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WATLINGTON FAMILY CARE HOME

€000 Initial Comments C o0
The Adult Care Licensure Section condiscted an

annual survey and complaint investigation on i
November 16-18, 2015 \

C 237 10A NCAC 13G 0802 (b) Resident Care Plan Caar

10A NCAC 13G .0802 Resident Care Plan

{b} The care plan shell be revised as needed i
based on further assassmants of the resident
accoiding to Rule 0801 of this Subchapter

This Rule is not met as evidenced by: | i
Basad on observafions, interviews, and racord
review, the factity failed 1o assune the Cars Plan
was revised as needed based on assessment
requiremsents for 1 of 3 sampled residenis
{Rasident #1)

The findings are.

Review of Resident #1'e current FL2 dated
062215 revealed diagnoses of psychatic
disorder, personality disarder, selective autism,
and social paranoia.

Revew of the Resident Ragister revealed
Reasident #1 was admitted to the facility on
04/10/07. |

Review of Rasident #1's record revealed:
-Residenl #1 had a Resident Assesameni dated
06/22/15 and a care plan signed by the physician
an 0822115

-There were no additional care plans located in
the resident's racord.

| The resident had not been approvad for ‘
| Personal Care Service reimbursement |
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Review of Resident #1's care plan dated 06/22/15

! ravealed Acbvilics of Dady Living {(ADL)

performance codes as follows:

-Eating- 2 (limited assistance)

-Toileting -1 {supervision)
-Ambulation/Locomotion - no documenied
performance code

~Bathing- 2 (limited assistance)

-Dressing - Z (limited assistance)

-Groeoming- 2 (Imiled assistanca)

~Transfer - no documentad performance code

Observation of Resident #1 during the dinner
meal on 11716715 from 4:45 pm o 5:16 pm
reveaied:

-Staff prapared the meal and set the {able for
Rasident #1.

-Resident #1 fed himself the meal withoul
assislance or difficulty.

-Observation of Resident #1 on 11/17/15 at 8:25
am ravealed

-Resident #1 was up and dressed neatly.
-Resident #1 was ambulating independently,

Interview with Resident #1 dunng the inhial tour
on 11/18M18 at 12:58 pm revealed.

-He had resided at the facility for 8 years.

-He could perform all of his ADL's, including
bathing, dressing and eafing

-He had been to the dentist that morning and had
-He performed tasks at the facility (voluntarily),
inciuding helping with yard work during the
summet and light household cleaning.

-He assisted a local church and a barbershop
with cieaning to make extra monsay.

-He walked to the church and barbershop and in
the community.

C 237
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Further interview with Resident #1 on 1117/15 at
8'25 am revealed:
-Ha had dressad himeelf without assistance this
moming
~Hemsgmingoutotmehculwmjsmmmro
"nuslle some jobs" ta make him some money.

He went cut of the facility without supsrvision,

Interview with a Supenvisor-in-Chargs (SIC) on
1117115 at 7:50 am revealed Regident & 1 was
indepandent with all ADL's.

Talephona interview with an SIC on 11/17/15 at
3:20 pm revealed:

-Resident #1 was “high functioning”
-mmmmmmmsmmsw
fastening his tie and butioning his shirt.

-She dii not assist him with other parsonal cara
tasks as he was indepndent with toileting,
bathing, ambulation, and other dressing nesds.
-She referenced the care plans for residents fo
see what level of assistance they required.
~She had worked at the facility since June 2014
and thought Resident #1's care needs had
improved since she Had been working at the
facility.

-She was nol aware of Residant #1 assisling with
yard work at the Facility

Interview with the Administeator on 115 at
110 pm revealed

~"He claans a barbershop and has a key to 1t
-The facility had experienced recent staff lumover
and the person that had been responsibhe for
ensuring care plans were updated ss nesded was
no longar employed with the facilify

