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-Section on 12¢1819 by having 1 additional
resident (#2) currenty living at the facility who
was not identified by facility managementas s
curent resident of the facility or a resident prior o
the notification of tha Suspension of Admissions.

The findings ara;

The Division of Heslth Service Regulation
{DHSR) issusd a Suspension of Admissions
(SCA) on 12A919; which was sent via cettified
miil. The certified mail was signed as delivered o
the owner on 12127149, par united stales postal
service wobsite.

Observation on Q0520 at 9:45am during the
initial tour of the facility revealed:

-There were three bed rooms in the facifity.
-Badroom #1 hed a single bed and one resident

; ~Bedroom #2 had two twin bads and two

-Badroom #3 had two twin beds and two

Interdiew with the Owner on 03/05/20 2t 9:40am
rivenied:

~She received the Suspension of Admissions
nofification by certified letter in January 2020,
<Also, In January 2020, "the code enforcemarit
people” came 1 the facility and tokd her that she
had 1o install a ramp ® replace the step up to the

-eritrance of the main dining room and commeon

living room.

<After instaling the ramp, the incline was oo high
for two of the famale residents,

-To prasent falls she moved the two fomile
residents o the sistor facility next door.

-After moving the two residents into the sister
facifity, this caused the sister facility to be over
he licensed capacity,

cos
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G015 Continued From paga 2 Cof5
~To pravent tha sister facility from being over
capacity she moved ons male resident from the
sistar facikly to this facility.
-&ndwwmmunmasbehgmm
the Suspension of Admissions.

=She did hot want b discharge any residsnts

_ bmmﬂmmsidanﬁsh&d-ﬁvadatm&dﬁty_w
a long tms,
_-!norder'ebeompiyvdmmtshemsww
*cods enforcament” moving residents was her
-She'didnoteomidarsﬁmmmehadadiﬁam-
donsiderad a new adrission.
-Shodldmtupda‘ta-mvpmwkordﬁngeme
admissiendawsforaﬂyofmemsidenﬁsﬂmwem
moved.

| Interview with Resident #2 on O305/20 «t 1:51pm
vealod:

~He siept at the faoility, ate meals, showered aid

tved at the facility.

-He moved into the facilily at least one month

 age.

He was not 'surs why He was moved intothe

mmw&mmmmm&m

'} with "codes and regulations.”

Interview with the Administrator on 03405720 at

] 1¢:18am n 3

“Resident 42 was moved from one facility to

ancther facllity she did not consider the resident &
i vy

~The owner was trying fo comply with the

inetructions given by the “code enforcement®

~She was aware the faclity was under g

Suspension of Adrissions.
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And Medical Examination

10A NCAC 136 .0702 Tuberculosis Test Arxd
Maodical Exarmination

{c) The rasults of the completa examination are

to be entored on the FL-2, North Carclina
Medicald Program Lorig Term Care Sarvices, or
MR-2, North Carelina Medicaid Program Mental
Reéturdation Services, which shall comply with the
following:

{1} The siamining date recorded on the FL-2 or
MR-zmlbonomMnSOdayspmrmun
persan’s sdfmiseion © the hoing.

{ This Rife is not et as evidenced by:

Based on intarviews and record review, this
facility tailed to assure the siamining date
docurientad on the regident’s FL2 was no more
than 90 days prior to admission for 1 of 3
sampled residents (Resident #2).

The findings are;

Review of Resider #2's current FL2 datad

| OB/ 9 revested:

-Disgnoses included chronic obatructive
pmmnasy disease (COPD) and catdiovasoular

‘Ihmamm Grdsr for the resident to
seif-adninister his medications.

Roview of Residert #2's Residsnt Register
revealed an sdmission date of 08/11/15,
Review of Reeident #2's record revealad thers

was no new FL2 or clarification of the resident's
odars by the Piimary Care Provider (PCP).
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Continued From page 4

Intérview with Resident #2 on 03/05/20 at 1:51pm
revealed:

1| ~He could not recafl the specific date that he
| moved into the facility but thought he fived at the

Tacifity for at least one mosith.

Interview with the medication aide (MAYOwner on
GOS0 at 2:30pm ravenlsd:

-Maybe it had been one month since she
admittsd Resident #2 from 1o the tacility from a
sieter facibity.

~Sive did not update Resident #2's FL2 or
wigdication orders because she was unaware she
neaded fo update the FL2.

-Bhs did not know she needed to update

order 1o self-adiminister his medicafons.

mmdmmwmwm#zapcpm
03520 at Z50pm was unsuccossiul.

