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C 000 Initial Comments C 000
| The Adult Care Licensures Section conducted a
complaint investigation on December 30, 2015
with a telephone exit on January 7, 2016. The
| Wake County Department of Social Services
| initiated the complaint investigation on December
E 28, 2015.
| » The Jordan Family Care Home wil | €a|\
C 153/ 10ANCAC 13G .0501(a) Personat CareTraining { C 153 y
' And Competency assure that all staff members
| successfully complete 25 hours of
\ o personal care training along with a
/}\Sﬁgg:itgf .0501 Personal Care Training competency evaluation approved by
é petency the Division of Health Service
| () The facility shall assure that personal RegUlat'on_ accorgilng to the rule
| care staff and those who directly supervise .0502 of this section.
E them in facilities without heavy care residents
| successfully Ic:<zimplete a 25; -hour traml'nngt;l Because staff member “B” was not in
| program, including competency evaluation, : :
| approved bythe Departmentaccordingto Rule comptl)lan‘f;g’wﬂh' the above rule, staff
| .0502 of this Section. For the purposes of this member B _no onger works for The
[ Subchapter, heavy care residents are those for Jordan Family Care Home as of
| whom the facility is providing personal care December 31, 2015. )
tasks listed in Paragraph (i) of this Rule. Directly ’5’ .
| | supervise means being on duty in the facility to ;;Z b& U% ) N éi'i%%tj
| oversee or directthe performance of staff duties.
| ONV/MA M//if/’yw
|
| This Rule is not met as evidenced by:
| Based on record reviews and interviews the
| faciity failed to assure 10of 2 sampled staff (Staff
}' B) successfully completed a 25 hour Personal
% Care and Training program.
‘ The findings are:
l Review of Staff B's personnel record revealed:
- -Staff Bwas hied 4/14/08 . n )
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-Staff B had a sighed job descriptionfor a
personal care aide.

-Health Care Personal Registry checkwas
completed 4/11/08.

-No documentation of a25 hour Personal Care
andTraining being completed.

Attempted interview on 12/30/15 with Staff B was
unsuccessful by exit.

interview on 12/30/15 at 3:10pm with the
Administrator revealed:

-Staff B had taken the training but she was
unsure of the date.

-She would fax a copy of the documents.

The trainihg documents were not received by exit.

10ANCAC 13G .0801(d) ResidentAssessment

10ANCAC 13G .0801ResidentAssessment

(d) Ifa resident experiences a significant change
as defined in Paragraph (c) of this Rule, the
facility shail refer the resident to the resident's
physician or other appropriate licensed health
professional such as a mental health
professional, nurse practitioner, physician
assistant or registered nurse ina timely manner
consistent with the resident's condition but no
longer than 10 days from the significant change,
and document the referral inthe resident's
record. Referralshall be made immediately when
significant changes are identified that pose an
immediate risk to the health and safety of the
resident, other residents or staff of the facility.

This Rule isnotmetas evidenced by:
TYPEA1VIOLATION

C 153

C 234

The staff of the Jordan Family Care Home will
assure that if there is a significant change in a
resident’s behavior or health an immediate
referral to the resident’s physician or
appropriate licensed health professional such
ias a mental health professional, nurse
practitioner, physician assistant or
registered nurse, is made in a timely manner
that no immediate risk to the health and safety
of the resident or other residents or staff of the
facility is posed.
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Based on observatbns, record reviews and
nterviews the faciity failed to assure an
immediate referral was made for a significant
change in1of 2 sampled residents (Resident#1)
that posed an immediate risk to the health and
safety of residents resulting inthe death of a
resident (Resident #2.).

The findings are:

Interviewwith Staff Bon 12/29/2015 at 12:05pm
revealed:

-in the early morning hours on 12/29/15 at
2:00am he heard screaming, went {o the room,
and noticed the lights were off, so he fumed the
lights on. He observed Resident#2. lying on the
floor next to the chair face down.

-Resident #2. did notrespond and he noticed 3
spots of blood on her back.

-He stated Resident#1was standing nextto
Resident #2, she (Resident #1) was holding
something behind her back.

Interview on 12/29/15 at 12:05pm with the
Administrator revealed:

-"I should have seen it, ;should have seen it. |
should have seen she wasn't handling it."

-In the past Resident #1 had been hospitalized
duringthis time of year for depressionand™acting
out",(agitation, anxiety).

-The last 3 years Resident #1 had not been
hospitalized, as she had no signs of depression
or "acting out”.

