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Quazlifications

10A NCAC 13F .0407 Other Staff Qualifications
(a} Each staff person at an adult care home
shali:

: (3) have no substantiated findings listed on the
North Carolina Heaith Care Personnel Registry
according to G.S. 131E-258;

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

Based on interviews and record reviews, the
facility failed to ensure 3 of 3 sampled staff (Staff
! A, 8, and C) had no substantiated findings listed
| on the North Carolina Health Care Personnel
Registry {HCPR) upan hire.

i The findings are:
| 1. Review of Staff A's personnel record revealed:
* -Staff A was hired 01/10/19 as a Personal Care

' Aide (PCA).

-There was no documentation thal a HCPR check
had been completed upon hire.

- Review of a HCPR check for Staff A dated
+ 0417718 revealed there were na substantiated
; findings.

. Refer to the interview with the Business Office
‘ Manager (BOM) on (4/17/19 at 5:10pm.

the HCPR checks in accordance with the rules
regarding staff qualifications. Chestnut Hill
completed all HCPR checks on every employee on
5/13/18 and will do HCPR checks once a year on
everyone employed @ Chestnut Hill. Employees
A,B & C HCPR checks were completed priof to end
of initial survery on 4/17/19. HCPR checks will be
completed prior to employment or being

employed by Chestnut Hill going forward.

i
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i The Aduit Home Licensure Section canducted an
annual survey on 04/17/19.
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Refer to the interview with the Administrator on
" 04/17/19 at 5:15pm.
i

:‘ 2. Review of Staff B's personnet record revealed:
[ -Staff B was hired on 12/20/18 as a Medication

; Aide (MA).

i -There was no documentation that a HCPR check

had been completed upon hire.

Review of a HCPR check for Staff B dated
04/17/19 revealed there wers no substantiated
findings.

Refer to the interview with the BOM on 04/17/15
at 5 10pm.

Refer to the interview with the Administrator on
04/17/19 at 5:15pm.

3. Review on Staff C's personnel recard revealed:
-Staff C was hired on 12/19/18 as a PCA.

. -There was no documentation that a HCPR check
! had been completed upon hire.

| Review of a HCPR check far Staff C dated

; 04117119 revealed there were no substantiated
findings.

' Refer to the inferview with the BOM on 04/17/19

. at 5:10pm.

Refer to the interview with the Administraior on
04/17/19 at 5:15pm.

|
J

| Interview with the Business Office Manager

| (BOM) on 04/17/19 at 5 10pm revealed:

- -The BOM was responstble for the persanne

| fites,

| -The BOM did not krnow what the HCPR checks
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were or that they needed to be completed,

Interview with the Administrator on 04/17/1Q at
5:15pm revealed:

-She knew that staff needed HCPR checks upon
hire.

-3he did not know the HCPR had not been
completed.

~The BOM was resporsible for completing them.
-The BOM had been hired in January 2019.
-She did not know why the HCPR were not
completed.

The facility failed to ensure 3 of 3 staff {Staff A, B, I
and C) had a HCPR check completed pricr to
hire. This failure resulted in the facility not
knowing if staff had substantiated findings on the
HCPR which was detrimental to the heaith, :
. safety, and welfare of the residents and i
constitutes a Type B Viclation. i

! The facility provided a Plan of Protection in
| accordance with G.5. 131D-34 on 04/17/19 for
. this violation.

CORRECTION FOR THIS TYPE B VIOLATION
SHALL NOT EXCEED JUNE 1. 2019,

D164 10ANCAC 13F .0505 Training On Care Of 0164 All Med Techs have had the 1hour Diabetic training,

Diabetic Resident Staff B, D & E were trained by Facility Rn per Plan | 149
of Correction, Ne employee will administer meds in
' o the future without the 1 hour Diabetic Training. All |
- 10A NCAC 13F 0505 Training On Care Of Irasning wiil be complete with proper documentation

Dhabetic Residents prior to prewviding patient care.
An adult care home shali assure that training on
the care of residents with diabetes is provided to
unkcensed staff prior to the administration of

. insulin as follows: ‘
; (1) Training shall be provided by a registerad
i nurse, registered pharmacist or prescribing |
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practitioner.

{(2) Training shall include at least the fallowing:
| {a} basic facts about diabetes and care involved
| in the management of diabetes;

(b} insulin action;

(c) insulin storage;

{d} mixing, measuring and injection techniques
for insulin administration;

{e) treatment and prevention of hypoglycemia
ard hyperglycemia, including signs and
symptoms,

{f) btood glucose monitering; universal
precautions;

(g) universal precautions;

(h) appropriate administration times: and

(i) sliding scale insulin administration.

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

Based on interviews and record reviews, the
facility failed to ensure 3 of 3 sampled Medicatian
Aides (Staff B, D, and E} who administered
insulin and obtaired finger stick blood sugars for
residents completed training on the care of
diabetic residents prior to the administration of
msulin.

The findings are:

1. Review of Staff B's personnel record revealed:
-Staff B was hired on 12/20/18 as a Medication
Aide.

-There was no documentation of traming on the

i care of a giabetic resident.

|
Review of a March and April 2615 Medication

! Administration Recerd {MAR) reveaied:
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03/04/19 - 03/06/19, 03/11/19 - 03/14/18, 1
03/18/19, 03/20/19, ©3/21/19, 03/25/19, 03/27/19, i
and 03/28/19 at 8.00pm. ‘
-Staff B documented administering insulin on
04/01/18, 04/03/19 - 04/04/19, 04/08/19 -
04/10/19, and 04/15/19 at 8:00pm.

’ -Staff B documented administering insulin on

|

|

Telephone interview with Staff B on 04/17/19 at 1
4:30pm revealed: :
-She had worked full time in the facility as a ‘
Medication Aide since December 2018, :
-5he had checked finger stick blood sugars and !
administered insulin to residents in the facility.
-She had received diabetic training at another |
facility prior to her hire date at this facility. ;
-She did not have any paper work on the diabetic I ‘
F

\

training.
-Shehad not received any diabetic training at this
facility.

. Refer to the interview with the facility Nurse on |
| 04r17/19 at 5 20pm.

. Refer to the interview with the Administrator on
| 04/17/19 at 5:15pm. ‘

2. Review of Staff O's persennel record revealed: ‘
-Staff D was hired on 03/01/18 as a Madication i
Aide. i
-There was no decumentation of training on the !
care of a diabetic rasident,

Review of a March and April 2019 MAR revealed:
-Staff D decumented administering insulin on
03/01/19 - 03/03/19, 03/07/18 - 03/10/19,
0371519 - 03/17/19, 03/19/19. 03/23/19,
03/24/18. 03/26/19, and 03/28/19 - 03/31/15 at
8:00pm.

