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D Ood Initial Comments D cco Response to the cited deficiencies do :'
not constitute an admission or i
The Adult Care Licensure Section and the , bt ol ety
Currituck County Department of Social Services agreement by ¥ ot i
conducted an annual survey and complaint of the facts alleged or conclusions set !
investigation on January 27, 201 8-January 29, forth in the statement of deficiencies F
2016 and on February 1, 2016. | or corrective action report; the plan of '
correction is prepared solely as a
D 1841 10A NCAC 13F .0505 Training On Care OFf D 164

Diabetic Resident

10A NCAC 13F 0505 Training On Care OF
Diabetic Residents

An adult 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:

{1) Training shall be provided by a registered
nurse, registered pharmacist or prescribing
practitionar.

(2) Training shall include at least the follawing:
(a) basic facts about diabetes and care involved
in the management of diabates:

{b} insulin action;

(e} insulin 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
precautions;

(g) universal precautions;

{h) appropriate administratior: times; and
1 {i) stiding scale insulin administration.

This Rule is not met as eviderced by:
Based on interview and record review, the facility

falled to assure 7 of 7 sampled medication aides

matter of compliance with State Law.

It is the policy of The Currituck
House to assure that each Medication
' Aide, who is responsible for /22716
administering medications to the
residents, has received “Iraining On
Care Of Diabetic Residents”

100% review of all Medication Aide
Personnel files were completed to
identify any other staff who was
missing the required Diabetic 3/18/16
Training so that it can be scheduled
and completed.

All tuture Medication Aides, as

a part of their orientation will receive
the required Diabetic Training. This
will be properly documented in their 2/22/16
personnel file.
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D 184‘ Continued From page 1 D 164 The Executive Director, or her 229716
 (Staff A.B,C,D,E,F and G) received training by a designee, will conduct a 100% audit and
licensed heaith professional on the care of of the Personnel Files for all newly ongoing

diabetic residents prior to administering insulin to
residents. The findings are:

Review of Staff A,.B,C.D,EF and G's personnel
records cn 1/29/16 revealed: ‘
-All were medication aides.

-All are currently administering madication
independently.

-All had completed the Medication Clinical Skills
validation prior to resident care.

-There was no documentation of training an the
care of residents with diabetes.

-All had passed the Medicat'on Aide exam.

-All had administered insulin based on verification
of resident medication administration records.

Confidential interview with staff revealed:

-There was no specific training on diabetic care.
-The skills checklist was all they needad to have
to administer insulin.

-There was no recollection of a specific class or
study gulde on care of the diabetic resident.
-They did not recall having a nurse educator for
teaching diabetic care.

Interview with Administrator on 1/29/16 at 3:00pm
revealed:

-The staff always get trained on everything they
need prior to residant care

-She did not know who taught the diabetic care
course.

-The diabetic training must have been performed
upon hire,

-The decumentation was unavailable and she
would look for the training certifications.

-She would review all Medication Aide personnel
records to make sure that they have had the
required training on the care of residents with

Division of Health Sarvice Regulatian
STATE FORM

hired or promoted Medication Aides.
Audits will be performed every
month and documentation will be
kept in the BOM's office.
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D219

| -No response from the Administrator was
| received when asked if diabetic tra:ning had been

Continued From pags 2

diabetes.

-She was under the impression it was part of the
medication side training that they could
administer insulin and nothing furher was
needed. '

-No policy exists to ensure specific diabetic
training to employees prior to insulin
administration.

A second review of Staff A,B,C,D,E F and G's
personnel records on 2/1/16 revealed:

-All-had diabetic fraining certificates signed by the
corporate nurse consultant on 1/31/16.

performed over the weekend on Sunday 1/31/16
after discovery of the lack of documentation on
1/29/18,

10A NCAC 13F .0606 Staffing Chart
10A NCAC 13F .0606 Staffing Chart

10A NCAC 13F .0806 STAFFING CHART The
following chart specifies the required aide,
supervisory and management staffing for each
eight-hour shift in faciities with a capacity or
census of 21 or more residents according to
Rules .0801, .0603, .0602, .0604 and .0605 of
this Subchapter.
Bed Count Position Type
Shift  Third Shift
21-30 Aide 16 16 8
Supervisor Not Required  Not
Required  Not Required
Administrato/SIC  In the buitding, or within
500 feet and immediately availabie,
31-40 Aide 16 16 16
Supervisor 8* 8" In the building,

First Shitt  Second

D 164

D219

Response to the cited deficiencies do
not constitute an admission or
agreement by the facility of the truth
of the facts alleged or conclusions set
forth in the statement of deficiencies
or corrective action report; the plan of
correction is prepared solely as a
matter of compliance with State Law.

It is the policy of The Currituck House
to Staff the facility, at all times, in
accordance with 10A NCAC 13F .0606
Staffing chart.

2/1/16
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hours. When not in facility, on call.

111120 Aide 48 48 32
Supervisor 8 8 8**
Administrator 5 days/week: Minimum of 40

hours. When not in facility, on call.

Documentation was received by
each staff and placed in their
personnel file.

(x4 1D SUMMARY STATEMENT OF DER.CICNCICS D PROVIDER'S PLAN OF CORRECTION )
PREFI (ACH DEFICIENCY MUST BE PRECEDED BY FULL PREFIK (EACH CORRECTIVE ACTION SHOULD BE COMPLETE
TAG REGULATORY OR LSC 'DENTIFYING INFORMATION) TAG CROSS-REFERENCED TO THE APPROPRIATE DATE
DEFIGIENGY)
L 3 quire
or within SdQOtf?el anlel ble.+* staffing ratios are adhered to on
E%?niz;éfvagn :é!{ the weekends on the Assisted
41-50 Aide 20 20 16 Living Unit or Special Care Unit.
Supervisor 8* 8* Inthe building, or within
: 500 ;%iﬁ?gtg?fd'gtslg;r gliable A review of the regulatory staffing
| 51-60 Alde o4 94 1€ requirements was held with ]t’he - |
! Supervisor &* 8* In the building, or within “}';eelgend Manager on Duty St‘l“’hby 271716
| 500 feet and immediately avallable AL oxBetig Disecton dpassieihall o
Administrator  On call there was full understanding of ' _
61.70 Aide 28 28 24 required staffing patterns based on ongoing
Supervisor 8* 8* 4 hours within the current census.‘This training will be
facility/4 hours within 500 feet and immediately added 1o _the one_ntat'lon? pracess forall
available.™ managers who will have
Administrator  On call "Manager On Duty responsibilities.
71-80 Aide 32 32 24
Supervisor 8 8 4 hours within the
facility/4 hours within 500 feet and immediately
available ™ 5 ‘
I Sign up sheets will be Pposted at the
81-90 Aide 36 36 24 time clock on the Assisted Living Care
Supervisor 8 8 4 hours within the Station every Wednes_day that willl 2/10/16
facility/a hours within 500 feet and immediately allow statf to sign up for any available
avaiiable.** shift.
! Administrator 5 days/week: Minimum af 40
- hours. When not in facility, on call.
- 91-100Aide 40 40 32
Supervisor 8 8 8** " .
Administrator 5 days/week: Minimum of 40 Staft were educated on the policy
hours. When not in facility, on call. that they may not leave the facility
101-110  Aide 44 44 32 at the end of their shift until their
Supervisor 8 8 8" relief has arrived or until a manager
Administrator 5 daysiweek: Minimum of 40 has relieved him/her of their shift. | 2/8/16
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D 219| Continued From page 4 D218 |The Care Managers and/or the
Executive Director. in their absence. 2,4/16
121-130 Aide 52 52 40 will review the Daily Schedules every |4
Supervisor 8 8 8 Wednesday to assure that proper ORgOINg.

Administrater 5 daysfweek: Minimum of 40
hours. When not in facility, on call,
131-140  Aide 58 56 40

Superviser 8 8 8

Administrator 5 daysfwesk: Minimum of 40
hours. When not in faciiity, on call
1411580  Aide 60 60 40

Supervisor 8 8 8

Administrator 5 daysiweek: Minimum of 40
hours. When not in facility, on call.
151-160 Aide 64 64 48

Supervisor 16 16 8

Administrator 5 daysiweek: Minimum of 40
hours. When not in facility, on call.
161170  Aide 68 88 48

Supervisor 16 16 8

Administrator 5 days/week: Minimum of 40
haurs. When not in facility, on call.
171-180 Aide 72 72 48

Supervisor 16 16 8

Administrator 8 days/week: Minimum of 40
hours. When not in facility, on call.
181190 Aide 76 76 58

Supervisor 18 16 8

Administrator 5 days/wesk: Minimum of 40
hours, When not in facility, on cail.
191-200 Aide 80 80 58

Supervisor 16 16 8

Administrator 5 days/week: Minimur of 40
hours. \When not in facility, on call,
201-210 Aide 84 84 58

Supervisor 16 16 8

Administrator 5 days/week: Minimum of 40
hours, When not in facility, on call.
211220 Aide 88 88 B4

Supervisor 16 18 16

staffing is in place for the upcoming
weekend and that the sign-up sheets
are posted. as indicated. Those sheets
will be initialed and dated, at the
bottom, to signifv that they were
reviewed.

The Manager on Duty for each

weekend will communicate any 22716
staffing needs to the appropriate Care and
Manager, who will. in wrn. ongoing,

communicate those needs to the
Executive Director should a solution

need to be found that will satisfy the
‘ statfing requirements.

Weekly audits of the time clock

reports will be conducted by the 272216
Executive Director to assure that the and ‘
Ongolng.

corrective action is affective and that
staffing requirements are being met.
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D 219 Continued From page 8 D219
lowest census.

Interview with Corporate Director and
Administrator on 2/1/16 at 3:00pm revealed:

-A new prograr had been used to keep track of
staffing and time keeping for the last two months.
-The program was unreiiable,

-It was impossible that the facility was
understaffed and that the timekeeping records

. wera inaccurate,

-They would investigate the staifing time logs for
any errors as they had no complaints of
understaffing by staff or residents.

-They could not explain why the staffing hours on
their own time tracking system showad
understaffing on several shitt,

-The Administrator had historically nlaced
advertiserrents in the Jocal newspaper when
staffing was reeded.

. ~There was not a current advertisement for staff
neaded.

-The Administrator did not respond to the
question of whether or not the faciiity met the
mirimum staff requirements on all weekend shifts
during the months of December and January.
-All medication aides sould float and have ficated
between the assisted living side and the speciai
care unit when needed.

-He would ensure all staffing levels were at the
required level,

D 270 10A NCAC 13F .0901 (b} Personal Care and D 270
‘ Supervision

| 10ANCAC 13F .00C1 Personal Care and

| Supervision
(b) Staff shail provide supervision of residents in
accordance with each resident's assesseq needs,
care plan and current symptoms,

Response to the cited deficiencies
do not constitute an admission or

| agreement by the facility of the
truth of the facts alleged or
conclusion set forth in the
statement of deficiencies or
corrective action report; the plan of
correction is prepared solely as a

| matter of compliance with state

' law.

Division of Health Sarvice Regulation
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D270 Continued From page 9 D 270 It is the policy of The Currituck
House to assure that all residents
receive proper supervision based 2/1/16
_ _ . on their identified needs, :
This Rule is not met as evidenced by: st
TYPE AZ VIOLATION condition, care plan and current

) symptoms.
Based on observations, interviews, and record
review, the facility failed to ensure supervision for

1 of 7 sampled residents with continued falis that All residents will receive visual

resulted in injuries (#5). checks every 2 hours that will be
) prompted and documented 2/1/16
Thesfipdingss gre: electronically on the MAR. All
Review of Resident #5's current F1.2 dated residents identified as a “Fall Risk”
1113/16 revealed the resident's diagnoses ' will receive visual checks every 30

- included Aizheimer's type dementia, diabetes type minutes that will be prompted and |
| I), hypertension, hypothyroidism, and asthma, documented elect I'Jcall P |
f C ed electronically

Review of the Resident's Register revealed on the MAR.

Resident #5 was admitted to the faciiity on

112/12, o ; |
All Care Staff to be in-serviced on

Review of the FL2 dated 1/13/16 for Resident #5 appropriate Fall Interventions and

revealed the resident was "ambuiatory.” the Fall Management Program to

Review of Incident Reports revealed: include proper documentation and ‘

-On 8/19/15 with a closed head injury and was interventions. T'wo hour and 30

sent to local emergency depatment for minute visual checks to be

, assessment. The resident was found by staff in : ; d.ana . d wedkly 3/31/16
her bathrcom in front of the mirror located in the monitored and reviewed weekly by
AL unit. the Care Managers and reviewed
t—}(])n 10{52!15 with hetrtrigt?}t alnklei sprained and with the Executive Director.
e residant was sent to the local emergency T L
department. The resident was found sitting on the Monthly Fall Team Meetings to be

conducted by the Executive
Director.

floor, in the hallway of the AL unit, beside the
dining room area

-0n 11/04/15 there were two separate falis
documented with no visible injuries noted that |
cceuired in the AL unit,
| -On 1/11/18 a head injury due to hitting her head J
Division of Health Service Regutation
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and was went to the local emergency departmant.
The resident fell twice in the AL unit reported by
staff.

Gonfidential Interview with a staff member on
1/28/16 at 8:41 a.m. revealed:

-The residents were unsupenvised on many
occasions by facility staff due to staff shortages
for 2 - 3 hours or more at timas.

-The staff member was unabie to specify the
number of times the residents were unsupervised
due to being short staffed.

-Facility staff were unable to successfully monitar
rasidents who had falls on the Assisted Living and
Special Care Units.