Review of Resident #1's current FL2 dated
2/10/15 revealed:

-Restlent #1 was admitted on 10/12/07.
-Diagnoses included paranoid schizophrenia,
bi-polar disorder, diabetes mellitus type 2,
hypertension, hyperlipidemia, and

Heaith Service Regulation

STATE FORM

C 234

The staff of the Jordan Family Care Home
will assure that if there is a significant
change in a resident’s behavior or health an
immediate referral to the resident’s physician
or appropriate licensed health professional is
made in a timely manner that no immediate
risk to the health and safety of the resident
or other residents or staff of the facility is
posed.
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hypercholesterolemia.
-Resident #1 was ambulatory.
-Medication orders included:
Lexapro 10 mg daily

Kionopin 1 mg twice daily
Cogentinimgthreetimesdaily

Review of subsequent physician orders revealed:
-Awritten order dated 9/17/15for Risperidone 4
mg 2 tabs at bedtime.

-Awritten order dated 12/22/15 to discontinue
Clonazepam 1 mg twice daily routine and
changed to Clonazepam 1mgtwice aday as
neededfor anxiety.

Review of Resident #1'sMedication
Administration Record (MAR) for December 2015
from 12/22/15through 12/28/15revealed:
-Clonazepam was changed to fwice daily as
needed for anxiety on 12/22/15.
-Clonazepam was documented as given twice
daily from 12/22/15-12/25/15 at 8:00am and
8:00pm.

-Clonazepam was not documented as
administered from 12/25/15 to the date of
discharge, 12/29/15.

Review of Resident #1's care plans and
assessment revealed:

-There was a care plan dated 12/22/14.

-The care plan noted that Resident #1 required
no assistance with any activities of daily living.
-There was no mental health services indicated.

Review of Resident #1's medical record revealed:

-There was no care plan completed in 2015.
-There were no mental health referrals for
Resident #1.

-Resident #1 was seen by the primary care

physician on 6/24/15 with a follow-up appointmen
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scheduled for 9/24/15.

-On 7/13/15, the primary care physician mailed a
letter to Resident #1 that effective 8/14/14, the
practice was no longer able to provide medical
care to Resident #1.

-On 8/31/15, Resident #1 was seen by a new
primary care physician with a follow-up
appointment scheduled for 11/30/15.

-On 12/2/15, Resident #1 saw another new
primary care physician, (due to the previous
physician leaving) with a follow-up appointment
on 12/22/15.

Interview with one resident on 12/30/15 at 9:45am
revealed:

-Resident #2 had not been here that long.
-Resident #2 did not like Resident #1.
-Resident #1 would swing out and cty a lot.

- "She (Resident #1) hit her (Resident #2) and
she {Resident #2) died.

-They (Resident #1and #2) did not get along.

-I don't know if they argued.

-} did not hear them argue.”

Interview with a second resident on 12/30/15 at
9:55am revealed:

-1 did not hear nothing until the police got here.
-They (Resident#1 and#2) didargue onceina
while.

-The staff was not aware of the arguing.

-l could not hear them when they argued from my
room."

Interview with a third resident on 12/30/15 at
2:10pmrevealed:

-The resident never heard fighting or arguing
between Resident #1 and #2.

-None of the residents had been mean.

- "f don't know them that good.”

C 234
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Interview with the Administrator on 12/30/15 at
10:05am revealed:

-Resident#1 had been living inthe homefor 7 or
8years.

-Resident #1 would get depressed around the
holidays.

- | tried to keep her [Resident #1] upbeat
around this time of year.

-I noticed inNovember 2015, she [Resident

#1] was sad and sleeping alot.

-Itried to go ahead and geton top of it, so
called a hospital inanother town to see ifthey
had a bed to have Resident #1 admitted. They
gave me the run around. The first time | called
they did not have a bed and then the second
time, they had closed the psych unit.

-t thought | could handle it, (the depression).

- L could talk to her [Resident #1] and she would
befine.

-The primary physician office shut down and the
new physician-discontinued all Resident #1's
psych (sic) medications.

~The physician told the staff that, Klonopin, one of
the medications Resident #1 was taking would
cause dementia from taking itlong-term.

-After the medication change on 12/22/15,
Resident #1 was irritable.

-Ifeel like her system went intoshock because of
the medicationchange.

-She seemed more depressed, irritable,
aggressive, and argumentative.

-1 noticed a change inher [Resident#1's] voice; it
didn't soundthe same, more high-pitched.

-Last week, itwas like she (Resident #{)had a
splitpersonality, one minuteshewas talking
fine and then the nexthervoicewas realhigh
pitched and "gotto me."

