PRINTED: 04/21/2018
FORM APPROVED
Division of Health Sarvice Regulation
STATEMENT OF DEFICIENCIES {X1) PROVIDER/SUPPUER/CLIA {X2) MULFIPLE CONSTRUCTION (X3) DATE SURVEY
AND PLAN OF CORRECTION IDENYIFICATION NUMBER; e COMPLETED
R
— HALD45115 B. WING 04{07/2016

NAME OF PROVIDER OR SUPPLIER

STREET ADDRESS, CITY, STATE, 2IP CODE

358 CLEAR CREEK ROAD

CHERRY SPRINGS VILLAGE HENDERSONVILLE, NC 26792
{4y ID SUMMARY STATEMENT OF DEFICIENCIES 1D PROVIDER'S PLAN OF CORRECTION sy
PREFIX {EACH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX {EACH CORRECTIVE ACTION SHOULD BE COMPLETE
e REGULATORY OR LSGC IDENTIFYING INFORMATION) TAG CROSS-REFERENCED TO THE APPROPRIATE DATE
o . . : o e oo DEFICIENCY)
{D 000} Initial Comments {D 000} :
" ?\egpm\sis Ao the (_1)\'6(\ B
The Adult Care Licensure Section and the L:\e.‘. IV ev'\C‘ ¢ Ao V\C,'r‘\’ Lom 5‘\-\'\‘&‘\‘;
Henderson County Department of Social Services ) s e
conducted a follow-up survey and a complaint o Q@'F\?Sim ov & T.E(ZJ'VLE t b:)
invest]gah:on onAPr.iI‘ﬁ-T, 2018. The complaint He “C\C\\l)( OQ'H”\C —\—H,k‘k [\& '\’
invesligation was initiated by the Henderson : R l &- 15
County Department of Soclal Services on March QQC*S c\eoea oY CoONCLLLSIDY
1,208 SexLovdin Jin e e
O Sitiencics v Competive
D912| G.5. 131D-21(2) Declaration of Resklents' Rights oz [OF D Iréf" 'f-“i» \f—:\no v’?\CP Y f’
: eVt é oo
G.S. 131D-21 Declaration of Residents' Rights E&J‘ \on TR0 . ved) 50
Every resident shall have the following rights: OV \«’e_(:HO\"\ D & AN il
2. To receive care and services which are . \ \'E : TV WL
adequate, appropriate, and in compliance with &S A m& v 0 -g- L= P \‘
relevant federal and stato laws and rules and - LQ'&\”\ S&Me, \Gwo |
regulations.
\2\ D-2
avL 6.5\ ._
> o SO NG \/l\\QE)L
This Rule i not met as evidenced by: \. C\(\Q_Y LA ?Y s \5 . . k& 3
Based on obsarvations, interviews, and record \f\L\\\ OSSO, -'QQ 53 AQV&f, | )
reviews, the facifity failed to ensure residents ) A \\ _\_W N S
received care and services which were adequate, LT AN ol O -\O\ N (_»": oy
appropriate, and in compliance with relevant ] % . Ly pLa”
federal and state laws and rules and regulations AVA e L5\ dq”" \”_ k3 U\}\(\/‘ {.h ay ¢
regarding medication aide training and Coxe (,L“d RYvi LS g i
competency.
PERre A \e, (& de (nd W
_ I QC\U\&_ ¢, \
The findings are: 1 DW\P\\ - Lo Tedeye O\
- LY
Basged on interviews and record reviews, the ~ & r[,:\\.f. D ey
LV N e
facility failed to assure 2 of 3 sampled Staff (Staff Ci_‘&\d 6'\0@"6’ \Ok '
B and C), who were hired after 10/1/13 as vealloiens . e
Medication Aides (MA), had successfully passed . . (_,\( CUXQ«' J*CLJH i
the state written medication examination within 60 2 . \\ C\.\ ye " -0 VLD 8~F
days after successful completion of the clinical OV Ae C\ v Vo o N .
skills validation portion of a competency ) ‘ ‘ \\ R
evaluation. [Refer 1o Tag 935, G.5. 1310-4.58(b) 0 sl SYowAs Ingd hd o
Adult Care Horme Medication Aides Training and o, (R Q 2 4% 0 "('(5\”
Divizion of Heatth Servics Ragulation
LABORATORY DIRECTOR'S OR PROVIDER/SUPPLIER Rm SIGNATURE . ~ (ch _ lD (X5) DATE
J Q\‘@m&m 5120t
STATE FORM Q0 o 1PEJ12 If continustion shaet 1019
o
T %
o o e TYL"
v i
B P
i