-Staff O documented admmistering insulin on
Divisien of Haalth Service Regulation
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04/02/18, 04/05/19 - 04/07/1, 04/12/19 -
- 04/14/19, and 04/16/19 at 8:00pm.

Telephone interview with Staft D on 04/17/19 at ‘
4:50pm revealed: |
-She was initially hired at the facility as a personal |
care aide (PCA). |
-She started working as a MA “around the end of !
June 2018."

-She was trained by the facility nurse as a MA
before she administered medications.

-She administered insulin and checked finger
{ stick blood sugar for the residents.

| -She did not rememker the facility offering any i
! diapetic training. ‘
-She had completed some continuing education
in diabetes on her awn,

Refer to the interview with the facility Nurse on
04/17/19 at 5:20pm.

' Refer to the interview with the Administrator on |
04/17119 at 5:15pm, - |

3. Review of Staff E's personnel record revealed:
* -Staff E was hired an 02/21/17 as a Medication
Aide.

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

Review of a March and April 2018 MAR revealed: |
-Staff £ documented obtaining fingerstick blood
sugars and administering insubin on 03/02/19,

1 03/05/19. 03/09/19, 03/10/18, CX/16/19, 0D3/17419,
‘ 03/24/19, 03/30/19, and 03/31/19 at 7:30am,
11:30am, and 4:30pm. |
-Staff £ documented obtaining fingerstick blood 1
| sugars and administering insulin on 04/06/19 at :
| 7:30am. 11:30am, and 4:30pm, 04/13/19 at '
' 7:30am and 11:30am, and 4:30pm, and 04/14/19 !
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at 7:30am and 4:30pm.

5:14pm reveated:
-She was hired as a MA in February 2016,
-She was trained as an MA before she started
working at the facility,
-She administered insulin and checked finger
| stick blood sugar for the residents.
-She shadowed another MA before she worked
alone,
-She was cbserved by the facility nurse on proper
. technigues for administering insulin befora
administering medication.

-She did not remember being trained in diabetic
. care at the facility.

|

J‘ Telephone interview with Staff E on 04/17/19 at
i

1

\

I

Refer to the interview with the facility Nurse on
04/17/19 at 5:20pm.

Refer to the interview with the Admiristrator on
04/17/19 at 5:15pm.

Interview with the facility Nurse on 04/17/19 at
5:20pm revealed:

-She was responsible for the training for the
Medication Aides and knew they needed diabetic
training.

_ -She had not been working in the facility at the

- time Staff B, D, and E were hired.

-The nurse did not know the MAs had not

. completed diabetic training.

Intervigw with the Administrator on 04/17/19 at
5:.15pm ravealed:

-The nurse was responsible for all the training for
‘ all the MAs.

. -She did not know Staff B, D, and E had nat

' completed the diabetic training.

Bivigion of Heaith Servics Regulation
STATE FORM

Sedd

¥E1xX11

If comtinuanan sheat 7 5f 35




PRINTED: 04/26/2019

FORM APPROVED
Division of Health Service Regulation
STATEMENT OF OEFICIENCIES (X1) PROVIDER/SUPPUER/CLIA {X2) MULTIPLE CONSTRUCTION (X3) DATE SURVEY
AND PLAN OF CQRRECTION IDENTIFICATION NUMBER ARG COMPLETED
HALO56005 BIING 04/17/2019
NAME OF PROVIDER OR SUPPLIER STREET ADORESS, CITY, STATE. ZIP CODE
64 CLUBHOUSE TRAIL
CHESTNUT HILL OF HIGHLAND
i HIGHLANDS, NC 28741
(X4} 1D SUMMARY STATEMENT OF DEFICIENCIES i 0 ; 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 APPROPRIATE | DATE
DEFICIENCY) i
D 164 | Continued From page 7 D 154
The facility failed to ensure all medication aides
received training on the care of diabetic residents :
before administering insulin. This failure placed |
all diabetic residents at risk of high or low bfaod I
glucose levels and was detrimental to the health, !
safety. and weifare of the residents and
constitutes a Type B Violation.
The facility provided a Pian of Pratection in
accordance with G.S. 131D-34 on 04/17/18 for
; this violation.
i CORRECTION FOR THIS TYPE B VIOLATION
| SHALL NOT EXCEED JUNE 1, 2019.
i
D 273! 10A NCAC 13F .0802(b) Heaith Care D273 Resident #3 contihues to refuse her scheduled 515119
| vitamins, Chestriut Hill has created a Refusal of
: Medication Fatm on 4/18/19, After refusal of a
[ 10A NCAC 13F .0902 Health Care rmedication Med Tech contacts the Physician and |
‘ e faci nall a fearral and follow- Responsible Party. Contacted the Physician again
‘ by Ah aclllty§ all assute: retein 4 fal dp today 5/14/13 and provided him by fax six requests
| 1o meet the routine and acute health care needs dating back to 5/1/13 requesting PRN orders for
! of residents, vitamins Resident #3 continues to refuse and orders
| for oxycodone to be Scheduled rather than PRN per
State request. Physician signed orders per our
| request and received on 5/15/19
; I
| 1
1
|
|
" This Rule is not met as evidencea by:
| Based on observations, interviews, and record
| reviews, the facility failed to notify the primary :
, care provider for 1 of 3 sampled residents f
: {Reswdent #3) relatad to the refusal of muitiple ;
© medications, including a vision supplement for i
eye health, a supplement for bone heatth a
chaolesterol lowering supplement, a supplemeant ;
* for jcint health, and a supplement for heart health, |

Division of Heaith Service Regulation
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. 600myg (supplement that may lower cholesterol)

| Preservision AREDS take 1 tablet daily with funch
' scheduled to be administered at 12:00pm.

. apportunities from 03/01/19 to 03/31/19.

Review of Resident #3's current FL2 dated
05/01/1B revealed:

-Diagnoses included diabetes, macular
degeneration, dyspnea with exertion, and
osteoporosis.,

-There was a physician's order for Preservision
AREDS multivitamins (used to promaote eye
health) take 1 tablet daily with lunch.

-There was a physician's order for vitamin D3
2000 units {(supplement used to improve bone
health and energy) take 2 tablets daily with lunch.
-There was a physician's order for red yeast rice

take 2 capsules daily with lunch.

-There was a physician's order for
glucosamine/chondraitin 500/400mg (supplement
for joint health) take 3 tablets daily.

-There was a physician's crder for coenzyme Q10
100mg {supplement used for heart health) take 1
capsule daiy.

a. Review of Resident #3's February 2019
Medication Administration Record (MAR)
revealed:

-Thers was a computer generated entry for
Preservision AREDS take 1 tablet dfaily with lunch
scheduled to be administered at 12:00pm.
-Presarvision AREDS was documented as
refused by Resident #3 for 13 out of 28
opportunities from 02/01/19 to 02/28/19.