-The staffietthe doctor knowabout Resident#1's
change inher voice.

-The staff got frustrated because the doctor did

C 234
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not get back with them. '

- Yesterday, one of the residents toid me
Resident #1 was fussing at her.

-On Sunday (12/27/15), the staff at work called
me and told me that Resident #1 had been
fussing at her.

-t had talked to Resident #1 before the staff called
me at 10:12am, and Resident #1 told me the staff
was in the room talking loud.

-Resident #1 loved church, but did not go this
past Sunday (12/27/15).

- saw her [Resident #1] Monday (12/28/15)
evening, and she was wearing a wig and was
happy, laughing.

-Resident #1 was a good person, looked out for
everyone else.

-On 12/23/15, a church member took Resident #1
out to lunch and "thatis where the knife came
from Resident #1 used to stab Resident #2."

- The knife was curved and | have never had
knives like that here.

- We keep scissors and knives locked in the
office.

-Resident #1 went home on Christmas with her
family.

- Resident #1's family member told me yesterday
(12/29/15) that Resident #1 was on her cell
phone when home for Christmas, but the family
member did not know who it was. | think it was”
them voices.”

-Resident #1 would hear voices during a crisis
and the staff would notify mental health, but
Resident #1 has not had a crisis in the last three
years.

-Resident #1 hadn't told me she was hearing
voices.” .

Interview with Staff A, Personal Care Aide, on
12/30/15 at 2:12pm revealed:
-Staff A started working at the home in 2014.

Division of Health Service Regulation
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- 1 was not here during those times between
November-January in previous years when
Resident #1 was faken to other facilities
(hospitals).

-"Resident #1 was a caring and good person,
helped other residents. )

- This was not her [Resident #1].

-} do not know what happened, why she did this.
-She [Resident #1] had done her laundry and
when i left at 4:30pm on 12/28/15, she was fine.
-Resident #1 had not been angry or had any
anxiety. ) )

-Resident #1 was not receiving mental health
services, only seeing the primary care physician.
-in August, the physician's office closed and
Resident #1 was given fo another physician.
~That doctor left too and we got her a new one.

-1 was with her at the appointment on 12/22/15
when the doctor stopped the Klonopin
(clonazepam). He said long-term use would
cause dementia and Resident #1 said that is was
why she had been forgetting.

-The doctor fold me to watch out for anxiety, but
nothing else.

-Resident #1 saw this doctor for the first time on
12/2/15 and had lab work done.

-The doctor changed the order (per the
pharmacy) to take the Klonopin on a "as needed"
hasis on 12/2/15.

~"I continued the twice daily order because | never
got an order to discontinue the twice daily original
order. 1 kept calling and left messages.”

-I finally made an appointment for 12/22/15
because | felf like that wasn't good for Resident
#1 to come off it [Kionopin]. ,

-I questioned the doclor that Resident #1 had
been taking Klonopin for so long and the doctor
never said anything about tapering off.

-Resident #1 had been excited about Christmas
and going home.
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-Resident #1 never threatened staff or residenis.
-Resident #1 did not act different other than being
quieter after going home for Christmas.

-When | came yesterday (12/29/15), Resident #1
was sifting here in shock. | heard Resident #1
talking to the police officer and "it didn't sound like
her; her voice was different.”

Interview with Staff C, Personal Care Aide, on
12/30/15 at 4:06pm revealed:

-"If Resident #1 got upset, she would get quiet.
-Resident #1 would get upset if she ran out of
cigarettes or if her family-did not come.

-There would be a change in Resident #1's
attitude, but never anger.

- On Sunday (12/27/15) morning, Resident #1
told me | needed to go get the trash up out of the
hall.

-That same day, | was on the phone and
Resident #1 told me | was too loud.

-A cigarette got missing from the top of the radio
where she had laid it and Resident #1 got mad
about that. She thought | took it.

- Resident #1 had never talked fike that to me.

-It seemed more like she was ordering me to do
something.

-l never noticed a change in Resident #1's voice.
-Yesterday (12/29/15), it seemed tike Resident #1
did not know what happened.

-On Christias Eve, Resident #1 was up a lot and
could not sleep, because she was excited about
the holiday.

-The residents are only able fo use forks, spoons,
and butter knives. All sharp knives are kept
locked up.

Interview on 12/29/15 at 12:05pm with the
Adminstrator revealed:

-Resident #1 had been there a long time, since
2007, and would have litfle spats with Resident
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#2, like taking things from each other or being on
each other’s side of the room.