104 NCAC 13G .1002 () Medication Orders

10ANCAC 13G .1002 Madication Orders

1 () The facility shall assure that af current orders

for medications or treatments, including standing
orders and arders for selff-administration, are.
of prescribing practiionsr at least dvery six

This Rule s not met as evidenced by:
Based oh obaervations; interviews, and record
reviews, the fadility fafled to assura s curfent
orders for medications and fredtments were
reviewed ani sighed by the resident's physician
or prescribing practitionsr at least every six
moriths for 1 of 3 sampled residents (Resident

C204

c320

L
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#2),
The findings are:

Review of Residernt #2's current FL2 datad
08/058/19 revealod:

-Diagnoses inchuded chronic obstructive.
puhmmq disease (COPD) and cardiovascular

-Tha Pﬁmary Care Provider {(PCP) wrote orders
for: Spiriva 18micy (used o treat brafichitis and
shorthass of bieath) inhale one puffin the
moming, Symbicort (used i freat COPD) inhale
mmmdaﬁy.ommmmq(mdm
treat acid refiux) one deily, and pro-dir inhals two
pufls every six hours as needed for shortness of
braath.

-Thete was no order for the resident to
seif-admirister his meédications.

i

Raview of Resident #2's racord fevesled:

-The PCP wrote an order in Septermber 2015 for
tesident £2 b salf drinister his medications.
-Further review of Resident #2's record revaaled
‘no-current arder for the: resident saif-administer
Tie madications.

‘Observation of Resident #2's medications on
harrd at the facility on 03/05/20 at 1:50pm
revesiad:

<The medications wane not kept in the same
locked area es other residents' rmeidications.
-Resident #2's medications wers in the reom with
the resident.

Residont #2 had stored moedications in ant

-The medications included: Spirive inhater, a
Symbicort inhaler, a pro-air inhater and
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- Inderview with Resident #2 on 03/05/20 at 1:51pm |
. rewted:

-He could not recall the specific dats he moved
into the facility but thaught he lfived in the facility
for st least ohe month.

-Since his admission 1o the facility he had always
self-eiministered his medications.

~He kept his médications in the room with him
and he monitored how he uskd s medications.
“When he iived next door at the sister tacility, he
-t hisd been six months since ke had seen his
PCP arud e was not sure if the PCP had updated
tha arder for him to self-administer his

Interview with the medication aide (MANOwner on

Q3020 at Z:30pm ravealed:

-Resident #2 was admitted to the faciiity from a
itor § .

-Bhe did not obifain a current order for Resident

#2 to seii-administer his medications.

-Bhe did not know she needed to obtain an crder

for tha resident fo selfadministar his medications

wheh she moved him into the fadility.

Atterpted interview with Resideint #2's PCP on
O3/05/20 at 2:50pm was unsuccessful,

oo Ao 20 1 oo | fled & ard Mdmn-
| 10ANCAC 136 1004 Medication Adwinietration have. updajrﬂd /MA{?'}”O

{i} The resident's medication administration

record (MAR) shail be acourste and include the ‘ /l/\f’d Ted\ \f\&i‘ﬁ bﬁ@ﬂ

following: . :
(2 rarm of b meckoaoror vusuractonier. inshucked 1o Corredlly
(3) skength and dosage or quantity of

Dvision of Feakh Srvio Feguiabon
e oy coanz # contiustion sheet 7 of 21
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(4} instructions for administering the medication : ‘hme Oﬂ MAK
of freatment; '
{5) reason or justification for the administration of / ) .
thacicatons of treatments as nesded (PRN) and ; Admm_ W;\l V’\{’ﬂwl\/
documenting the resulting effect on the regident;
(8) dats and ime. of administration: _ } | M\
{7) documenmtion of any omission of mﬁn’ or /M—(ﬁ! '}

medications or freatments and the reason for the 3
e, || AR YO
xnmnmv:mmmoaa ;m?fd . assiure a[ f fﬁ(@fﬁii-‘

documented and maintained with the medication .
ediministration record (MAR). ; O‘\j M.@ﬁ‘:(jﬂﬁﬁﬂ /Ht@‘hm
This Rude s not met as evidenoed by: : 3 _ O'f - WV
Empmmermeess |15 done properly
accuracy of the medicdtion administration records

for 2 of 3 sampled residents. (Residents #1 and
#3).