-Resident #5 was found with falls and injudes as
a result of being short staffed on a "few
occasions” but mostly on the evening and night
shifts. No specific number of these falls were
given,

-The Residential Care Coordinator {RCC} and the
' Administrator were made aware on the next
working day of the residenits being unsupervised
for extended periods of Eme due to limited
staffing but no changes were made to correct this
issue. No specific dates given,

-She was only required by the facility to check on
| alt the residents, including Resident #5, at ieast
every two hours,

-The majcrity of the residents, including Rasident
#5, were not consistently checked every two
hours.

-The staff member was not required to perform
more frequent checks than every twe hours for
the residents including Resident #5.

Interview with the Nurse's Assistant {NA) on
1/28/16 at 10:18 a,m. revealed:

-She checks on all the residents irctuding

| Resident #5 in the SCU "every hour or so” but ]

falls.

completed on all residents to
. identify any residents at risk for

STATEMENT OF DEFICIENCIES (A1) PROVIDER/SUR 7LIERICLEA, (X2} MULTIPLE CONSTRUCTION {¥3) DATE 8URVEY
AND PLAN OF CORREGTION IDENTIFICATION NUMOER: A BUILDING- COMPLETED
C
HALO27003 B, MG 02/01/20486
NAME OF PROVIDER OR SUPPLIER STREET ADDRESS, CITY, STATE, 2IP SODE
141 MOYOGK L ANDING DRIVE
CURRITUC o
K HOUSE MOYOCK, NC 27458
X410 ! SUMMARY STATEMENT OF DEFICIENCIES 18] PROVIDER'S PLAN OF CORRECTION (X5)
PREFIX ' (EACH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX (EACH CORRECTIVE ACTION SHOULD BE COMPLETE
TAG REGULATORY CR LSC IDENTIFYING INFORMATION) TAG CROSS-REFERENCED TO THE APPROPRIATE DATE
DEFICIENCY)
D 270) Continued From page 10 D278 Fall Risk Assessments were 1716
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D 270| Continued From page 16 b 270
Medication Administration Record.
-Falls risk residents will receive 30 minute
checks.
-Two hour and thirty minute checks will be
reviewed weekly,
-Afalls risk assessment will be completed for all
the rasidents.
' ~Nursing staff will be inserviced on fall
_interventions.
-A monthly fall team meeting will be conducted by
the Executive Director,
~Scheduled staff will not be relieved until relief
staff had amived o assure coverage to the
residents.
CORRECTION DATE FOR THE TYPE A2
VIOLATION SHALL NOT EXCEED MARCH 2,
| 2018
D 273/ 10A NCAC 13F .0802(b) Health Care D 273 Response to the cited deficiencies do
not constitute an admission or
10A NCAC 13F .0902 Health Care agreement by the facility of the truth of
(b) The facility shall assure refarral and follow-up the facts alleged or conclusions set forth
to meet the routine and acute health care needs i N :
of residents. in the statement of deficiencies or
corrective action report: the plan of
correction is prepared solely as a matter
. ) . of compliance with State Law.
| This Rule is not met as evidenced by:
Based on ocbservations, interviews, and record
rea\;lewf,_';hg facility falletc.!Ftod EI:nSL1iFEftge Pﬂmlayd [t is the policy of The Currituck House 5
care physician was notified for 1 of 5 sample . , - C i 2/1/16
Residents (#4) with elevated blocd sugars, o assure that all c‘;]1abet1c re§|dunts
receive proper referral and follow-up
The findings are: with regards to blood sugars outside of
the normal parameter. as ordered by the
Review of Resident #4's current FL-2 dated provider.
9/2{15 revealed:
-The resident's diagnoses included high blood

Division of Health Service Regulation
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D 273| Continued From page 17 D2r3

' revealed:

| 474 and on 12/24/15 the blood sugar was 420.

pressure, hyperlipidemia and Type I Diabetes
Melfitus and mental retardation.

-An order for Metformin 1,200 milligrams take
one tablet twice dai'y (used to help coniral high 5
bleod sugars.) !

Review of the Resident Register revealed
Resident #4 was admitted tc the facility on
12/28/11.

Review of Resident #4's record revealed:

-An order dated 10/9/15 for blood sugars to be
taken twice daily.

-An order dated 12/16/15 for blood sugars to be |
taken twice daily. Send results every two weeks
fo the primary care physician.

-There was no order when to contact the

physician for elevated blood sugars,

Review of Resident #4's December 2015 ]
Medication Administration Recerd (MAR) J

-The blood sugars were documented as ‘aken
twice daily at 8:00 a.m. and 5:00 p.m. from
12/1-12/31/15.

-The 6:00 a.m. blocd sugars rangad from
107-168.

-The 5:00 p.m. blood sugars ranged from
101-474. ‘
-0On 12/20/15 at 5:00 p.m,, the blood sugar was

Review of Resident #4's January 2016 MAR
reveaied:

-The blood sugars were documented as taken at
6.00 a.m, from 1/1-1/28/16 and at 5:00 p.m. from
1/1-1/27/16.

~The B:00 a.m. blood sugars ranged from 89-150.
-The 5:00 p.m. blcod sugars ranged from
118-329.

| Diabetic Training as required by the

All residents with a diagnosis that
requires blood sugar monitoring will
receive a written order. by their health | 3/7/16
care provider, clearly specityving
parameters for which they are to be .
notified if readings fall outside of !
that parameter. Those parameters will
be added to the electronic MAR. for
notification purposes.

Medication Aides will be in-serviced | 3/3(/16
on revised procedure for reporting
blood sugars that fall outside of the
ordered parameter. Attendance
documentation will be kept in the
QA Binder.

state will be held annualty and on hire ~ 2/1/16
for all Medication Aides. This and
documentation will be kept in their ongoing
persennel File.
Care Managers to conduct a weekly :
review of the electronic MAR to 13/7/16
identify residents who's blood sugars and
were outside of the ordered parameters ongoing
to assure that the provider was notified
and to follow up. as necessary. The
results of these audits will be reviewed
with the Executive Director weekly.
The results of these audits will be
reviewed weekly by the Care
Managers. documentation will be kept
in the QA binder.
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D 273 | Continued From page 19

Confidential interview with Resident #4's health
care team revealed;

-If Resident #4's biood sugars were greater than
40C, the facility should notfy them.

-The physician was not aware of Resident #4's
elevated blood sugars in December 2015.

-If she would have known about the blood sugars
greater than 40C, she would have sent her staff
over to recheck the blood sugars and probably
“changed some things "

* -She had not received rasults of the resident's
blood sugars every two weeks as ordered.

interview with the Administrator on 2/1/16 at 11:24
a.m. revealed:

i -The facility did not have a policy on blood sugar

| parameters.

{ -The resident's physician determined the
parameters for the blood sugars.

' -Her expectation was for the MAs to

; communicate to the RCC and the RCC to contaxt
the resident's primary care physician if the
resident’s blood sugars were outside of the
parameters,
-She was not aware the physician had not been

- notified of Resident #4's elevated biood on

i 12120015 at 5:00 p.m. (474) and on 12/24/15 at
5:00 p.m. {420},

The MA who checked Resident #4's blood sugars
on 12/20/15 and 12/24/15 could not be reached
by the end of the survey.

D276 10A NCAC 13F .0902(c}{3-4) Heaith Care

10A NCAC 13F .0902 Health Care

{c) The facility shall assure documentation of the
| following in the resident's record:

‘ (3) written procedures, treatments ar orders from

D273

D276

Response to the cited deficiencies do
not constitute an admission or
agreement by the facility of the truth of
the facts alleged or conclusions set
Iforth in the statement of deficiencies or |
| corrective action report; the plan of

| correction is prepared solely as a |
matter of compliance with State Law. ‘

Divistan of Health Service Regulation
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D278, Continued From page 20 D276
a physician or other licansed health professional,; It is the policy of The Currituck House
- ¥
and . to assure that all Physician Orders are 271716
{4} implementation of procedures, treatments or orly noted and % Al tad. As
arders specified in Subparagraph {€)(3) of this properly noted and implemented. as
Rula. ordered.
This Rule is not met as evidenced by: All Physician Qrders a.re [(? h’c rev{rewed
Based on observation, interview, and record by the appropriate Care Manager and
review, the facility failed to assure 1 of 1 Resident documented in the medical record and
(#9) received a physical therapy evaluation as immediately forwarded to the 2/22/16
ordered by the physician. ~appropriate provider for processing,
The findings are: Once Fhe 01‘dc_r has been acted on. tlle
order is to be initialed as “complete
- Review of Resident #9's current FL-2 dated and filed in the resident’s medical
| B/11/15 revealed: record.
-The residents diagnoses included cerebeliar
hemorrhage (4/15), vascular dementia, A-Fib, The Executive Director will conduct
coronary artery disease and vitamin D deficiency. weekly random audits of resident —
~The resident was ambulatory. - records for identification of and follow | b
The Resident Rogister revealed Resident #0 was thrqugh W”h Phys'c'fm Qrderls' The
“admitted to the facility on 6/12/15. audit tool will be maintained in the QA
‘ binder.
Review of Resident #9's record revealad a
| physician's order dated 11/8/15 which revealed:
‘ -The resident was to have a physical therapy (PFT)
i evaluation.
-The resident had a cerebral vascular accident
(CVA) April 2015,
Observation of Resident #9 on 1/27/16 at 3:30
p-m. revealed the resident was sitting in a wheel
chair in the living room.
Interview with Resident #9 on 1/27/16 at 3:30
P.m. revealed;
-He had resided at the facility for almost a year,

Division of Heaith Service Reguiation
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D2 in: D276 . . 5
78 Continued From page 22 Response to the cited deficiencies
-She was unaware the order for a PT evaluation, do not constitute an admission or
dated 11/9/15, had not been scheduled as of agreement by the facility of the
1729116, = : ;
truth of the facts alleged or
Review of Resident #9's record revealed as of conclusions set forth in the
1/29/16 a PT evaluation had not been scheduled statement of deticiencies or
for Resident #g. carrective action report; the plan of
p p
) correction is prepared solely as a
D 338 10ANCAC 13F 0909 Resident Rights D338 matter of compliance with State
10A NCAC 13F .C908 Resident Rights L
An adult care home shall 2ssure that the rights of
* all residents guaranteed under G.S, 131021, [t is the policy of The Currituck House
Declaration of Rasidents' Rights, are maintained

to assure that Resident Rights are 2/1/16
maintained and may be exercised. ’
without hindrance,

and may be exercised without hindrance.

This Rule is not met as evidenced by: . . '
TYPE 8 VIOLATION All "privacy only™ lock sets on the

Special Care Unit resident doors were
Based an observations and interviews, the facility immediately unlocked. All staff were | 2/1/16

. failed to ensure alf (esidents_wgre freated with _ informed. in person and with a
respact, consideration and dignity related to their . . i
bedroom doors being uniocked and accessible written follow up on 2-3-16. that these
without the need to ask for staff assistance when passive locks are to remain “unlocked”
entering or exiting their reoms. unless the room is occupied by a resident

who desires to have their door secured.

The findings are: for privacy, while they are in the room.

Observations on the Special Care Unit (SCU) on The Executive Director and Maintenance

1/26/16 at 12:30pm during the four revealed: Director will conduct random checks for

-Eighteen resident room doors were locked and : . . 222116
staff was needed to open the doors as residents locked doors while making routine o

did not have keys. ~rounds on the Special Care Unit. Any ~ {and
-Four of the residents were in their rooms when findings will be communicated to the ongomg

the doors were untocked by staff. Supervisors in Charge and the
-Residents were observed walking up to doors ; N
trying the door handles and ealling to staff to let _
them in the rooms. through.

appropriate Care Manager for follow
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- would use the common one in the lobby so staff

-Some residents took items from other rooms
when they were unlocked.

-The residents couid open their doors from the
inside but not from the outside.

-If a resident needed to use her bathroom, she

could keep an eye on that resident.

None of the residents had complained about
their rooms being locked,

-All residents knew to ask to have their doors
opened.

Confidential interview with 2 resident on the
special care unit on 1/26/16 at 4:45pm revealed:

all statf. Documentation will be
kept in training folder.

CURRITUCK HOUSE MOYOCK, NC 27988
(¥4) ID SUMMARY STATEMENT OF DEFICIENCIES D PROVIGER'S PLAN OF CORREGTION XY
PREFIX {EACH DEFICIZNCY MUST BE PRECEDED BY FULL PREFIX (EAGH CORRECTIVE ACTION SHOULD 85 COMPLETE
TAG REGULATORY OR LSC IDENTIFYING INFORMATION) ThG CROSS-REFERENCED TO THE APPRCPRIATE DATE
DEFICIENCY)
9 338| Continued From page 23 D338 | Facility will have all staff sign
. Declaration of Resident Rights 3/22/16
Observation of a resident and resident's room | acknowledging their receipt and
door on 1/26/16 at 3:35pm revealed; ' understandin Form will be kent
-The door was locked. i1 ? g BOLIN £
- “Resident was unabie to open the door and in each employee’s personnel file.
stated "staff lefs me in my room." _
;‘h? in:m;e ha;;icicie lock button was depressed in ED will attend resident council
e fockad position. i
P meetings monthly and ask 3/18/16
Interview with a second shift Medication Aide residents to voice any concerns.
{MA) on 1/26/16 at 3:45pm revealed: Documentation will be kept in
-We have wanderers in the building and all rooms bitder i Activity R
are locked to pravent them from gaing into the Inder In Activity Room.
wrong rooms.
-All of the staff had room keys to open the door, Facility has suggestion/complaint
-None of the residents had room keys. b }; gg' o hL' ) ‘p
-The residents knew to ask the staff to unlock  DoX at Iront entrance that is
their own rcoms if they wanted entry. available for resident/families to 12/15/15
-Resident #2 had the ability to uniock her door voice there concerns. ED checks
fror the inside, but had to ask staff for entry. dai - ;
ally and RDO follows up during
Interview with another second shift MA on 1/25/16 site visit.
at 4.00pm revealed:
-"We were told fo keep all the doors lock to N .
prevent wanderers from entering the: wrong Facility will have Ombudsman, to
rooms." provide resident right training to 3/31/16
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D 338

D 344

Continued From page 25

room.
-Each had witnessed one or more of the
residents had te find a staf member to get in the'r
room to use the bathroom on oceasion.

