PRINTED: 03/23/2016

FORM APPROVED
Division of Health Service Regulation
STATEMENT OF DEFICIENCIES (X1) PROVIDER/SUPPLIER/CLIA (X2) MULTIPLE CONSTRUCTION e (X3) DATE SURVEY
AND PLAN OF CORRECTION IDENTIFICATION NUMBER: : s COMPLETED
A. BUILDING:
HAL031006 B WING 03/16/2016
NAME OF PROVIDER OR SUPPLIER STREET ADDRESS, CITY, STATE, ZIP CODE
G
WINDHAM HALL 329 COOPER STREET
KENANSVILLE, NC 28349
(%4)ID SUMMARY STATEMENT OF DEFICIENCIES ) (%5}
PREFIX (EACH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX (EACH CORR COMPLETE
e | REGULATORY OR LSC IDENTIFYING INFORMATION) TAG CROSS-REFERENCED TO THE APPROPRIATE DATE
DEFICIENCY)
D 000| Initial Comments D 000
The Adult Care Licensure Section conducted an j 1 \ ? ‘\Tézmtﬁa ‘Tb
| annual survey on March 15-16, 2016. = \DN ¢
D 074/ 10A NCAC 13F .0306(a)(1) Housekeeping And D 074 * \ \

Furnishings

10A NCAC 13F .0306 Housekeeping And
Furnishings

(a) Adult care homes shall:

(1) have walls, ceilings, and floors or floor
| coverings kept clean and in good repair;

This Rule is not met as evidenced by:

Based on observations and interviews, facility
failed to maintain the walls, ceilings and floors in
good repair in all hallways, resident rooms and
common areas. The findings are:

Observations of resident's Room #40 on 3/15/16
at 10:15am revealed:

-There was a 5-foot by 3-foot area of brown
stains and peeling paint on the wall around the
water and heating pipes.

-There were multiple holes in all walls where
fixtures had been removed.

-There were three 1-foot long black vertical stains
on the wall adjacent to the bed.

-The drywall was unpainted around the soap
dispenser by the sink.

-The plastic baseboard moldings were detaching
from all walls and covered in grime.

-The light switch had a sticky grime buildup.

Observations of common-use men's bathroom #1
on 3/15/16 at 10:20am revealed:

| -The ceiling paint was peeling.

~The drywall was unpainted around the soap
dispenser by the sink.
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-The handicap support railings on each side of
the toilet had peeling paint and was rusted.

-The floor moldings had grime on all walls.
-There was a broken ceramic towel bar holder on
the wall.

-There was a broken ceramic toilet paper holder
on the wall.

-The light switch had a sticky grime buildup.

Observations of common-use men's bathroom #2
on 3/15/16 at 10:30am revealed:

-The ceiling paint was peeling.

-The ceiling exhaust fan was broken with no
cover plate.

-The drywall was torn around the soap dispenser
by the sink.

-The handicap support railings on each side of
the toilet had peeling paint and was rusted.

-The floor moldings had grime.

-There was a broken ceramic towel bar holder on
the wall.

-There were two 4-inch diameter holes in the
drywall behind the paper towel holder.

~The light switch had a sticky grime buildup.

Observations of common-use men's bathroom #3
on 3/15/16 at 10;40am revealed:

-The ceiling paint was peeling.

-The drywall was torn around the soap dispenser
by the sink.

-The handicap support railings on each side of
the toilet had peeling paint and was rusted.

-The floor moldings had grime.

-There were multiple tan drip stains on two walls
beginning from 1 foot from the ceiling to the floor,
-The ceiling vent was rusted and covered in dust.

Observation of resident Room #17 on 3/15/16 at
10:50am revealed:
-The left white-brick wall had a reddish grime
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which extended across the entire wall and
downwards 3 feet from the ceiling.

-There was a 3-foot ceiling stain in the far left
corner of the room.

Observations of resident Room #12 on 3/15/16 at
10:52am revealed the ceiling border on the left
wall had an unpainted 3-foot section of patched |

drywall.

Observations of common-use women's bathroom

#1 on 3/15/16 at 10:30am revealed:

-The ceiling paint was peeling.

-There was a 1-foot by 1-foot square opening in

the ceiling where the ceiling fan was removed. \

-The drywall was torn around the soap dispenser

by the sink. |

-The handicap support railings on each side of

the toilet had peeling paint and rusted. .

-The floor moldings had grime on all walls.