-She was now responsible for completing and
updating the came plans,

-She was aware the care plan for Resident 21
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C237| Continued From page 3 e Al res A.P.n"‘s Care lm-s
reflected Residant #1 reguired more care than he | w'ere | bb’ Tio.ir 19}1'},15
Py stk onait bno e e e p [ phyrrectans-and- e ‘
" oesn't know care ans
-She did not receive Personal Care Service Care @\m J\!UQ. ﬁla
reimbursement for Resident #1 " mﬁldﬂn ‘5
-She thought she had completed an updated care
plan for Resident #1, but was unable to locate i, 'QAM'"'SMM M“ Cﬂ"hnm
4 monihy Cave Rlans v |
C 246 10A NGAC 13G .0902(b) Heallh Care C 246 aciuw rarur and Clmv?_s
10A NCAC 13G 0802 Heslth Care
(b} The facility shall assure referral and follow-up
to meet the routine and acute health care needs '
of resigants
This Rule is not met as evidenced by: |
Based on Interviews and record reviews, the
facility failed to ensure referral and follow up an
15 SURon ] o 3 SR Residont #2 had an eue Biais
asi 2,
Latom ma‘hm vy 133,
The findings ara:
Doctrr edor Fovm now |
Review of Resident #2°s current FL2 dated
06/03/15 reveaied diagnoses included mental Shows Ha Covng lakion
mﬂ?ﬁﬂﬁw *"i:uﬁmmmm mellitus. o€ "'qua 2 excaminahan
hyperipxiemia, and eczema.
Review of the Resident Regisier revealed Iﬂ \*a.'- :FU(-"H(L &df”lﬂlﬁ‘(‘ Aniis
Resident #2 was admitted to the faility on wil\ revieco all medcal / /I
08/1510. i a Q H _
Review of Resilent #2's record ravealed: NEcess Of! Pm n
-A Physician's Order Sheet signed by the are Scho . ,
physician on 10/168/15 which included an order far
an eye examination, |
-No documentation an eye examination
appointmsnt had been arranged by lhe facility.
{ ~Docurnentation on the Resident's Care Plan
Divssion of I-Ga;ih Servica Reguistion :
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completed on 6/3/15 revealed the resident's '
viston was adequate for daily activities.

Raview of the Licensed Health Professional
{LHPS] evaluation dated 09/02/15 revealed:
Resident £2 stated his vision was okay with no l

recent changes,
-Resident #2 saw an eye doctor yearly.

Interview with Resident #2 on 11/18/15 at 2:05
pm revealed: |
-He had been a diabetic “for a long tme” and was | [
on insalin. i
-The factlity teok him to an appointmeant with his
medical provider "around Halloween®.

-He had not been b an eye doctor appeintment
recently.

Telaphone interview on 11/17/15 at 4.10 pm with
a nurse at Resident #1's primary physician's
office revealed the eye exarnination was ordered
due 1o Resident #2 being a diabetic

Interview on 11717/15 a2 9:50 am with the
Administrator revealed:
-The Supervisor-in-Charge (SIC) was responsible ‘
for scheduling medical appaintments for
residents
-The SIC was responsible for reviewing l
physician's order to ensure they were completed
-The facility recently had changes in SIC staff
and the person that would have bsen resporisiole
for making the aye doctor appointment for
Resident #2 no longer worked at tha facility.
-The Administrator did not know that the
appaintmeant had not been scheduled.
~The Adrninistrator was currently responsible for
ensurning medical appointments were schedyled.
-The Administrator was responsible for traming
_hew SIC's lo follow ihrough with making medical i
Divisian of Health Sarvice Reguintion
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appointments for residents as ordered.
-She needed lo review resident’s records more . Tt | 1 : —
often to ensure orders wera completed,

C 230 10A NCAG 13G .1004(a) Medication c3o |
Administration

10ANCAC 13G 100« Medication Administration
(a) Afamily care home shall assure that the .
preparation and administration of medications, '
presoription and non-prescriplion and treatmants
by staff are In accordance with:
(1) erders by a licensed prescribing practitioner
which are maintained in the resident's record; and {
(2) rules in this Section and the facility's policies
and procedures.
This Rule s not met as evidenced by, ﬁ%!dﬁﬂf' '#'—a-? phys:um
TYPEBVIOUATION farxed doctor erdira

I
Basad on observation, record review and +o facl, h‘, on 11/ 24)45. ”/J/E
Intarviews the facility failed to assure Making Merecs Llnr\";\nﬂqa'ﬁl

medications were sdministered as ordered far 1 R &) |
sarmpled resident with physician ordered Finger Lﬁiﬂﬂbfzq Su cidn