PRINTED: 04/21/2016
FORM APPROVED
Division of Healih Service Regulation
STATEMENT OF DEFICIENCIES (%1} PROVIDER/SUPPLIER/CLIA {%2) MULTIPLE CONSTRUCTION (X3) DATE SURVEY
AND PLAN OF CORRECTION IDENTIF ICATION NUMBER: A BB COMPLETED
R
p—— HALG45115 8. WNG 04/07/2016
NAME OF PROVIDER OR SUPPLIER STREET ADDRESS, CITY, STATE, 2P CODE
358 CLEAR CREEW RDAD
CHERRY SPRINGS VILLAGE HENDERSOMVILLE, NC 287932
{%4) D SUMMARY BTATEMENT OF DEFICIENCIES D PROVIDER'S FLAN OF CORRECTION (X8}
PREFIX (EAGH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX (EACH CORRECTIVE ACTION SHOULD BE COMPLETE
TAG REGULATORY OR LSG IDENTIFYING INF ORMATION) TAG CROSS-REFERENCED TO THE APPROPRIATE DATE
_ et e e : ) 1 . JDEFIGENCY) L
D812 Continued From page 1 D912 C\Gx 1{‘\ (oc\ WOy on L—\l; e,
Competency (Unabated Type B Violatian).] 2, . C/\«’\e,\’vr Q % ‘3\"‘\ \")(55 N\m\ogammi
. N ; : g, X - oY
D916} G.S. 131D-21(6) Declaration of Resident's Rights D316 L W (o Wag, O N—DV\A‘\'[N

G.8. 131D-21 Declaration of Resident's Rights
Every resident shall have the following rights:

8. To have his or her personal and medical
records kept confidential and not disclosed
without the writters consant of the individuat or
guardian, which cansent shall specify to whom
the disclosure may be made, except as required
by applicable state or federal statute or regulation
or by third pary confract. It is not the intent of this
section to prohibit access to medical records by
the treating physician except whan the individual
obiects in writing. Records may also be
disclosed with the writlen consent of the
individual to agencies, institutions or individuals
which are providing emergency medical services
to the individual. Disciosure of information shall
be imited to that which ia necessary to meet the
emergency.

This Rule is not met as evidenced by:

Based on abservations and interviews, the facllity
failed to maintain 51 of 51 resident records and
personal information in a confidential manner.

The findings are:

Observation of the main entrance area on 4/6/16
al 8:00pm revealed:

-In the hallway, just beyond the front desk afong
the left wall, was a rolling metal rack that
contained resident records.

-Each resident record had a name lakel on the
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-Two medication aides (MA) wara at their
respective medication carts, down the opposite
haliway in the vicinity of the dining room.

-A housekeeper was at her housekeeping cart in
the vicinity of the main entrance.

-Residents were observed moving past the
resident records in the hallway.

Obsarvation of the main entrance area on 4/6/18
at 11:30am revealed:

-The metal rack containing the resident records
remained unmoved,

-No Administrative staff were in the offices near
the records,

-No staff was present at the front desk.

Obsearvaticn of the main entrance area on 4/6/16
at 4:00pm revealed:

-The metal rack containing the resident recards
remainad unmoved.

-A staff member was present al the front desk.
-Several Administrative staff were In the offices
near the records.

Observation of the main entrance area on 4/7/16
at 5:45am revealed:

-The metal rack containing the resident records
remained unmoved.

-No Administrative staff were in the offices near
the records.

-No staff was prasent at the fron! desk.

Interview with Staff A, Personal Care Aide on
47116 at 5:55am revealed:

-The resident records were kept in the hatlway
“ail the time,”

-The offices ware locked at night.

-The medication aida nesded access to resident
racords in the event a resident was transferred
out of the facitity.
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Ohservation of the main entrance area on 4/7/186
at 6:30am revealed: _
-The metal rack containing the resident records
remained unmoved

-Three residents, one in a wheelchair and two
who were ambulatory, were in vicinity of the from
entrance.

-No staff was present at the front desk.

Interview with thae Administrator on 4/7/16 at
7.00am revealed:

-Regident records had been placed in the haltway
during the day shift and locked in the RCC's office
“at night."

-The MA had access fo the records at night but
the records were eventually moved into the
haliway.

-Resident records needed to be out on third shift
for medication aide access if residents were
transferred.

-Resident records were placed in the hallway
when staff were known to be around them.

A second interview with the Administrator on
4/7/16 at 11:00am revealed:

-She was not aware of a policy or procedure for
maintaining resident medical records and
personai inforrmation in a confidential manner or
Jocation.

-She would find an area away from public access
to safely keep the resident records.

(D835 G.S.§ 131D-4.5B8{b) ACH Medication Aides; {D835}
Training and Competency

3.3, § 131D-4 .58 (b) Adult Care Home
Medication Aides; Training and Competency
Evaluation Requirements.
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{b) Beginning October 1, 2013, an adult care
home is prohibited from allowing staff to perform
any unsupervised medication aide duties uniess
that individual has previously worked as a
medication aide during the previous 24 months in
an adult care home or successfully completed all
of the following:

{1) A five-hour training program developed by the
Department that includes training and instruction
in ail of the following:

&. The kay principles of medication
administration.

b. The federal Centers for Disease Control and
Preventicn guldelines on infection control and, i
applicable, safe injection practices and
procedures for monitoring or testing in which
bleeding occurs or the potential for bleeding
exisis.