-The light switch had a sticky grime buildup. l
I

Observations of residents' laundry room on
3/15/16 at 11:30am revealed:

-There was a 4 by 2-foot section of stained rotted
ceiling. _
| -There was a yellow and a silver pipe running into i
the center of the ceiling through a 1-foot hole in |
the ceiling's drywall.

-The light switch had a sticky grime buildup.
-The floor behind the washer and dryer had
multiple articles of clothing covered in a heavy
thick layer of dust.

Observations of resident Room #28 on 3/15/16 at
1:15pm revealed:

-The ceiling paint was peeling.

-The floor moldings were detached from the walls
and covered with grime.

-The door had several dents and unpainted
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scrape marks on the lower third section on both
sides.

-The door portal was dirty from fingerprints which
were evident in the buildup.

-The wall switch plate had a grime buildup.

Observations of resident Room #32 on 3/15/16 at
1:25pm revealed:

-The ceiling paint was peeling.

-The ceiling had a 10-foot diameter area with a
thick buildup of dust.

-The floor moldings were detached from the walls
and covered with grime.

-The door had scrape marks on the lower third
section on both sides.

-The wall switch plate was missing leaving

| exposed wiring.

Observations of resident Room #30 on 3/15/16 at
1:35pm revealed:

-The ceiling was stained.

-There were multiple holes on all walls where
drywall anchors had been removed with a few still
in place.

-The entry door had multiple unpainted scraped
areas on both sides.

-A 3-foot section of wood floor molding on the far
wall was rotted and cracked.

Observations of resident Room #38 on 3/15/16 at
1:42pm revealed: !
-The ceiling was stained. |
-The wall switch plate was dirty and sticky. I
-The room number plate was loose.

-The door frame and door had multiple holes by
| the door hinges.

Observations of resident Room #36 on 3/15/16 at
1:55pm revealed: |
-There was a rusted 4-foot by 1-foot by 1-foot
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metal box protruding from the wall at the base on
| the far left.
| ~The wall switch was covered with a sticky grime.

Observations of the residents' living room area on
3/15/16 at 2:15pm revealed:
-The apex of the ceiling had a 5-foot long split
next to the smoke detector.
-The exit door frame had excessive exposed
rotted wood and peeling paint.
-The window by the exit door had rotted wood
and peeling paint at the base of the frame.
-There were two electrical cables anchored to the
wall by the television with thick dust and grime
extending from the baseboard to the ceiling.

Observations of the hallway throughout the facility
on 3/15/16 at 2:45pm revealed:

-There were multiple sections of peeling and/or
unpainted sections at the baseboard level
approximately every 2 to 3 feet.

| -All plastic baseboards were separating from the
wall.

-All baseboards had a black grime.

Interview with a resident on 3/16/16 at 10:00am
revealed:

-The ceiling stains in all the rooms were from
water damage when the roof leaks.

-The facility leaks all the time.

-The resident was not bothered by the leaks.
-The resident thought the building was "fine."

Interview with a second resident on 3/16/16 at
10:10am revealed: '

-The facility does not need repair.

-The resident had no complaints about the
building or furnishings.

-The facility was "perfectly good."
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Interview with a third resident on 3/16/16 at
10:20am revealed:

| -The facility was always repairing the ceilings.
-The resident was not bothered by ceiling stains.
-The ceiling stains "gave [the facility] character
like an old classic car."

-The bathrooms did not need repair.

Interview with a fourth resident on 3/16/16 at
10:35am revealed:

-The resident had no issues with housekeeping.
-The resident had never reported any floor,
ceiling or wall repair issues because maintenance
man always addresses the problem.

_The resident felt the facility was in good condition
and enjoyed living there.

Interview with a fifth resident on 3/16/16 at |
10:45am revealed: |
-The facility could use a new paint job. |
-The facility is always painting and repairing |
| different areas.

-The resident enjoyed living at the facility.
-The resident felt the facility was in good
condition.

Interview with a sixth resident on 3/16/16 at
11:00am revealed:

-The ceiling paint had occasionally peeled and fell
on the floar.

-The resident did not feel the ceiling needed to be
repainted because "its a fact of life that all ceilings
peel."

-The resident had no complaints with the walls,
floors or ceilings at the facility.

Confidential staff interview revealed:
-The building needs a complete paint job.
-There are too many repairs for the one
maintenance man to perform.
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- Anything needing repair was addressed with the
Director and she would make a to-do list for the
maintenance man.

-The building has had leaks, rotted door frames
and dripping ceilings for years. '

A second confidential staff interview revealed:
-The facility was in need of paint in every room
and every hallway.

-The one maintenance man was effective at
repairs.