Review of Resident #3's March 2019 MAR
revealed:
-There was a computer generated entry for

-Preservision AREDS was documented as
refused by Resident #3 far 12 out of 31

L
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Review of Resident #3's April 2019 MAR

" revealed:

- -There was a computer generated entry for

| Preservision AREDS take 1 tablet daily with lunch
scheduled to be administered at 12:00pm.
-Preservision AREDS was docurnented as
refused by Resident #3 for 13 out of 16
opportunities from 04/01/19 to 04/16/19.

Observation of medications on hand for Resident
#3 at 2:30pm on 04/17/19 revealed a partially
used medication card containing Preservision
AREDS was available for administration.

¢ Interview with Resident #3 on 04/17/19 at 5:04pm
" revealed:

-8he had macular degeneration and was followed
by an ophthalmologist.

. -She did not feel like she needed her vitamins

. every day.

I
i Telephone interview with a pharmacist from the

+ facility's contracted pharmacy on 04/17/19 at
3:59pm revealed it was not good for Resident #3

| to refuse her Preservision AREDS because she

. would miss out on the benefits of the medication

‘ for her eye health.

Telephone interview with a nurse from Resident

_ #3's ophthalmolagist's office on 04/17/19 at

| 5:00pm revealed:

i -The ophthalmologist did not know Resident #3
was refusing the Preservision AREDS.

-Resident #3 had "terrible vision” and the

i Preservision AREDS waere important to preserve
eye heaith.

! -The supplement would not reverse vision loss.

: Attempted telephane interview with Resident #3's
primary care provider on 04/17/19 at 3:.44pm was

Dwision of Heaith Service Regulation
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unsuccessful.

Refer to the interview with the Resident Care
Coordinator on 04/17/19 at 4:20pm.

Refer to the interview with the facility nurse on
04/17/19 at 4:30pm.

Refer ta the interview with the Administrator on
04/17/19 at 4:38pm,

b. Review of Resident #3's February 2019

i Medication Administration Record (MAR)
revealed:

| -There was a computer generated entry for
 vitamin D3 2000 units take 2 tablets daily with
lunch scheduled to be administered at 12:00pm.
-Vitamin D3 was documented as refused by 1
Resident #3 for 10 of 28 opportunities from
02/G1/19 to 02/28/19.

Review of Resident #3's March 2019 MAR

. revealed:

-There was a computer generated entry for

! vitamin D3 2000 units take 2 tablets daily with

. lunch scheduled to be administered at 12:00pm.
-Vitamin D3 was documented as refused by i
Resident #3 for 12 of 31 apportunities from
03/01/19 to 03/31/18.

Review of Resident #3's April 2019 MAR
revealed:

-There was a computer generated entry for !
vitamin D3 2000 units take 2 tablets daily with !
iunch scheduled to be administerad &t 12:00pm,
-Vitamin D3 was documented as refused by

! Resident #3 for 13 of 16 opportunities from

- 04/01/19 to D4/16/19.

| Observation of medications on hand for Resident
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|

. #3 at 2:30pm on 04/17/19 revealed a partially
| used medication card with 2 tablets of Vitamin D2
in each bubble was availabla for administration.

i Interview with Resident #3 on 04/17/19 at 5:04pm
reveaied she did not feef like she needed her
vitamins every day.

|
Telephone interview with a pharmacist from the i
facility's contracted pharmacy on 04/17/19 at :
3:59pm revealed: i
-Pharmacy started providing medications to the !
facility at the beginning of April 2019,
-Resident #3 would be at an increased risk of low
vitamin D levels if she was not taking the
: supplement as prescnbed.

Attempted telephona interview with Resident #3's
primary care provider on 04/17/19 at 3:44pm was
unsuccassful.

| Refer to the interview with the Resident Care
Coordinator on 04/17/19 at 4:20pm.

Refer to the interview with the facility nurse on
04/1719 at 4:30pm.

: Refer to the interview with the Administrator on
. 04/17/19 at 4.38pm. I

¢. Review of Resident #3's February 2019

© Medication Administration Record (MAR)
revealed:

-There was a computer generated ertry for red
yeast rice 600mg take 2 capsules daily with lunch
scheduted to be administered at 12:.00pm.

-Red yeast nce was documented as refused by
Residant #3 for 12 of 28 opportunities from

i 02/01/19 to 02/28/18. i
|

Jivision of Health Servica Regulation

STATE FORM ace NE1X T H conlinuation sheat 12 of 38




PRINTED: 04/26/2019

FORM APPROVED
Division of Health Service Regulation
STATEMENT OF DEFICIENCIES (X1} PROVIDER/SUPPLIER/CLLA (X2} MULTIPLE CONSTRUCTION (X3) DATE SURVEY
AND PLAN OF CORRECTION IDENTIFICATICN NUMBER: % BEER COMPLETED
L IG:
HAL056005 HENANG 04/17/2019
NAME OF PROVIDER OR SUPPLIER STREET ADDRESS, CITY, STATE. ZIP CODE
54 CLUBMOUSE TRAIL
CHESTNUT HILL OF HIGHLAND
HIGHLANDS, NG 28741
X4y 1D | SUMMARY STATEMENT OF DEFICIENCIES | D PROVIDER'S PLAN OF CORREGTION 1X5)
PREFIX | {(EACH DEFICIENCY MUST BE PRECEDED BY FULL . PREFIX (EACH CORRECTIVE ACTION SHOULD BE COMPLETE
TAG | REGULATGRY OR LSC IDENTIFYING INFORMATION) : TAG CROS3-REFERENCED TO THE APPRGPRIATE DATE
r
D 273| Continued From page 12 D273

- Review of Resident #3's March 2019 MAR

| revealsd:

-There was a computer generated entry for red
yeast rice 600mg take 2 capsules daily with lunch
scheduled to be administered at 12:00pm.

-Red yeast rice was documented as refused by
Resident #3 for 12 of 31 opportunities from
03/01/19 to 03/31/19.

Review of Resident #3's April 2019 MAR
reveated:

-There was a computer generated entry for red
yeast rice 800mg take 2 capsules daily with lunch
scheduled to be administered at 12:00pm.

-Red yeast rice was documented as refused oy

: Resident #3 for 13 of 16 opportunities from
G4/G1/19 ta 04/16/19.

- Observation of medications on hand for Resident
#3 at 2:30pm on 04/17/19 revealed a partially
used medication card containing red yeast rice
60G0mg was available for administration.

