, but she did not docurnent readmission to the facllity, L
it on the MAR. , if orders are not complete, Oﬂg?}‘ YA
- She did not know how fo alter the eMAR after or if there are multiple :
an excepllon was entered to reflsct the S8l
~dministration on the moming of 7/22/15. forms that do not reflect .

T nterviow with Thie Restdent Gare Coordindd the same orders. Al i
e 1 esjdant Lare & ordinaier - . .

T '—(Rcc‘faﬁ?fzsﬁs'at—z-.ffcpm-.-e,.rea!sd:--_._._ [ I *_.'_jf-'_'?-5=d9f‘-t-’-‘rdersf“eedmg U R
~The MA could not alter the eMARS aftar an entry Claritication wilf b have T e o
was mada. ; i
- Only the RCC and Speclal Care Coordinator been cla.nﬁed by '.ch.e .
(SCG) could make those shanges. appropriate physician of

{ - The MA did not sk her {o change Residant #i's prescribing practit]oner i
MAR Lo refisat the administratian of his morning fioos . |
35l on 7/22M5. utilizing the medical ;

_ srdaring process :
2 Continued review of Resident #1's record rocedure {Attachment G) :
revealed a stbsequent medlcation order for P ;
Resident #1 daled 7/17/15 for Oxybutynln 10y /
ER, 1 tablel every maorhing for biadder. i
(Oxybutynlnls & medlcation used to freat !
overactive bladder.}
Review of Resident #1's July 2015 Electronlc !
Medlcation Administratlon Record {eMAR) i
revealed: :
- An entry for Qxybutynin 10mg ER, 1 tablet each
morning with 2 sohodutederdratnisteation {ime of
gam. ;
- The Oxybutynin 10mgd ER had been ;
documented as administered on 7/19/15, 7120015, .
Divislon of Health Ssrelce Reguiation
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D 367

Conthued From page 38
7/92)18, 7/23/15, and refused on 7/21/15,

Obssrvallon of the resident's medications an
hand ravealed: ‘

- On 7/22/15 at 4:40pm, Residsnt #1 had no
Oxybutynin 10mg ER availabla to adminlster,
-0n 7/2314 at 2:22pm, Resident #1 had a botlle
of Oxybutynin 10mg ER available to administer,
with a laba! that noled a dispense date of 7/22/15
for a quandity of 7 from the pharmacy of contract.
- Tha bollle of Oxybutynin 10mg ER contained 6

tabiels.

i

Confidentlal interview with staff revealed she had
administered Resldent #1s Oxybutynin 10mg ER

e 1E v

interview with the RCC on 7/23/14 at 2:40pm
revealed she was unaware of any olher source of
Oxybutynin 10mg ER for Residant #1.

Interview with the pharmacist af the dispensing
pharmacy on 7/23/15 at 2:45pm revealed:

- They recelved the Oxybutynin 10mg ER order
for Resldent #1 late on T/ 7/16.

- They did not dispenss the Oxybutynin 10mg ER
until 7/22/15, and only for a weeks supply.
~Pharmacy dellverfes to the facility are inade lata
in the evening. :

Rasad on review of Resldent #1's July 2016
eMAR, Oxybutynln 10mg ER was documented as
adrinistered on 7/49/15, 7/20/15 and 7/22/15,
and once refused on 7/21/15, 4 days prlor {0 the
medication belng available In the facility to

adrlnisier

D 367

Litrs morning (7/23/15), bul was not sure aboutths| 1
15), bulwes ot suta abort I

N AP
CuiBraayes i vas-docun 20.85 &

interview with Resldent #1 on 7/23/15 al 19:18am
revealed he belleved he recelved his medicalions

Divielon of Heaith Sarvice Regulation
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DEFIGIENCY)

D 367} Continued From page 40
as orderad by his physiclan.

B. Revlew of Resldent #8's FL2 dated B/8/14
revaalad: :

- Dlagnoses af insulin dapendent diabstes,
amety, deprassion, and below the knes
amputation, )
” A medlcation ordsr for Novolin R SSI bwice daily,
150-200= 4 unils, 201 -250= 6 unifg, 251-300=8 |
units, 304 -350= 10 unils, a51-400= 12 units, and
abova 400, 14 units and call MD.

D 367

Review of Residant #6's July 201 5 Eleclronlc
Madlcation Adminlstration Record (aMAR)
ravaalad:

}=-Aneniry for Novolln R, FSRS twice dally with
R | 551, and sched y@_adminlstratiun timesof — 7 : e
I S I e o
- The 7:00arm FSBS and Novolin R 85[s were
circled as not administered on 7/21/15 and
722115,

- The 4:00pm FSBS and Novalin R 58l ware
documented as administered on 72416 wih s
FSBS of 306 and S8 dose of 10 units, and a
FSBS of 267 an 7/22M5 with a 58l dosa of 8
units. .
. Resident #6's FSBS for July 2015 ranged from : ;

64 o 346, )

Interview with a Medication Aide (MA) on 7/22/15
at B:0bam revaalod:

- She did not have any lancels avaliable o
parform fingersfick blood sugars (FSBS) this
morning {7/22/15).

- FSBS weare nol parformed on any of the B
residents on her hall with orders for FSBS
including 2 residents (#1 and #6) with SSl ordars,

R

Per observatlon, there were na lancels In this
medication cart available for use to abtain FSBS
Diaslon of Health Service Regulafion

STATE FORM
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PREFIX
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D 867

Contineed From page 41
af this time,

Per observation, the Adminlsfrator gave tha MA a
hox of 25 disposable lancels at 8:30am on
7/22/15, and the MA proceeded to obtaln FSB6 at
that time, two and one-half hours after the
scheduted administration fime of 7:00am.

interview with Resident #E on 7123415 at 11:25am

revealad:
- On 7/22/15 he got his FSBS and S5} late that

day, after breakfasl and not before as he usually

dasas.
- He could noi recalt what his FSBS was on the

morning of 7/22/185.

- He was Tiot sure about the morning 7/21/15 881
A nnd ziong S

[=1F1" ] SH\-‘.

interview with MA revealed: :

- Resident #6 got his FSBS and 85100 the
morning of 7/22/15 after breakfast.

_ She did not know how to change to eMAR to
reflect the administerad dose of insuiln on the
motning of 722116, :

- She was nof sure about the 7am FSBS and 58I

on 712115,

Interview with the RCC on 7/23/46 at 10:00am

ravoaled:
_The RCC, MAs, and the supervisers were
rosponsible for checking the MARs for accuracy

agalnst (he original physlcian's orders.