' The finciings are:

1. Review of Resident #1's current FL? dated
12130119 revesied: F
-Diagnoses included disbetes mellitus Type )i, ;
seizure disorder and depression. i
-Physician orders includad: i
-Atorvastatin {used for cardiovascular disease)
10mg svery evening,

' -Caloium (used for calcium deficiency) 800y,
vitaimin D 400mg twice daily.

-Lisinopnl {used to prevent high bicod pressure)
Grag daily.

-Bertraine {used for depiession) S0mg gvery

L

AT

Ciivion of Fleatih Sorvics Feguiation
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Continued From page 8.

Roview of Resident #1's January 2020
Medication Administration Record (MAR)
ravegled;

~The atninistration fimes of the madication were
documentsd as sither am or pim with-no specific
times entsred on the MAR.

-Atorvastatin 10mg was documentsd as
administered daily from G1/01/20 through
Q173120 at “prri®.

docurented as administered twice daly from
01/01/20 through 01£31/20 at "am and “pm".

~Lisinopril Smg was dosurnented as administersd
daily fromi 010120 Bwough 01731/20 at "am”.
administared daily from 09/01/20 through
OA/33120 at "pan”.

Reviow of Resident #1's February 2020 MAR
revested:

-The administration times of the medication were
documentad aa elther am or pm with ho specific
timas enteraid on the MAR,
~Atorvastatin 10mg was documented as
‘adminigtared deily frofin 0201720 through
Q220 &t "pri,

- «Calciim 600mg, vitarmin D400mgwas

| documentsd ae administered twice daily from
02A01/20 thwough 02/29/20 at "am and "prr".
Myﬁ&mmdomnudssmm“d
daily from 02/01/20 theough 02/29/20 at "am”.

| -Sertrafine 50mg was documented as
ammmmﬁnmozmmmmn
Q2720020 at "pm®.

Review of Resident #1's March 2020 MAR
rovasled:

<The adminisiration times of the madication were
docuimenited a4 either am or. pm with no specific
times-entared on the MAR.

ca

ooan2
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Continusd From page 9

-Atorvastatin 10mg was docuinented as
administered daily from 03/01/20 through
0370420 at “prm”. _

documentsd as administered twice daily from
001720 through 03404720 at "am and "pm”.

{ -Lisinopril Sig was documented as adiministerad

daily fror 0301720 through 0305/20 at “am”.
-Sertriline 50mg was documented as
O34 at "pm®,

Referto interview with the Qwner on US/05/20 at
12:00pm.

Refer to interview with a represeritative from the
cotiracted pharmacy on G3/05/20 at Z00pm.

2.. Review of Resident #3's current FI1.2 dated
A020 revesled:

-Diagroses included bilateral lymphadema,
vaticose vains, hypertsnsion and venous

Physician ortlers rickuded

-Methimazole (used % et hyperthyroidism) Smg
dully,

~Metoprolol tarirate (usad 1o treat hypertension)

“Bivig twico daily.

“Doxycycine (used as an antobiotic) 100mg dally.

Review of Resident #3's January 2020
Madication Adiminigtration Record (MAR)
revealed:

~The adiminisiration times of the medications was
documentad as."am" or "pni” with no specific
tirhes entered on the MAR,
~Methimazole Smg was documerndted as
mmcmdailyfromo1n1mmmmh
01731420 st "arn®
Mmmh&&mmdowmpnhdm

Cag2
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administerad twice daily from 0141/20 through
013120 at “am” and "pm”*,

~Doxyeychine 100mg was documenited as
ndministered daily frem G101/20 through
01731120 at "am”

Review of Resident #3's February 2020 MAR
revedled:
Themashaﬁonmﬁﬂnmdim
were docuinented &5 either "am® or "prs” with no
specific imes entared on the MAR.
-Methimazole Sing was docuinentsd as
adﬁirﬁmad.ﬂyﬁummm#mgh
0229/20 at "am®".

--Metoprolol tartrate 5mg was dooumsnted as
administered twice daily from 02/01/20 through
02/26/20 at "aim* and "pm".

--Doxyoyeline 100mg was documeénted as
administered dally from 02/01/20 through
O2/28{30 at "am".

Review of'Rﬂsldmt ¥3's March 2020 MAR
-Tha wmon h‘mos of the medications

Mmh&mmdowmenbdas
nmmmumvmmm1mmmh
G20 at "am™,

| Meboprolol tertrate Smig was documerited as
mmmmdmfymeammﬂw
CAD4L) ait "am® dnct "prm”.
-Doxyéyciine 100mg daily wes documented gs
administarsd daily from 03101/20 through

| G3/05/20 ot "am".