-Each had mentioned to a staff member on at
least one occasion to keep their resident's door
unlocked.

Inferview with the Administrator on 12/10/15 at
1:55pm revealed:

-She was unaware that locking the doors was a
resident's rights issue,

-She had received no complaints from residents
or family members.

-Locked doors helped the aides in keep up with
the residents,

-All residents could exit their doors at any time.
-All doors are only locked oniy from entry.

-All special care residents know to ask staff if they
want to enter their room.

The facility submitted a Plan of Protection dated
212018 as follows:

-All doors on the special care unit will be
unlocked immediately,

-Staff will be instructed to keep doors uniocked
permanently.

-All staff will be in-servicec on not locking
resident's doors.

CORRECTION DATE FOR TYPE B VIOLATION
NOT TO EXCEED MARCH 17, 2016.

10ANCAC 13F .1002(a) Medication Orders

T0A NCAC 13F .1002 Medication Orders

{a) An adult care home shall ensure contact with
the resident's physician or prescribing practitioner
for verification or clarification of orders for

D338

D 344

Response to the cited deficiencies
do not constitute an admission or
agreement by the facility of the
truth of the facts alleged or
conclusions set forth in the
statement of deficiencies or
corrective action report: the plan of
correction is prepared solely as a
matter of compliance with State
Law,
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D 344 Continued From page 26 D344 It is the policy of The Currituck House

revealed no order for Tramadol and Marinol.

medications and treatments:

(1) if orders for admissicn or readimission of the
resident are not dated and signed within 24 hours
of admission or readmission to the facilizy;

(2) if orders are not clear or complate: or

(3} If multiple admission forms are received upon
admission or readmission and orders on the
forms are not the same.

The facility shall ensure that this verification or
clarification is documented in the resident's
record.

This Rule is not met as evidenced by:
Based on observations, record reviews and
interviews, the faciity failed to contact the
physician to clarify medication orders for
Tramadol and Marinoi for 1 of 5 sampled
residents (#1),

The findings are:

Review of Resident #1's current FL2 dated 1/4/16
revealed diagnoses of Alzhalmer's, Chronic
Kidney Disease Stage 3, Mypertension, Anorexia,
Syncope, history of hip fracture, and Coronary
Atherosclerosis.

Review of Resident #1's current FL2 dated 1/4/186

Review of Resident #1's Resident Register
revealed the resident was admitted to the facility
on 1/4/16 and discharged on 1/21/16.

Review of the January 2016 Medication
Administration Record (MAR) from 1/4/16 to
1/21/16 revealed all medications ordered on the
FL2 were administered as ordered,

to assure that all Medication Orders at 2/1/16
the time of admission or re-admission or
medications received by an outside
source. are clarified, when indicated.
and documentation of such is
maintained in the resident record.

All medications orders, not dated within
24 hours of admission/re-admission and/'
or do not match on all of the forms 21116
received, will be clarified by the
appropriate Care Manager with the
prescribing provider using an FL2
Clarification Form that will be
maintained in the resident’s medical
record. A Receipt of Medication Form.
signed by the family or responsible
party. will be used at the time of
admission to inventory all medications
received and to reconcile all medications
against the prescribing provider's orders

The Executive Director. or her designee.
will audit all medication orders received'
at the time ot admission and conduct 2/22/16
random audits on orders received at the and
time of re-admission for accuracy. This ongoing
will be documented/initialed on the FI.2
Clarification Form for the next 90 days
i and conducted monthly thereafter.

|
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D 344 Continued From page 31 D 344 ’
-The facility policy is to destroy or send back ‘
medicatiors to the pharmacy if the resident was
using those medicaticns.
-The resident came from another facility and used
another phamacy, so the facilty destroyed the ‘
medications. |
-The facility would clarify any extra medications :
brought in for all future residents admitted fo the | ) L )
* facility, Response to the cited deficiencies
’ do not constitute an admission or
D 358i 10A NCAC 13F .1004(a) Madication D 358 agreement by the facility of the
‘ Administ-ation truth of the facts alleged or
| 10ANCAC 13F 1004 Medication Administraton conclusions set forth in the
(@) An adult care home shall assure that the statement of deficiencies or
| prepa(attljon and adm—lmstratfor? of medlcat|or15, corrective action report; the plan of
i prescription and non-prescription, and treatments L
| by staff are in accordance with: correction is prepared solely as a
(1) orders by alicenssd prescribing practitiorer matter of compliance with State
which are mainiained in the resident's record; and Law.
(2) rules in this Section and the facility's policies
| and procedures. | |
‘ This Rule is not met as evidencad by:
TYPE A1 VIOLATION [t is the policy of The Currituck !
Based on cbservation, record raviews and litguse to' Assurg that Fh? o | 2/1/16
interviews, the facility failed to administer preparation and administration of
medication such as _cardiovas_culgr agents, medications, prescription and
anthep{essants, selzure medications, hypnatic non-prescription, and treatments
medicatons for diabstes for 2 of 5 sampled s ) )
Residents (#5, £3), by staff are in accordance with the
_ orders of the licensed prescribing
The findings are: provider, are maintained in the
1 A, Review of Resident #5's current FL2 dated resic?ent's record, and are a part of
1/13/16 included: the facilities policies and
-The residen_t‘s dfagnoses ncluded Alzheir_ner‘s procedures.
I lype dementia, diabetes type I, hypertension,
| i
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[> 358 | Continued From page 32 D 358 ;
L Current photos will be added to 2/1/16
hypothyroidism, and asthma. 1 Electronic MAR files. the
-An order for Levothyroxine 26 milligrams (mg) all blectronic prolies then .4
once daily (used to help treat low thyroid hormone updated yearly. ongoing
levels).
| -An order for Metformin 1,000 mg twice daily e et .
(used to help control high blood sugars). All Medu.a‘u.on ~Aldes are to assure ST
-An crder for Vitamin D 5,000 cap tab once per that all Medications are scanned
week (used to help replenish vitamin D into the electronic MAR, at the
deficiency). : 5 . . o
~An order for Atorvastatin 20 mg once daily {used L Bf adm1n15trat10n, Fo agure
to high cholesterol). that the 6 Rights of Medication
-An order for Cyanocobalamin 10,000 my once Administration are being
monthly {used to freat vitamin B12 deficiency). followed
-An order for Metoprolol Tartrate 25 mg twice ’
daily (used to treat high blood pressure). 2/1/16
" -An order for Glimepiride 2 mg one tab *wice daily Starting immediately, Med Pass &
| {used for treating Type |l Diabates). Cbsérvations by the Care _
_ _ ongoing
Review of Resident's Register revealed Resident Managers and Executive Director
#5 was admitted to the facility on 11/12/12. will commence and will be
. - reviewed weekly for 3 months,
Review of Resident #5 ' s record revealed: h hi
-A subsequent order for Farxiga 5 mg once daily then monthly.
was discontinued 1/15/16 {used tc help control i
high blood sugars). o Medication Aides were re-validate 2/10/16
-An order for Lantus 100 milliliters injection dated v [ d d i
1/25/16 {used to help control high blood sugars). 3 4 lLelse .nurse‘an
-An order for Venlafaxine 37.5 mg extended documented in their personnel
release (ER) cap once daily dated 1/20/16 (used files.
for depression and anxiety).
Review of Resident #5's January 2016 The Executive Director and/or 3/1/16
gzg:;g?n Administration Record (MAR) Care Managers will condu.ct - ongoing
-The resident was hospitalized from 1/06/16 random and monthly audits of the
through 1/08/16. medication cart, physician's orders
-Gn 1/06/16 at 8:00 a.m., it was documented the and med pass observations . This
resident was admiristered Atorvastatin 20 mg 1 b taingd i thsiln
tab, Faniga 5 mg tab, Glimepiride 2 mg tab, Wil be maintained in the Q
Metformin 1,000 mg tab, and Metoprolal Tartrate [ binder.
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B 388 | Continued From page 33 D 358
Pad Care Managers to conduct monthly 3/22/16

25 mgtab.

-On 1/06/16 at 6:30 a.m., Levothyroxine 25
micrograms tab was documented as
administered.

Review of Resident #5's Incident Report dated
1/06/16 revealed:
-The resident was given another resident's

- moming medications at 8:28 a.m.by facility staff

-The primary care provider was notified by
telephone at 11:30 a.m. by facility staff.

-The guardian of the resident was notifisd by
facility staff at 12:00 p.m.

~The facility was advised to call emergency

- medical services to transport the resident to the
- emergency room for evaluation because she had

received the medication of another resident.
-Resident remainec at the hospital for evatuation
avernight.

-The resident was noted to return to the facility on
1/07/16.

Tetephone Interview with Resident #5's guardian
on 1/29/16 at 10:47 a.m. revealed:

-Her guardian was made aware of the medicztion
error by the facility Resident Care Coordinator
(RCC).

-The guardian was notified more than three hours
later after the incident had ocourred by the RCC.
-The guardian would have wantec to have been
informed earlier.

-The guardiar was told by the RCC that he had a

. "heavy workload to contend with due to having
- both sides of the facility.” He said he understsod

to the RCC.

Interview with the Medication Aide (MA) on
1/29/16 at 3:18 p.m. revealed:

Medication Aide meetings. Attendance
and minutes of meeting will be kept

QA binder.

|
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Review of staif hours on time sheets for the
weekends between 12/9/15 to 1/24/16 for first,
second and third shift on the special are unit
revealed:

(Staffing rules require 1 staff per 10 residents
then .8 hours per each resident, 1.e. 33.6 hours
for 1st and 2nd shift; 25.6 hours for 3rd shift with
a 32 resident census)

CURRITUCK HOUSE MOYOCK, NC 27958
X4) I SUMMARY STATEMENT OF DEFICIENCIES D PROVIGER'S PLAN GF CORRECTION {X5)
PREFIX {EACH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX {EACH CORRECTIVE AGTION SHOULD BE GOMPLETE
TAG REGULATORY GR LSC IBENTIFYING INFORMATION) ™o CROSS-REERENCED TG THE APPROPRIATE DATE
DEFICIENCY)
D 358] Confinued From page 43 D 358 Response to the cited deficiencies f
i do not constitute an admission or _
: 2075 agreement by the facility of the ‘
; " ; ‘ B #6E truth of the facts alleged or conclusions |
0 485 10A NCAC 13F -1308{a) Spec'ai Care Unit Staff set forth in the statement of
10A NCAC 13F 1308 Special Care Unit Staff deficiencies or corrective action report;
{a) Staff shall be present in the unit at all times in the plan of correction is prepared solely
sufficient number to meet the neads of the J as amatter of compliance with State
residents; but at no time shali there be less than T
one: staif person, who meets the orientation and
gairlting r;aquire?weqtshin Rs;fxljir\l:%i %’c t?isnd [t is the policy of The Currituck 371716
c r eigh:re rs G S =
| s:colr?cr; 'sl(:iftlsJZnod 1lghour of staff time foraeach House to staft the fac,'hty’ at all
| additioral resident: and one s'aff person for up to times, Inaccordance with 10A NCAC
10 residents on third shift and .8 hours of staff 13F 1309
time for each additional residant Credentialed staff for the Special ‘
Care Unit are scheduled to meet the
This Rule is not met as evidenced by: needs of the residents but at no time 2/22/16
Based on inferview and record review, the facllity are less than 1 staft to every 8
faileq to assure‘minima! w_eekend staffing on the residents on Ist and 2nd shift with |
special care unit was provided from 12/19/15 to | ey ; R . !
1/24/16, hour of staft time for every additional |
resident and 1 staff to everv 10
: The fingings ara: residents on 3rd shift with .8 hours of ‘
) . . (time for each additional resident on
Interview with the Administrator on 1/28/16 at | the weekends,
2:45pm revealed the census had a minimum of ' ‘
| 32 resic_jents on the_spema! care }J'nr't ang‘ 34 on
the assisted living side of the facility during the |
manths of December 2615 and Jaruary 2016, A review of the regulatory staffing |
requirements was held with the 12/1/16

weekend "Manager on Duty” staft, by
the Executive Director. to assure that
there was full understanding of
required staffing patterns based on
current census. Documentation of this
training has been placed in each
managers personnel file.
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D 465( Continued From page 44 D 465
Sign up sheets will be posted at the
~1219M5: 7.5 hours on 3rd shift time clock and on the Assisted 2/24/16
1212018 Zero coverage on 3rd shift. Living Care Station every
~12/26/15: Meets requirements. Wednesday that will allow staff to
-12/27/15; Meets requirements. , . y ailable shif
-1/2/16: 8 hours coverage on 3rd shitt. S1gn up tor any available shift.
-1/3/18: 3.5 hours coverage on 3rd shift.
-1/9/16: 7.5 hours coverage for 3rd shift, Staff was educated on the policy
-1110/18: Meets requirements. Bt thiey: muy-st [eavedhafiali
-1/16/16: 16 hours on 2nd shif;, 7.5 hours on 3rd Enat ey, maynot leavetheeility 2/8/16
shift. at the end of their shift until their | 2
-117/16. Zero coverage on 3id shift. relief has arrived or until a &
-12/23/16: 8 hours coverage on 3rd shift. ; : ongoin
-12/24/18. 8 hours coverage on 3rd shift maflage.r‘ha:;? relieved him/her _Of =IHIG
-Five out of six weekends had at feast one shift or their shift. Signed documentation
more with understaffing. _ of this policy was received by each
-Two days had zero staffing on 3rd shift, employee and placed in his/her
Confidential interviews with 4 staff regarding personnel file. This will be
special care unit staffing on 1st, 2nd and 3rd shift reinforced at staft meetings and
revealed: Care T s
“Third shift staff members had been caught on initial hire.
sleeping on the job.
-Third shift frequently is understaffed. The Care Managers and/or the
-There were not encugh staff to bathe all the Executive Director, in their
residents on posted schedulzs. _ ill review the Dail 2/24/16
-The weekends always sesmed to be short on dusenee, will kess chvite Y
staff. Schedules every Wednesday to ongoing
-The residents need a ot of care on the special assure that proper s[afﬁng isin
care unit. g .
-If we had more staff, we could take batter care of place for the ‘?Pcom'“g weekend
the residents. and that the sign-up sheets are
-There were "a lot" of staff members who calied posted, as indicated. Those sheets
out of work for varicus reasons, : e .
-There were not any extra staff members to work will be mlt;a.led.ajnd dated, at the
in place of those who called out of work. bottom, to signity that they were
-We had staff quit recently and are in the process reviewed. These sheets will be
of hiring and training new staff. filed in a bi d kept in t
-When staff called out, they were supposed to ’ e.d n d_ ifideran th tin the
find their own replacement, but sometimes they ED's office.
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DEFICIENCY)
D465 Continued From page 45 D488 | The Manager on Duty for each 2/27/16
coutd not, _ We{?lfend will communicate any ongoing
-When we had staff call-outs, we tried to look ' staffing needs to the appropriate
g pprop

unsuccessfully for alterrate staff to come in on

, Care Manager, who will, in turn,
several ocecasions.