Interview with the Resldent Care Coordinator

(RCC)on 772315 at 2:40pm revealsd:
“The MA could nal alter the eMARs after an enlry

D 387

Was Trades
-Only {he RGG and Speolal Care Courdinater

{SCC) could make those changes.
~The MA did not ask her to change Resldenl #0's

Division of Heallh Service Regulzlion
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D 367

Continued From page 42

MAR to reflect (he administration of his maorning
88[ on 7/2215. -

C. Review of Resldent #7's current FL2 datad
8/26/14 revealed:

- Diagnosis of demenlia.

- No documented diagnosis of Diabstes.

- Aphysician's order for finger slick blood sugar
-{FSBS) before meals and at badiime.

- A physiclan's order for Novelog sfiding scale
Insulln (SS1): 0-149=0 unlts, 150-188=4 units,
500-248= 6 units, 260-288= 8 uplis, 300-349=12
units, 360-399= 16 units, 400 and above= 20
urils. (Novolog is a quick acting insultn used 1o

Asigned physlclan's order dated 1/23/15 for
Novolog FSBS bafore meals and at bediime 581
151200 = 2 unils, 201-250 = 4 unills, 251-300=6
unlis, 301-350 =8 units, 351-400 =10 units,
greater than 400 call MD and give 12 units, dally
af 8:00am, 12:00pm, 4:30pm, and ::00pm.

A subsequent physician’s order dated 3/2/15
revealsd:
- Discontinus FSBS and Novolog coverage al

bedlime.
- Continue Novolog 88! lhree times a day befora

meals.

Review of ihe Resident #7's electronic pedication
Administration Records (aMARs) for July 2016
revealed:
- An entry for Novolog ESBS before meals, SSE

2 ypits204-280 = 4 units, 251-300 =6

Lo
T a

D387

,ﬁéﬁ,é‘eﬁwﬁwbmd,sugarlev,els,ar,o,und,,,,, R
~reaiimes) B T et

urits, 301-360 =8 unils, 351-400=10 units,
greater than 400 call MD and give 12 units, with
scheduled administralion times of 8:00am,

ivision of Healh Sanvice Regulation
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Continted From page 43

12:00pm, and 5:00pm.

- The 8:00arm FSBS and Novolag §8ls were
clrcled as not adminisered on 7/22/186.

- A documented excaplion dated 7/22/15 at
8:54am of "physlcally unable to take" regarding
Novalog 100 units/ml.

- Documantation was absent for FSBS of 268
performed at 10:00am,

- Documentation was abserit for Novolog 6 units
administered at 10:00am on 7/22/18.

- The FSBS and Novoleg SSIs were documenled
as administerad on 7/225 at 12:00pm with &
FSBS of 163 and S5 dese of 2 unils, and on
7122115 at 5:00pm with 2 FSBS of 190 with a 88l
dose of 2 uniis.

| - Residant #7's FSBS for July 2015 ranged from
Testoa00. T

Confidential interview with the Madicafion Alde
(A revealed:

- Sha had missad perferming Resldent #7's FSB3
this morning because she did not hava any
{ancels avallabla,

- "It [FSBS] was due at 8am, | will do it now
[10:00am}."

- Sha performed the FSBS at 10:00am on
722115 and administered Novalog 8 units at that

fime,
- The Information was not on the MAR becauss Vit

won't let us chad after an entry is mads."

Based on observatlon and record review, It was
determined Resldent #7 was not Interviewable,

Interview with the Resldent Care Coordinalor

(RGC) on 7/23/15 at 2:40pm revezled:
2 “Tha MA could not alter the eMARS after an entry

B a7

Wwas made.
- Onty the RCGC and Speclal Care Coordlnator

(SCC) could make those changes.
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STATE FAINT CF OEFICIENCIES (£1) PROVIDER/SUPELI ER/GLIA, (%2} MALTIPLE GONSTRUGTION [X3) DATE SURVEY .
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104 NCAG 13F .1004 {m) Medizaiion
Admintstration

10A NCAC 13F .1004 Medication Administration

{m} Medication administrafion supplles, such as
gradualed measuring devices, stiali be avaliable
anhd used by facillty staff In order for medications
to be accurately and safely administered.

This Rule !s not mel as svidenced by:
TYPE B VIOLATION

| Based on observations, Interviews, and record
bt R N

reviews, the facifity fafied to

g with ordersfar
fingerstick blood sugars (FSBS) and gliding scale
Insulin.

supply of lancels for residen

The findings are:

Review of facllity provided census records on
7128115 revealed:

- 23 of 65 residents In the faclity had orders for
FSBS monltoring.

- Al 23 of those resldents wilk FSBS orders were
ldentifisd as dlabetics by tha facllity.

- 10 of those 23 residents had medication orders
for sliding scale Insutin (SS1).

_Ths number of lancets regudred per day lo
obtain the physiclan ordsred FSBS was 48,

A, Interview with a Medication Aide {MA) on
7129/15 at B:05am revealad:
- She was out of lancets on her medication cart,

1902 ORA DRIVE
S L
AUROFRAOF STATESVILLE STATESVILLE, NC 28625 _
{%4) iD SUMIAARY STATEMENT OF DEFICIENCIES ] PROVIDER'S PLANCF CORRECTION (%5)
PREFIX {EACH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX (EACH CORRECTIVE ACTION SHOULD BE COMPLETE
TAG REGULATORY ORLSG IDENTIEYING INEORMATION) TAG CROSS-REFERENCED TD THE APPROPRIATE DATE
' DEFICIENCY)
D 370

ln Accerdance to rule 10A
~ NCAC 13F .1004({m}
Medication
Administration, Care
Coordinators will audit
facility medical supplies
and give a weekly report of
facility inventory, using the
Monthly inventory form-
[Attachment H) 10
“UAdministratgreveryTT T
Wednesday.

Administrator will be
respansible for medical
supply ordering using a
medical supply vendor
monthly or as needed fo
assure that medications
are accurately and safely
measured. Administrator
will assure that there is at

leastan 8 day supply of
lancets in the facility.

73]

o

o

Oef@'ﬂ

Oﬂ%{)ar

>

e 1

. eeb——— e .=
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- None of the 8 resigents on her hall Wity oriers
for FSBS had FSBS performed this moming,
including 2 resldents with madlcation orders for

eislon of Hoallh Servica Regulation
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g8l
- Over the past 6 weeks, she ran out of lancets 3
fimes,

~When (hey ran out of lancets, the MAs told 1he
Adminlstrator or Business Office Managet, and

| the Adminlstrator picked up [ancats that day from
a local pharmacy.

- The residents always receive their FSBS
meniloring, but on the days “we ran out" of
lancets, they were performed late, Including the
FSBS with S8l

Per record reviews, one of the residents on that
hall had orders for $S! to be glven beiors
breakfast (8:00am), and the other resident had
1 88lscheduled at 7:008m, .

medication cart avaliable for use to obtain FSBS
af [his Tme.)