Interview with Resident #3 on 04/17/19 at 5:04pm
. revealed she did net feel like she needed her
vitamins every day.

Attempted telephone interview with Resident #3's
primary care provider on 04/17/1 at 3 44pm was
i unsuccessful.

Refer to the interview with the Resident Care
. Coordinator an 04/17/19 at 4:20pm.

Refer ta the interview with the facility nurse on
Q04/17/19 at 4:30pm.

. Refer to the interview with the Administrator an
{ 04/17119 at 4:38pm.
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d. Review of Resident #3's February 2019
Medication Administration Record (MAR)
revealed;

-There was a computer generated entry for
glucesamine/chandroitin 500/400mg take 3
tablets daily scheduled to be administered at
12:00pm.

-Glucosarnine/Chondroitin was documented as
refused by Resident #3 for 12 of 28 opportunities
from 02/01/19 to 02/28/19,

Review of Resident #3's March 2019 MAR
revealed:

-There was a computer generated entry for
glucosamine/chondroitin 500/400myg take 3
tablets daily scheduled to be administered at
12:00pm.

-Glucosamine/Chondraitin was documented as
refused by Resident #3 for 11 of 31 opportunities
from 03/01/19 fo 03/31/19.

Review of Resident #3's April 2019 MAR
revealed:

" -There was a computer generated entry for
i Glucosamine/chondroitin 500/400mg take 3

tablets daily scheduled to be administered at
12:00pm.

-Glucosamine/Chondroitin was documented as
refused by Resident #3 for 12 of 16 cpportunities
from 04/01/19 to 04/16/19.

Observation of medications on hand for Resident
#3 at 2:30pm on 04/17/19 revealed 3 partiatly
used medication card containing
glucosamine/chondroitin was available for

| administration.

Interview with Resident #3 on 04/17/19 at 5.04pm
revealed she did not feel iike she needed her
vitamins every day.
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Attempted telephona intarview with Resident #3's
primary care provider on 04/17/19 at 3:44pm was
unsuccessful.

Refer to the interview with the Resident Care
Coordinator on 04/17/19 at 4:20pm.

Refer to the interview with the facility nurse on ‘ i
04/17/19 at 4:30pm. i

Refer to the interview with the Administrator on
04/17/19 at 4:38pm,

e. Review of Resident #3's February 2019
Medicafion Administration Record (MAR)
revealed:
-There was a computer generated entry for
coenzyme (110 100mg take 1 capsuie daily
scheduled to be administered at 12:00pm.
-Coenzyme Q10 was documented as refused by
* Resigent #3 for 13 out of 28 opportunities from
02/01/19 to 02/28/19.

Review of Resident #3's March 2019 MAR
revealed:

-There was a computer generated entry for
coenzyme (110 100mg take 1 capsule daily |
scheduled to be administered at 12:00pm:.
-Coenzyme Q10 was documented as refused by
Resident #3 for 13 out of 31 opportunities from
03/01/19 to 03/31/18.

. Review of Resident #3's April 2019 MAR

revealed:

-There was a computer generated entry for

i coenzyme Q10 100mg take 1 capsute daily

- scheduted to be administered at 12:00pm.
-Coenzyme Q10 was documented as refused by

- Resident #3 for 13 out of 16 opportunities from
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1 04/01/18 to 04/16/15.

Observation of medications on hand for Resident
#3 at 2:30pm on 04/17/19 revealed a partially
used medication card containing coenzyme Q10
was availabla for administration.

Interview with Resident #3 on 04/17/19 at 5:04pm
revealed she did not feel like she needed her
vifamins every day.

Attempted telephone interview with Resident #3's
primary care provider on 04/17/19 at 3:44pm was
unsuccessful.

Refer to the intarview with the Resident Care
Coordinator on 04/17/19 at 4:20pm,

Refer to the interview with the facility nurse on
04/17/19 at 4:30pm.

Refer to the interview with the Administrator on
04/17/19 at 4.38pm.

- Interview with the Resident Care Coordinator
. (RCC}on 04/17/19 at 4 20pm revealed:

-She started working at the facility in January
2019
-She did nof think she needed to contact

| Resident #3's provider because she was refusing

“only vitamins."
-She did not notify Resident #3's provider that she

i was refusing multiple medications.

-She would have calied Resident #3's provider if
she was refusing her “real medications.”
-Resident #3 was having problems with her
stomach and did not wan! to take her medications
iIf her stomach "did not feel good.”

-Prior to January 2019, the facility did not have a
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procedure to follow when a resident refused a
medication.

-She or the medications aides (MA) were
responsible for cantacting the provider regarding
medication refusals.

-The resident's provider should be contacted after
a resident refuses 3 consecutive doses of a
medication.

-She and the MAs were responsibie for
documenting medication refusals on a 24 hour
report.

-The 24 hour report was a communication toal to
pass information to each shift.

-The medication refusals would stay on the repcrt
until the provider had been called and a response
was documented.

Interview with the facility nurse on 04/17/19 at

' 4:30pm revealed:
. -She did nat know Resident #3 was refusing
" medications.

-She was "okay" with a resident refusing
medications if the resident "had a good reason”
such as they were experiencing a side effect from
the medication.

-If a resident was refusing an essential
medication like an antibiotic or insulin then the
provider should ba contacted immediately.

-The RCC was responsible for contacting the
provider for all "consistent medication refusals.”

inmterview with the Admimistrator on 04/17/19 at
4 38pm revealed

She did not know Resident #3 was refusing her
lurch time: medications on most days.

-The MAs and the RCC were responsible for
making sure the residents raceived their
medications.

-The MAs and the RCC should be encouraging
the resident to take their medications.
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D 283 10ANCAC 13F .0904(a)(2) Nutrition and Food D233
Servica
10A NCAC 13F .0904 Nutrition and Food Service All Dietary Staff completed a Food Service Course 5/13/19
. 5/13/19. Contenis included Sanitation, Food safety]
i (8) Food Precurement and Safety in Adult Care Personal Hy'giene, Theraputic Diets, Theraputic
Homes: menus and Resident Rights, Thawing Meatei:,
: Poultry, & Fish, Dry Storage, Cold Storage, Food
| (2) All food and beverage being procured, stored, Handling. Cross Contamination, Expired food was
prepared or served by the facility shall be removed from the kitchen on 4/18/19. Administraton
protected fram contamination. will do weekly checks to monttor all food is stored

This Rule is riot met as evidenced by:

Based on observations and interviews, the facility
failed to ensure foods being stored by the facility

. were protected from contamination related to
meat being improperly thawed, cpen food
packages not tabeled or dated, and expired foods
. stored in the refrigerator and on a rack in the
kitchen.

