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The Aduit Care Licensure Section completed an
annual survey on November 8, 2018 wilth an exit
conlerence via telephone November 10, 2016,

D315 10A NCAC 13F .0905({a)(b) Activities Program D35

10A NCAC 13F .0805 Activities Program

{a) Each adult care home shall develop a
program of activities designed to promote the
residents’ active involvement with each other,
their families, and the community.

(b} The program shall be designed to promote |
active involvernent by all residents but is not to |
require any individual to participale in any activity i
against his will. If there is a question about a

resident's ability to participate in an aclivity, tha I
resident's physician shall be consulted to obtain a
statement regarding the resident's capabilities. |

This Rule is not met as evidenced by:
Based on observations and interviews, the faciity

failed 10 assure residents were offered activities

daily.

The findings are;

Observation on 11/9/16 from 1015 a.m. to 3:30
p.m. revealed no activities were done or offered.

Reaview of the November 2016 activity calendar
revealed from 11/8M16-1112ME, over 14 hours of
activites were (o be offered

Review of the activity calendar dated 11/8/16
revealed:

-From 8:00 a.m, -8:35 a.m., prayer was fo be
offered.

-From 9:30 a.m.-10:00 a.m., daily chronicies were
1o be offered.
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<From 10-00 a.m.-10:30 a.m., exercise was lo be i |
offered, |
-From 10:30 a.m.-11:00 a.m., devolions were to '
be offered.
-From 2,30 p.m.-3:30 p.m., popcom social was 1o
be offered.
-From 4:00 p.m.-5:00 p.m., current events were
io be offered.
-From 6:30 p.m.-7:30 p.m., movie/snack was 1o
be offered.

Obsarvation an 11/8/16 at 3:30 p.m. revealed the
residents were parlicipating in a popcom social,

Telephone interview with the Activity Coordinator

on 11/10/18 at 11:50 a.m. revealed: |
-She had been warking at the fagility as the
Activity Coordinator since August 2015,

-She had been tempararily working as the
Resident Care Coordinator (RCC) at the facility
for one month,

-She covered other facilities and she helped the
facility with activities 2-3 times weekly,

-The residents at the facilily were offered ice
cream socials, popcomn socials, bings, painting |
and crafts. |
-The residents last went on an outing on 9/16/16.
-Only seme of the residents wanted to go on the
outing.

-0On 11/9/16, the residents had done the popcom
social and current events at the same time. She
told staff to help out with activities,

-Staff were supposed to do aclivities with the
residents when she was not at the facility,

-Many times staff were busy doing ather things
for residents at the facility.

Confidential interview with a staff member
revealad:

-Activities were not offered daily, because staff
Dhysion of Health Senvice Reguiation
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D315 Continuved From page 2

were busy tending to resident needs.
~Activities were not offered to the residents on
- 11/8016 or 117916, because staff were too busy
- tending to the resident needs,
-The residents had complained a couple of days
ago wanting more aclivites, Staff had nal lold
management

Confidential interview with a resident revealed

-Activities wera not offared at the facility,

-The resident would like fo see Bingo offered at
" the facility.

¢ Confidential interview with a second resident
revealed:
-They did not do activities al the facildy.
-The resident would like to play games for
activities,

Confidential inlerview with a family member
revealed:

-The facility did not offer activities to the
residents.

=5Staff does not have time to do activities with
residents.

-The staff are always busy doing other things for
residents.

-The residents does not leave the facility and go
on outings for activities,

Telephone interview with the Administrator on
11116 at 2:35 p.m. revealed:

-Her expectations was for activities to be offered
daily at the facility.

-The residents had not complained of not doing
activities.

-The Supervisor's were responsible for assuring
the scheduled was followed.
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Training and Competency

G.5. § 131D-4.5B {b}) Adult Care Home
Medication Aides; Training and Competency
Evaluation Requirements,

(b} Beginning Cctober 1, 2013, an adult care
home is prohibited from allowing staff to perfarm
any unsupervised medication aide duties unless
that individual has previously worked as a
medication aide during the previous 24 months in
an aduit care home or successfully completed all
af the fallowing:

(1) A five-hour training program developed by the
Depariment thal includes training and mstruction
in all of the following:

a. The key principles of medication
administration.

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

{2) A clinical skills evaluation consistent with 104
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
traiping and instruction in all of the following:

1. The key principles of medication
administration.

2. The federal Centers of Disease Contral and
Pravention guidelines on infection control and, if
applicable, safe injection practices and
procedures for monitoring or testing in which
bleeding cccurs or the patential for bleading
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exists,

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

This Rule iz not met as evidenced by. !
Based on observations, interviews and record i |
review, the fadlity failed to assure 1 of 3 Staff (C),

who was hired after 10/1/13 and administered |
medications, had taken the written medication | ;
examination within 60 days of completing the |
clinical skills evaluation.

The findings are: |

Review of Staff C's, SupenvisorfCaregiver,
personnel file revealed:

-Staff C was hired to work at the facility as a
Supervisorn'Caregiver on Ti2T/16.

-Staff C completed the Medication Clinical Skills
Checklist on BM1/16 and 10M19/16. |
-Staff C completed the 5 hour medication training |
on 27316 and the 10 hour training on 97116,
-Thera was no documentation of the successful
completion of the written examination.

Interview with the Senior Manager on 11/9/16 at
214 p.m. reveaied:

-He kept-up with staff gualifications and training.
-He set up the written examination for staff and
made sure they passed the written examination.
-If staff had not passed the written examination,
they do not pass out medications to the residents.
-Staff C had been passing medications at the
facility since 8/1/16.

-3taff C was scheduled to take the written
medication aide examination, within 60 days of

passing the clinical skillz evaluation, but she did )
ot taks the test due to personal reasons. D’y@, g | l il \ ]
I ﬂ v ). Sy ! !. L
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~He was not aware if staff had not taken and
passed the written examination within 60 days,
staff could not administer the medications and
staff could not administer medications until they
had passad the examination.

. -He thought since Staff C had retaken the clinical

* skills checklist on 10/18/16, she had another 60
to take and pass the written examination,

Interview with the Resident Care Coordinator
(RCC) on 11/9M16 at 2:27 p.m. revenled:

-5ha had been the RCC at the facility for one
month.

-The Senior Manager kept-up with staff
qualifications,

=5taff C worked third ghift as a medication aide
-Staff C had adminstersd medications to
residents within the past manth,

Review of o sampled resident's November 2015
Medication Administration Record (MAR)
revealed Staff C had documented as
administered Triameinolone Cream {used 1o help
treat discomfort of skin conditions), Symbicort
inhaler (used to help treat asthma and Chronic
Obstructive Pulmonary Disease), Seroquel {used
1o help treat depression), Colace (used to help
treat constipation}, Remeron (used to help treat
depression), Hydrocodone-Acetaminophen (used
to help treat pain), Haldol (used to help treat
schizophrenia) and Losartan-Hydrochlorothiazide
{used to help treat high blood pressure).

Telephone interview with the Administrator on
MA0ME at 2:35 p.m. revealed:

-The Senior Manager kept-up with staff
qualifications and training.

-Her expectation were for staff {o take the clinical
skills checklist and pass the written examination
within 60 days.
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-The Senior Manager had a misunderatanding of
the time frame staff had to pass the written
examination.

-Staff C will be taken off the mediation cart unt]
she has passed the written examinalion.

Staff C was not available for interview,
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