Per ohservation, the Administrator gave thls iAa
box of 25 dispusable lancsts at £:30am, and the
MA proceeded o obtaln FSBS at that tims, one
and one-haif hours after breakfast was served.

Confidentlal interview with the 2 resldents with
58| orders revealed:

- One resident siated he helisved he received his
55! (his moraing bafore breakfast, (Interview with
| the MA confirmed this resident recelved his 55[
insulin after breakfast this morning Instead of
befors brezkiast as orderad by his physictan.)

. The other resident stated he had recelved his
351 insulln this morning after breakfast nstead of
hafare, and this had happened twice In the past

month.

(Per observalion, there ware no lancats in this |

Refer to inferview with the facility Administrator on
7/22/16 at 10:G7am.
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D 370

Conlinued From page 48

B. Interview with a second Medicalion Aide (MA)
this same morning on the second medication cart
revealed;

- She had 4 (one) facility provided disposable
lancet In her medlcallon car, :

- All of har 10 residents on this.MA's hall with
ordars for FSBS got thelr FSBS this maming,
Including Inchuding 4 residants wilh 58l

-The MA had a personal supply of 19 [ancels she
kept in & bag in the bottorn of her medication carl.
- The facility ran out of lancels "fraquently” (no
Uime speactied), and she had to buy a box of 100
lancets per week with her own funds'in order to
obtain FSBS for the residents on her sad of the

|- cha had-shared herlancels with ather MAs, bul 1

this marning, none of the other MAs had asked
her for any lancets. '

Confidantial Interview with a resident with ordered
FSES and 88! revealed she obtainad her FSBG 8
Iittle 1=te this morning, but still before breakfast as

crdered by her physlolan.

Observatlon of 1he sacend medication cart at the
time of this Interview with the MA conflrmed the
number of lancets avallable on the cart lo be 20,

Refor to Interview with the facility Administratar on
7122115 at 10:07am.

C. Corfidential inferview with a third Medicallon
Alde (MA) revealed: -

- Sha was out of disposable [ancats.

. She had performed FSBS this marning on 4 out
st 5 rasidents on har hall with_orders for FSBS.

D 370

- In tha past, she ran low an the supply of lancels,
but wolld always gat more before the next F3B5

were due.
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370 | Continued From page 47 D370

Obsarvatlon of a third medication cart revealed:
- There was only ane disposabls lancst in the
drawer,

- An opened bag of lancet nsadles (hal wers to
ba used wilh a lancel pen.

Per recard reviews, five of the resldenis on that
hall with prders for 3S] called for 35! 10 be given
hefore breakfast, which was served af 8:00am, :

Per ghservallon, the Administrafor gave the MA
12 disposable lancels al 10:00am, and the MA
proceeded fo obtain one FSBS at that lime, two
hours afler breakfast was served (this FSBS was.

| due at 8:00am}, - B ‘

U Refer o interview with The facliity Administratoron|
722115 at 10:07am.

Intarview with the facility Admlnistrator on 7/22/15
at 10:07pm revealed:

- She was not sure of a spacific faclllty policy un
obtalning medlcal supplies such as lancets.

- The MAs told har when lhay ran out! of lancets ) :
and “l go and get them.” _ i
- The facllity did not currenfly have a contract with '
a madical supply company to supply ifems such
as lancets.

- The facility was frylng to secure @ contract with a
| large medical supply company.

- The Taclilly ran ouf of lancets weekly, and she
wauld buy 2 boxes of 100 Jancets weekly. (Pet
caledlation, with no waste, [t would take 322
lancets per week to obtaln the FSBS ordered for

 all the resldents in the facllity.)

- Bhe hiad been working with ther factity owriersto
get petty cash with which to buy supplles, such as

lantots.

Division of Health Service Regulation
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HAL040028 B. WING 07/23/2015 '
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DEFIGIENCY) B
D 30| Continued From paye 48 D aro !

i

i

-The MAs usvally teli her far enough In advance
{o buy Jancets so the facliity would not run
completely out and residents would not miss thelr

FSBS monitoring. : "‘

The facillty provided tha faliowing plan of
pratection: :
-An 8 day supply of lancets have been obtained
and ara in {he facility.

~The {acilliy will maintain at Jeast an 8 day supply l
of lancels, _ ‘ !
-A system has been put into place to generate an
order for any lancats or other supplies that drop
1. pelow an B day supnly. -
| “The Administrator will be responsble toassure |} R T I
that diabelic supplles Including lancets ars H e e IR S
avaitable In the facillly for use with diabatic
residents, '

~The Resldent Gare Coordinators will do Inventory
avery Wednesday and rearder as needed.

CORRECTION DATE FOR THE TYPE B
VIOLATION SHALL NOT EXCEED,
SEPTEMBER 7, 2015. , .

Do12| G.S. 131D-21(2) Declaration of Residents' Rights | D912 :
In accordanca to G.S.

H s e
G.8. 131D-21 Declaralion of Residents' Rights 131D-21(2) Declaration of zjm‘mﬁmm%/
Every resldent shall have the following rights: . L s :
“| 2. To recelve care and ssrvicas which ara Residents’ Rights, Aurora ¢ :
adequate, appropriate, and In compliance with : of Statesville provided staff c O (YA
relevant federal and stale laws and rules and and residents o f@ ! R
regulations. nisona a

residents’ rights

prncpnf:ﬂnn facilitated by ._}_25“ fg

This Ruls Is not mof as evidenced by: :
Based on observalions, inferviews and recotd regional ombudsman.