The finding are:

Review of the facility kitchen sanitation repert
dated 01/28/19 revealed:

-The facility received a score of 94.

-The facility was cited for Ready-To-Eat
Potentially Hazardous Food (Time/femperaturs
Control for Safety Food).

Observation of the kitchen area on 04/17/19 at
10:01am revealed there was a large plastic

; contaiher on the counter top with raw chicken
pleces submerged in biood tinged water.

Interview with the cocok on 04/17/19 at 10:02am
revealea:

-She had worked as the cook at the facility for 15
Years,

-She did not remember who had trained her as a
cook.

-8he had received her ServSafe certification in

properly. Adminisirator will check refrigerator,
freezer and Dry Storage to assure all focd is stored|
and labeled properly as well as all expiration gates |
are in compliance. i

|
|
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: October 2018.

-The menu for lunch on 04/17/19 consisted of
fried chicken, collard greens, twice baked
potatoes, pound cake for reguiar diets, and fresh
fruit for low concentrated sweets diet.

-She had planned on using the chicken in the
plastic container on the counter top for lunch.

. Obsarvation of a rolling rack in the kitchen used

to store cans of food on 04/17/19 at 10:11am
revealed:

-There was a large can of corned beef hash with
no expiration date.

-There was a second large can of corned beef

! hash with an expiration date of 10/13/18.
i -There was a large can of jalapenos with an

expiration date of 08/27/18.
-There ware 2 large cans of chow mein noodles

i with an expiration date of 10/27/18,

-Thera was a large can of jeflied cranberry with
the expiration date of 03/05/19.

Interview with the cook on 04/17/19 at 10:19am
revealed:

-She knew that the targe cans of food stored on
the rolling rack in the kitchen wera expired,

* -The expired canned foods were from the facility's

" previcus food supply company.
i ~"We probably need to just get rid of them. We

don't use them".

. Observation of the refrigerator in the kitchen on

04/17/19 at 10:22am revealed:
-There was a metal container holding an open
package of bacon that was not labeled with an

. open date,

-There was a plastic container holding half of a
5lb package of hamburger meat stored in a Ziplog
bag with an open date of 04/15/19 and expiration

| or freeze by date 03/17/14.
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!

04/08/19.

| 04/11/19,
|

11:17am revealed:

foods.

thrown aut today”.

reveated:

-There was a metal container with pork chops
stored in a large Ziploc bag with an open date
04/13/19, and a 2.41 pound sealed package with
i an expiration or freeze by date 04/16/19.

-There was a clear plastic container coverad with
plastic wrap labeled "field” peas with 3 date

| -There was a metal container with cocked

! braceoli covered in plastic wrap dated 04/10/19.

‘ -There was a black plastic container of what

! appeared gravy with yellow discolored areas
around the edges covered with plastic wrap dated

Interview with the Administrator on 04/1 7/19 at

-The cook was also the Foad Service Director,
! -The Food Service Director was responsible for
J the training of staff in tha kitchen.
~The cook had her ServSafe Certification.
[ -The facility policy was for open foods to be
| covered and labeted with the open date.
‘ -All the kitchen staff had been trained on how to
preperly thaw meat, and date, label, and store

-She did know there were expired cans of food in
the kitchen and the expired canned foed "will be

-She did not know that the raw chicken was
sitting n a container of water an the counter.
-She did know how ta propetly thaw meat and it
had to be thawed either in the refrigerator or
under continucus running cold water in the sink. I

* -She had been informed by the Administrator to
discard the chicken.

. -The chicken pieces were in a brine that she had ‘

| made of salt and water,

|
. Interview with the cook on 04/17/49 at 11 28am J
|
|
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-She did not know why the chicken could not be
| cooked and served since the chicken had been
left sitting out on the counter in the kitchen.
-She knew the technique to properly thaw meat,
D 358 10A NCAC 13F .1004(a} Medication D 358

Administration

10A NCAC 13F .1004 Medication Administration
{a) An adult care home shall assure that the
preparation and administration of medications,
prescription and ncn-prescription, and treatments
by staff are in accordance with:

(1) orders by a licensed prascribing practitioner
which are maintained in the resident's recard: and
{2} rules in this Section and the facility's policies
and procedures.

This Rute is not met as evidenced by:

Based on observations, interviews and record
. reviews, the facility failed to administer

i medications as ordered for 3 of 3 sampled

| residents related to a medication for blood

| pressure (Resident #2), a medication for
shortness of breath (Resident #1), and a
medication used to treat high blood glucose
levels (Resident #3).

The findings are:

Resident 2. Valsartan is no longer available from the 5114118
VA due to price increase. Order dated 4/17/19 and
faxed on 5/8/19 to complete Vaisartan to completion,
then DC. Continue with Lisinopril.

The Facility RN has been
warking weekly to implement measures {o aveid on
going medication errors. The Administrator is doing
weekly Med Room audits. The RN is doing weekly
mventory matchback on medications. Med Techs,
each shift, are checking Mars for omissions. Blue
Ridge Pharmacy is the Facility Pharmacy and if a
medication is not immediately available then they
contact the back up pharmacy, Highlands Pharmacy
to fill. We have hired a new LFN as a Resident Care|
Coordinator. She will be responsible for all day time
arders and that all night time orders have been
addressed appropriately.

Resident #1 Ancro Ellipta was added to FL2 by to be
provider and overlooked by Facility RCC. The completed
provider moved away and the mid-level provider has by 5/17119
failed to respond 1o any messages. As of 5/1/19
there is a new provider of record and RCC did not do
appropriate follow up. No dyspenea noted. Residen
currently wheelchair bound. Requesting new
Frimary Care [0 ofder or OC thig medication.

Resident #3 M 5/15/19
- We have
instituted Mars checks for ongoing omissions/ errors.
Administrator is doing weekly med room audits. All {
Med Techs have received 1 hour Diabetic training i
by RN Consultant.
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1. Resident #2's current FL2 dated 01/08/19
reveaied:

i -Diagnoses included diabetes and hypertension.
-A medication order for valsartan (used to treat
high blood pressure) 160mg 1 tablet daily.

Review of Resident #2's Medication
Administration Record for Aprit 2019 revealed:
-Thete was an entry for valsartan 160mg cne

~There was documentation the valsartan was not
administered 04/09/19 - 04/17/19 due to the
medication not being available,

-There was documentation of a weekly blood
pressure on 04/05/19 of 138/70 and on 04/12/19
of 140/78,

Observation of Resident #2's medications on
: hand on 04/17/18 at 2:.00pm revealed there was
! no valsartan available for administration.

Interview with the facility nurse on 04/17/19 at
2:.07pm revealed:

-Resident #2's medications were dispensed from
" & local veteran's hospital pharmacy.,

-The pharmacy had not sent any valsartan.