-There were too many repairs for the one
maintenance man to address. i
-It would take 3 years for the cumrent maintenance '
man to complete the to-do list from the director.
-The facility needed to hire a whole crew of
painters for one week which would allow the
maintenance man to tend to recent repair
requests in a reasonable amount of time.

Interview with Maintenance Director on 3/16/16 at
7:45am revealed:

-The entire building needs painting.

-He had a to-do list which the director gave him
dalily.

-He was unable to give a completion date if he
were to paint and repair the building himself
based on the to-do list. l
-The facility was behind on repairs. i
-He was kept aware of needed repairs and
prioritized them accordingly.

-He acknowledged that the floors, ceiling and
walls needed repair.

-He acknowledged that all areas in need of
aftention were on the to-do list.

-Tasks were added to the list weekly and
removed when completed.

Interview with the Director on 3/16/16 at 11:45am
| revealed:
Division of Health Service Regulation
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10A NCAC 13F .0406 Test For Tuberculosis

| (a) Upon employment or living in an adult care
home, the administrator and all other staff and
any live-in non-residents shall be tested for
tuberculosis disease in compliance with control
measures adopted by the Commission for Health
Services as specified in 10A NCAC 41A .0205
including subsequent amendments and editions.
Copies of the rule are available at no charge by
contacting the Department of Health and Human
Services Tuberculosis Control Program, 1902
Mail Service Center, Raleigh, NC 27699-1802.

This Rule is not met as evidenced by:

Based on record review and interviews, the

| facility failed to ensure 2 of 3 sampled staff (Staff
A and B) had been tested for Tuberculosis (TB)
disease in compliance with TB control measures
(2-step tuberculin skin test) adopted by the
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-She had a to-do list for the maintenance man. ?\
-She acknowledged that the building needed a lot 1& QF-&-R&f&QE_ 0 ‘lb#s \‘\ Qf(_L
of repairs to walls, ceilings and floors.
-The residents did not complain about the \3F. OO &
condition of the bathrooms and bedrooms.
-She acknowledged during a walk-thru of the T3 esv FC \ \: \
areas in need of repair that many were already on R O ERQ'U‘ \3
s STRFF Memier
-The maintenance man had been out sick e P‘ . B
recently.
The needed building repairs were too much for Hae QDN\‘)\E\&) A Y
one person to fix in a reasonable amount of time.
-The areas in need of repair on her list did not B TestiNa . b‘w
have a date for when they were first discovered. (\
-The cross-out items on the list had no dates |
when they were completed. M\'ﬂ“&b P\-\'\ M\\\\O\
-She would address the repairs with the owner.
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D 131| 10A NCAC 13F .0406(a) Test For Tuberculosis D131

REODATS  PRETS TO ENURE
Qom‘;\\mm . Vipdaed| TB
'TEST'\NQ\Q\ W TE ENQURE
A SRS MRe Complered
W Time. Heame
REquEd FoRe RN
FRes D Ry .
[\_b\{&ileb?o\ \(‘_\3\ Wittt ST
RESPONSBIE. ToR. Ty ING;

Division of Health Service Regulation
STATE FORM

YOIC11 If continuation sheet 8 of 16

Ll(\ al\lL



PRINTED: 03/23/2016

FORM APPROVED
Division of Health Service Regulation
STATEMENT OF DEFICIENCIES (X1) PROVIDER/SUPPLIER/CLIA (X2) MULTIPLE CONSTRUCTION (X3) DATE SURVEY
AND PLAN OF CORRECTION IDENTIFICATION NUMBER: A BUILDING: COMPLETED
HAL031006 B Wi 03/16/2016
NAME OF PROVIDER OR SUPPLIER STREET ADDRESS, CITY, STATE, ZIP CODE
GLRREE. 329 COOPER STREET
KENANSVILLE, NC 28349
(%4)ID SUMMARY STATEMENT OF DEFICIENCIES 1D PROVIDER'S PLAN OF CORRECTION (X5)
PREFIX (EACH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX (EACH CORRECTIVE ACTION SHOULD BE COMPLETE
TAG REGULATORY OR LSC IDENTIFYING INFORMATION) TAG CROSS-REFERENCED TO THE APFROPRIATE DATE
DEFICIENCY)
1
D 131 Continued From page 8 D 131
pag - CoTiNOQED "o

Commission for Public Health as specified in 10A
NCAC 41A .0205.

The finding are:

1. Review of personnel record for Staff A
revealed:

-Staff A was hired on 3/12/2015.

-She was hired as a personal care aide.

-There was documentation of a negative TB test
on 3/20/2015

-There was no 2nd step TB test found.