Refer to interview with the owner on 03/05/20 at
| 12:00pm.

Rafer to intiirviow with @ representutive from the
Divigion of Health Service Regubsion i

STATE FORM L OCKIA2
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Continuad From page 11
cohfracted phamaacy on O05/20 at 2:00pm.

:mwmmmmmmmmzmpm
revenisd:
-Theoerﬂraz:bdpt\anmcypmtﬁdmeMARs and
had dona sofor 7 or & months,
mmp&mwmﬁmum
MARs, 7 or 8 monihs ago, e MARs had never

' had a spedific time. documented for medicatisn

‘adiinistration,

~Prior tha the pharmaty prifting the MARSs, the
Tacility staff had > hand write the MARSs.

-The handwritten MARS had the specific time of
medicgion administration documerted.

~She did not know why the MAR' did not have the
fime-of medication administration doctmerited.

Interiiaw with a representstive from the
contracted phamacy ori 0305/20 at 2:006m
rovealed:

~The pharmacy printed the MARS for the facility.
-The phartimacy did not specify the times of
medication admimistration,

~The tifré of miédication administration was
detormined by the facility.

-The timie of médication @dministration would be
Wmhmmmnmafacﬁy
determined what the fmes should be.

-Ne one from the facility had notified the _
fimes not belng printed on the MARS.

T0A NCAC 136 1005 (2) Self-Administration Of
Medications
TOANCAC 13G .1005 Self-Acministrstion OF

Medications
{8) Tha facility shall permit residents who are

C 342

{C 350}
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£ 380} From page 12 Mm:ﬁls}ﬂ{z”“ ha 5 3 /5
compatent arid physically able to self-administer .
following rayuirernents are met: N j )
(1):-i?aa-mm is ordered by & Gdf Ve & +
physiclan or other peisen legally authorized to ' )
presciibe medications I North Carcling and -}—O r L4 ; t'/\ng;a
documentad i the residents record; and a oUre
(2) epecific h%ﬁwﬁonsiaradmiﬁsh‘ﬁo;:f A ' ‘ +
prascription medications are prirted on . ¢ P "y
medication label, | J\i\& locohS 1C
(b) Vihen there ic 2 change in the resident's _
mentzl or physical ability to self-adininister or - S& l g d@%ﬁ%
orders or the facility’s medication policies and g _ d "
procedures, the facility shalf notify the physician, ~ gt e n .t
A residents right 1o refuse medications does not O(? G‘i& - Qdm YN £g i
imply tho inability of the resident to {q _ A
Weli ({{:/Jﬁ b€ ot
4, L ey f.F, -
r{f“:fdbq 3 O€ aob?’?m
‘ . ,
This Ruie is not met as evidsnced by: Ao YINEAICH {7{:)!’“‘, 4
Based on observations, record mvmang ‘H'\-Q, m EO‘ _
interviews the feciity failed o ensure 1 of [ .
sampled residents (Resident #1) with s - ﬁ(}m iy Nas bCé’,f)
physician's agsessmant and order to seff :
insulin per siding sosle perameters as orderad, | 4/[6“1 4@{ f {")é. “H/L 16
The findings are: NP _ INSUFE
buery Olay to insue
Review of Resident #1's current FL'2 deted 4‘ mﬂ_“.\
12730019 revealed: : ‘_M\_& 4“4_({-\/ aﬁG
-Diagnoses inchuded diabetss meliitus Type i, A
seizue digorder and deprassion. g‘ . r (dén'i’g
-A physician's order for Novolog sliding scale N oUr 1Co A
insulin {a fastacting insulin used o treat elevated
- bload sugar} as follows:
Civision of Health Servios Reguiation
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{€380} Continued From page 13 {iCc 30
- <450= 0 units
161 - 200 = 2 ynits
~201 - 250 = 4 uriits
-84 - 300 = 8 unita
<301 - 350 = 8 units
-351 - 400 = 10 units
= > 400 = calt MD
-Resident will self-administar his Novolog with
meals (breakfast, luAch and dinnar).
&ating ® help him self administer his insulin.
Review of Resident #1's March 2020 Medication
mmmﬁmRawd(MAijvmbda
documentod etitry as follows
~ < 150 = 0 units
~161 - 200 = 2 ynite
~2007 - 250 = 4 units
<251 - 300 = 6 units
-301 - 350 = 8 ynits
=351 - 400 = 10 Units
1> 400 = call MD
~The siry was documsentad "self”,
~The Novolog amount was not antered on the.
MAR.
Observation of Resident #1 seff-administering
| medications on 03/05£20 at 12:10pi revealed:
-Resident #1 was eitting at the dining room table
with his glasses on and his Jabsled glucometer.
~The medication aide {MA) stood at his sids o
observe the seif-administration of the insulin,
~The finger stick blood sugar (FSBS) rasult was
179.
-Residant#1 tumed the insulin pen to 4 units,
-Resident #1 cleanad the adiministiation site-with
| an aicehel souked cotton balt,
-Residant #1 seli-administared 4 urits of
Novolog.
oo o FoaTh Sorie T
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Condinued From page 14 ]