-She had reguested the valsartan a second time
on 04/16/19 from the pharmacy.

-She had not called the facility's back up
pharmacy because the Resident would have to
pay for the medication himself.

~She had notified the Resident's physician that

; the Resident was out of the vaisartan,

Telephone interview with the facility's local back

up pharmacy on 04/17/19 at 2.35pm revealed:

© -The facility should have notified the contracted

, Pharmacy which would then notify the back up
pharmacy a medication was needed.

. -The pharmacy had received no requests fram

tablet daily with an administration time of 8:00am.
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the: facility for valsartan, |

: Telephone interview with the facility's contracted
pharmacy on 04/17/19 at 2:45pm revealed:

-The facility should have notified the pharmacy :
they needed valsartan for Resident #2,

i ~The pharmacy had received no requests from
the facility for valsartan.

Telephone interview with Resident #2's

physician's nurse on 04/17/19 at 3:00pm

revealed:

-A staff member from the facility had notified the

; physictan on 04/09/17 that a renewal of valsartan |

| was needed. ;

-Resident #2 was on another blood pressure

medication as well as valsartan,

-An increase in Resident #2's blood pressure was
possible without taking the valsartan.

Interview with Resident #2 on 04/17/18 at 3:10pm

revealed:

-He knew the facility was “"having trouble” getting

the valsartan.

-He felt like his blood pressure was in control. ‘
|
I
|

Interview with the Administrator on 04/17/19 at
| 3:15pm revealed:

-The nurse should have naotified the back up
pharmacy the medication was needed.

-The nurse had worked in the facility sinca
January 2019 and had been trained to call the ‘
back up pharmacy when medication was out.

. 2. Review of Resident #1's current FL2 dated
+ 01/23/19 revealed diagnoses included dementia,
anxiety, depression, and dyspnea. '
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: Review of signed physician's orders for Resident
#1 revealed a medication order dated 01/23/19
for Ancro Ellipta (used to treat chronic obstructive
pulmanary disease) one inhalation daily.

Review of Resident #1's February 2019
medication admtnistration record (MAR) revealed
there was no entry for Anoro Ellipta,

Review of Resident #1's March 2019 MAR
revealed there was no entry for Anoro Ellipta.

Review of Resident #1's April 2019 MAR reveaied
there was no entry for Anoro Ellipia.

Observation of Resident #1's medications on
hand on 04/17/19 at 2:30pm revealed there was
no Ancra Ellipta inhaler available for
administration.

Interview with the facility nurse on 04/17/19 at
| 2:50pm revealed:

-There was not an order to discontinue Anaro
Ellipta for Resident #1. !
-The Anaro inhaler had "never been on the
MARs" for Resident #1.

-She did not call Resident #1's physician to verify i
the order for Ancro inhaler because she did not
wark at the facility at the time the order was

" writtan,

Aftempted telephone interview with Resident #1's
physician on 04/17/19 at 3:00pm was
| unsuccessful.

| Interview with Resident #1 on 04/17/19 at 3:41pm i
- revealed:

-He did not remember if he had ever experienced
shartness of breath. }
' -He smoked cigarettes for many years when he i
Division of Health Service Reguiation
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was younger.
-He did nat know if he had used inhalers before to
help with shortness of breath.

Telephone interview with the facility's previous
contracted pharmacy on 04/17/49 at 3:58pm
revealed they did not have an arder for Anoro
Ellipta inhaler for Resident #1.

Interview with the Administrator on 04/17/19 at i
4:03pm revealed;

-She did not know anything about the medication
order for Anoro inhaler for Resident #1,

-The RCC and facility nurse were responsible for
processing new medication orders,

Interview with the RCC on 04/17/19 at 4:05pm

revealed:

-A different pharmacy dispensed medications for i
Resident #1 before 04/08/19.

f -There had never been an entry on the MAR to

administer Anoro inhaler to Resident #1.

Attempted telephone interview with the facility's
current contracted pharmmacy on 04/17/19 at
4:12pm was unsuccessful.

Interview with the facility nurse on 04/17/19 at

5:15pm revealed:

-She created a new FL2 for any resident that

incurred a significant change and would fax it to

the physician to make any necessary changes

and sign the orders. ‘

-When the physician's office faxed the FL2 back i

to the facility the LPN or her, she would review

the orders on the FL2.

. -Medications ordered wauld be compared to the

- MAR and the MAR would be changed to match
the new physician orders.

| -She would write any new physictan's orders on a
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! physician order sheet and fax it ta the pharmacy
f to have the medications dispensed or

| discontinued by the pharmacy.

-She did not work at the facility when the Anoro
Ellipta inhater for Resident #1 was ordered by the
physician.

-She did nct know how the medication order for
Anore inhaler for Resident #1 was missed.

~She did not know why the medication order for
Anoro inhaler for Resident #1 was not faxed to
the pharmacy.

3. Review of Resident #3's current FL2 dated
05/01/18 revealed:

-Diagnoses included diabetes, macular
degeneration, dyspnea with exertion, and
osteoporosis.,

-There was a physician's order for Humalog
(insulin used to treat diabetes) Kwikpen (device
used to administer insulin} inject per sliding scale
directions 3 times daily; 0-100=0units,
101-150=2units, 151-200=4units,
201-250=6units, 251-300=8units,
301-350=12units, 351-400=14units,
401-450=1Gunits.

-There was a physician's order to check finger
stick blood sugar {FSBS) befere meals and as !
' needed, ;
!

! Review of Resident #3's February 2019

! Medication Administration Recard (MAR)

' revealed:

i -There was a computer generated entry for

. Humalog Kwikpen inject three times daily before
i meals per sliding scale; 0-100=0units.

|

101-150=2units, 151-200=4units,
201-250=6units, 251-300=8units,
i 301-350=12units, 351-400=14units,
i 401-450=16units scheduled 1o be administered at
. 7'30am, 11 30am, and 4 30pm.
Dwision of Health Servica Regulation
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-Sliding scale insulin was documented as
administered 3 times daily from 02/01/189 to
02/28/19.

~0On 02/12/19 at 11:30am, the FSBS was
recorded as 264 and 6 units of insulin was
documented as administerad.

-On 02/20/19 at 11:30am, the FSBS was
recorded as 362 and 12 units of insulin was
decumented as administered.

-On 02/20/19 at 4:.30pm. the FSBS was recorded
as 197 and 8 units of insulin was documented as
administered.

-0On 02/25/19 at 7:30am, the FSBS was recorded
as 120 and 4 units of insulin was documented as
administered.