-There were activities scheduled daily but there Sommunicate those needs to the |
was no one {0 carry out the activities due to Executive Director should a
staffing. - solution need to be found that will
Interview with the Administrator on 1/29/16 at | satisfy the staffing requirements. |
2:15pm revealed:
Eﬁtaﬁ haye; quit "Ye?tits hard dfor rrt;aﬁtoltfelieve that ! A binder as a communication tool !2/22/ "
e special carg unit was understaffed." Y A "
; -It has become increasingly difficult to find staff. for the .Mandge'rs‘On Dl.lty will be &
-Two staff were recently suspended pending kept to include information that . _
investigations which causes scheduling issues. the "Manager On Duty"would ongoing
-0Our new time-keeping system was inaccurate. . )
-The time keeping records provided must be commumcate to the thﬂt ED to
missing certain staff names who must have been ! review every Monday for follow up.
on those shifts to account for the appearance of
understaffing.
Confidential interviews with residents and Audits of the time clock reports
resident's family members revealed: will be conducted on Monday b '2.97.
i d fed on th y by 2-27-16
;\T;:k;ani;gty was frequently understaffed on the the Executive Director, or her
-There were insufficient staff on the third shift in designee, to assure that corrective
the entire facility. . action is affective and that staffing
;?;fz:::{gents were not getting bathed due to low required is being met. These
-Residents en the special care unit were huddled reports will be initialed and kept
into one area of the hallway for monitoring due to with the Daily Sheets , in the
hawng_ only one staff member on saveral I Resident Care Manager’s Office
occasions.

-Special care residents in their rooms no not get
checked on during the night.

-There were many falls at the facility due to low
staffing where a 2-perscn assist js needed.
-During the Ctristrmas holidays, there was no
staff person on the special care unit on 3rd shift.
-The SIC tried to assist in both the assisted living |
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DEFIGIENCY)
D 485 Continued From page 46 Rr4gs Response to the cited deficiencies do
side and te special care side when staffing is not constitute an admission or
low but is 'O\l.retmhe}med due to [féeqt::entt r;all outz. agreement by the facility of the truth
-The administrator has been told about the nee of the facts alleged or conclusions
for more staffing. . _ ;
set forth in the statement of
Refer to interview with Corporate Director and deficiencies or corrective action
Administrator on 2/1/16 at 3:00pm. report; the plan of correction is
. prepared solely as a matter of
D 468 10A NCAC 13F .1309 Special Care Unit Staff D 453 compliance with State Law.
Orientation And Train )
It is the policy of The Currituck

“10A NCAC 13F .1309 Special Care Unit Staff
- The facility shal assure that special care unit staff

' {1) Prior to establishing a special care unit, the
" administrator shall document receipt of at least

- orientation on the nature and needs of the

Orientation And Training

receive at least the following orientation and
training:

20 hours of training specific to the population to
be served for each special care unit to be
operated. The administrator shall have in place a
plan to train other staff assigned to the unit that
identifies content, texts, sources, evaluations and
schedules regarding training achievement.

(2) Within the first week of employrrent, each
employee assigned to perform duties in the
special care unit shall complete six hours of

residents.

(3) Within six months of employment, staff
respansible for personai care and supervision
within the unit shall complete 20 hours of training
specific to the pupulation being served in addition
to the training and competercy requirements in
Rule .0501 of this Subchapter and the six hours
of orientation required by this Rule.

(4} Staff responsible for personal care and
supervision within the unit shall complete at least

House for staff hired to work in
the Special Care Unit wil] receive 2/22/16
the required Special Care Unit
training at the time of orientation
as required by rule [0A NCAC
13F .1309. Documentation will be
kept in each personnel file.

All personnel training records for
the staff assigned to work on the
Special Care Unit were audited to
identify any missing staff training
requirements.

3/11/16
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D 468| Continued From page 47 D 468 Any personnel assigned to work

s ; ial C nit identifiec 4/30/16
12 hours of conliruing education annually, of on the Specml Care Unit _ld""n“_ﬁe‘i
which six hours shall be dementia sgecitic. as missing required training will
receive the required training and
will have documentation of that
This Rule is not met as avidenced by: training maintained in their
Based on observaticn, interview and record personnel training file.

review, the facility failed to assure six of seven
sampled staff (Staff B, C, D, E, F and G)

| assigned to perform duties in the special care unit The Executive Director, or her
received 6 hours of training within the first week | designee, will utilize an audit tool | 3/11/16
of empioyement in addition to the 20 hours to be used to quickly identify any

additional training within 6 months of employment

specific to the population to be served. personnel who are not in

compliance with the Special Care

The findings are: Unit training requirements.

Review of the Staff B, C, D, E, F anc G's o ] ' )

personnel records revealed: I'he Executive Director, as a part of 3/31/16
-Each was hired with a dua! roles as a medication the QI process, will conduct

’?r:ge:ngidalpséfg ?;litc are assistant and worked on monthly audits of the personnel
-None completed the 6 hours within the first week training records to assure that all
of emplioyment ?ndﬂghe 20 hour ;raininhg for the statt meet the minimum training !
special care unit within six menths of hire. ; : .
-Only Staff C's personnel had a dementia FeqLiTements. These audits will be
certificate with cne continuing education credit kept in the QA binder.

refated to bathing on the special care unit.

-All had worked for the faciity for greater than 6
months.

Review of the facility work time logs and
schedules for December 2015 and January 2106
revealed all staff had worked on the special care
unit,

Interview with the Administraior on 1/29/16 at
3:00pm revealed:

-8he was certain that Staff B, C, D, E, F and G
had been certified to work the special care unit.
Bivision of Health Service Regulation
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-Ahire date of 8/6/14

-Job title was Medication Aide

-No state-mandated annual infection control
course was available.

Staff B was unavailable for interview.

training files were audited to
identify any missing staff who had
not received the training .

’:
|

(X4 ip SUMMARY STATEMENT OF DZFICIENGES I PROVIDER'S FLAN OF CORRECTION (x5)
PREFIX (EACH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX {EACH CORRECTIVE ACTICN SHOULD RBE COMPLETE
TAG REGULATORY OR LSC IDENTIFYING INFORMATION) TAG CROS$-REFERENCED TO THE APPROPRIATE OATE

DEFICIENGY)
09121 Continued From page 50 Do Response to the cited deficiencies do
‘ (Type A1 Violation)] not constitute an admission or
agreement by the facility of the truth of
D834 3.8, 131D-4.5B. (a) ACH Infection Prevention Dg34 the facts alleged or conclusions set
Requirements forth in the statement of deficiencies
G.S. 131D-4.5B Adult Care Home Infection ot corrective action report; the plan of
Prevention Requirements correction is prepared solely as a
: matter of compliance with State Law.
{a} By January 1, 2012, the Division of Health
Service Regulation shall develop a mandatory,
annuat in-service tram:ng program for adut? care It is the policy of The Currituck
r home medication aidaes on infection control, safe ‘ Bt all dicati
practices for injestions and any other procedures House to assure that all Me teation
during which bleeding typically occurs, and . Aides receive the required Infection
glucose monitoring. Each medication aide who Control Training in accordance
successfully completes the in-service training ; . ;
program shall receive partial credit, in an amount with G.S. 1310-4.8B ACH Infection
determined by the Department, toward the Control
continuing education requirements for adult care
 home medicaton aides established by the — .
Commission pursuant to G.S. 131D-4 5 Within 60 days of hireand
annually, all Medication Aides will .
. receive the required "State 2/22/16
This Ruie is not met as evidenced by: A & Infection Cantral
Based on interviews, employee record reviews, : p Prc_)ve ?L 1oRA-an -ro
the facility failed to assure 5 of 7 sampled I'raining and signed by a licensed
medication aides (B, C, D, E and G) had nurse, The training documentation
ggmg!eeted the state mandated infection contrcl will B kept in a binder located in
the BOM's office.
| The findings are:
1. Review of Staff B's employee records revealed: All Medication Aide personnel 3il/16
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D934 | Cortinued From page 51 Do34
2. Review of Staff C's employee records Apy _Medicatlo_n Aldes identified as
revealed: missing the Infection Control 3/18/16
-Ahire date of 7/25114 Training will be required to receive
-Job titie was Medication Aide the training and will have
-No state-mandated annual infection contro! £ g_ ) L
! course was available. dOCU.ITlE‘IltElthI’) of that trammg n ’
‘ e their personnel training file. This
Staff C was unavailable for interview. ' training will be provided bya
I 3. Review of Staff D's emp]oyee recaords licensed nurse. DOCUH]@ntation
revealed: will be kept in the BOM's office. |
-Job title was Medication Aide i
-No state-mandated annual infection controi
colirse:was available: The Executive Director, or her
Staff D was uravailable for interview. ) designee, will utilize an aud%t tool | 3/11/16
to be used to quickly identify any
4. Reynew of Stafff: s emp.cyee records revealed; Medication Aides who are not in
-Job title was Medication Aide ;. : L
-No state-mandated annual infection contral | compliance with the Infection
course was availablz. | Control training requirements.
Staff £ was unavailable for interview.
5. Review of Staff G's employee records ‘ The Executive Director, as a part 3/31/16
r?vgazleid: Ve ) ! of the QI process, will conduct "
i -Job title was Medication Aide : . -
‘ -No state-mandated annual infection controd ‘ routine audits of the personnel ongoing

| course was avaiiable, training records to assure that all
Medication Aides meet the
minimum training requirements
Interview with Staff B on 1/29/16 at 1:15pm with regards to Infection Control.
revealed:

-3taff completed in-services/trainings on the
computer and then management give us forms to
sign stating we compieted the training.

-The Administrator provided training information
and updates when we have staff meatings.

Division of Health Service Regulation
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D 000 Initial Comments b 000 Response to the cited deficiencies do
not constitute an admission or
The Adult Care Licensure Section and the 10
Currituck County Department of Social Services agreement by the facility of th_e {=ith
conducted an annual survey and complaint of the facts alleged or conclusions set
investigation on January 27, 201 6-danuary 29, forth in the statement of deficiencies
2016 and on February 1, 2016. or corrective action report; the plan of
o correction is prepared solely as a
D 184 E)?ggt%Age;%Zﬁgsos Training On Care Of D164 matter of compliance with State Law.
10A NCAC 13F .0505 Tralning On Care O¢
Diabetic Residents It is the policy of The Currituck
An adult care home shall assure that training on House to assure that each Medication
the care of residents with diabetes is provided to Aide, who i ble f 2/22/16
unficensed staff prior to the adminlstration of SSCWD IS [RSROMSINIE Jor
insulin as follows: administering medications to the
(1) Training shall be provided by a registerad residents, has received “Training On
nurse, registered pharmacist or prescribing Care Of Diabetic Residents”
practitioner.
(2) Tralning shallinclude at least the following: _ - .
(a} basic facts about diabetes and care involved 100% review of all Medication Aide
in the management of diabetes; Personnel files were completed to
Eb)) ?nsul"i” atction; identify any other staff who was
€) insulin storage; . . , ;
{d) mixing, measuring and injection techniques TRISSINg the requfrﬂi Diabetic 3/17/16
for Insulin administration: Training so that it can be scheduled
(e} treatment and prevention of hypogiycemia and completed.
and hyperglycemla, including slgns and
symptoms; _— .
{f} blood glucose menitoring; universal Allfimpe M.ed:c.a tion A 1de§, o3 .
i 4 a partao eir orientation will recejve
precautions: part of th tat Il
(g) universal precautions; the required Diabetic Training. This
() appropriate administration times; and will be properly documented in their 2/22/16
{i) sliding scale insulin adminisfration, personnel file.
This Rule is not met as evidenced by
Based on interview and record review, the facility
falled to assure 7 of 7 sampled medication aides
Dlvision of Health Service Regulation
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D 164 Continued From page 1 D64 The Executive Director, or her 2/22/16
(Staff A,B,C,D,E,F and G) received training by a designee, will conduct a 100% audit siid
licensed health professional on the care of of the Personnel Files for all newly Afigoin
diabetic residenft_s griorto administering insulin to hired or promoted Medication Aides. going
TRRients: ThsImndingpars: Audits will be performed every
Review of Staff A,B,C,D,E,F and G's personnel month and documentation will be

records on 1/29/16 revealed: ' kept in the BOM's office.
-All were medication aides.