S b e e U L

The findings are: Lam & Pm
Risvion:of Resiotil #2°s:coment Ft.2-dated Admioistvatvy will sdmwa. ﬂ/ﬂ/!ﬁ

05/03/15 revealed.
-Diagnoses included insulin dependant diabetes Muvre. }(‘::}u-'%ra i} mg
melitus, hypedipidernia, and eczema. \

-An order for Finger Stick Biood Sugars (FSBS) On C‘”"n,ﬁ diabebcs
thres times daily bafore each meal. fi‘r\fl m.éc!,\m"ﬂm..an—ﬂv
-Novolog sliding scale insulin (SSI) (Novolog s a o \ + i ,\
fast-acting insulin used to lower high blood 'mﬂ)u on of

sugars} as needed with parametaer SSI 3 times onad i '
daily as follows:

Divion of Hoahh Service Ragulation
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-FSBS 151-200 = 2 units,
F5BS 201-250 = 4 units
-FSBS 251-300 = & unite. |
-FSBS 301-350 = 8 units |

-FSBS 351-400 = 10 units. |
-FSBS above 400 = 15 units and cali physician.

-FSBS less than 150 = 0 units. | |

Review of the Licensed Health Professional
(LHPS) avaluation dated 09/02/15 revealed:
-FSBS were being done before meals and at
bedtime, “despits most recant order on FL2 for
FSES three times a day before meals - staff
made aware."

-Resident #2 was non-compfiant with his diet.
-Staff often found empty food wrappers and
plastic soda bottles hidden in his raom, I
-Resident #2 had minimal knowledge of diabetes !
melidus.

-The LHFS nurse spoke with the staff about |
clarifying the physcian order for FSBS for three

times a day versus four times a day, |

There was no documentation in Rasident #2's I
physician orders 10 change the FSBS testing from ‘
thres times 2 day 1o four imbs a day

Review of Saplember 2015 SSI administration
record (a form developed by the facility for
documentation of SSI) for Residant #2 revealed
-FSBS ranged from 50 to 373,

-FSBS was scheduled four limes a day at 8:00
am, 12:00 pm, 5:00 pm, and 8:00 pm,

~There was no documentation of FSBS or amaount
of Novolog given on 09/03/15 1200 pm, 09/04/15 |
&:00 am, 09/07/15 5:00 pm, 09/08/15 12.00 pm
and 5:00 pm. 02/08/15 5:00 pm,

09711/15 12:00 pm, 09/12/15 08:00 am, 08/23/15
8:00 am. 09/23/15 5.00 pm, 09/25/15 B8:00 am
and 5:00 pm, 08728716 5.00 pm, 08/29/15 5:00
Division of Health Service Reguiaton
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pm. and 0930115 1200 pm.

On 0802/15 at 5,00 pm thee was -
documentation "did not take per nurses orders”.
-There was no documentaton in the record of an
order to not administer the SSI on 08/02/15.
-There was no documentation of why the
scheduled S8 was not done for the other times in
September 2015,

-Thera were FSBS resulis documentad at 8:00
pm with Novolcg insufin administared as follows:
08/01/15, FSBS-160 (2 units), 0902415,
FSBS-119 (0 units}, 0903715, FSBS-172 (2
units), 08/08715, FSBS-125 (0 units), 0912715,
FSBS-232 (4 units), 09/13/15, FSBS-50 (0 units),

09/14/15, FSBS-118 (0 units), 09/15/15,

FSBS-161 (2 units), 08/17/15, FSBS-118 (0
units), 09/19/15, FSBS-180 (2 units), 09/21/15,
FSBS-113 {0 units), 08/24/15, FSBES-205 (4
units), 09725715, FSBS-171 (0 units), 0/26/15,
FSBS-255 (8 units), 09/28/15, FSBS-215 (4
units), and 09/26/15, FSBS-231 (4 units).

-Thers were no orders to do FSBS st 8:00 pm for
SSi

-Documentalion of 4 occumrences where Novolog
(S51) was adminstered incorrectly as ordered by
the physician as foliows:

-On 09/09/15, at 12:00 pm FSBS 177, recsived 0
units and should have received 7 units

-2n 08/10/15, at 12:00 pm FSBS 187 received 0
units and should have received 2 units.

-On 09/16/15. at 5:00 pm FSBS 104, received 4
units and shouwld have received 2 units.