Interview with Staff A on 3/16/2016 at 9:55 am
revealed:

-He had worked at the facility for approximately 1
year.

-He had one TB skin test upon hire.

-He was not given a 2nd TB skin test.

Refer to the interview with the Director on
3/15/2016 at 1:00 pm.

Refer to the interview with the Director on
3/16/2016 at 10:30 am.

2. Review of personnel record for staff B
revealed:

-Staff B was hired on 3/11/2015.

-She was hired as a personal care aide.

-There was documentation of a negative TB test
on 3/5/2015.

-There was no 2nd step TB test found.

Staff B was unavailable for interview on 3/15/16
and 3/16/16.

Refer to the interview with the Director on

| 3/15/2016 at 1:00 pm.
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(b) insulin action;
(c) insulin storage,
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| e interview with the Director on —_
3/16/2016 at 10:30 am. AN M&‘Rﬁl&tﬁ, 70 \DAC RCACL
s F . DSOS TRAIRING N
Interview with the Director on 3/15/2016 at 1:00 | e
pm revealed: CARE oF Bl&kﬁ“c— ?Gﬁ\ -
-A previous Resident Care Coordinator (RCC)
was responsible for coordinating, monitoring and —T : !
record keeping for staff TB testing. m\“\“o\ WHRS QJ-')M?
-The RCC would have kept the results in the —_— J
employee records. ON "'J‘\ %\ . \R&t\&\?&c\ “&C_\.L\A&D.
-The RCC who was responsible for TB testing =
was no longer an employee as of February 2016. s Broww YRS P(‘QDUJ. IADETES
-She was not sure if the records existed. .
-She could not find any records of a 2nd step TB f'\l‘sb CARE \“\10\\\&.‘5 w \'
test for Staff A and B.
Interview with the Director on 3/16/2016 at 10:30 menhoe ey OF O )
am revealed she would send Staff A and B to the
health department on 3/16/16 to obtain TB skin ¢ Thusulil ACTIoN )
test. -
e Theulin STRAGE )
D 164, 10A NCAC 13F .0505 Training On Care Of D 164 |
Diabetic Resident = Nwno,, me&&mﬁﬁ ARD
10A NCAC 13F .0505 Training On Care Of EeT Cﬂh N&e bny DS FCR
| Diabetic Residents NS \‘\\.C\ .
| An adult care home shall assure that training on | .
! the care of residents with diabetes is provided to :}Qﬂ)&“\\ P&M\“‘émb )
unlicensed staff prior to the administration of
insulin as follows: o TReEFRTMNEST M omoN
(1) Training shall be provided by a registered \
nurse, registered pharmacist or prescribing OF 5 CeEM A A
| practitioner. ? 0\ U\ W
(2) Training shall include at least the following: ~
(a) basic facts about diabetes and care involved “&\?&R\\\Qﬁﬁ“f\‘ 1 “‘BQ\ \IQC‘\
in the management of diabetes;
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(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 administration times; and
(i) sliding scale insulin administration.

This Rule is not met as evidenced by:

Based on observation interview and record
review, the facility failed to ensure 1 of 2 sampled
medication aides (Staff B) had completed training
on the care of the diabetic resident prior to the
administration of insulin.

The findings are:

Review of the personnel record for Staff B
(Medication Aide) revealed:

-Staff B was hired as a medication aide on
3/11/2015.

-There was no documentation of training on the
care of the diabetic resident in the record.

Review of the Medication Administration Record
(MAR) for January, February and March 2016
revealed:

-Staff B had initialed MARs for administration of
insulin to 3 of 3 sampled diabetic residents.

Staff B was unavailable for interview on
3/15/2016.