-All are currently administering medication
independently.

-All had completed the Medication Clinical Skills
validation prior to resident care,

-There was no documentation of training on the
care of residents with diabetes.

~Ali had passed the Medication Aide exam.

-All had administered insulin based on verification
of resident medication administration records.

Confidential interview with staff revealed:

~There was no specific training on diabetic care.
-The skills checklist was all they needed to have
to administer insulfin.

~There was no recollection of a specific class or
study guide on care of the diabetic resident.
~They did not recall having a nurse educator for
teaching diabetic care,

Interview with Administrator on 1/29/16 at 3:00pm
revealed;

-The staff always get trained on everything they
need prior to resident care.

-She did not know who taught the diabetic care
course,

-The diabetic training must have been performed
upon hire,

~The documenlation was unavailable and she
would fook for the training certifications.

-She would review all Medication Aide personnel
records to make sure that they have had the
required training on the care of residents with
Division of Haalth Servica Regulation
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Confinued From page 2

diabetes.

-She was under the impression it was part of the
medication aide fraining that they could
administer insulin and nothing further was
needed. '

-No policy exists to ensure specific diabetic
training to employees prior to insulin
administration.

A second review of Staff A,B,C,D.EF and G's
personnel records on 2/1/16 revealed:

-All-had diabetic training certificates signed by the
corpeorate nurse consultant on 1/31/16.

-Na response from the Administrator was
received when asked if diabetic traintng had been
performed over the weekend on Sunday 1/31/16
after discovery of the lack of documentation on
1/29/16.

10A NCAC 13F .0608 Staffing Chart
10A NCAC 13F .0806 Staffing Chart

10ANCAC 13F .0606 STAFFING CHART The
following chart specifies the required aids,
supervisory and managament staffing for each
eight-hour shift in facllities with a capacity or
census of 21 or more residents according o
Rules .0801, .0603, .0602, .0604 and .0805 of
this Subchapter.
Bed Count Position Type
Shift  Third Shift
21-30  Aide 16 16 8
Supervisor Not Required  Not
Required  Not Required
Administrator/SIC  In the building, or within
500 feet and immediately available.
31-40 Aide 16 16 16
Supervisor 8* 8* In the building,

First Shift Second

D 164

C21g

Response to the cited deficiencies do
not constitute an admission or
agreement by the facility of the truth
of the facts alleged or conclusions set
forth in the statement of deficiencies
or corrective action report; the plan of
correction is prepared solely as a

matter of compliance with State Law.

It is the policy of The Currituck House
to Staff the facility, at al] times, in
accordance with 10A NCAC 13F .0606
Staffing chart.

2/1/16
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D 219| Continued From page 3 D218 It is the policy of The Currituck
o House to assure that required 2/1/16
or v?rtrr:xesdc:gt?e;igﬁabie - staffing ratios are adhered to on
Administrats:)r Ofiesl the weekends on the Assisted
41-50 Aide 20 20 16 Living Unit or Special Care Unit.
Supervisor 8* 8" In the building, or within
soagiia?dt:g;ged'gtﬁga? Allabte: A review of the regulatory staffing
5160 Aidi‘ 24 24 16 requirements was held with the
Supervisor 8* 8* In the building, or within ";;ee%‘e"d Mmg‘.ger . Dty staff,hby 2/1/16
500 feet and immediately avaliable, ™ the Executive Director, to assure that d
Administrator . On call there was full understanding of ang
61-70 Aide 28 28 24 required staffing patterns based on ongoing
Supervisor B* 8* 4 hours within the current census, This training will be
facility/4 hours within 500 feet and immediately sl [ Lhe] Orle.[]]lt?non process for all
< managers who will have
Administrator  On call Manager On Duty"responsibilities,
71-80 Aide 32 32 24
Supervisor 8 8 4 hours within the
facility’4 hours within 500 feet and Immediately
available,** ; .
Administrstor G eall Sign up sheets will be posted at the
81-90 Aide 36 36 24 time clock on the Assisted Living Care
Supervisor 8 8 4 hours within the Station every Wednesday that will 2/10/16
facility/4 hours within 500 feet and immediately allow staff to sign up for any available
available. ™ shift.
Administrator 5 daysiweek: Minimum of 40
hours, When not in facility, on call.
91-100Aide 40 40 32
Supervisor 8 8 8* .
Administrator 5 days/week: Minimum of 40 Staff were educated on the policy
hours. When not in facility, on call, that they may not leave the facility
101-110  Aide 44 44 32 at the end of their shift until their
Supervisor 8 8 8" . relief has arrived or until a manager
: Ad”\}:msmm{i f5 d_?%ryslweek:”hmmmum of 40 has relieved him/her of their shift. | 2/8/16
ours. WWhen not in facility, on call. Documentation was received by
11133§ewi ;‘J‘fes ';8 gi 32 each staff and placed in their
Administrator 5 days/week: Minimum of 40 persontel fle:
hours, When not in facility, on call,
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D 219| Continued From page 4 0219 |The Care Managers and/or the
Executive Director, in their absence, 224/16
1214130 Aide 52 52 40 will review the Daily Schedules every  |and
Supervisor 8 B8 B Wednesday to assure that proper ohgoing,

Administrater 5 days/week: Minimum of 40
hours. When not in facility, on call.
131-140 Aide 56 56 40

Supervisor 8 8 8

Administrator 5§ days/week: Minimum of 40
hiours. When nct in facility, on call
141-150 Aide 60 80 40

Supervisor 8 8 8

Administrator 5 daysAveek: Minimum of 40
hours. When not in facility, on cali.
161-160 Aide B4 64 48

Supervisor 16 16 8

Administrator 5 daysAveek: Minimum of 40
hours. When notin facility, on call.
161-170  Aide 68 88 48

Supervisor 16 16 8

Administrator 5 daysiweek: Minimum of 40
hours. When not In facility, on call.
171-180 Aide 72 72 48

Supervisor 16 16 8

Administrator 5 daysiweek: Minimum of 40
hours. When not in facility, on call,
181-190 Aide 76 75 58

Supervisor 16 16 8

Administrator 5 daysiweek: Minimum of 40
hours. When not in facility, on call,
191-200 Aide 80 80 56

Supervisor 16 16 8

Administrator 5 daysiweek: Minimum of 40
hours. When not in facility, on call,
201-210 Aide 84 84 58

Supervisor 16 16 8

Administrator 5 days/week: Minimum of 40
hours, When not in facility, on call.
211220 Aide 88 88 64

Supervisor 16 16 16

staffing is in place for the upcoming
weekend and that the sign-up sheets
are posted. as indicated. Those sheets
will be initialed and dated, at the
bottom, to signify that they were
reviewed,

The Manager on Duty for each

weekend will communicate any 22716
staffing needs to the appropriate Care  |and
Manager, who will, in tum, ongoing.

communicate those needs to the
Executive Director should a solution
need to be found that will satisfy the
staffing requirements.

Weekly audits of the time clock
reports will be conducted by the 2122/16
Executive Director to assure that the and )
corrective action is affective and that eReving.
staffing requirements are being met.
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© 219 Continued From page § D219

Administrator 5 daysiweek: Minimum of 40
hours. When not In facility, on call.
221-230  Alde 92 92 64

Supervisor 16 16 16
Administrator 5 daysiweek: Minimum of 40
hours. When not in facllity, on call.

231-240 Aide 96 96 64
Supervisor 24 24 16
Administrator 5 daysfweek: Minimum of 40

hours. When not in facility, on call.

This Rule is not met as evidenced by:

Based on interview and record review, the facility
failed to assure minimal weekend staffing was
pravided on the assisted living unit from 12/19/15
to 1/24118.

The findings are:

Interview with the Administrator on 1/29/16 at

'2:45pm revealed the census had a minimum of

32 residents on the special care unit and 34 on
the assisted living side of the facility during the
month of December 2015 and January 20186.

Review of staff hours on the time sheets for the
weekend staffing from 12/19/15 to 1/24/16 for
first, second and third shift revealed:

(Staffing rules require 24 hours for a census of
31-40 residents on 1st and 2nd shift, 16 hours on
3rd shift)

-12119/15. 16 hours for 1st shift, zero coverage
for 3rd shift,

-12/20/15: Requirement met

-12/26/15. Requirement met

-12/27/15: 8 hours for 3rd shift

~-1/2/16: Requirement met

Division of Health Sarvics Regulation
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~1/3/16: 8 hours for 3rd shift

~1/8/16: 20 hours for 1st shift

-1/10/18: 18 hours for 1st shift

~1/16/16: Reguirement met

-1117/16: Requirement met

-12/23/16: 16 hours for 1st shift. :
~12/24/16: 16 hours for 1st shift, 8 hours for 3rd
shift.

-Five out of six weekends had at least one shift or
more with understaffing.

-One weekend day had zero coverage for 3rd
shift.

-All staff ime records recorded staff titles and
time entries for personal care aides, supervisors
in charge, medication aides, business manager,
cooks, and housekeeping.

Confidential interviews with 4 staff regarding
staffing on 1st, 2nd and 3rd shift revealad:

-Third shift frequently is understaffad.

~There were not enough staff to bathe all the
residents on posted schedules,

-The week-ends "always" seemed to be short on
staff,

-The residents need a lot of care, espacially in the
special care unit.

-if we had more staff, we could take befter care of
the residents.

-There were "a lot” of staff members who called
out of work for various reasans.

-There were not any extra staff members to work
in place of those whe called out of work.

-We had staff quit recently and are In the process
of hiring and training new staff.

~When staff call in, they were supposed to find
their own replacement, but sometimes they did
not.

-When we had staff call-outs, we tried to look
unsuccessfully for alternate staff to come in on
several occasions.
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D270

Continued From page 8

lowest census.

Interview with Corporate Director and
Administrator on 2/1/16 at 3:00pm revealed:

-A hew program had been used to keep track of
staffing and time keeping for the last two months,
~The program was unrellable,

-It was impossible that the facility was
understaffed and that the timekeeping records
were Inaccurate,

~They would investigate the staffing time logs for
any errors as they had no complaints of
understafiing by staff or residents.

-They could not explain why the staffing hours on
their own time tracking system showed
understaffing on severat shift.

-The Administrator had historically placed
advertisements in the Jocal newspaper when
staffing was needed.

~There was not a current advertisement for staff
needed.

~The Administrator did not respond to the
question of whether or not the facllity met the
minimum staff requirements on all weekend shifts
during the months of December and January,
-All medication aides could float and have fioated
between the assisted living side and the special
care unit when needed.

-He would ensure all staffing levels were at the
required leval.

10ANCAC 13F .0801(b) Perscnal Care and
Supervision

10ANCAC 13F .0801 Personal Care and
Supervision

(b) Staff shall provide supervision of residents in
accordance with each resident's assessed needs,
care plan and current symptoms.

G218

D270

Response to the cited deficiencies
do not constitute an admission or
agreement by the facility of the
truth of the facts alleged or

“conclusion set forth in the
statement of deficiencies or
corrective action report; the plan of
correction is prepared solely as a
matter of compliance with state
law.
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D 270, Continued From page 9 0270 It is the policy of The Currituck

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

Based on observations, interviews, and record
raview, the facility failed to ensure supervision for
1 of 7 sampled residents with continued falls that
resufted in injuries (#5}.

The findings are:

Review of Resident #5's current FL2 dated
171318 revealed the resident's diagnoses
included Alzheimer's type dementia, diabetes type
I, hypertension, hypothyroidism, and asthma.

Review of the Resident's Register revealed
Resident #5 was admitted to the facility on
1112112,

Review of the FL2 dated 1/13/16 for Residant #5
revealed the resident was “ambulatory.”

Review of [ncident Reports revealed:

-On 8/19/15 with a closed head injury and was
sent to local emergency department for
assa@ssment. The resident was found by staff in
her bathreom in front of the mirror located in the
AL unit,

-0n 10/22/15 with her right ankle sprained and
the resident was sent to the local emergency
department. The resident was found sitting on the
floor, in the hallway of the AL unit, beside the
dining room area

-On 11/04/45 there were two separate falis
documented with no visible injuries noted that
occurred in the AL unit.

-On 1/11/16 a head injury due to hitting her head

House to assure that all residents
receive proper supervision based 21/16
on their identified needs, -
condition, care plan and current
symptoms.

All residents will receive visual
checks every 2 hours that will be
prompted and documented 2/1/16
electronically on the MAR. All
residents identified as a “Fall Risk”
will receive visual checks every 30
minutes that will be prompted and
documented electronically

on the MAR.

All Care Staff to be in-serviced on
appropriate Fall Interventions and
the Fall Management Program to
include proper documentation and
interventions. Two hour and 30
minute visual checks to be 3/2/16
monitored and reviewed weekly by
the Care Managers and reviewed
with the Executive Director.
Monthly Fall Team Meetings to be
conducted by the Executive
Director.
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D270 Continued From page 10 D 270 Fall Risk Assessments were 21716

and was went to the local emergency department.
The resident fell twice in the AL unit reported by
staff.

Confldential Interview with a staff member on
1/28/16 at 8:41 a.m. revealed: !

-The residents were unsupervised on many
occasions by facility staff due to staff shortages
for 2 - 3 hours or more at times.