<On 09M7/15, at 5.00 pm FSBS 359, receivad B
units and should have recelved 10 units.

Review of October 2015 SSI administration
record for Rasident #2 revealed.

FSBS ranged from 57 to 348,
-FSBS was scheduled four times a day at 5:00
am, 12:00 pm, 5:00 pm, and 8:00 pm from

Ao rdum : Bdminishedtac
BRVIAS _imxﬁm;_ aQmnini st

ey T hsedany For

STATE FORM

Dimision of Heaith Service Regulaton

e MEXT 1

It cordinuation shest 8 of 16



PRINTED: 121082015

FORM APPROVED
Division of H
X1} PROVNERSLPPLIERTLIA O MULTIPLE CONS TRUCTION {23) DATE SuRveEy
ICENTIFIZATION NUMECR: W COMPLE TED)
FCL0A1026 sl 11118/2015
AZ1S |
NAME OF PROVIDER OR SUPPLIER STREETABDRESS. CITY, STATE, 219 SODE
1801 BRITTON STREET
TOM FAMILY CARE
WATLINGTOM FAMILY CARE HOME GREENSBORO, NG 27406
P | SUMMARY STATEMENT OF DEFICIENCEES o | PROVIDER'S PLAN OF CORRECTION s
PREFIX (EACH DEFICIENCY MUST BE FRECEDED BY FLlL PREFIX (EACH CORRBEGTIVE AG TTON SHOULD BE COMPETE
e BEGULATGRY OR LSG IDENTEYING INFORMATION) AL CROBS-REFERENCED T0O THE APPROPHIATE GATE
I DEFICENSY) |
€ 330 | Continued From page 8 €330 ,
1001715 to 10/29/15.

-There was no documentation of FS8S or amount
of Novolog (SSI) given on 10/01/15 5:00 pm,
10/02/15 5.00 pm, 10/12/15 5:00 pm, and I
10/28/15 12:00 pm. |

-Thera were FSBS resulls documented at 8:00
pm with Novolog {581) administered as follows:
10/01716, FSBS-57 (0 units), 10/02/15, FSBS-160
(2 untts). 10iG3115 FSBS-122 (0 units), 10/04/15,
FSBS-177 (2 unifs), 10/12/15, FSBS-143 (0
units), 10/14/15, FSBS-127 (0 units), 1041 51185,
FSBS-228 (4 units), 10/16/15, FSBS-169 (2
units), 10/18/15, FSBS-247 (4 units), 10/19/15. |
FSBS-150 (no documentabon), 10/21/15, '

FSBS-200 (2 units), 102471 5, FSBS-160 (2
units), 10/28/15, FSBS-101 {na documentation),
10729/15, FSBS-105 (no documeniation), and
10/30/15, FSBS-138 (no documentation).

~There were no orders to do FSBS 21 8:00) pm for
S5

-Documentation of 1 occurmence whera

(SS1) was administered incorrectly as ordered iy
the physician as folows:
-On 10/28/15, 81 8:00 pm FSBS 189, received 1
unit and should have receivad 2 units
-Beginning on 10/29/15, a new Blood Sugar
Documentation form was implemented by staff
after meeting with the physician to discuss
Resident #1's blood sugars and SSI
administration.
~The new form had a handwritten note “new blood
sugar form from the resident's physician” at the
top of the form.
-Thers wers seven columns on the form labeled
as follows:

{1} FSBS

(2) 2 hours aftar breakfast {with handwritten 10
m}o

(3) before lunch (with handwritten 30 minutes
befare), |
Division of Health Service Reguignon
STATE FORM - MSXTH If eortinuaticn shed S of 19
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Continued From page €
(4) 2 hours afler lunch (with handwritten 2 pm),

(5) befora supper (with handwritten 230 minules =

before),

(6} 2 hours after supper

(7) badtime.

-There was no column on the new form to
indicate how many units of insulin were
administersd

There was no documentahon in Resident #2's
phyécianorda_rsw change the FSBS testing from
thres imes a day to six times a day.

Review of November 2015 FSBS and SSi log for
Resident #2 revealed.

-FSBS ranged from 74 to 334

-Thers were ne documented FSES's befors
breakfast, as ordered.