Oivision of Heailh Service Regulation
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TAG REGULATORY OR LSC IDENTIFYING INFORMATION) TAG CROSS-REFERENCED TO THE APPROPRIATE DATE ]
_ DEFICIENGY) :
D212| Conlinued From page 48 po12
reviews, {he facllity falled to assure all resldents ) _ ;
recelved care and services which were adeqguate, Aurora of Statesville has i
approprlatg, and In compliance with relevani appointed a Full-Time L
federal and siate laws and rules and regulatlons . . : .
refated lo management of faclllly, personel care Administrator responsible Thvreeds, @gei
and supervision, and madication adminlstration. to the total operation of . - A i B,
the adult care home since = !
The findings are; T " NT: i
A. Basad on obsarvatlons, record reviews, and 6-2-15. Administrator -4 ﬂ80 b g_ .
Interviews, the facllltyfglled fo assure an receives ongoing training
administrator ar adminisirator in charge was di ki loselv with
responsible for the fotal operation of the home, to and 15 WOrking closely wi :
mest and mainialn rulss responsible to the Corporate Staff to bring, |
Division of Haalth Service Ragulation and the ;
county deparimen! of social servicas. [Refer to .and kee;? the cor‘nmumty i
Tag 176 10ANCAC 13F 0001 Managementof | | incompliance with state 5
_ .| Faoilifles {Type B Viclation}]. .1 regulstions. Inthe o B
B. Basad on observatlons, record reviews, and absence of the :
interviews, the facliily falled to assure 1 of 4 administrator, a shift to ;
sampled residents (#3) who had fails In the facllity ; . !
had not recelved supervislon In decordance with shift super\nso.r In charge i
fhe resident’s needs in the area of fall preventlon. has been appointed. !
[Refer to Tag 270 10A NCAC 13F 0801 (3) Departmental '
Persona! Care and Supervision (Typa B ' ' , , .
Violatlan}). ‘ Management is available
and on call 7days a week,
C. Based ot observations, racord reviews, and : i
interviews, the facllfly falled fo assure : o
medlsallons (Humalog, Novolln R, Oxybutynin ER |
10mg, and Hydralazine 25mag.) wers ‘ !
administered as ordered by a licensed prescribing |
practitioner to 4 of 7 (#1, #2, #6, and #7 sampled |
residants. [Refer fo Tag 358 10A NCAC 13F
.1004 (a) Medication Adminlstration (Type B
Violation)].
[, Based on obsarvallons, Miervievss, and record :
reviews, the facllity failed {o maintain an adeguate : !
supply of lancets for residents with orders for . .
Dlvision of Health Service Regulation .
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ey 1D SUMMARY STATEMENT OF DEFICIENCIES ) PROVIDER'S PLAN GF CORRECTION ]
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TAG REGULATORY OR LSC IDENTIFYING [NFORMATION) TAG caoss-REFEREgzggg Ig}( g\?}e APPROPRIATE DATE
D9f2| Confinued From page 50 D12 - ]
i ek blood P (FSBS) and slding scale Aurora of Statesville has
ngerstick blood sugars ana shidlhg s . 0 . .
insulin, [Refer {o Tag 370 10A NCAG 13F 1004 identified all residents at a Cﬁ.,&:,\g
(m) Medlcatlon Adminisirafion (Type B Violafion)]. high fall risk, and has made |
changes to each residents & '
Do34| G.S. 131D-4.5B. (8} ACH Infeclion Prévention D934 =

Requlremenis

G.S, 131D-4.5B Adult Care Home Infection
Prevenlion Requirements

(z) By January 1, 2012, the Divislon of Health
Service Regulation shall develop a mandatary,

{ annual in-service training program for adult care

home medicatlon aldss on infection control, safe
practicas for Injectlons and any olher procedures
during which bleeding typlcaily accurs, and

.| glucese monltoring. Eagh medication aldewno 3 |
L.successfully.completes the In-service training_ .

program shall receive partial cradil, in an amount
determined by the Depariment, toward the
contlnuing education requiremants for adult care
hame medication aldes established by the
Commission pursuant lo 5.5, 1310-4.5

This Rule Is not met as evidenced by;

Based on Interview and record review, (he facllly
failed to assure one of throe staff (Staff A)
ravlewad, who administered medications, were
clinically validated to administer madications.

The findings are:

Review of the personnel record for Staff A
revealsd:

care plan to reflect current

assessed needs, and have
warked with the facility RN
and Care coordinators . All
residents have been re-
assessed using the Fall Risk
Assessment-(Attachment
E). All residents at a high
fall risk have been refarred

Omgc:‘»’a

to-theirermarycara - Ll

physician for further fall
prevention intervantions
and orders,

Care Coordinators will

track falls to identify
trends, or hazards,

ﬂfj

-y

i
i
Iy
I
3

-Ahire dafe of 8/6/15.
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. DEFICIENGY) i
D934| Gonfinued From page 51 D34 Aurora of Statesville wil_l ‘ :
-She was hired as a medication alde, assure that a_ﬂ_ staff are _ .
-8he passed her medication test on 5/26/11. . aware of facility Fall Cf*-(g'* L( i i
-No documentation I the record where the Prevention Program- ) ™ ;"3 E
medication adminlstration clinlcal skills check list . . e =2 i
had been completed. S (Attachment F). Staff will = .
. be made aware of changes s
Interviaw on 7/23/15 at 8115 am with the to resident care plans Oﬂg@" 7{}
Adminlstralor revealsd: ) e P : i
-The Facliity Nurse completes the medleation during shift “stand-up” ' ! _
admnistration clinicaf skills chscldist. care meetings, and memos = :

-She was aware of & panding complalni

investigation regarding medication alde from care coordinators

qusliﬂcallcns. . ; indicating new changes. :
-She was aware Lhat the medication alde ’ . . . g
qualificalion and training documents were not Ca rei Coolrldlnators witl LrneCdfy
located in the personnel racords upon raview on audit facility medical ‘ . C‘il d‘ i
7/16/15. i i : 8 L
w—-LoThe Fadiiihe Nurse camplefed the medleaflon_. .| .1 .. supphesaj'ld glveawee Ky ' ) g
T drnimistration clineal skils.cheekliston 72216, . 1. Tepartoffadiity inventory, —|Cevasigyi T
. : using the Monthly Jojd |
Inferview an 7/23/15 at 2:00pm with the Business Inventory f :
Offlce Manager revealed: entory form-
-Prior to the Facility Nurse being hired, a (Attachment H) to ;
Registered Nurse was contracted to camplefe the i
medicatlon alde clinleal skills checkllst, - Administrator every
-The conlracted nurse ended services due fa V\éec{ngsday. '
nonpayment by the home office. Administrator will be Jj — - L
-The last billing statement from the contracted responsible for medical _Dmn\@ﬁﬂ":‘bﬁ% :
nurse was March 2015, . ] ;} Lo
~The current Facllity Nurse was hired on 8/18/15. supply ordering using a . i
medical supply vendor TRV Vo
A confidentlal interview with stalf on 7722115 &t o PRY dedt &”80” 6 3
4:00pm revealed: monthly or s needed 1o
-They wers hirad as a medlcatlon aide around a assure that medications
muanih ago.
-They had previously worked as a medicallon are accurately aer_safer
alde In other asslsted iiving factiity. measured. Administrator
-The nurse did not complete the medicalion will assure that there is at
administratfon clinical skilts checklist on them. ‘ R
IL(J.JLCIIIUUU, wr 0 yUI

-The cnly medicatlon alda tralnlng they received
Division of Healln Servica Regulaflon lancets in the facility.
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TAG REGULATORY OR LSC IDENTIFYING INFORMATION) TAG CROSS-REFERENCED TO THE APPROPRIATE DATE

DEFICIENGY) .