-Every year around this time, Resident #1 would
act out, become irritable and easily agitated, and
Resident #1 had previously been placed in the
hospital for this, but not within the past 3 years.
-Resident #1 had been up all night on Christmas
Eve excited about her children coming.
-Reported after stopping the Klonopin, Resident
#1's voice changed, became higher sounding
when Resident #1 talked.

Interview on 12/29/15 at 12:05pm with Staff B,
PCArevealed:

_"it was a normal thing for Resident #1 and
Resident #2 to argue over each other being on

'| the wrong side of the room.

-He was not sure what had upset Resident #1 on
the night of the incident (12/28/15).

-He had talked with Resident #1 when she got up
for a drink of water, and Resident #1 calmed
down, went to bed, and pulled the covers up.
-About 2-3 minutes later, he heard screaming,
went to the room, and noticed the lights were off,
so he turned the lights on.

' -Resident #2 was lying on the floor next to the

chair face down.

-Resident #2 was not responding and he noticed
3 spots of blood on her back.

-He stated Resident #1 was standing next to
Resident #2 holding something behind her back.
(Resident #1).

-He ran to call 911 and came back to the
bedroom to start Cardiopulmonary '
Resuscitation,(CPR).

Observation on 11/298/15 at 12:05pm of Staff B
revealed:

-Staff B became visibly shaken and unable to talk
further.
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-Staff B used his hands moving them back and
forth rapidly to demonstrate that blood was
gushing from Resident #2's neck area and
coming out of Resident #2's mouth.

Continued interview with Staff B revealed:

-He did not aitempt CPR, but did attempt fo to get
Resident #1 to leave the room. Resident #1 had a
blank look on her face did not respond to him or
leave the room.

-He left the room and went back to the staff
breakroom and again called 911. While he was
on the phone, Resident #1 walked past, shaking
her head and saying, "Jesus, Jesus, Jesus."

Telephone interview with the Pharmacy Manager
on 12/31/15 at 9:23am revealed:

-if Klonopin was stopped, the only thing you
would see would be increased anxiety.

- "We received an order on 12/8/15 to change the
Klonopin to as needed.

- would be worried if the doctor had changed
Risperdal or Lexapro.

-With increased depression, any resident could
experience increased anxiety or erratic behaviors.
-Resident #1 was on a high dose of Risperdal
which was why she was taking Cogentin, to
counteract the side effects of the Risperdal.”

Attempted interview with the primary care
physician or office staff were unsuccessful by
exit.

Attempted interview with Resident #1's family
member were not successful by exit.

Attempted interview with Staff B were not
successful by exit.

Division of Health Service Regulation
STATE FORM

6800

A9PT711

if continuation sheet 11 of 23




PRINTED: 03/30/2016

- . . FORMAPPROVED
Division of Health Service Regulation
STATEMENT OF DEFICIENCIES (X1) PROVIDER/SUPPLIER/CUA (X2) MULTIPLE CONSTRUCTION (X3) DATE SURVEY
AND PLAN OF CORRECTION IDENTIFICATION NUMBER: ABUILDING: COMPLETED
B. WING C
FCLO35017 : 01/07/2016