-Blood sugars were documented from 4 to 6
times a day as follows:

-Two hours after breaklast 13 of 16 days
documentation of FSBS with resident refusing
threa times (There was no order for a FSBS to be
done at this time).

~Thirty minutes before lunch 15 of 16 days, as
ordared, with no documentation of FSBS on
1170518,

-On 1111515 at 12.00 pm FSES 214, no
documentation of units given and should have
received 2 units.

-Twa hours after lunch 11 of 15 days
documentation the FSBS weare done (There was
no order for a FSBS to be done at this fime)
~Thirty minules before supper 16 of 16 days
FSBS were completed as ordered.

-Two hours after supper 15 of 16 days FSBS
were completed (There was ho onder for 3 FSBS
10 ba done at this lime)

-Bedtime 13 of 15 days FSES were completed
(Thers was no order for a FSBS to be done at
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this time)

insulin administered.

not ordered.
~Two hours after lunch,

administered five times (1
was not ordered.

once, on 11/03/15, based
paramenters, but a FSBS
ordered,

Nan-fasting at 8 pm).

pm revealed:

insulin.

-No documentstion on the FS85 log of Novalog

Review of November Medication Administration
Record (MAR) for Resident #2 revealed:
-Documentation of administration of Novolog
insulin was documented on the back of the MAR.
-Thera was nio documentation that FSBS were
completed before breakfast, as ordered.

=Two hours after breakfast, Novolog insulin was
administered four times ( 11/02/15, 11/04/15,
11/08/16, and 11/15/15) based on the sliding
scale parameters, but a FSBS st this time was

insulin was

administered three times (11/01/15 11/02/15, and
11/08/15) based on the sliding scale parameters,
bul a FSBS at this time was not ordered

-Two hours afier supper, Novolag insulin was

1701115, 11702115,

1103115, 11114115, and TM6/15) based on the
sliding scale paramenter. but 5 FSBS at this lime

-At bediime, Novolog insulin was administersd

o the shding scale
at this time was not

Review of Resident #2's record revesled &
physician's order dated 11/17/15 to check blood
sugar twics a day (Fasting at B am and

: Interview with Rasident #2 on 11/18/15 51 2.05

-He had been a diabetic "for a long timse"
~The Medication Aldes (MA) administer his

-The MA's did “finger sticks™ at breakfast, lunch,
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and dinner.

-‘The doctor changed it one time from thres times

a day to 4 times a day."

-He saw his physician "near Halloween" and the

dector changad his medicines because he said 'l
take 100 much'.

-He did not know what medicines were chanaed

by the physician.

-It did not bother him o have the finger sticks to

check his biood sugars.

-He denwed having problems with his skin on his

fingers whare blood was drawn for FSBS,

Observation on 11/18/15 at 2,10 pm of Resident
#2's fingertips and pads of fingars on both hands
revealed no bruising, swelling, or skin irritation.

Telephone interview on 11/17/15 at 4:10 pm with
a nurse al Resident #2's physician office
revealed:

-The facility staff had inforined the physician
previously that they wers doing FSBS three to
four timas a day.

-The physician told the staff that they ware nol 1o
do FSBS more than the order on the FL-2 which
was threa times a day.

~The physician's office provided the facility with a
form on 10/29/15 that they could use to record
FSBS's.

-The form was to be used for documentation
purposes only and was not a physician's order.
-The order for the FSBS had not changsd sines
the order written on the FL-2 on 08315,

-An employee of the facility called the physician's
office on 11/09/15 to inform the doctor that the
facility was doing FSBS six imes a day and
askad “if they were supposed fo be deing them
this often.”

-Tha physician's office informed the staff person
they were to only be done three times a day as

C 330
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ordered

-Thaph;rsicarlwrute 8 new order today far
Resident #2 o have blood sugars checked twice
a day (Fasting B.00 am and Non-fasting 8.00 pm).

Review of Resident #2's record on 11/18/15

ravealed a copy of 2 physician’s order signed
1117115 for blood sugars to be checked twice a '
day (Fasling 8.00 am and Non-fasting 8.00 pm).

Telephone imerview with the LHPS nurse on
TI18/15 at 12:30 pm revealed:

-She did the quarterly LHPS reviews for the
tacility.

-Rasident #2 was on sliging seale insulin due to
the fluctuating blood sugars.