D834 | Continued From page 52 D234 in accordance with G.S. _ |
at te faclilty was on (he new computerized . 131D-4.5B. (a) ACH q-{a“ !6 ' :
Medicalion Administralion Records/Quick MAR, infection Prevention ]
~The nurse had done no lralning with them. : v i

Reguirements, Aurora of “ |
D992 G.5.§ 131D-45 Examination and screening Dog2 Statesville has immediately Cﬂj%’\ G Xa 9| i
provided the required f j
G.S. § 131D-45, Examination and screening for infecti | traini
the presence of conirolled substances requlred intection control training !
for appticants for employment In adutt care to all medication aides. i
homes.
(@) An ofer of erployment by an adul care o Aurora of Statesville has —_— < |
a) An offer of employment by an acult car e ' . . : o | :_
llcansed under thls Artlcle to an applicant is _ assured that infection m : 48
conditioned on the appllcant's consant o an conirol training is a part of 2 I ‘
| examination and scresning for controlied the New Hire Checklist- ‘ E- :
“{evhstances, The examination and sgresning shall |~ e e T P
be conducted in accordance with Artldle 20 0f - 7} 7 17T fattachment A).andthe . uf)(«\é i_i’} H v
Chapter 85 of the General Stalules, A sereening Orientation Outline- e i
procedure that utilizes a single-use fest devics . Attach _ |
may be used for the examination and screening . {Attachment B). Aurora of P
of applicants and may be adminlstered on-site. If Statesvilte will require train
the rasults of he appllcant’s examination and . . . ;
screening Indlcata Ehpe presence of a controlled on. mfecimon control during
substance, the adult care home shall not employ ‘ orientation for new hires,
the applicant unless the applicant first provides fo and at le i
the adul care home written verifisation from the : ast annually for all ;
applicant's prascribing physlclan that every staff. '
conlrolled subsiance identifled by the )
examlnation and screening Is prescribed by that ‘ j
physlcian to treat the applican('s medical or ‘
psychologleal condilion, The verification from the ‘
physician shall include the name of the controlted ;
substance, the prescribed dosage and frequency, i
and {he condition for which the substance [s §
prescribed, If the resull of an applicant's or B
employee's examination and screening Indicates
TRE presencs Of @ contoted substance; theradul g
care homs may require a second examination i
and sereening fo verify the results of the prior ‘ o i
Divislon of Heallh Service Reguiation f
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DEFICIENCY) : B
pgg2 ! Continued From pa'ges 53 0892
examlination and screening. j
In accordance to G.5. Q. 1( |
131D-45 Examination and ey |
This Rule_is not met as evidenced by: Screening, In accordance "“'"“':l
Based on Interview and record reviaw, the facilly to rule 10A NCAC 13F |
failzd to assura an examinakion and scraening for .0407(a){7) Other Staff i
the presence of controlled substances wWas AT l
performed for two of six sampled staff (Stafi B Qualifications, Aurora of :
and Staff F) whe required pre-amployment drug ‘ Statesville has immediately ;
screening. : assured that all employed I
The flndings are: staff has had a Controiled E
Substance Examination H
A. Review of Staff B's personnal record revealsd: and Screening. ii
oA hrg dale of 4/8/15. e i
_Fred a8 a medigalioaide: -~ S SN B
No documentation of pre-employment drug T e - -
sareening. P pioym Aurora of Statesville will o Ol
A controlled substance screening Was completed ensure all persons that will mmﬁ%&?
on 7/2318. be staffed will have a 3
Interview on 7/22/16 al 3:15 pm with Staff B . Controlled Substance ¢ .
medicallen alde revealed: Examination and Screening Shogine |
-Staff B began working without sontrolled Before assuming a 9 5 i
substance scrasning. ibili thi
-Staff B has previously worked with assisted responsibility within the
livings and a homa health agency. facility. The business office .
R H
Refer to Inferview with the Business Offlce manager will assure that !
Manager on 7/22/15 at :50 pm. all screenings have been :
Refer fo interview with the Business Ofiice compiete usin
g the New :
Manager on 7/23/15 at 2:00 pr, . . i
g P Hire Checklist. {
B. Review of Staff F's personnel recard revealed:
-Ahire dale of 5/8/15. Attachment A
-Hired as a personal care aide, '
-No documentation of pre-employment drig : ¢
sereaning. T
_A controlled substance soreenlng was completed
Division of Health Service Regulation
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STREET ADDRESS, CITY, STATE, ZIP CODE

on 7{23/15,

Interview on 7/23/15 at 2:35 pm with Siaff F
revealed:

-Staff F began warking thhout a controlled
substance screening.

-Staff F has worked as a PCAfor 15 years in
asaisled living facllities.

Refer to interview with the Business Office
Manager on 7/22/15 at 2:50 pm.
Refer o interview wilh the Business Cfflea
Manager on 7/23/15 at 2:00 pm.

_Inlerview on 7/22/15.at 2:50. pmowith the Business|

Py P

Office Manageravaast o

~She does the confrolled substanca screenirags
with * Before You Hire "

-Staff B and Staff F were not comp!eted dus to
past due aceount balances with ™ Before You
Hire ™. ‘

“The Business DOffice Manager made home offica
aware of pas! dus bill,

-} Is tha responsibility of the home office to pay
facility bills.

Interview with the Business Office Manager an

7/23116 at 2:00 pm revealed;
-4 controlled substance sereening was complelad

on Staff B and Staff F on 7/23/15.

1402 ORA DRIVE
AURORA OF STATESVILLE STATESVILLE, NC 28625 )
<4y ID SUMMARY STATEMENT OF DEFICIENCIES D PROVIDER'S PLAN OF CORRECTION o
EREFIX (EACK DEFIGIENGY MUST BE PRECEDED BY FULL PREFIY {EACH CORREGTIVE ACTION SHOULD BE COMPLETE
TAG REGULATORY OR LSG IDENTIFYING INFORMATION) A5 CROSS-REFERENCED T0 THE APPROPRIATE DATE
DEFICIENGY)
D992 | Continued From paga 54 Dsaz
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New Hire Checklist

Employee Name Position
Date of Birth Hire Date
ALL'EMPLOYEES

W-4
NC 4
1-9

E-verify Verification
Copy of Drivers License/Picture {1 — (Expires) (State)

Copy of Social Security Card
Employee Information Sheet
Direct Deposit/Rapid Pay Card Form

Time System P&P
Healthcare Registry Check

Criminal Background Information/Disclosure
Release Form

Criminal Background Confirmation
Signed Application

3 References (written on application)

Team Member Handbook Acknowledgement
Team Member Emergency Notification Form
Job Description (s)