NAME OF PROVIDER OR SUPPLIER

STREETADDRESS, CITY, STATE, ZIPCODE
90 COTTRELL ROAD

THE JORDAN LOUISBURG, NC 27549
(X4) D SUMMARY STATEMENT OF DEFICIENCIES 1D PROVIDER'S PLAN OF CORRECTION E‘ (x5)
PREFIX {EACH DEFICIENCY MUST BE PRECEDEDBY FULL PREFIX (EACH CORRECTIVE ACTION SHOULD BE | COMPLETE
TAG REGULATORY ORLSCIDENTIFYINGINFORMATION) TAG CROSS-REFERENCED TO THE APPROPRIATE DATE
DEFICIENCY)
C234 Continued From page 11 Co3a ANy resident that is signed out and leaves the 02-01-2016
Jordan Family Care Home will be signed back
A Plan of Protection was submitted by the facility in and searched upon entry back into the
on 12/31/15 as follows: facility by the SIC or staff member. The |
-Once a resident leaves the facility, upon return to resident will be escorted into another room and:
facility the resident's bags and personal the door will be closed to maintain the
belongings need to be searched to make sure no resident’s privacy. The resident will be asked
weapons or any dangerous objects are being to empty all belongings onto a table that they
brought into the facility. may be searched thoroughly to ensure that no
-Putting a plan in place that ensures all materials weapons or dangerous objects are brought
entering the facility are properly searched so that back into the facility that the resident, any
no residents are at risk. other residents or staff is at risk of hurt or
harm. The resident will be asked to empty all
An amended Plan of Protection requested from pockets and to remove shoe_s. Aﬁer.these |
the facility on January 7, 2016. procedures are §ione the resident wiil be_ asked‘;
to consent to a light pat down. If the resident
agrees, the light pat down will be carried out. |
\EI)I?D?EA%I(:D p(i %ﬁi‘if ngy é:)?CRE'ErEIgEFgE%ﬁg{Y If the r(_esid_ent does not consgnt _to the pat ‘
6.2016 down, it \_mll be documen_ted in hls/her_ chart
' ) and the light pat down will not be carried out.
This policy has been added to the Jordan
C 247 10A NCAC 13G .0902{c) Health Care C 247 Family Care Home’s policy and procedure
manual.
10A NCAC 13G .0902 Health Care
c) The facility shall assure documentation of the P Y
f(ol)lowing inthé resident's record: The Jordan Family Care Home will assure that Q Q~\°\ \570“0
(1) facility contacts with the resident's physician, all resident physicians, physician service,
physician service, other licensed health other licensed health professional,
professional, including mental health including mental health professional current
professional, when illnesses or accidents occur contact information are in all resident charts |
and any other facility contacts with a physician or that should an iliness or accidents occurs, the |
licensed health professional regarding resident appropnatg hcepsed_health care professional \‘
care; can be notified in a fimely manner. \
!
This Rule is not met as evidenced by: $
Based on interviews and record reviews the
facility failed to assure documentation of facility |
contacts and visits for 1of 2 sampled residents !
(Resident #1) with a primary care providers. j
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The findings are:

Review of Resident #1's record revealed
Resident #1 was admitted on 10/12/07.

Review of Resident #1's current F1.2 dated
10/12/15 revealed: :
-Diagnoses included paranoid schizophrenia,
bi-polar disorder, diabetes mellitus type 2,
hypertension, hyperlipidemia, and
hypercholesterolemia.

-No documentation of contacts with the primary
care physician.

-There was no progress notes in the medical
record for Resident #1's physician visits on
1212115 or 12/22/15.

Interview with the Administrator on 12/30/15 at
10:05am revealed:

-Staff A went to the primary care physician
appointments with the residents.

-She didn't remember the date. "We would have
o check with Staff A, as she keeps ali that
information.

-I know staff calls the doctors about concerns
because the staff complains the doctors never
calls them back.”

Interview with Staff A, Personal Care Aide, on
12/30/15 at 2:12pm revealed:

-"Resident #1 was not receiving any mental
heailth services since she had been there, only
the primary physician.

-In August, the physician's office closed and
Resident #1 was given to another physician.
-That doctor left and we got her a new one.

- She went to the new doctor on 12/2/15 and
12/22/15. That's when the doctor changed the
Klonopin to as needed. | kept calling and leaving
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10A NCAC 13G .1009 Pharmaceutical Care

(a) The facility shall obtain the services of a
licensed pharmacist, prescribing practitioner or
registered nurse for the provision of
pharmaceutical care at least quarterly for
residents or more frequently as determined by
the Department, based on the documentation of
significant medication problems identified during
monitoring visits or other investigations in which
the safety of the residents may be at risk.
Pharmaceutical care involves the identification,
prevention and resolution of medication related
problems which includes at least the following:
(1) an on-site medication review for each resident
which includes at least the following:

(A) the review of information in the resident's
record such as diagnoses, history and physical,
discharge summary, vital signs, physician's
orders, progress notes, laboratory values and

‘medication administration records, including

current medication administration records, to
determine that medications are administered as
prescribed and ensure that any undesired side
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C 247| Continued From page 13 C 247
messages for them to call me back about the
medication change. | finalllymade the
appointment on the 22nd so | could talk to them.
-} will look for my notes in the log book from
where | called the doctor's office. .
-1 will also look for the doctor's progress notes as
well." :
The telephone log book notes or the doctor's
progress notes were not recieved by exit.
Attempted interviews with the primary care
physican were not returned by exit.
C 375 10ANCAC 13G .1009(a)(1) Pharmaceutical Care | C 375
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C 375 Continued From page 14

effects, potential and actual medication reactions
or interactions, and medication errors are
identified and reported to the appropriate
prescribing practitioner, and,

(B)y making recommendations forchange, ff
necessary, based on desired medication
outcomes and ensuring that the appropriate
prescribing practitioner isso informed; and,

(C) documenting the resulis of the medication
review in the resident's record;

This Rule & not met as evidenced by:

Based on record review and interview, the facility
failed to provide quarterly pharmaceutical care
and services for 5 of 6 residents.