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

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

a. An additional 10-hour training program
developed by the Department that includes
training and instruction in all of the following:

1. The key principles of medication
administration.

2. The federal Centers of Disease Control and
Prevention guidelines on infection controi and, if
applicable, safe injection prachkces and
procedures for monitoring or testing in which
blesding occurs or the potential for bleeding
axists.

b. An examination developed and administered
by the Division of Heaith Service Regulation in-
accordance with subsection (c) of this section,
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This Rule is not met as avidenced by:
FOLLOW-UP TO ATYPE B VIOLATION

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

Based on interviews and record reviews, the
facility failed to assure 2 of 3 sampled Staff (Staff
B and C), who were hired after 16/1/13 as
Medlcation Aldes {MA), had successfully passed
the state writtan medication axamination within 60
days after successful completion of the clinical
skills validation portion of a competency
evaluation.

The findings are:

A. Review of Staff B's personnel and training
record revealed:;

-She was hired on 12/18/15 as a Medication Aide
(MA).

-Documentation Staff B had received the 5-hour
medication administration tralning on 12/18/15.
-Documentation Staff B's medication clinical skills
were validated on 12/30/15.

-There was no documentation Staff B had
successfully cornpleted the state written
medication examination within 60 days after
successfully completing the medication clinical
skills validation.

Review of Staff B's time punches for the month of
March 2016 revealed she had worked as a 2nd
shift MAon 3/1, 2,6, 7, 8, 12, 13, 14, 15, 16, 18
and 29,

Review of March 2016 electronic Medication
Administration Records (eMARS) for 2 randomiy
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observed residents during a madication pass on
4/6/16 at 8:30am revealed documentation of
modications administered by Staff B,

April 2016 revealed: :

-She had werked as a 2nd shift MA on 4/1 and
42,

-She had worked aa a 3rd shift MA on 4/3 and
4/4,

Review of April 2016 electronic Medication
Administration Records (eMARS) for 5 randomly
observed residents during a medication pass on
4/6/16 at 8:8:30am revealed documentation of
medications administered by Staff B.

Aftempted telephone call to Staff B on 4/716 was
not returmed prior to exit.

Refer to interview with the Business Office
Manager on 4/716 at 10:30am.

Refer to interview with the Resident Care
Coordinator on 4/7/16 at 10:45am.

Refar to interview with the Administrator on 4!7/1 5]
at 10:55am..

B. Review of Staff C's personne} and training
record revealed:

-She was hired on 1/12/18 as a Medication Aide
(MA).

-Documentation Staff C had received the 5-hour
medication administration training on 1/28/186,
-Documentation Staff C's medication clinical skills
were validated on 1/28/16.

-Thera was no documentation Staff C had
successfully completed the state written
medication examination within 60 days after

Review of Stafl B's time punches for the month of
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successfully completing the medication clinical
skills validation,

Review of Staff C's time punches for March 29,
2016 through April 6, 2016 revealed she had
worked the 3nd shift on 3/31, 41, 2, 3 and 5.

Review of March 2016 electronic Medication
Administration Records (eMARS) for 2 randomly
observed residents during a medicatien pass
revealed documentation of medications
administered by Staff C.

Review of April 2018 electronic Medication
Adminisiration Records (eMARS]) for 5 randomly
observed residents during a medication pass
revealed documentation of medications
administered by Staff C.

Interview with the Business Office Manager on
4/7116 at 10n30am ravealed:

-She, the Administrator and the Resident Care
Coordinator were responsible for ensuring the MA
met all of the requirements prior to passing
medicaticns.

-She was awara the MA had to succassfully
complete the state written medication
examination within 60 days of successfully
compieting the medication clinical skills
validation.

-8he was uncertain of the date Staff B would be
faking the state written examination.

-Staff C was taking the state written examination
that day (4/7/16).

Interview with the Resideni Care Coordinator on
4/7/16 at 10:45arm revealed:

-She, tha Administrator and the Business Office
Manager were rasponsible for ensuring the MA

met all of the requirements prior to passing
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medications.

-She was uncartain as to why Staff B was passing
medications if ber madication clinical skills
validation had been completed on 12/30/15 and
she had not taken the state wiitten medication
exam.

-Staff C was taking the state written medication
examination that day (4/7(186).

Interview with the Administrator on 4/7/16 at
10:55am revealed;

-She was unaware the MA could not pass
medications if she had successfully completed
the medication clinical skills validation but had not
successfully completed the state written
medication examination within 80 days.

-Staff B was scheduled to take the state written
medication examination In June 2016.

~Staff B would not be passing medications unlil
after she had successfully completed the state
written medication examination on 5/3/16.

-Staff G was taking the staie written medications
examination that day (4/7/16).

A FPlan of Protaction was provided by the facility
and included the following:

-Staff B was removed from the schedule as a
Medication Aide.

-She would not be allowed to pass medications
untii successfuily completing the medication test.
-Alt requirements for the Madication Aide training
and testing to be completed before the
Medication Aide is allowed to pass medication.

CORRECTION DATE FOR THIS UNABATED
TYPE B VIOLATION SHALL NOT EXCEED
APRIL 29, 2016.
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