Review of staff schedule provided by the facility
revealed that Staff B had worked as a medication
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aide during the months of January, February and .
March 2016. AN Reference, T8 6.9, B
Interview with the Director on 3/15/2016 at 1:00 \3\“ - JJ‘ ‘SB (b\ P‘Q_\“(
pm revealed:;
-Staff B had been working as a medication aide ¢ pa-‘ OR N
since she was hired. Me‘b\’ pdbef) \ \ L\
-She was unsure if the pharmacy had provided
diabetic training for the facility. D Q_DMPG%I\\U-\ B{ pON
-A previous Resident Care Coordinator (RCC) -
was responsible for coordinating staff training and R@ﬂu\m =
record keeping. k&'
-The previous RCC had not worked since EI ¢ AT E E L Q
February 2016 (day unknown). N\ \ NA
-She was not sure if the records existed.
| -She could not find any records for Staff B except WS \MM(..’BLPEF&.\ ? i eb
| what was in the file provided. |
-She would contact the pharmacy to check for FR-DM &ﬁ&bm&. Pﬁ% -P‘\
any other training certificates.
PAEDICTION AaDE
D935 G.S.§ 131D-4.5B(b) ACH Medication Aides; D935
Training and Competency 6\)&%%\_ Q_O MP 2 D\&
G.S. § 131D-4.5B (b) Adult Care Home b"“ S\'PETE mtb c EUON bﬂ&
Medication Aides; Training and Competency v L \
Evaluation Requirements. a m Q_
AN, Q NO
(b) Beginning Octcber 1, 2013, an adult care
home is prohibited from allowing staff to perform LCMQC\&K EP‘-\?\OUFD \{\& TP\'
any unsupervised medication aide duties unless
that individual has previously worked as a -—\R&, -FP(Q\,\_)& NS QF : l%\ uo-
medication aide during the previous 24 months in |
an adult care home or successfully completed all b \m\—{_ ?\e\( &D&b TRF‘:
of the following:
(1) A five-hour training program developed by the Qm
Department that includes training and instruction TD EM-}&.&
in all of the following: - .
a. The key principles of medication Q.DMP\\ ANCE. W N\&D\Qﬁg o|\k
administration.
—> CoONlinue Dige.\3
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b. The federal Centers for Disease Control and
Prevention guidelines on infection control and, if
applicable, safe injection practices and

| procedures for monitoring or testing in which
bleeding occurs or the potential for bleeding
exists.

(2) A clinical skills evaluation consistent with 10A
NCAC 13F .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 control and, if
applicable, safe injection practices and
procedures for monitoring or testing in which
bleeding occurs or the potential for bleeding
exists.

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

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

Based on record review, observation and
interview, the facility failed to ensure that one of
two sampled medication aides (Staff C) had
completed the medication aide written exam
within 60 days of hire as medication aides.

The findings are:

Review of personnel record for Staff C
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(Medication Aide) revealed:

-Staff C was hired as a personal care aide on
5/9/2014.

-Staff C transitioned to a medication aide in
September 2015.

-Staff C completed her medication administration
clinical skills checklist on 9/11/2015.

-There was no documentation that Staff C had
taken the medication aide exam.

-Staff C had completed the 15 hour required
medication training on 9/3/2015.

Observation of Staff C on 3/15/2016 at 11:00 am
revealed she was administering medications to
residents.

Interview with Staff C on 3/15/2016 at 11:00 am
revealed:

-She had taken her 15 hour medication training in
September 2015.

-She had not taken her medication exam.

-She had been administering medications since |
September 2015.

-She had given insulin injections and controlled
medications since September 2015.

-She thought she had up to 2 years to take the
exam.

-She had been checked off by a nurse prior to
medication administration on the cart.

Review of the staff schedule provided by the
facility revealed Staff C had worked as a
medication aide during January, February and
March 2016.

Review of Resident #5's March 2016 Medication
Administration Record (MAR) revealed:

-Staff C documented 2 doses of insulin were
administered.

-Staff C documented 3 doses of Percocet
Division of Health Service Regulation
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administered.

Review of a second resident's March 2016 MAR
revealed Staff C documented she administered
11 doses of insulin.

Review of a third resident's March 2016 MAR
revealed Staff C documented she administered 7
doses of insulin.

Interview with Resident #5 on 3/16/16 at 11:00
am revealed the resident had recieved
medications including insulin from Staff C.

Interview with a second resident on 3/16/2016 at
11:20 am revealed the resident had recieved
medications including insulin from Staff C.

Interview with Staff C at 3/15/2016 at 2:00 pm
revealed that she had been removed from the
medication cart and not allowed to work as a
medication aide until she passed the written
exam.

Interview with the Director on 3/16/2016 at 3:00
pm revealed:

-She thought a medication aide had up to a year
to take the medication exam.

-The previous Resident Care Coordinator (RCC)
was respansible for ensuring staff had all
education requirements and that documentation
was kept in their personnel record.

-She had removed Staff C from the medication
cart.

PLAN OF PROTECTION:

The facility provided a Plan of Protection on
3/15/16 as follows:

Do35
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-All medication aides' employee files would
| immediately be reviewed for the requirements
needed to be able to administer medications.
-Staff C would be immediately removed off the
schedule as a medication aide until successful
completion of state medication aide exam. .
CORRECTION DATE FOR THE TYPE B
VIOLATION SHALL NOT EXCEED APRIL 30,
2016.
|
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