Disaster Plan Review Acknowledgement
Resident Rights

Bad Weather Policy & Procedure

Infection Control Training

(Med. Aldes, Resident Care and Dem. Care Coor. Training yearly)
Diabetic Training

(Med. Aides, Resident Care and Dem. Care Coor. Training vearly)

6 Hour Dementia Orientation Date Completed

20 Hour Dementia Training Certificate
New.Hire Checklist Page 1 of 2 Revised: 08/03/2015
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Orientation Acknowledgement
Dietary Orientation or Assessment Orientation

HEALTH FILE ON ALL EMPLOYEES

HEP B Acceptance/DecIinatioﬁ
Two Step TB Dates

Pre-Employment Drug Test

Dietary Health Policy Agreement

PCA or CNA Certificate

(or name on Health Care Registry verifying
CNA Training)

Skills Checklist
LHP Checklist
PCA Agreement

CPR Certification (good for 2 yrs.)
Med. Techs

PCA or CNA Certificate

(or name on Health Care Registry verifying
CNA Training)

Skills Checklist

LHP Checklist _

CPR Certification (good for 2 years) Expiration Date
Job Description for MT/SIC  (Indicate which one)

MT License or proof of license

Medication Adm. Clinical Skills Checklist

(RN signs off before they work Med. Cart)

accept decline

Facility Med. Aide Verification

(Verification worked as Med Aide in last 24 Months Form)

Med. Aide 15 hour Training Certificate

(15 hr. class and Med Aide test needed if Facility Med. Aide Verf. Not provided)
Motor Vehicles Consent

New Hire Checklist Page 2 of 2

Revised: 08/03/2015
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Orientation Program Employee Acknowledgement

At the conclusion of orientation, all new hires must have completed all facility
employment paperwork, training, supplied all Training Certificates and /or licenses, have
proof of negative TB and have a negative drug screening.
Welcome & Introductions
History & Mission
Tour of Building and Grounds
Time clock operation, Break room & OSHA posters
Staff smoking areas, Med Room which contains Infection Control
Supplies, resident cigarettes, Locations of MSDS books
Exit Doors Alarms; Locks; Team Member Responsibilities
Handbook/Policy Review
Infection Control Training
Diabetic Training
Restraint Training
Blood borne Pathogens/MSDS/OSHA /Infection Control
Mental Health Intervention Review
Resident Rights
Disaster/Fire Safety Review

Staff Responsibilities
Supervised Smoking; Mandatory In service Training; Resident Security

Housekeeping Chemical Review

Skills Checklist/LHPS

My orientation has been completed per this schedule.

Employee Signature ' ‘ Date

Witness

Orientation Acknowledgement 8-2015
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10A NCAC 13F 0505

DIABETIC TRAINING

TRAINING ON CARE OF DIABETIC RESIDENTS

An aduit care home shall assure that training on the care of residents with diabetes is provided to unlicensed staff prior to the
administration of insulin as follows:

(D) Training shall be provided by a registered nurse, registered pharmacist or prescribing practitioner,
(2) Training shall include at least the following:

{(a) basic facts about diabetes and care involved in the management of diabetes;

(b) insulin action;

{c) msulin storage;

{d) mixing, measuring and injection techniques for insulin administration;

{e) treatment and prevention of hypoglycemia and hyperglycemia, including signs and symptoms;

(f) blood glucose monitoring; universal precantions;

(g) universal precautions;

(h) appropriate administration times; and

(i) sliding scale insulin administration.

[nstructed By:

Arracment &



Physical Restraints Training

10A NCAC 13F .0506 TRAINING ON PHYSICAL RESTRAINTS
(a) An adult care home shall assure that all staff responsible for caring for residents with medical symptoms that
warrant restraints are trained on the use of alternatives to physical restraint use and on the care of residents who are
physically restrained.

{b) Training shall be provided by a registered nurse and shall include the following;

(1)
(2)
(3)
()
(5)
(6)
@)

Print

alternatives to physical restraints;

types of physical restraints;

medical symptoms that warrant physical restraint;

negative outcomes from using physical restraints;

correct application of physical restraints;

monitoring and caring for residents who are restrained; and
the process of reducing restraint time by using alternatives.

Sign & Date

instructed By:

Attadnment D



Fall Assessment Tool Completed at time of Admissions & with any significant change.

Fall Risk Factor Category

Scoring not completed for the following reasons (check any that apply). Enter risk

category (i.e. Low/High) based on box selected.

Complete paralysis or completely immobilized. Implement basic safety (low
falt risk) interventions.

I:lpatient has a history of more than one fall within 6 months before
admission. Implement high fall risk interventions throughout stay at
Brookstone Terrace

Patient has experienced a fall during stay at Brookstone Terrace.

Implement high fall risk interventions throughout stay at Brookstone Terrace.

Complete the following and calculate

Age (single select)

60-69 years old
70-79 years old
> 80 years old

Fall History ( single select) ‘
One fall within 6 months before admission (5 points)

Elimination, Bowl and Urine (single select)

Incontinence { 2 points)

Urgency or frequency {2 points)
Urgency/frequency and incontinence (4 points)

Medications: Includes PCA/Opiates, anti-convulsants, anti-hypertensives, diuretics,
hypnotics, laxatives, sedatives, and psychotropics (single select)

On 1 high fall risk drug {3 points)

On 2 or more high fall risk drugs (5 points)

Patient Care Equipment: In-dwelling catheter.
One present { 1 point)

Mobility (Multi-select, choose all that apply and add points together)
Requires assistance or supervision for mobility, transfer, or ambulation

(2 points)
Unsteady gait (2 points)
Visual or auditory impairment affecting mobility {2 points)

Cognition (Multi-select, choose all that apply and add peints together)

Altered awareness of immediate physical environment (1 point)

Impulsive (2 points)

Lack of understanding of one's physical and cognitive limitations {4 points)

Moderate risk = 6-13 Total Points, High Risk = >13 Points

Assessment Performed by: Date:
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1. Investigation etiology of fall. Assess environment for hazards and correct.

2. Obtain vital signs - checking BP lying, sitting and standing to assess for postural
hypotension.

3. Notify physician for a review of medications and evaluaticn for repeat falls.

4. Refer to Home Health for PT evaluation for strengthening and balance training if a fall
while ambulating.

5. If a fall from wheelchair, refer to Home Health for PT evaluation for balance training
and positioning.

6. If falling from bed, initiate a low bed situation with mattress on floor and matt beside it.
Place bed with one side against the wall. IF resident is competent mentally
and physically able to raise and lower side rails, consider installation of side
rails on existing bed or obtaining an order for a hospital bed.