-On 02/27119 at 7:30am, the FSBS was recorded
ag 132 and 4 units of insulin was documented as
adminristered.

Review of Resident #3's March 2018 MAR
revealed:

-There was a computer generated entry for
Humalog Kwikpen inject three times daily before
meals per sliding scale; 0-100=0units,
101-150=2units, 151-200=4units,
201-250=6units. 251-300=Bunits,

i 301-350=12units, 351-400=14units,
401-450=16units scheduled to be admin:stered at
7:30am, 11:30am, and 4.30pm.

-8liding scale insuiin was documented as
administer 3 times daily from 03/01/19 to
03/31/19.

-On 03/01/19 at 7:30am, the FSBS was recorded .
as 146 and 4 units of insulin was documented as i
administered. i
- -0 03/04/19 at 7-:30am, the FSBS was recorded
as 146 and 4 units of insulin was documented as
. administered.

: -On 03/13/18 at 7:30am, the FSBS was recorded
i as 131 and no units of insulin was documented i

L 1
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as administered.

-0On 03/21/19 at 4:30pm, the FSBS was recorded
as 149 and 4 units of insulin was documented as
administered.

-On 03/22/1% at 7.30am, the FSES was recorded
as 145 and no units of insulin was documented
as administered.

-On 03/27/18 at 7:30arh, the FSBS was recorded
as 138 and 4 units of insulin was documented as
administered.

Review of Resident #3's April 2019 MAR

! revealed:

-There was a computer generated entry for
Humalog Kwikpen inject three times daily before

, meals per sliding scale; 0-100=0units,

101-150=2units, 151-200=4units,
201-250=6units. 251-300=8units,
301-350=12units, 351-400=14units,
401-450=18units scheduled to be administered at
7:30am, 11:30am, and 4.30pm.

-Sliding scale insulin was docurmented as
administered 3 times daily from 04/01/19 threugh
11:30am on Q4/17/19.

-On 04/01/18 at 7.30am, the FSBS was recorded
as 158 and 2 units of insulin was documented as
administered.

-0On 04/04/18 at 11:30am, the FSBS was
recorded as 209 and 4 units of insulin was
documented as administered.

-0n 04/10/19 at 4:30pm. the FSBS was recorded
as 237 and B units of insulin was docurmented as
administered.

-0n 04/11/19 at 7:30am, the FSBS was recorded
as 153 and 2 units of insulin was documented as
administered.

-0On 04/11/19 at 11:30am. the FSBS was
recorded as 274 and 4 units of insubin was
documented as administered.

1

i
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| Interview with Resident #3 on 04/17/19 at 5:04pm
revealed:
-The facility staff checked her blood sugar three
| timas daily.

. (RCC) on 04/17/19 at 5:20pm revealed:

. -She administered medications during first shift
: on most days. :

. administered the incorrect dose of sliding scale !

i supposed 1o receive. !

-She was not sure how much insulin she was |

Telephona interview with a pharmacist from the
facility's contracted pharmacy on 04/17/19 at
3:59pm revealed:

-The pharmmacy began providing medications to
the facility at the beginning of April 2019.

-The pharmacy had dispensed 1 pen of Humalog !
Kwikpen to Resident #3 on 04/09/19 with the ‘
directions inject per sliding scale three times i
daily; 0-100=0units, 101-150=2units, |
154-200=4units, 201-250=6units,

251-300=8units, 301-350=12units,
351-400=14units, 401-450=16units.
-Resident #3 was at an increased risk of having ‘
low blood sugar if the facility staff were
administering more insulin than ordsred by the |

¢ physician. |

-Low blood sugar would cause ths resident to |

' have cold sweats, fatigue. lightheadedness, and ‘

be shaky. |
Interview with the Resident Care Coordinatar

-She was a licensed practicai nurse (LPN).

-She did not know Resident #3 had been

insulin multiple times during February, March,
and April,

-She had administered the sliding scale insulin to : ‘
Resident #3 incorrectly multiple times.

-She had "probably just misread the directions
-The facility did not have a procedure for auditing i

Civision of Heaith Service Reguiation

STATE FORM

RLL) vE1X11 It continuation shast 29 of 36




Divisicn of Heaith Service Regulation

PRINTED: 04/26/2019
FORM APPROVED

STATEMENT OF DEFICIENCIES
AND PLAN OF CORRECTION

(X1) PROVIDER/SUPPLIER/CLIA
IDENTIFICATICN NUMBER:

HALO56008

(X2) MULTIFLE CONSTRUCTION
A BUILDING:

B. WING

(X3) DATE SURVEY
COMPLETED

04/17/2019

NAME OF FROVIDER OR SUPPLIER

CHESTNUT HILL OF HIGHLAND

STREET ADDRESS, CITY, STATE, 2P £ODE
64 CLUBHOUSE TRAIL

HIGHLANDS, NC 28741

(X4) ID
PREFIX
TAG

SUMMARY STATEMENT OF DEFICIENCIES
(EACH DEFICIENCY MUST BE PRECEDED 8Y FULL
REGULATORY OR LSC IDENTIFYING INFORMATION)

!

o
PREFIX
TAG

PROVIDER'S PLAN OF CORRECTION 3 1X5)
{EACH CORRECTIVE ACTION SHOULD BE
CROSE-REFERENCED TO THE APPROPRIATE

COMPLETE
DATE

DEFICIENCY)

D258

5812

Continued From page 29

the MARs,

-She was in the process of developing soma
auditing procadures.

-Medications should be administered as ordered
by a physician,

Interview with the facility nurse on 04/17/19 at
5:38pm revealed:

-She did not know Resident #3 had received the
incorrect dose of siiding scale tnsulin.

-The RCC and medicatians aides (MA) were
responsible for administered medications as
ordered by a physician.

-She had instructed the MAs haw ta give sliding
scale insulin during their medication aide

| checklist observation.

Interview with the Administrator on 04/17/19 at
5.32pm revealed:

-She did not know Resident #3 had been
administered the incorrect dose of sfiding scalfe
insulin.

-The RCC and MAs were responsible for
administering medications as ordered by a
physician.

-She would audit random MARSs weekly to maks
sure all medications had been administered and
review new arders.

-5he "probably needed to start looking over the
MARs mare often.”

Attempted telephone interview with Resident #3's

primary care provider on 04/17/1¢ at J:44pm was
unsuccessful.

G.5. 131D-21(2} Declaration of Residents’ Rights

G.5. 131D-21 Declaration of Residents' Rights
Every resident shall have the fallowing rights:

D 358

D812
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2. Toreceive care and services which are
adequate, appropriate, and in compliance with
relevant federal and state laws and rules and
regulations.