interview with Resident #1 on 0305720 at
12:12pm revealed:

-He self-administered his fast acling Insulin at
meal times eveiy day.

-He adminietered the 4 units of Novolog because
179 was betwssn 201 and 250, Just like It says"
as he pointed to the insulin order.

the insudin pen “wouldn® go any lowsr™.

~The insuin pen would not administer 2 units of

interview with the MA on 03/05/20 at 12:15
——

-Resident #1 had an order 1o seft-administer the
Novalog ot rheal times,

-She was aiways st Resident #1's side when he
selt-adiministered his insulin.
-Resident #1 always ddministsred his insulin

-based on the order from the physician.

-Bhs did not know Resident #1 bad just

administered 4 units of Novolog.

“Resident #1 should kave set-administered 2
uhits of insulin.

-Sha would notify the: physician about the 4 units
of insulin,

interview on 0305120 at 2:25pm with the nurse
from Resident #2's physician's office revealed:
-Resident #1 hact an order to seff-administer
Novelog insulin et real imas.
-Therﬂwacranasssmdftesrm#mabmyh
selfadminister the sliding scale insulin on
12/30/15.

<Par the physician erder dated 1243018, with a
FSBS of 179, Resident #1 shouid heve
nmmzaﬁbﬁmsmmmtﬂlwﬁ
+f Resident #1 did not follow tie arder for
seif-administration of the Novolog, the sutcome
would be unconirolied binod sugars.

| o350}

L
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PREFDC mmma&mﬁmﬁowm PREFIX (emmnvsmmmas COMPLETE
TAG muﬂmvonwcmmmwmm TAG TO THE ARPFROPRIATE TIMIE
i DE!&EHGY)
- " - L{t) / LY
1C97) G.S. 131D-4.3 (a) ACH Trsiniing for Person {cosny Ad"m\* st [Ou

‘CaraAldes

| rove Q%ured Unaak 310
Slof?” get Cole

(2) A minimum of 80 hours of training for

personal care aides. The training for aldes shall

‘be comparsible to SWate-approved Cerfied Nurse gé uf “l"{‘ﬁ’nlfﬁ
Alde | rairing.

Th facility may exsmpt from the 80-hour treining A3 11
requirement any personal care aides who are or \A.)é m\,é &Fﬂ? }Q\,A/.
hawmae&hlrlmmdasam&m

profeesional or fisted on the Nurse Alde Registry. _ .

{3)  Monitoring and supervision of residerts. M.&f '{Yayﬂ‘} OlA v
%) Owversight and quality of care as stated in z

G.8. 13D-4.1.

{8}  Adultcare homes shall comply with alt of S}Gé’( W %'O hﬂm’
| e ol ety ; T, £

a. Firet shift {moming}: 0.4 hours of aide .y _ ‘i
duty for esch resident (ficensed capacity or jr }
resident census}, or 8.0 hours of aide duty per Hatn‘ﬁﬁ (OUY € oy
mmmmmmmm

consue) s 3.0 hours for all ather residsnts, be (o™ fi‘\fd for

| whichever is freater; V

b. Second shift (afternaon): 0.4 hours of side . ]

duty for sach resident (licsnsad capacity or W S}G’Q-' Mfrﬂb'ﬂj
resident census), or 8.0 hours of zide duty per ’

sach 20 residents plus 3.0 hours for sil other
residents (licensed capacity or resident census),
whichaver is greater;

C. Third shift (evening): 8.0 hours of gide

| o resident census),

The facility shall provide staff to meet the needs
of the faclity's recidents. Each facility shall poat in
® sonspicucus. place information about required
shaffing that enables residents and thelr farviilies
o ascertain each day the number of direct care
stuff and supsrvisors that are required by law to
HYATE FORM o
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Continuad From page 16
be on duty for sach shift for that day.