7. Alarms obtained for wheelchair and bed.

8. Encourage staff to anticipate needs of resident and act proactively before an incident
occurs.

9. Anyone admitting with notation or suspicion of fall risk will be automatically referred
to Home Health for evaluation.

Fall Intervention Protocol

P nren et Adocnment T pg- | oFB™



Resident Incident/Accident Report

Resident Name:

Date of Incident: Time:

AM PM

Page 1 of 3 - Fall Packet

Shift 1st 2nd 3rd

Type of Incident: (Check all that apply)
‘ Fall
Skin Tear -
Alleged Abuse from Employee
Other {describe)

Sudden iliness
Disruptive Behavior

Elopement

Equip. Related
Alleged Abuse
from resident

Describe Incident:

" |Describe the action taken in response to the incident:

Location of Incident:

Resident Room Resident Bathroom Hallway
Living Room Common Restroom/Bath Dining Rm
Activity Room Outdoaors at facility
Off Premises (describe)
Other (describe)

Vital Signs: B/P / Pulse: Respirations:

If fall - document B/P Lying/Sitting/Standing B/P / B/P /

Was EMS called: YES NO Wasresident transported to hospital YES NO

Physician Notified: Date: Time:

Family Member Notified: Date: Time:

Licensure Agency Notified: Date: Time:

Staff Completing Report: Date: Time:

Resident Care Director Signature:

Executive Director Signature:

Resident Incident/Accident Report Page 1 of 3

O Ineidlont Banrnement
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Resident Name

Room #

Injury Discovered AM PM By {name & position)

Type of Injury (check all that apply) Bruising Skin Tear
Scratch Abrasion Swelling Redness
Other (explain )

Describe Injury (size, color, appearance, bleeding, etc.)

1. Date of Injury Time of Injury

AM PM

____Shower/bath
____Other (Identify)

__ Dining Area

2. How did injury occur __ Fall __ Fell/Hit against
___Was hit by
_ ___Other (explain)
3. Location that injury occurred (check all that apply) ____ Hallway ____Resident Room

___Activity Room ___ Qutside

Witnesses to injury (name & position)

1. Description of Resident at time of discovery

2. Description of Resident at last observation prior to injury

3. Location that injury occurred (check all that apply)
____Shower/bath ___ Dining Area
____Other {Identify)

____Hallway
__Activity Room

____Resident Room
___Outside

. Ifinvestigating a Bruise (check all that apply)
__ Resident on Anticoagulant
____Resident has spastic/uncontrollable movements
___Fell/Hit area on
____Other{eexplain)

____Prolonged Use of Aspirin

___Recent Injection ____Recent Venipuncture
____Recent Fall
___ Resident thrashes about

___Was hit by

___ Fell/Hitarea on
_ Washithy
__ Other{¢ explain)

5. If investigating a Skin Tear, Scratch, Abrasion, Redness or Swelling { check all that apply)

__ Selfinflicted

____Unusual Behavior (describe)

6. Notifications (enter date time for each that applies)
Supervisor Emergency Personnel
7_Recommendations/Interventions ta prevent recurrence:

R/P
Other

Physician

8. Date Care plan Revised:

Signature of Staff Member conducting investigation:

7/15/2009

Fall Investigation

T Inrident Mrannaement

Page 3 of 3
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24 Hour Post Fall Checklist
Resident Name:

Date & Time of Fall:

1. Always keep this 24-Hour Post Fall Checklist with the 24-Hour Report Book until completion.

2. The SIC must make entries in the resident care notes a minimum of avery 8 hours post fall for 24 hours.

3. Circle Y or N each 8, 16, and 24 hours and follow the directions.

4. The 24-Hour Post Fall Checklist will be filed with the Accident form and the post fall checklist.

8-Hour Documentatioi Date: Time:
16-Hour Documentatii Date: Time:
24-Hour Documentatii Date: Time:

1. Does the resident have new or unusual complaints of
pain/discomfort?

8 Hours

16 Hours

24 Hours

Y N

Y N

Y N

If yes: Have the SiC assess or call the doctor for
direction and notify the family or responsible party.

Document these contacts in the resident care notes.

If ho: Dacument Post Fall check-up with date/time in

resident care notes

Initials:

Initials:

Initials:

2. Does the resident have a change in walking ability

(i. e. limp)?

8 Hours

16 Hours

24 Hours

Y N

Y N

Y N

If yes: Have the SIC assess or call the doctor for
direction and notify the family or responsible party.

Document these contacts in the resident care notes.

If no: Document Post Fall check-up with date/time in

resident care notes

Initials:

initiais:

Initials:

3. Does the resident have any outward rotation of the leg{s) or

arm(s)?

8 Hours

16 Hours

24 Hours

Y N

Y N

Y N

If yes: Have the SIC assess if or call the doctor for
direction and notify the family or responsible party. Document

these contacts in the resident care notes.

If no: Document Post Fall check-up with date/time in resident

care notes

Initials:

initials:

Initials:

4, Does the resident have increased drowsiness?

8 Hours

16 Hours

24 Hours

If yes: Have the SIC assess or call the doctor for

direction and notify the family or responsible party. Document
these contacts in the resident care notes.

If no: Document Post Fall check-up with date/time in resident

care notes

Initials:

Initials:

Initials:

5. Does the resident have trouble or is reluctant to get out of
bed?

& Hours

16 Hours

24 Hours

Y N

Y N

Y N

If yes: Have the SIC assess or call the doctor for
direction and notify the family or rasponsible party. Document
these contacts in the resident care notes.

If no: Document Post Fall check-up with date/time in resident

care notes

Initials:

Initials:

Initials:

24 Hour Post Fall Checklist

O fneident Mrnnmoment
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To Determine Eticlogy or Origin of injury

Resident Name Room #

Injury Discovered AM/PM By: {name & position}

Type of Injury {Check all that apply) Bruising Skin Tear
Abrasion Scratch Swelling Redness
Other Explain:

Describe Injury {Color, size, appearance, bleeding, etc.)

Resident Interview ( Check all that apply)
Interview able Non- Interview able

1. Date of Injury

2. How did injury occur?
Fall Fell/Hit Against
Was hit by
Other (explain)

3. Location that injury occurred (check all that apply). Res. Room
Hallway Dining Room Shower/Bath
Activity Rm Qutside
Other - please identify

4, Witness to injury { name & Pasition}).

Staff Interview (Name & Position)

1. Description of Resident at time of discovery

2. Description of Resident at |ast observation prior to injury.

3. Location that injury occurred (check all that apply). v
Hallway Dining Room Shower/Bath
Activity Rm Qutside Res. Room

Other - please identify
4, If investigating a Bruise (answer/check all that apply).