This Rule is not met as evidenced by:

Based on abservations, interviews, and record
reviews, the facility failed to ensura residents
received care and services which are adequate,
appropriate and in compliance with relevant
federal and state laws and rules and regulations
related to Other Staff Qualifications, Training on
Care of Diabetic Residents, and Aduit Care Home
Medication Aides; Training and Competency.

The findings are;

A. Based on interviews and record reviews, tha
facility failed to ensure 3 of 3 sampled staff (Sta#
A. B, and C) had no substantiated findings listed
on the Narth Carglina Health Care Personnel
Registry (HCPR) upon hire. [Refer to Tag 137
T0A NCAC 13F .0407{a)(3) Other Staff

| Qualifications (Type B Violation)].

B. Based on interviews anad recard reviews, the
facilty farled to ensure 3 of 3 sampled Medication
Aides (Staff B. D. and E) wha administered
insulin and obtained finger stick blood sugars for
residents completed training on the care of
diabetic residents priar to the adminstration of
tnsutin. [Refer to Tag 164 10A NCAC 13F 0505
Trawning on Care of Diabetic Residents {Type B

. Vioiation)].

AllHCPR checks ware completad on employee's A B & C on 4i17/4 8

Statf B.D & £ nave hao the 1 nour Diabetic Traming, Al Mea |
fechs hava receved e T hour Giabatic Trairing ag of 5.‘151191
Mo Linployea will administer medications in the Future wihout |
7 Mowr Diabetc Traming. A trasung wil b completa with |
LIOpSr dotumaniation Bror to wovdng Patert Cara, :
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g ?ase"_ on interviews and record rewews: thg The Rn Consultant will complete 15 hours of
facility failed to ensure 3 of 3 sampled medication fequired medication administration for All Med fa-ba

aides (Staff B, D, and E) had completed their 5, Qiitl:llerg gv%'meg.wsrgz?‘gm?g! ;rlilo?q&)d Aides gomplatad by
10, or 15 hour state approved medication training. administering any medications.

{Refer to Tag 935 G.8. 131D-4.568(b) ACH

Medication Aides; Training and Competency

(Type B Violation}]. %%:’j 1,:5 )Z{/*

0938 G.S.§ 131D-4.5B(b) ACH Medication Aides’ D935 7;\} ‘(/D 9, 5:!;{ otz

| Training and Competency

_.——,—--"‘/ ~ -
| G.S. § 131D-4.58 (b) Adult Care Home . (,..//’ac./oz./ ”5/

Medication Aides; Training and Competency

Evaluation Requirements. % / . &4 /af W

{b) Beginning October 1, 2013, an aduit care - i ] P
home is prohibited from allowing staff to perfarm 7’( J & 4 RlSE_ .

: any unsupervised medication aige duties unless
that individual has previously worked as a /’w —7/7/47
medication aide during the previous 24 months in : el p :
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 all of the following:
a, The key principles of medication
administration.
. b. The federai Centers for Diseasa Control and
Prevention guidetinas on infectian cantrol and, if
applicable, safe injaction practices and
procedures for monitoring or testing in which
bleeding occurs or the potential for bleeding
aexists.
{2) A chinical skills evaluation consistent with 104 ‘
NCAC 13F .0503 and t10A NCAC 13G .0503. |
(3) Within 60 days from the date of hire, the
| individual must have completed the following:
: @ An additional 10-hour training program
| developed by the Department that includes ;
ovigion of He."-:lth Senvica Regulation
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administration.

exists.

The findings are:

12/20/18.

- 09/30/14,

training and instruction in afl of the foilowing:
1. The key principles of medication

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

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

: This Rufe i3 not met as evidenced by
TYPE B VIOLATION

Based on interviews and record reviews, the
facility failed to ensure 3 of 3 sampled medication
aides {($taff B, D, and £) had cormpleted their 5,
10, or 15 hour state approved medication training.

1. Review of Staff B's personrel record revealed:
-Staff B was hired as a medication aide (MA) an

" ~There was documentation Staff B had
successhilly completed the medication exam on

-The Medication Administration Ciinical Skills

- Checklist was completed on (G2/28/18.

-There was na documentation of prior MA

. empioyment verification.

! ~There was no documentation of the 5. 10. or 15
J hour training requirement,
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Telephone interview with Staff B on 04/17/19 at
4:30pm revealed:

-She had received the 15 hours of medication
training at anather facility.

-She did not know where the paperwork was.

Refer to the interview with the facility nurse on
04/17/19 at 5:20pm.

Refer lo the interview with the Administrator on
04/17/19 at 5:15pm.

2. Review of Staff D's personnel record revealed:
-Staff D was hired as a MA on 03/01/18.

-There was documentation Staff O had
successfully completed the medication exam on
06/18/18.

-The Medication Administration Clinical Skills
Checklist was completed on 07/05/18.

-Five hours of the required training was
completed 07/06/18.

-There was no documentation of the additional 10
hours of training required.

Refer to the interview with the facility nurse on
04/17/19 at 5:20pm.

Refer to the interview with the Administrator on
04/17/19 at 5:15pm.

-Staft E was hired as a MA on 02/21/17.

-There was documentation Staff E had
| successfully compieted the medication exam on
1 09/08/18,

J 3. Review of Staff E's persennel record revealed:
|

\
| -The Medication Administraticn Clinical Skills
. Checklist was completed on 02/15/18.

-Five hours of the required training was

, completed 02/21/17.
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-There was no documentation of the additional 10
hours of training required.

: Refer to the interview with the facility nurse on
; C4/17/19 at 5:20pm,

Refer ta the interview with the Administrator on
04/17/19 at 5:15pm.

|
|
f
[
i
|
|
|
|

Interview with the facility nurse on 04/17/19 at
5:20pm revealed:

-She was hired n January 2019 |
-She was responsible for completing alf required '
medication aide training.

-She knew the MAs needed 5 hours of training
but did not know they needed an additional 10
hours.

5:15pm revealed:

-She was not aware that Staff B, D, and E had not

completed the required training.

-The previous facility nurse had been responsible

for the MA training but she "didn't know enough |

. about it (tratning)”.

-She did not know why the MA training had not |

been completed. |
|

\

|

l

Interview with the Administrator on 04/17/19 at {
\

¥

|

|

|

The facility failed to ensure medication aides had
completed the 15 hour state approved medication .
aide training which placed all residents at risk for i
medication errors.  This failure was detrimental to
the health, safety and welfare of the residents
and constitutes a Type B Violatian.

The facility provided a Plan of Protaction in
' accordance with G.S. 1310-34 on 04/17/19 for

* this violation. i
!

1 CORRECTION FOR THIS TYPE 8 VIOLATION
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i SHALL NOT EXCEED JUNE 1, 2019.
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