~The staff member was unable to specify the
number of times the residents were unsupervised
due to being short staffed,

-Facility staff were unable to successfully monitor
residents who had falls on the Assisted Living and
Special Care Units.

-Resident #5 was found with falls and injuries as
a result of being short staffed on a “few
occasions” but mostly on the evening and night
shifts. No specific number of these falls were
given.

-The Residential Care Coordinator (RCC) and the
Administrator were made aware on the next
working day of the residents being unsupervised
for extended periods of time due to limited
staffing but no changes were mads to correct this
issue. No specific dates given.

-She was only required by the facilily to check an
all the residents, Including Resident #5, at least
evary two hours.

~The majority of the residents, including Resident
#5, were not consistently checked every two
hours.

-The staff member was not required to perform
more frequent checks than every two hours for
the residents including Resident #5.

Interview with the Nurse's Assistant (NA) on
1/28/16 at 10:18 a.m. revealed:

-She checks on all the residents including
Resident #5 in the SCU "every hour or so" but

completed on all residents to
identify any residents at risk for
falls.
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D 270| Continued From page 16 D270
Medication Administration Record.
~Falls risk residents will receive 30 minute
checks.
-Two hour and thirty minute checks will be
reviewed weekly,
-A falls risk assessment will be com pleted for all
the residents.
-Nursing staff will be inserviced on fall
interventions.
-A monthly fall team meeting will be conducted by
the Executive Director.
-Scheduled staff will not be refieved until relief
staff had arived to assure coverage to the
residents.
CORRECTION DATE FOR THE TYPEA2
VIOLATION SHALL NOT EXCEED MARCH 2,
2016
D 273) 10A NCAC 13F .0902(b) Health Care D273  |Response to the cited deficiencies do
not constitute an admission or
RISA_I[‘:]C/;C ﬁ;— -ggﬁz Health ?a"el ol agreement by the facility of the truth of
& tacility shall assure referral and follow-up . ;
to meet the routine and acute health care needs Fhe facts alleged Oi_f ;0;1 C.] HSTSRSISEL forth
of residents. in the s‘mteme_nt ot deficiencies or
corrective action report: the plan of
correction is prepared solely as a maiter
) ) . of compliance with State Law.
This Rule is not met as evidenced by:
Based on observations, interviews, and record
f(;VIE\;’H tZ? 1.ferilc:llilfg farillet?f it% e;ns:zr efti;e P!‘im?yd It is the policy of The Currituck House o
care physician was notified for 1 of 5 sample o e RIAVETS
Residents (#4) with elevated blood sugars. to assure that all diabetic residents
recetve proper referral and follow-up
The findings are: with regards to blood sugars outside of
. the normal parameter, as ordered by the
Review of Resident #4's current FL-2 dated provider.
8/2/15 revealed:
-The resident's diagnoses included high blood
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pressure, hyperlipidemia and Type Il Diabetes
Mellitus and mental retardation.

-An order for Metformin 1,000 milligrams taka
one lablef twice daily (used to help controi high
blood sugars.)

Review of the Resldent Ragister revealed
Resident #4 was admitted tc the facility on
12/128/1.

Review of Rasident #4's record revealed:

-An order dated 10/8/15 for bloed sugars to be
taken twice daily.

-An order dated 12/16/15 for blood sugars to be
taken twice daily. Send results every two weeks
to the primary care physician,

-There was no order when to contact the
physician for elevated blood sugars.

Review of Resident #4's December 2015
Medication Administration Record (MAR)
revealed:

-The blood sugars were documented as taken
twice daily at 6:00 a.m. and 5:00 p.m. from
1211-12/31/15.

-The 6:00 a.m. blocd sugars ranged from
107-169,

-The 5:00 p.m. blood sugars ranged from
101-474,

-On 12/20/15 at 5:00 p.m., the blood sugar was
474 and on 12/24/15 the blood sugar was 420.

Review of Resident #4's January 2016 MAR
reveaed;

-The blood sugars were documented as taken at
6:00 a.m. from 1/1-1/28/15 and at 5:00 p.m, from
11-1727/16.

~The 6:0C a.m. blood sLgars ranged from 99-150,
-The 5:00 p.m. blood sugars ranged from
118-329.

All residents with a diagnosis that
requires blood sugar monitoring will
receive a written order, by their health | 3/7/16
care provider, clearly specifying
parameters for which they are to be
notified if readings fall outside of
that parameter. Those parameters will
be added to the electronic MAR., for
notification purposes,

Med:ication Aides will be in-serviced 3/2/16
on revised procedure for reporting
blood sugars that fall outside of the
ordered parameter. Attendance
documentation will be kept in the
QA Binder.

Diabetic Training as required by the
state will be held annually and on hire | 2/1/16
for all Medication Aides. This and
documentation will be kept in their ongoing
personnel File.

Care Managers to conduct weekly

Reviews of the electronic MAR to 3/2/16
include but not limited to identifying  |and
residents with blood sugars outside ongoing

of the ordered parameters. The
Provider will be contacted with any
discrepancies identified. The resuits
of these audits will be reviewed with
the Executive Director, and
documentation will be kept in the QA
Binder.
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Confidential interview with Resident #4's health
care team revealed:

-If Resklent #4's blood sugars were greater than
400, the facility should notify them,

-The physician was not aware of Resident #4's
elevated blood sugars in December 2015.

-If she would have known about the blood sugars
greater than 400, she would have sent her staff
over to recheck the blood sugars and probably
"changed some things."

~She had not received results of the resident's
blood sugars every two weeks as ordered.

Interview with the Administrator on 2/1/16 at 11:24
a.m. revealed:

-The facility did not have a policy on slood sugar
parameters.

-The resident's physician determined the
parameters for the blood sugars.

Her expectation was for the MAs to
communicate to the RCC and the RCC to contact
the resident's primary care physician if the
resident's blood sugars ware outside of the
parameters.

~She was not aware the physician had not been
notified of Resident #4's elevated bleod on
12/20M15 at 5:00 p.m. {(474) and on 12/24/15 at
5:00 p.m. (420).

The MA who checked Resident #4's blood sugars
on 12/20/15 and 12/24/15 could not be reached
by the end of the survey.

10A NCAC 13F .0902(c)(3-4) Health Care

10A NCAC 13F .0902 MHealth Care

{c) The facility shall assure documentation of the
following in the resident's record:

(3) written procedures, treatments or orders from

B 273

D276

Response to the cited deficiencies do
not constitute an admission or
agreement by the facility of the truth of
the facts alleged or conclusions set
forth in the statement of deficiencies or
corrective action report; the plan of
correction is prepared solely as a
matter of compliance with State Law,
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The Resident Register revealed Resident #9 was
admitted to the facility on 6/12/15.

Review of Resident #9's record revealed a
physician's order dated 11/9/15 which reveated:
-The resident was to have a physical therapy (PT)
evaluation.

-The resident had a cerebral vascular accident
(CVA) April 2015,

Observation of Resident #9 on 1/27/16 at 3:30
p.m. revealed the resident was sitting in a wheel
chair in the living room.

Interview with Resident #9 on 1/27/16 at 3-30
p.m. revealed:

-He had resided at the facility for aimost a year.

records for identification of and follow
through with Physician Orders. The
audit tool will be maintained in the QA
binder.

CURRITUCK HOUSE MOYOCK, NC 27958
(X4} 1D SUMMARY STATEMENT OF DEFIGIENCIES o PROVIDER'S PLAN OF CORREGTION 1%8)
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D :

D 278| Continued From page 20 D276
a physician or other licensed health professional; It is the policy of The Currituck House
and : to assure that all Physician Orders are 2116
(4) imptementation of procedures, treatments ar ) It 1i5ted Bndl m] ted
orders specified in Subparagraph (c)(3) of this properiy noted and implemented, as
Rule, ordered.
This Rule is not met as evidenced by: All Ph_vs:c:l.an Qrders e?re to be reviewed
Based on observation, interview, and racord by the appropriate Care Manager and

’ review, the facility failed tc assure 1 of 1 Res|dent documented in the medical record and
(#9) recelved a phygiqal therapy avaluation as immediately forwarded to the 2/22/16
ordered by the physician. appropriate provider for processing.
The findings are: Once Fhe orde'r }-u?s been a:cted on, tlle
order is to be initialed as “complete

Review of Resident #3's current FL-2 dated and filed in the resident’s medical
6/11/15 revealed: record.
-The residents diagnoses included cerebellar
hemorrhage (4/15), vascular dementia, A-Fib, The Executive Director will conduct
coronary ariery disease and vitamin D deficiency. weekly random audits of resident
-The resident was ambulatary, 3716
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-She was unaware the order for a PT evaluation,
dated 11/9/15, had nat been scheduled as of
1129116,

Review of Resident #9's record revealed as of
1/29/16 a PT evaluation had not been scheduled
for Resident #8.

D 338 10A NCAC 13F .0809 Resident Rights D 338

10A NCAC 13F .0909 Resident Rights

An adult care home shall assure that the rights of
all residents guaranteed under G.S. 131D-21,
Declaration of Residents' Rights, are maintained
and may be exercised without hindrance.

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

Based on observations and interviews, the faeility
failed to ensure ait residents were treated with
respect, consideration and dignity refated to their
bedroom doors being unlocked and accessible
without the need to ask for staff assistance when
entering or exiting their rooms,

The findings are:

Observations on the Special Care Unit {SCU) on
1126116 at 12:30pm during the tour revealed:
~Eighteen resident room doors were locked and
staff was needed to open the doors as residants
did not have keys.

| -Four of the residents were in their rooms when
the doors were unlocked by staft.

-Residents were ohserved walking up to doors
trying the deor handles and calling to staff to let
them in the rooms.

Response to the cited deficiencies
do not constitute an admission or
agreement by the facility of the
truth of the facts alleged or
conclusions set forth in the
statement of deficiencies or
corrective action report; the plan of
correction is prepared solely as a
matter of compliance with State
Law.

It is the policy of The Currituck House
to assure that Resident Rights are 21/16
maintained and may be exercised.
without hindrance.

All “privacy only” lock sets on the
Special Care Unit resident doors were
immediately unlocked. All staff were 2/1/16
mformed, in person and with a

written follow up on 2-8-16, that these
passive locks are to remain “untocked™
unless the room is occupied by a resident
who desires to have their door secured,
for privacy, while they are in the room.

The Executive Director and Maintenance
Director will conduct random checks for

rounds on the Special Care Unit. Any [and

Supervi}sors in Charge and the
appropriate Care Manager for follow
through,

locked doors while making routine 2/22/16

findings will be communicated to the ongoing

Division of Health Service Regulation
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D 338| Continued From page 23 D338 Facility will have all staff sign
Declaration of Resident Rights 3/17/16
Observation of a resident and residert's roomn aclmowiedging their receipt and
door on 1/26/186 at 3:35pm revealad; e ] 3
S hadoorwas [aeled _understandmg. F?rm will be kept
-Resident was unable to open the door and in each employee’s personnel file.
stated "staff lets me in my room.*
-The inside handie lock button was depressed in ED will attend resident council
acked position. ;
the touked pos meetings monthly and ask 3/17/16
Interview with a second shift Med'cation Aide residents to voice any concerns.
(MA) on 1/26/18 at 3:45pm revealed: Documentation will be kept in
-We have wanderers in the building and all rooms binden Adivio R
are locked to prevent them from going into the ideran aetivitg kagm,
WIOIg rooms.
-Alf of the s*aff had room keys to open the door. Facility has suggestion/complaint
-None of the residants had room kays. b 3 Lot . Pl
-The residents knew to ask the staff to unlack At FONLENILACE thal 15
thelr own rooms If they wanted entry. available for resident/families to 12/15/15
-Resident #2 had the ability to unlock her door voice there concerns. ED checks
from the inside, but had to ask staff for entry. daily and RDO follows up during
Interview with ancther second shift MA on 1/25/16 site visit,
at 4:00pm revealed:
-"We were teld to keep all the doors lock to . )
prevent wanderers from entering the wrong Facility w1ll. have Ombudsman, to
rooms.” provide resident right training to 3/17/16
-Sorne residents took items from other rooms all staft. Documentation will be
when they wers unlocked. kept in traiine flda
-The residents could open their doors from the €ptin training folder.
insice but not from the outside.
-If a resident needed to Lse her bathroom, she . X :
would use the common one In the lobby so staff Re_:srdent Rights review Wds CU"S*UCted 3/17/16
could keep an eye on that resident. with all staff. Documentation will be
-None of the residents had complained abouyt kept in each employee’s training file. In
their rooms being focked. _ addition, the Regional Long Term Care
éﬁi;isd.dents knew to ask to have their doors i Ombudsman has scheduled Resident
| : Rights training on site (4/22/16).
Confidential Interview with a resident on the '
special care unit on 1/26/16 at 4:45pm revealed:

Division of Health Service Regulation
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[ 338| Continued From page 25 ' D 338

room,

-Each had witnessed one or more of the

residents had to find a staff member to get in their
room 1o use the bathroom on occasion,

~Each had mentioned to & staff member on at
least one occasion to keep their resident's door
unlocked.

Interview with the Administrator on 12/10/15 at
1:55pm revealed:

-She was unaware that locking the doors was a
resident's rights issue,

-She had received no complaints from residents
aor family members.

-Locked doors helped the aides in keep up with
the residents.

-All residents could exit their doors at any time.
-All doors are oniy locked only from entry.

-All special care residents know to ask staff if they
want to enter their room.

The facility submitted a Plan of Protection dated
21172016 as follows:

-All doors on the special care unif will be
unlocked immediately.

-Staff will be instructed to keep doors unlocked
permanently.