Recent Injection

Recent Venipuncture Resident on Anticoaguiant Recent Fall
Prolonged Aspirin use Res. has spastic/uncontrollable movements
Resident thrashes about Was hit by:
Self - Inflicted Fell/Hit area on:
Other {explain): .

5. If investigating a Skin Tear, Scratch, Abrasion, Redness or Swelling (answer/check all that apply):
Fell/Hit area on: Self-Inflicted
Was hit by:
Other (explain}:
Unusual Behavior (explain):

6. Notifications (enter date/time for each that applies: Physician R/P
Supervisor Emergency Personnel Other {explain)

7. Note recommendations/interventions to prevent recccurrence on back of page.
8. Date Care Plan Revised:

investigation of Bruises, Skin Tears, Scratches, ETC.

N furidont Manrremen?

Atocment Fpg.3 £ 0

7/2009




600Z-L
wngg
Y00 ewolBwRH/ASINIGZ
yieagq uonesane]

Jea upis §
su3is |epa ur agueyy A

SSIUSNOIISUOID JO A3 Ul 28ueyD 3
Bwnel| pesy H

aunpeig g seunful jusiedde oN N

Jajsuesy Supnp Jed

JIBYD J2MOYS/18{103 Woly e -

JEYD 1IDD/IIEYI|SBUM LI [ed

Suptenquie 3|ym |jeg -

1Yo ¢

paq WokH jled

A N oM o N B

JuatuaBoupiy Wapidul 1D

Y ® 1D I1od Juapisay [onpialpuf 1D ik

Y0 Y
spising '8

Agqo 4

wooy Jujuig -9

4 AUBPISAY |ONPIAIPU

Aemjey p

Wooy gnlf1emoys
woouyleq ‘g

WCOoY 1UspIsay e

nmen

ot

e

i
R

;9leq yuwipy

LR,
s

A2pUid

807 v 12 1D j1ed U3

:aWeN 1UpIsay

§ Ul pauiniuiput aq of
pISaY |enpiaIpul



Resident Medical Order Processing Procedure

There will be two mail boxes in the Med room for this process.
Box One will be labeled: New Orders.
Box Two will be labeled Orders awaiting 24 — 48 Hour Verification

e All new orders coming into the facility go into the New Order Box —
including FL.2’s; telephone orders, fax orders, prescriptions and orders
written on anything else (hospital discharge summaries etc).

¢ Any staff member receiving orders will put orders in the New Order Box.

e FEach Supervisor is responsible for checking the box frequently throughout
their shift and will process the orders.

o Order processing will include:
& faxing orders to the pharmacy of the resident’s choice.
* Transcribing the order to the MAR.
" Ensuring that medications have come in.

» Every order processed will be dated and initialed by the SIC processing the
order indicating that the order has been faxed to the pharmacy of the
resident’s choice and transcribed to the MAR.

e Once the order has been transcribed, the order is then placed in the 24 — 48
Hour Verification Box.

e The SIC will document that there is a new order in the Documentation
Notebook and indicate it on the front page.

¢ On a daily basis first thing upon arriving at work, the RCD/SCC will pull
the orders out of the 24 — 48 Hour Verification Box and checks to be sure
that the orders are correct and complete; and that they were transcribed to
the MAR correctly. The RCD/SCC will ensure that the medication has been
delivered and follow up on any needed issues pertaining to the order.

e Ifthere is a transcription error, the RCD/SCC will correct the error and
council the staff member who did the transcription.

o [f the medication has not arrived, the RCD/SCC will ensure delivery.
e While checking the MAR, the RCD/SCC will check for any holes or circles
and address issues as needed.

Attocdiment & pg\‘*z-




¢ The RCD/SCC will date and initial the order to show that he/she has verified
it and then he/she will put the signed order in the resident’s chart, If the

order is not signed by the physician, the RCD takes responsibility for getting
it signed and into the chart.

Ptiochment & pg 8 of -
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ResidntA

POLICY

SIC’s & MT's will document required information on resident MAR’s routinely to ensure
accurate medication administration.  Documentation will include but are not limited to
noting blood sugar levels, blood pressures, weights, etc.

PROCEDURE

Al resident | information required on an MAR that helps determine medication administration
will be documented on the MAR prior to administering related medications.

Attachiment T




Physician Notification of Residents Refusal of Medications or Dosage
Omissions Policy & Procedure '

Policy

All medication that is refused by residents and/or doses that are omitted will be reported to the
physician to ensure that all healthcare providers are kept informed as to the health and wellbeing
of their patients.

Procedure ,
1. Based on the MAR Review, all occurrences of omitted or refused medications will be
reported to the physician based on the following criteria.
¢ - One dose of Coumadin missed or refused
¢ One dose of insulin missed or refused
o 3 doses of any other medication not consecutive within a 30 day period.

2. The information will be reported to the physicians utilizing the Physician Netification of
Resident’s Refusal of Medications-or Dosage Omissions Form. The completed form will be
faxed to the physician. Once faxed, the faxed copy will be maintained in a notebook along with
the confirmation of faxing until the form is returned with the physician’s signature. The signed
fax will be placed in the resident chart and the copy with the fax confirmation will be destroyed.

Attodhment 3




Weekly Cart Audit Policy & Procedure

Policy

The Supervisor and/or designee will audit four residents each shift for medication availability.
If the medication is not available, the medication will be ordered immediately.
Any problems getting a medication from the pharmacy in a timely manner will

be reported to the RCD and/or Administrator immediately.

Procedure

Medication avaitability will be audited by comparing each ordered medication
on the MAR to the labels on the medication card verifying accuracy of the order and

the presence of the medication in the med cart.

If the medication is not available the medication will be ordered immediately.
If there are problems getting the medication in a timely manner, the RCD and/or

the Administrator will be notified immediately.

VA residents must be audited along with all other residents. 1fan antibiotic or
pain medication Is ordered for a VA resident, it is unacceptable to wait until the
medication is delivered from the VA pharmacy. Orders for pain medication and/or

antibiotics must be obtained immediately.

The audit will be conducted by room as follows:

Room 24 A
Room 24 B
Room 25A
Room 25B

Room 28 A
Room 28 B
Room 29 A
Room 29 B

Room 32 A
Room 32 B
Room 33 A
Room 33 B

A-Hall Med Tech

Room 26A

Room 26B
Room 27A
Room 27 B

Room 30 A
Room 308
Room 31 A
Room 31B

Room 34 A

Room 34 B

Room 35 A
Room 35 B

Room 36 A Room 38 A
Room 36 B Room 38 B
Room 37 A Room 38 A
Room 37 B Room 39 B
Room 40 A Room 42 A
Room 40 B Room42B
Room 41 A Room 43 A
Room 41 B Room 43 B

Weekly Cart Audit Policy Procedure
I Ragident Core

£/2009
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