-She informed the Co-Administrator, afler her
review of Resident #2's record on 09/02/15. that
-thefaqiilywaslnonlydol’mhmﬂn'iesaday i
as ordered on the FL2 form.

-There had been an order previously for FSBS to
be done four times a day, but this was changed
when the new FL2 was completed on 06/05/15.
-She was not aware that the facility had recantly
been checking Resident #2's FSBS four to six
times daily.

Interview on 11/17/15 at 8:00 am with a
Supervisor-in-Charge revealed:

-He had been emplovad at the fadility since June
2015.

-He usually worked second and third shifts.

-He was respensible for doing FSBS for Resident
#3 and administening SSI as ordersd by the
physician.

-He demonstiated how o determine from the
sliding scale as lo how much insufin was o be
adminlstered based on the biood sugar.

-FSBS for Resident #2 were done two hours afler
breakfast, 30 minutas before [unch, 2 hours after
Oivision of Healin Ssrvica Reguiaton

STATE FORM . MSXT11 Il continuation sheet 13 o 18
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lunch, 30 minutes before dmner, and 2 hours
atter dinner, and at bedtima.. ...

-Ha referenced the S8t documentation k:ug
previded to the facility on 10/29/15 by the
physician's office.

-Ha thought the FSBS's were 1 be done six
tmes a day according to the form.

-He had received medication training. including
how to do FSBS and sliding seale insulin, from
the LHPS nurse bafors he starting adnwnistering
medications.

Interview with the Co-Administrator on 11/17/15 at
340 pm revealed:

-He met with the physician to discuss orders for
FSES for Resident #2 In Oclober 2015.

-He and staff thought when the physician's office
gave them tha new form on 10/29/15, they were
o change the frequericy of the FSBS's,

-The lacdity had an SIC who was resporisible for
ensuring physician’s orders were implemeanted
corractly.

-Tha SIC told him after receiving the new form
from the physician they were to be doing the
FSBS's "according to the new form”

-He did not realize there was not a new order
frem the physician to change the frequency of the
FSBS,

-He thaught the SIC had clarified with the
physician how often the FSBES's wers fo be done.
-The SIC was no longer employed al the facility.
-He received a new physician's arder on 11/17/18
for Residenl £2 for blood sugars 1o be chacked
twice a day (Fasting 6:00 am and Non-fasting
8§:00 pm)

-He was concerned this may not be often enough
because Resident #2's blood sugars are

unslable

Attempted phone interview on 11/18/15 at with

,f
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the former SIC was unsuccessful

| Interview with the Administrator on 11717715 at

12:30 pm revealed:

-She was aware Resident #2 was on sliding scale
insulin,

~She was responsible for ensuring the facility
provided disbetes education for Medication Aldaes
prior 1 them administering insufin or doing FSBS.
-The lacility's LHPS nurse or the pharmacy staff
provided diabetes aducation for staff

-The facility had expenienced recent staff turnover
of SiCs.

-The Co-Administrator and the SICs were mare
invelved in the medical needs of the residents.
-The SICs were respansible for “managing
medications”,

~She was not aware a staff person had contacied
the physician's office regarding how often FEBS
were [0 do done.

~She was not aware the facility was doing FSRS
for Resident #2 four to six times a day and the
order was only for three times a day.

A Plan of Protection pravided by the facility
Includad.

-In the future, Adminisirators will call doctor for
clanficalion and receipt of doctor's orders before
implementing zare or treatment of the rasidant.
-All staff will be retrained regarding
implementation of physician orders, including
shiding scale.

-Quality team will review the process for
implementation of physician orders.

CORRECTION DATE FOR THE TYPE B
VIOLATION SHALL NOT EXCEED JANUARY 2
2015,

|
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€812 G5 131D-21(2) Deciaration of Residants’ Rights
| GS. 131D:21 Declaration of Reswdents Rights
Every resident shall have the fallowing rigtits:

2. To receive care and services which are _
adequate, appropriate, and In compliance with
relevant federal and state laws and les and
regulations.

This Rule is not mat as evidenced by

Besed on observations, inlerviews and record
reviews, the facility failed to assure residents
feceived care and sarvices which wera adequate,
appropriste and in compliance with relevant
federal and state laws and rules and regulations
regarding the implamentation of physcian’s
orders related fo fasting blood sugars and sliding
scale insulin administration.