-All staff will be in-serviced on not iocking Response to the cited deficiencies

resident's doors. do not constitute an admission or

CORRECTION DATE FOR TYPE B VIOLATION BEfSEmENE Dyths Racility of the
NOT TO EXCEED MARCH 17, 2016, truth of the facts alleged or
conclusions set forth in the

D 344 10ANCAC 13F .1002(a) Medication Orders D344 | statement of deficiencies or
cotrective action report; the plan of
cotrection is prepared solely as a
matter of compliance with State

10A NCAC 13F .1002 Medication Orders

{a) An adult care home shall ensure contact with
the resident’s physician or prescribing practitioner
for verification or clarification of orders for Law.

Division of Health Servics Regulafion
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O 344 Continued From page 26 D344 | It is the policy of The Currituck House
medications and treatments: to assure that all Medication Orders at 2/1/16
(1} if orders for admission or readmission of the the time of admission or re-admission o
resident are not dated and signed within 24 hours medications received b'y an outside
of qdmmsmn or readmission to the facilty, source. are clarified, when indicated.
(2) if orders are not clear or compiete; or dd il Fsuch i
{3} if muitiple admission forms are received upon and documentation of such is
admission or readmission and orders on the maintained in the resident record,
forms are not the same.
The facility shall ensure that this verification or
clarificaion fs documented in the resident's
record.
Ali medications orders, not dated within
. . , 24 hours of admission/re-admission and/
This Rule is not met as evidenced by: ol el Il of the f ,J
Based on observations, record reviews and oF gn.nol.mateh on all.otithe farms 211716
interviews, the facility failed to contact the received, will be clarified by the
physician to clarify medication orders for appropriate Care Manager with the
Trqmadol and Marinol for 1 of 5 sampled prescrib{ng provider ]_15ing an FL.2
residents (#1). Clarification Form that will be
The findings are: maintained in the resident’s medical
record. A Receipt of Medication Form,
Review of Resident #1's current FL2 dated 1/4/16 signed by the family or responsible
revealed diagnoses of Alzheimer's, Chronic party. will be used at the time of
Kidney Disease Stage 3, Hypertension, Anorexia, admission to inventory all medications
Syncope, history of hip fracture, and Coronary . ) % g,
Atherosclerosis. received and to reconcile all medicatjond
against the prescribing provider's orders
Review of Resident #1's current FL2 dated 1/4/18 - . . .
revealed no order for Tramadol and Marinal, the Executive Dircctor, or her designee,
will audit all medication orders received
Review of Resid_ent#1's Resident Register at the time of admission and conduct 2122116
; e"’?ﬂ?fsthadr?_'di”t Was ad’;ﬂg‘?géo the facility random audits on orders received at the and
il BnG dischargenion ) time of re-admission for accuracy. This ongoing
Review of the January 2016 Medication will be documented/initialed on the FL2
Administration Record (MAR) from 1/4/16 to Clarification Form for the next 90 days
1/21/16 revealed all medications ordered on the and conducted monthly thereafter.
FL2 were administered as ordered.
Division of Health Service Regulation
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D 344 Continued From page 31 D 344
-The facllity policy is to destroy or send back
medications to the pharmacy if the resident was
using those medications.
-The resident came from another facility and used
another pharmacy, so the facility destroyed the
madications.
-The facility would clarify any extra medications
brought in for all future residents admitted to the . L
facility. Response to the cited deficiencies
do not constitute an admission or
D 358 10A NCAC 13F 1004(3} Medication 0 358 agreement by the fa_c]_]_lty of the
Adrminiskation truth of the facts alleged or
10A NCAC 13F .1004 Medication Administration conclusions set forth in the
{a) An adult care home shall assure that the staternent of deficiencies or
preparation and administration of medications, corrective action report; the plan of
prescription and non-prescription, and treatments P
by staff are in accordance with: correction is prepared solely as a
(1) orders by a licensed prescribing practitioner matter of compliance with State

which are maintained in the resident's record; and
(2) rules in this Section and the facility's policiss
and procedures,

Law.

This Rule is not met as evidencead by
TYPE A1 VIOLATION It is the policy of The Currituck

House to assure that the

Based on observation, record reviews and i o - 271716
interviews, the facility failed to administer preparation and administration of
medication such as cardiovascular agents, medications, prescription and

antidepressants, seizure meadications, hypnotic _ fg
medications for diabetgs for 2 of 5 sampled { fon prescrlp e treatrpents
Residents (#5, #3). by staff are in accordance with the

orders of the licensed prescribing

The findings are: provider, are maintained in the

1 A. Review of Resident #5's current FL2 dated resident’s record, and are a part of
1/13/18 included: the facilities policies and
-The resident's diagnoses included Alzheimer's procedures.
lype dementia, diabetes type il, hypertension,
Division of Health Service Regulation
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D 358 Continued From page 32 D 358 )
- Current photos will be added to 1
hypothyroidism, and asthma. Il El ic MAR filis th 2/1/16
-An order for L.evothyroxine 25 milligrams (mg) all Electronic ProMEsHINew .09
once daily (used to help treat low thyroid hormone i updated yearly. -
levals). , 50lE
-An orcer for Metformin 1,000 mg twice daily . ;
(used to help control high blood sugars), All Medu.au‘on .Aldes are to assure ST
-An order for Vitamin D 5,000 cap tab once per that all Medications are scanned
;VGFER (Use)d to help replenish vitamin D into the electronic MAR, at the
eficiency). . . A
-An order for Atorvastatin 20 mg once daily (used s adm'mlstrapon, t_o as?sure
to high cholesteroi). that the 6 Rights of Medication
-An order for Cyanocobalamin 10,000 mg once Administration are being
monthly {used to treat vitamin 812 deficiency). taiinwed
-An order for Metoprolol Tartrate 25 mg twice '
dally (used to treat high blood pressure). 2/1/16
-An order for Glimepiride 2 mg one tab ‘wice daily Starting immediately, Med Pass &
(used for treating Type Il Diabetes). Observations by the Care 5 _
i ) ngoing
Review of Resident's Register revealed Resident Managers and Executive Director
#5 was admitted to the facility on 11/12/12. will commence and will be
eviewed weekly for 3 months,
Review of Resident #5 ' s record revealed: rhvw Y hi Y ¢
-Asubsequent order for Fanxiga § mg once daily ther monthly.
was disconfinued 1/15/16 {(used to help control )
high blood sugars). o Medication Aides were re-validate 2/10/16
-An order for Lantus 100 milliliters injection dated by a li d d 1
1/25/16 {used to help control high blood sugars). yeR-teense _nurse'an
-An order for Venlafaxine 37.5 mg extended documented in their personnel
release (ER) cap once daily dated 1/20/16 (usad files.
for depression and anxiety).
Review of Resident #5's January 2016 implemented a new m:edication process
Med'cation Administration Record (MAR) And procedure, which includes the New
revealed: Order Tracking System consisting of 3/2/16
-The resident was hospitalized from 1/06/16 Designated color coded files
through 1/08/16. \ gne ting stages of completion
-On 1/06/16 at 8:00 a.m., it was documented the £ Presen ing smges ol Camplerian
resident was admiristered Atorvastatin 20 mg Care Managers will be responsible
tab, Farxiga 5 mg tab, Glimepiride 2 mg tab, Ifor the review and approval of all orders!
Metformin 1,000 mg tab, and Metoprolol Tartrate |
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~Resident remained af the hospital for evaluation
overnight.

-The resident was noted to return to the facility on
1/07/16,

Telephone Interview with Resident #5's guardian
on 1/29/16 at 10:47 a.m. revealed:

| -Her guardian was made aware of the medication

ermor by the facility Resident Care Coordinator
(RCC),

~The guardian was notified more than three hours
later after the incident had occurred by the RCC.
-The guardian would have wanted to have been
informed earlier.

~The guardiar was ‘old by the RCC that ha had a

“"heavy warkload to contend with due to having
both sides of the facility." He said he understood
to the RCC.

Interview with the Medication Aide (MA) on
1129115 at 3:18 p.m. revealed:

CURRITUCK HOUSE MOYOCK, NG 27058
(X410 SUMMARY STATEMENT OF DEFICIENCIES D PROVIDER'S PLAN OF CORRECTION T (5}
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DEFICIENCY]
D 358 | Continued From page 33 D358 The LHPS Nurse and Resident Care
25 ma tab Manager conducted a Medication 3/2/16
mg tab. ; . . .
-0n 1/06/16 at 6:30 a.m., Levothyroxine 25 Aide meeting that included Skills
micregrams tab was documented as Validation, Psychotropic Drugs,
administered, Coumadin training and Diabetic training:
- . . . The medication re-ordering process and:
i%‘gﬁ‘; of Re?ncégnt #5's Incident Report dated , steps to take when a medication is not
' e ‘dant on hand was also reviewed. Routine
: ~The resident was given another resident's ey ) _ .
. Moming medications at 8:28 a.m.by facility staff, monthly Medication Aide meetings will
' -The primary care provider was notified by , be conducted thereafter. Attendance
telephone at 11:30 a.m. by facility staff. ! and minutes from the meeting will be
-The guardian of the resident was nolified by ! st et QA binder
facility staff at 12:00 p.m. ept In REEL
-The facility was advised to call emergency
| medical services to transport the resident to the ] ) 3/1/16
. emergency room for evaluation because she had The Executive Director, and/or ——
recelved the medication of another resident. &

Care Managers will conduct random
And monthly audits of the medication
Cart, physician’s orders and med pass
Observations. This will be maintained
In the QA binder.
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P 358 | Continued From page 43 D 358 Response to the cited deficiencies
do not constitute an admission or
2m8. agreement by the facility of the
) , truth of the facts alleged or conclusions
D 465 10ANCAC 13F .1308(a) Special Care Unit Staff | D 465 set forth in the slatement of
10A NCAC 13F ,1308 Special Gare Unit Staff deficiencies or corrective action report;
(a) Staff shall be present in the unit at all times in the ptan of correction is prepared solely
sufficient number to meet the needs of the as a matter of compliance with State
residents; but at no time shali thers be less than Lk
one staff person, who meets the ortentation and
raining rfequfreinenltshitn Aol A300 t{?is ) It is the policy of The Currituck 5 A
ection, for up to eight residents on first an 7,
second shifts and 1 hour of staff time for each Houseto staff the facility, at all
additional resident; and one staff person for up 1o times, Inaccordance with 10A NCAC
10 residents on third shift and .8 hours of staff 13F 1309
fime for each additional resident Credentialed staff for the Special
Care Unit are scheduled to meet the
This Rule is not met as evidenced by: needs of the residents but at no time  2/22/16
Based on interview and record review, the facility are less than | staff to every 8
faiied to assure minimal weekend staffing on the residents on 1st and 2nd shift with |
special care unit was provided from 12/19/15 ko E i - o
1124116 hour of staff time for every additional
resident and | staff to every 10
The findings are: residents on 3rd shift with .8 hours of
inferv e Adrinfsiral g b time for each additional resident on
nterview with the Administrator on a Halsmds
2:45pm revealed the census had a minimum of the weekends:
32 residents on the special care unit and 34 on
the assisted living side of the facility during the
manths of December 2015 and January 2016. A review of the regulatory staffing
Review of staff hours on time sheets for the re}qu {remefln 15 was held wnth'ltlhe o |¥1e
weekends between 12/9/15 to 1/24/16 for first, weekend "Manager on Duty" staff, by
second and third shift on the special are unit the Executive Director, to assure that
revealed: _ . there was full understanding of
(Staffing rules require 1 stgff per 10 residents required staffing patterns based on
then .8 hours per each resident, |.e. 33.6 hours ) . ;
for 1st and 2nd shift; 25.8 hours for 3id shift it cuirent census. Documentation of this
a 32 resident census) training has been placed in each
managers personnel file.
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D 465| Continued From page 44 D 485
‘ Sign up sheets will be posted at the
~12/18/15: 7.5 hours on 3rd shif time clock and on the Assisted 2/24/16
-12/20/15: Zero coverage on 3rd shift, Living Care Station every
-12/26/15: Meets requirements. ednesday that will allow staff to
-12/27/16; Meets requirements, W f Y ilable shif
~1/2/16: 8 hours coverage on 3rd shift Sign up for any available shift.
-1/316: 3.5 hours coverage on 3rd shift,
-1/9/16: 7.5 hours coverage for 3rd shift Staff was educated on the policy
-1/10/16: Meets requirements. — tl thi facilit
-1/16/16: 16 hours on 2nd shift, 7.5 hours on 3rd at they may not leave the facility ——
shift. at the end of their shift until their
-1117/16. Zero coverage on 3rd shift relief has arrived or until a &
-12/23/16: 8 hours coverage on 3rd shift. : : . onegoin
-12/24116: 8 hours coverage on 3rd shift ma'nage-r has. relieved him/her .Ot §oIng
-Five out of six weekends had at least one shift o their shift. Signed documentation
more with understaffing. . of this policy was received by each
-Twe days had zero staffing on 3rd shift, employee and placed in his/her
Confidential interviews with 4 staff regarding personnel file. This will be
Special care unit staffing on 1st, 2nd and 3rd shift reinforced at staff meetings and
revealed: initial hir
~Third shift staff members had been caught Aniinitial hire:
sieeping on the job.
~Third shift frequently is understaffed. The Care Managers and/or the
-There were not enough staff to bathe all the Executive Director, in their 2124/ 16
residents on posted schedulss. . ; .
-The weekends always seemed to be short on absence, will review the Daﬂy
staff. Schedules every Wednesday to ongoing
-The reg:tidents need a iot of care on the special assure that proper stafﬁng is in
care unit. .
-If we had more staff, we couid take better care of place for the lfpcommg weekend
the residents. and that the sign-up sheets are
-There were "a lot" of staff members who called posted, as indicated. Those sheets
Out of work for various reasons, will be initialed and dated, at the
~There were not any extra staff members to work ..
in place of those who calied out of work, bottom, to signify that they were
-We had staff quit recently and are in the process reviewed. These sheets will be
of hiring and training new staff. filed in a binder and kept in the
-When staff called out, they were suppased to e. i P
find their own replacement, but sometimes they ED's office.
Dhvislon of Health Service Regulation
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D 485| Continued From page 45 D 466 The Manager on Duty for each 2/27/16
could not. weekend will communicate any ongoing

-When we had staff call-outs, we tried to look
unsuccessfully for alternate staff to come in on
several occasions.