The findings are:

1. Review of Resident #1's current FL2 dated
2/10/15 revealed:

-Resident #1 was admitied on 10/12/07.
-Diagnoses included paranoid schizophrenia,
bi-polar disorder, Diabetes Mellitus Type 2,
hypertension, hyperlipidemia,and
hypercholesterolemia.

Review of Resident #1's pharmacy review
revealed the last pharmacy drug review was
completed 2/5/15with norecommendations or
follow-up.

Telephone interview with a Pharmacist for

the facility's pharmacy provider on 12/31/15 at
8:25am revealed:
-"famnotsurehowoftendrugreviews aredone.
lhwould need to check with the pharmacy
manager.

-The physician can just stop Klonopin; itdoes not
have to be tapered that lknow of.

C 375

NCAC 13G.1009(a)(1).

The Jordan Family Care Home will assure  02-01-2016
that a pharmaceutical care and service
review is done quarterly or as frequently as
the Department of Health and Human
Services determine by obtaining services of a
icensed pharmacist, prescribing practitioner
or registered nurse for the provision of
pharmaceutical care based on Rule 10A
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-There are no side effects that | am aware of to
watch for if Klonopin is stopped.”

Telephone interview with the Pharmacy Manager
on 12/31/15 at 9:23am revealed:

-If Klonopin was stopped, the only thing you
would see would be increased anxiety.

- "We received an order on 12/8/15 to change the
Kionopin to as needed.

-l would be worried if the doctor had changed
Risperdal or Lexapro.

-With increased depression, any resident could
experience increased anxiety or erratic behaviors.
-Resident #1 was on a high dose of Risperdal
which was why she was taking Cogentin, to
counteract the side effects of the Risperdal.”
-With family care homes, drug reviews are done
every three months.

-There is a schedule that the pharmacy goes by,
but there is a charge for the service.

-The service includes quarterly drug reviews,
LHPS tasks, and Medication Aide evaluations and
checklists.

-The pharmacy staff will call the facility to remind
them that reviews are due, and if the facility pays
for the review, the pharmacy staff will setup a
date to complete the services.

-If not payment is received, then no services are
scheduled and the pharmacist does not go out.

Refer to interview with Staff A, Personal Care
Aide, on 12/30/15 at 2:12pm.

Refer to telephone interview with the pharmacy's
clinical director on 12/31/15 at 11:0tam .

2. Review of Resident #2's current FL2 dated
37115 revealed: :
-Diagnoses included Alzheimer's dementia,
altered mental staus, hypertension, Dlabetes
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Mellitus, osteoarthritis and gout.

Review of Resident #2's record revealed an
admission date of 4/15/15.

Review of Resident #2's pharmacy review
revealed the last pharmacy drug review was
completed 2/5/15 with no recommendations or
follow-up.

Refer to interview with Staff A, Personal Care
Aide, on 12/30/15 at 2:12pm.

Refer to telephone interview with the pharmacy's
clinical director on 12/31/15 at 11:01am .

Refer to telephone interview with the pharmacy
manager on 12/31/15 at 3:23am.

3. Review of 4 non-sampled residents records
revealed:

-One resident was admitted on 11/3/15 and was
not due for a pharmacy review.

-Three residents pharmacy reviews were last
completed on 2/5/15 with no recommendations or
follow-up. .

Refer to interview with Staff A, Personal Care
Aide, on 12/30/15 at 2:12pm.

Refer to telephone interview with the pharmacy's
clinical director on 12/31/15 at 11:01am .

Refer to telephone interview with the pharmacy
manager on 12/31/15 at 9:23am.

Interview with Staff A, Personal Care Aide, on
12/30/15 at 2:21pm revealed:

-We have to call the pharmacy to schedule the
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drug reviews.
-"l just called the to set up a time today for them
to come out to do them.™

Telephone interview with the pharmacy’s clinical
director on 12/31/15 at 11:01am reveaied:

-The facility had to payfor nursing services which
included the drug reviews and LHPS tasks.
-Once the facility pays for the service, we log the
payment, and set up a time to come out to the
home and complete the services due or needed.
-On 6/8/15, the pharmacy manager e-mailed a
staff at the home called to get drug reviews set
up, but no payment was received, so the reviews
have not been done.

~The staff said at that time the drug reviews had
not been done since February 2015.

-lt was identified in September 2015, the drug
reviews had not been completed, but would not
be done until the facility paid for the services.