Tha findings are-

Basad on observation, record review and
Intarviews, the facility falled to assure
medicalions were administersd as ordered for 1
sampled resident with physician ordered Finger
Stick Biood Sugars and the administration of
sliding scale insufin (Residant #2). [Rafer 1o Tag
€330, 104 NCACT 13F 1004 (a). (Type B
Violation}]

C992 G.S. § 1310-45 G S. § 131D-45. Examination
and screening for

G 8. § 131D-45. Examination and screening for
the presenca of confrolied substances required
far applicants for emplayment in adult care

| homes.

c9z
C B2

Adm mstvedzr wil] me‘ g 15
resi devts’ cane and sem‘cr—a
meove closé:l.u, > Asseine
et How all are (n .
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(a) An offer of employment by an adull care homa
licensed under this Article to an apglicant is
conditioned on the applicant's consent {o an
examination and screening for controlied
subslances. The examination and screening shall
ba condutted in accardance with Article 20 of
Chapler 85 of the General Statutes. A screaning
procedure that utilizes a single-use fest device
may be used for the examination and screening
of applicants and may be administered on-sie. if
the results of the applicant's examination and
screening indicate the presence of 2 cantroliad
substance, the adult care home shall not employ
the applicant unless the applicant first provides to
the adult care home written verification from the
applicant's prescribing physician that every
controlied substance identfied by the
examination and screening is prescnied by that
physician to treat the applicants medicat or
psychological condition, The verification from the
physician shall include the name of the controlled
substance, the preserived dosage and fraquericy,

-and the condition for which the substance s

prescrbed. If the result of an applicant's of
employee's examination and screoning indicates
the presence of a controlled substance, the adult
cara home may require a second exarmination
and screening to verify the results of the prior
examination and screening.

This Rule is not met as evidenced by.

Based on cbservation, interview, and record
review, the faciity failed to assure an examination
and screening for the presence of controlled
substances was performed for 1 of 3 sampled
staff (Staff C) bired after 10/01/13 before the
employee began working at the facility.

Cceaz

QLrug tested .
Adminsteatzr will

in Fuhare.

Al Gals ace o
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The findings are:

-Hire date of 11/16/15.

-Staff C was hired as a Habilitation Technician
and 3 Home Supervisor.

-There was no documentation of completion of a
centrolied substance examination and screening
prior o the Slaff C beginning work at the facility
on 11/18/15.

Obseivation on 11/16/15 revealed.

-AL 115 pm, Staff C was peeling polatves in the

kitchen for the evening meal.

~Tha Administralor provided varbal prompls as o

the location of kitchen utensils.

-AL1:50 pm, the Administrator reviewed the menu
for supper and posted therapeutic diet meanu and

realdent diet list with Staff C.

! -Al 4:00 pm, S1aff C was preparing vegelables for
the evening meat.

-Al 4:45. Staff C preparad dinner plates, including
tharapeutic diels, for residents with the prompting
of the Administrator.

Interviaw on 11/16/15 with Staff C at 4:30 pm
revealed:

-This was her first day working at the facility,
“She had been cooking "sincs | was 12",
-She was receiving traming from the

| Administrator.

Interview on 11/16/15 at 1:00 pm with tha

Administrator revealed,

-Siaff C was “new and is just shadowing”.

| -She "would be hired afler she mests all of the
requirements lo give medicines and work with the
residents”
-"She can't work with the residents yet, so she is
cooking.”

Review of Staff C's persennel record revealed

Cog2
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-Staff C had axperience working at other facilities.
-Staff C had signed a penmission form last waek
for a drug screen o be done, but the
Administrator had not ensured it was completed
prior to 11/16/15 "because she 15 jusl shadowing
and cannot give meds yet"

Further interview with the Administrator on
111715 at 345 pm revealed:
-Shﬁcmbeingpaidfwﬂmewurkmatmwas
performing at the facility.

Further interview with Staff C on 11117415 at
11:00 am revealsd:
;S_hehadmihadadmgmmmmplemdpnur
to baginning work at the facility on 11/16/45.
-She would obtain a drug screen immediately as
requested by the Administrator.

Observation on 111745 at 1.05 pm revealed
SM-Cmnedtorlmfadlﬂy-andpmvideda
sealed envelope 1o the Administratar

|
|

|
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