-There were activities scheduled daily but there
was no one to carry out the activities due to
staffing.

Interview with the Administrator on 1/29/16 at
2:15pm revealed:

-Staff have quit "yet its hard for me to belleve that
the special care unit was understaffed ”

-It has become increasingly difficult to find staff.
-Two staff were recently suspended pending
investigations which causes scheduling issues.
-Our new time-keeping system was inaccurate.
-The time keeping records provided must be
misgsing certain staff names who must havs been
on those shifts to account for the appearance of
understaffing.

Confidential interviews with residents and
resident's family members revealed:

-The facility was frequently understaffed on the
weekends,

-There were insufficient staff on the third shift in
the entire facility.

-Residents were not getting bathed due to low
staffing.

-Residents on the special care unit were huddled
info one area of the haliway for monitoring due to
having only one staff member on several
occaslons,

-Special care residents in their rocms ne not get
checked on during the night.

-There were many falls at the facility due to iow
staffing where a 2-person assist Is needed.
-During the Christmas holidays, there was no
staff person on the special care unit on 3rd shift.
-The SIC tried to assist in both the assisted living

staffing needs to the appropriate
Care Manager, who will, in turn,
communicate those needs to the
Executive Director should a
solution need to be found that will
satisfy the staffing requirements,

A binder as a communication tool
for the "Managers On Duty" will be 2E2A
kept to include information that & .
the "Manager On Duty"would OngoE
communicate to the the ED to
review every Monday for follow up.

Audits of the time clock reports
will be conducted on Monday by 2-27-16
the Executive Director, or her
designee, to assure that corrective
action is affective and that staffing
required is being met. These
reports will be initialed and kept
with the Daily Sheets , in the
Resident Care Manager’s Office
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residents.

(3} Within six months of employment, staff
responsible for persenal care and supervision
within the unit shall complete 20 hours of training
specific fo the population being served in addition
to the training and competercy requirements in
Rule .0501 of this Subchapter and the six hours
of arientation required by this Rule.

(4) Staff responsible for personal care and
supervision within the unit shall complete at least

Special Care Unit were audited to
identify any missing staff training
requirements.

CURRITUCK HCUSE MOYOCK, NC 27958
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D 485| Continued From page 46 brige Response to the cited deficiencies do
side and the special care side when staffing is not constitute an admission or
low but is overwhelmed due to frequent call outs, agreement by the facility of the truth
-The administrater has been told about the need : : .
for more staffing of the facts alleged or conclusions
) set forth in the statement of
Refer to interview with Corporate Director and deficiencies or corrective action
Administralor on 2/1/16 at 3:00pm. report; the plan of correction is
prepared solely as a matter of
D 488 10A NCAC 13F .1309 Special Care Unit Staff D 468 compliance with State Law.
Orlentation And Train
_ . It is the policy of The Currituck
é?grtltgtﬁ)i }\?IZ ifrz?rﬁnspemal Care Unit Staff House for staff hired to work in
g the Special Care Unit will receive 2/22/16
The facillly shall assure that special care unit staff the required Special Care Unit
receive at least the following orientation and training at the time of orientation
.| training: ;
(1) Prior to establishing a special care unit, the as required by rule 10A NCAC
administrator shall document receipt of at least 13F .1309. Documentation will be
20 hours of training specific to the population to kept in each personnel file,
be served for each special care unit to be
operated. The administrator shall have in place a
plan to frain other staff assigned to the unit that
identifies content, texts, sources, evaluations and
schedules regarding training achievement.
{2) Within the first week of employment, each o
employee assigned to perform duties in the All personnel training records for
special care unit shall complete six hours of the staff assigned to work on the
orientation on the nature and needs of the 3/11/16
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D 468 Continued From page 47 0468 | Any personnel assigned to work
- ; > ial C Tnit i ifi 4/30/16
12 hours of continuing education annually, of on th_t E.Specml (Jlare U nllt _'deml_fwd
which six hours shall be dementia soecific. as missing required training will

This Rule is not met as evidenced by

Based on observation, interview and record
review, the facility failed to assure six of seven
sampled staff (Staff B, C, D, E, F and G)
assigned to perform duties in the special care unit
received 6 hours of training within the first week
of empioyement in addition to the 20 hours
additional training within 8 months of employment
specific to the population to be served,

The findings are;

Review of the Staff B, C, D, E, F and G's
personnel records revealed:

-Each was hired with a dua! roles as a medication
aides and personal care assistant and worked on
the special care unit.

-None completed the 6 hours within the first week
of employment and the 20 hour training for the
special care unit within six menths of hire.

-Only Staff C's personnet had a dementia
certificate with one continuing education credit
related to bathing on the special care unit.

-All hac worked for the Facilty for greater than 6
months,

Review of the facility work time logs and
schedules for December 2015 and January 2106
revealed all staff had worked on the special care
unit, ‘

Interview with the Administrator on 1/29/16 at
3:00pm revealed:

-She was certain that Staff B, CDEFandG
had been certified to work the special care unit,

receive the required training and
will have documentation of that
training maintained in their
personnel training file,

The Executive Director, or her
designee, will utilize an audit tool 3/11/16
to be used to quickly identify any
personnel who are not in
compliance with the Special Care
Unit training requirements.

The Executive Director, as a part of
the QI process, will conduct
monthly audits of the personnel
training records to assure that all
staft meet the minimum training
requirements. These audits will be
kept in the QA binder.

3/17/16
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adequate, appropriate, and in compiiance with

relevant federal and state laws and rules and

regulations.

Ths Rule is not met as evidenced by:

Based on observations, interviews, and record

reviews, the facifity failed to assure residents

received care and services which were adequate,

appropriate, and in compliance with relevant

federal and state laws and rules and regulations

related to personat care and supervision, resident

rights and medication administration.

The findings are:

1. Based on observations, interviews, and record Resident Rights review was conducted |  3/2/16

review, the facility failed to ensure supervision for on 2/8/16. Please refer to Tag D270

1 of 7 sampled residents with continued falls that
resulied in injuries (#5).

[Refer to Tag D270, 10A NCAC 13F 0901 {b).
(Type A2 Violation)]

2. Based on observations and interviews, the

with respect, consideration and dignity related to
their bedroom doors being unlocked and
accessible without the need to ask for staff
asslstance when entering or exiting their rcoms.
[Refer to Tag D338, 10A NCAC 13F 0909, (Type
B Violaticn)]

3. Based on observation, record reviews and
interviews, the facility failed tc administer
medication such as cardiovascular agenis,
antidepressants, seizure medications, hypnotic
medications and medications for diabetes for 2 of
5 sampled Residents (#5, #3).

[Refer to Tag D358, 10A NCAC 13F 1004 (a).

Resident Rights review was conducted 3/17/16
facility falled to ensure al! residents were treated on 2/8/16. Please refer to Tag D338

Resident Rights review was conducted 3/2/16
on 2/8/16. Piease refer to Tag D358
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12| Continued From page 50 Response to the cited deficiencies do
{Type A1l Violatian)] not constitute an admission or
agreement by the facility of the truth of
D834 D934

G.8. 131D-4.5B. (a) ACH Infection Prevention
Requirements ’

G.8. 131D-4.5B Adult Care-Home Infection
Prevention Requirements

(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
durlng which bleeding typically occurs, and
glucose monitoring. Each medication aide who
successfully completes the in-service training
program shall receive partial credit, in an amount
determined by the Department, toward the
continuing education reguirements for adult care
home medication aldes established by the
Commission pursuant to G.S. 131D-4.5

This Rule is not met as evidenced by:

Based on interviews, employee record reviews,
the facility failed to assure 5 of 7 sampled
medication aides (B, C, D, E and G) had
completed the state mandated infection contral
course,

The findings are:

1. Review of Staff B's employee records revealed:
-Ahire date of 8/6/14

-Job title was Medication Aide

-No state-mandated annual infection control
course was available.

Staff B was unavailable for interview,

the facts alleged or conclusions set
forth in the statement of deficiencies
or corrective action report; the plan of
correction is prepared solely as a
matter of compliance with State Law,

It is the policy of The Currituck
House to assure that all Medication
Aides receive the required Infection
Control Training in accordance
with G.S. 1310-4.SB ACH Infection
Control

Within 60 days of hire and
annually, all Medication Aides will
receive the required "State 2/22/16
Approved” Infection Control
Training and signed by a licensed
nurse. The training documentation
will be kept in a binder located in
the BOM's office.

All Medication Aide personnel
training files were audited to
identify any missing staff who had
not received the training .

3/11/16
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D834 Continued From page 51 D&34
2. Review of Staff C's employee resords Any Medication Aides identified as
revealed: missing the Infection Control 3/17/16
-Ahire date of 725014 Training will be required to receive
-Job title was Medication Aide the training and will hay
-No slate-mandated annual infection cortrol S ng' fd will have L
course was availabis, documentation of that tramning in
) B i e their personnel training file. This
Staff C was unavaifable for interview, training will be provided by a
3. Review of Staff D's employee records licensed nurse. Documentation
revealed: _ will be kept in the BOM's office.
-Job title was Medication Aide
-No state-mandated annual infection controf
course was available, The Executive Director, or her
Staff D was unavailable for interview. designee, will utilize an audit tool Y11/16
. to be used to quickly identify any
4, Bewew of Staff ‘E 5 _empl_oyee records revealed: Medication Aides who are not in
-Job title was Medication Aide ) liance with the [nfecti
-No state-mandated annual infection controf cohipliance with the Infection
course was available. Control training requirements.
Staff E was unavailable for interview. {
' |
5. Review of Staff G's employee records The Executive Director, as a part 3/17/16
rjvg-atleld: Vod ; of the QI process, will conduct %
-Job title was Medication Aide ; it ; s
i -No state-mandated annual infection control routine audits of the parsamnel ongoing

L

' course was availahle, training records to assure that all

Medication Aides meet the
minimum training requirements
with regards to Infection Control,

Staff G was unavailable for interview,

interview with Staff 8 on 1/29/16 at 1:15pm
revealed:

-Staff completed in-services/trainings on the
comiputer and then management give us forms to
sign stating we completed the training.

~The Administrator provided training information
and updates when we have staff meetings.
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Currituck House
Additional POC Changes - 5-3-16

Tag D273 (pg. 17-18)

The Primary Care Provider Is to be natified of ALL areas outside of identified parameters OR any
other abnormalities including any identified parameters.

Tag D338 (pg. 23)

Rounds will be made by the Executive Director/her designee and Maintenance/Housekeeping, a
minimum of weekly, checking to assure that closed resident doors on the Special Care Unit, in
rooms unoccupied, are not locked. This will be documented.

Tag D344 (pg . 27)

The Executive Director, or her designee, will audit all medication orders received at the time of
admission or re-admission for accuracy. These will be documented/initialed. The FL2/Medication
Clarification form will be utilized for this purpose.

Tag D358 (pgs. 32-34)

Care Managers and Medication Aides will be responsible for verifying, as needed, physician’s
orders as residents are admitted, readmitted or new orders are written by the physician, now and
ongoing. This will be documented/initialed on the FL2 Clarification form. The ED or designee will
conduct a random audit weekly for a month; then monthly to ensure that physician’s orders for
residents who are admitted, readmitted or who receive new orders are being clarified, when
needed. Documentation of audits will be located in the QA binder.
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Currituck House
Additional POC Changes - 5-12-16

Tag D273 (pg. 17-18}

The Primary Care Provider is to be natified of ALL areas outside of identified parameters OR any
other abnormalities including any identified parameters.

Tag D338 (pg. 23}

Rounds will be made by the Executive Director/her designee and Maintenance/Housekeeping, a
minimum of weekly, checking to assure that closed resident doors on the Special Care Unit, in
rooms unoccupied, are not locked. This will be documented,

Tag D344 (pg . 27)

The Executive Director, or her designee, will audit all orders received at the time of admission, re-
admission, or subsequent orders a minim um of weekly, for accuracy, These will be
documented/initialed. The Medication/Order Clarification form will be utilized for this purpose.

Tag D358 (pgs. 32-34)

Care Managers and Medication Aides will be responsible for verifying, as needed, physician’s
orders as residents are admitted, readmitted or new orders are written by the physician, now and
ongoing. This will be documented/initialed on the Clarification form. The ED or designee will
conduct a random audit weekly for a month; then monthly to ensure that physician’s orders for
residents who are admitted, readmitted or who receive new orders are heing clarified, when
needed. Documentation of audits will be located in the QA binder.

At the time of admission, re-admission or when subsequent orders are received from the provider,
the Care Manager will write a clarification order for all medication orders requiring additional
clarification. Once completed, signed and faxed to the pharmacy, the Med Tech will assure that the
medication is received from the pharmacy within 24 hours and will immediately notify the Care
Manager or Executive Director if not received. At that time, the Care Manager or Executive

Director will contact the pharmacy regarding delivery and will utilize the designated backup
pharmacy, if necessary.

The Care Managers will check the current orders against the medications upon weekly pharmacy
delivery to assure that they are on hand to administer.
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