Telephone interview with the Pharmacy Manager
on 12/31/15 at 9:23am revealed:

-With family care homes, drug reviews are done
every three months.

~There is a schedule that the pharmacy goes by,
but there is a charge for the service.

-The service includes quarterly drug reviews,
LHPS tasks, and Medication Aide evaluations and
checklists.

-The pharmacy staff will call the facility fo remind
them that reviews are due, and if the facility pays
for the review, the pharmacy staff will set up a
date to complete the services.

-if not payment is received, then no services are
scheduled and the pharmacist does not go out.

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

C375

c912

Division of Health Service Requlation

STATE FORM

6890

ABPT11

If continuation sheet 18 of 23



Division of Health Service Reaulation

PRINTED: 03/30/2016
FORMAPPROVED

STATEMENT GF DEFICIENCIES
AND PLAN OF CORRECTION

{(X1) PROVIDER/SUPPLIER/CUA
DENTIFICATION NUMBER:

FCLO35017

A. BUILDING

B.WING

(X2) MULTIPLE CONSTRUCTDN

X3} DATE

SURVEY

COMPLETED

C
01/07/2016

NAMEOF PROVIDEROR SUPPLIER

THE JORDAN

STREETADDRESS, CITY, STATE,ZIPCODE

90 COTTRELLROAD

LOUISBURG, NC 27549

X4y o
PREFIX
TAG

SUMMARY STATEMENT OF DEFICIENCIES
(EACH DEFICIENCY MUST BE PRECEDED BY FULL
REGULATORY OR LSC DENTIFYING NFORMATION)

[ »)
PRER
TAG

PROVIDER'S PLAN OF CORRECTION
(EACH CORRECTIVE ACTION SHOULD BE
CROSS-REFERENCED TO THEAPPROPRIATE
DEFICIENCY}

(XS)
COMPLETE
DATE

C 912

C934

Continued From page 18

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

This Rule is not met as evidenced by:
Based on interviews and record reviews the
facility failed to provide care and services which
were adequate and appropriate resulting in the
death ofaresident (Resident#2) by another
resident (Resident #1).

The findings are:

A. Based onobservations, recordreviews

and interviews the facility failed {c assurean
immediate referral for a significant change in1of
2 sampled residents (Resident #1)that posed an
immediate risk to the health and safety of
residents resulting in the death of a resident
(Resident #2). [Refer to Tag 0234, 10aNCAC
13G .0908 (d), Resident Assessment, (Type A1
Violation)]..

G.5.131D-4.58 (a) ACH Infection Prevention
Requirements

G.S. 131D-4.5B Adult Care Home Infection
Prevention Requiements

(a) By January 1,2012, the Division of Health
Service Regulation shall develop a mandatory,
annual in-service training program for adult care
home medication aides on infection control, safe
practices for injections and any other procedures
duringwhich bleeding typically occurs, and

C 912

C 934

Every resident of the Jordan Family Care
Home will receive care and services which are
adequate, appropriate, and in compliance with
relevant federal and state laws and rules and
regulations. All resident’s safety and well-
being will be first priority at the Jordan Family
Care Home.

02-01-2016
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glucose monitoring. Each medication aide who
successfully completes the in-service training
program shall receive partial credit, inanamount
determined by the Department, toward the
continuingeducationrequirementsfor adultcare
home medication aides established by the
Commission pursuant to G.S. 131045

This Rule is not met as evidenced by:
Based on record reviews and interviews, the
facility failed to ensure that 2 of 2 staff (StaffA
and Staff 8) completed an annual in-service
fraining program on infection control.

The findings are:
1. Review of the personnel record for Staff A,

-Staff A was hired as a PCA on 3/2/11.

-Staff A completed the five hour Medication
Training on 1/16/14 and the ten hour Medication
Training on 1/21/14.

Staff A completed a Medication Clinical Skills
checkliston2/4/14.

-Staff A completed Medication Aide testing on
4/9/14.

-Infection control trainingwas lastcompleted on
10/1/14.

Interview with Staff Aon 12/30/15 at 3:00pm
revealed:

-"I'think | have had Infection Controitraining
this year.

-lwill haveto look inthe folderto see fl can
find theceriificate.”

Personal CareAide,(PCA) on 12/30/15revealed:

C 934

Home

All staff members of The Jordan Family Care

training program on infection control.

02-01-2016
have completed an annual in-service

Division of
STATE FOR

Health Sebice ﬁegulation
M

A9PT11

fcontinuation shest 20 0f23




Division of Healh Service Reaulation

PRINTED: 03/30/2016
FORM APPROVED

STATEMENT OF DEFICIENCIES A1y PROVIDER/SUPPLIER/CUA
ANO PLAN OF CORRECTION IDENTIFICATION NUMBER:

FCL0O35017

(X2} MULTIPLE CONSTRUCTION
A. BLURDING:

B. WING

(X3y DATE SURVEY
COMPLETED

C
01/07/2016

THE JORDAN

NAMEOF PROVIDER OR SUPPLIER STREET ADDRESS, CITY, STATE, ZIP CODE
90 COTIRELLROAD
LOUISBURG,NC 27549

X410 | SUMMARY STATEMENT OF DEFICIENCIES
PREFIX | (EACH DEFICIENCY MUSTBE PRECEDED BY FULL
TAG REGULATORY OR LSC DENTIFYNGREORMATION)

D PROVIDER'S PLAN OF CORRECTION (%5
PREFIX (EACHCORRECTIVEACTIONSHOULD BE COMPLETE
TAG CROSS-REFERENCED TO THEAPPROPRIATE DATE

C 934 Continued From page 20

. Review of information received from the facility
' via fax on 1/4/16 revealed Staff A completed
infection Control training on 1/4/16.

2. Review of the personnel record for Staff B,
PCA. on 12/30/15revealed:

-Staff B was hired as a PCA on 4/14/08.

| -Staff B completed the five hour Medication
Training on 1/16/14 and the ten hour training on
121/14.

-Staff B completed Medication Clinical Skills
checklist on 2/4/14.

| Review of information received from the facility
| via fax on 1/4/4/16 revealed completed Infection
Control training on 1/4/16.

' Attempted interview with Staff Bwas
unsuccessful by exit.

Interview on on 12/30/15 at 3:00pm with Staff A,
PCA revealed that she thought Staff B had the
Infection Training but she wasn't sure.

Review of infformation received from the facility
via fax on 1/4/16 revealed Staff B completed the
Infection Control Trainingon 1/4/16.

835/ G.S. § 131D4.58 (b) ACH Medication Aides;
Training and Competency

G.S. § 1310-4.SB (b) Adult Care Home
Medication Aides; Training and Competency
Evaluation Requrements.

(b) Beginning October 1,2013, an adult care
home B prohibited from allowing staff to perform
any unsupervised medication aide duties unless
that individual has previously worked as a

C 934
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medication aide during the previous 24 months in
an adult care home or successfully completed all
of the following:

(1) A five-hour fraining program developed by the
Department that includes fraining and instruction
inall of the following:

a. The key principles of medication
administration.

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

(2) A clinical skills evaluation consistent with 10A
NCAC 13F .0503and 1DANCAC 13G .0503.

(3) Within 60 days from the date of hire, the
individual must have completed the following:

a. An additional 10-hour training program
developed by the Department that includes
training and instruction inall of the following:
1.The key principles of medication
administration.

2. The federal Centers of Disease Conirol and
Prevention guidelines on infection controland, if
applicable, safe injection practices and
procedures for monitoring or testing inwhich
bleeding occurs or the potential for bleeding
exists.

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

This Rule B not met as evidenced by:

Based onrecord review and interviewthe facility
failed to assure 1 of 2 sampled staff (Staff B) had
successfully completed the state approved
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Medication Aide test.
All staff members of The Jordan Family Care 02-01-2016

The findings are:

Review of the personnel record for Staff B,

Personal Care Aide, (PCA) on 12/30/15 revealed:

-Staff B was hied as a PCA on 4/14/08.

-No documentation of successful completion of
the state MedicationAidetesting.

-Staff B compkted the five hour Medication
Training on 1/16/14 and the ten hour training on
1/21/14.

-Staff B completed Medication Clinical Skills
checklist on 2/4/14.

Attempted interview with Staff B was
unsuccessful by exit.

Interview on 12/30/15 at 3:00pm with Staff A
i ravealad:
| -Staff B worked alone on third shift.
| -She thought Staff B had completed the test.
| -She was unsure of the date of completion.
] -She was unsure where the documentation was.
; -She would find it and fax.
| Requested documentation was not received by
1 exit.
|
| Review of the State Medication Testing site

revealed Staff B completed the Medication exam
on 4/19/14 unsuccessfully.

Attempted nterview with the Administrator was
unsucessful by exit.

Home have completed and passed the state
Medication Aide test. All employees are listed
on the North Carolina Nurse Aide Registry
with no findings or misappropriations. Staff
Member “B” is no longer employed with The
Jordan Family Care Home.
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