This Rule is not et as evidenced by:
Baged on record reviews and intsrviews, the
factity faliad to assure that 2 of 3 staff sampled,
the Ownerfmedication aide and Personal Care
Aido (Staff B) who provide pérsonal cire o
residents, had successfully completed the
80-hour personal care training and competency
evaluation program within six months of hire.

The findings are:

1. Review of the Owner’s, personnel recerd
~There was no hire date nated in the personnie!
record.

<There was documantation the Owner had 25
houns of personal care mdo fraining on O7K08/17.
~There was no certification of personal care
4raining and competshcy evaluation for an
80-hour teining course.

Intsrview with the Owner on U3/05/20 at 4:40pm
-<She had been the Owner of the facility since
2015,

-Bhe worked every day and lived in the sister
facility sdjacent o the facility.

~She worked as the MA and persons! care aide.
-Hor duties included medication adimiristration,
medication orders, maintsining resident and siaff
records, cooking, cleaning, and assisting
residents as needed.

-She did not ramember when or where she
received the personal care training.

fcesn

Chvialons of Heit Service Fegolabion
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Continued From pege 17

2. Review of Staff B's, perscnial care side (PCA)
perscnnel record revealed:

-Thete wes no hire date noted in the personnel

'.m‘ 7 d o
-There was documertation Staff B had 15 houre

. of personat care training on 02718115 for "Basic

Person Cam-Part 1.and 2°.

-There was no certification of pereonal care.
training and competency evaluation for an
B0-hour aining course.

intarview with a resident on 03/05/20 at 3:00pm
revealed:
<Staff B helped him with showsrs on Mondays

-and Satudiays.
~Stff B put soap all over his body and physically

shaved him.

~Staff B slso pat lotion on his body after a shower

and helped him get dressed.

intendew with & second resident on 03/05/20 at
3:10pm reveaiod:

-Staff B assisted him inand out of the shower.
-Staff B shainpsoéd his hair, soaped and washecd
hie beody.

=After the shower Staff B applied lotion arid
helped him put his clothes and shoes on,

e weel

Interview with Staff B on 03/05/20 at 3:45pm
revealed:

-She was the Supervisorin-Charge at the fagility
-8he had ahways worksd st the Tacility since her
family hinct owned it.

-She worked as a personal cere aide (PCA) and

| bved atthe facility,
| -She thought she had personal care training at

the facitity

{osn
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and screening for

G.8. § 1310-45. Examination and screening for
the presence of controlied substances retrited
for applicants for emplcyment in adult-care
homes.

{a) An offer of employment by an adult care horme
licersed under this Article 15 an applicantis
conditioned on-the applicant's consant 1o an
examingltion and screshifg for confrolisd
substances. The examination and screening shall
be corvdicted in accordance with Aricle 20 of
Chapter 85 of the General Statutss. Ascresning
procedure that uiilizes a single-use test device
may bo used for the examirstion and screaning
of applicants end may be administerad on-gite. if
the results of the applicant's examination and
screening incicate tie presence of a controlled
substance, the adult care home shall not employ
mmmmwﬂmwmm
the adult care homs written verification frofi the
applicant's prescribing physician that every
contiolled substance identified by the
examination and screening is prascribed by that
mmmmapmmmwcr
psycholagical conidition. The verification from the
mmm& narné of tha controlied
wfmmmﬁmfbrmbhmewbwmis

men {alm,m
hod  hard e
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W Continusd Frorn page 18 {casry
-She thought the personal came training was done
by a nurse,
-She was not sure when she completed the
treining s how many hours were certified by the.
1 coures.
-Thera were 3 resideris that naeded assietance
with bathing and dressing.
{C902Y G.S. § 131D45 G.S. § 131D-45. Examination { tceaz
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Continued From page 19

| presaribed. If the result of an applicarit's or

employes’s sxamination and scresning indicatis
the presence of a controlled substancs, the sdult
cars home may recuire 8 second examination
and screaning to verify the resuits of the prior

This Rule is not metas avidenced by:

Based on record review and interviews, the
facility failed to assure 2 of 2 staff sampled (the.
Adchinistrator and Staff D) had. completed an
exemination and screaning for the preserce of
correlled substances upon hirs.

1. Rovisw of the Administrator's parsonnet! record
revoated;

-Thers was a hire date of 03/31/17.

Fhers was no docus yton of & Complsted
bordralled subrstance exarmination and soreening.

Intgrview with the Administrator on 03/05/20 at
10:00am revealed:

- ~Shiy did not have documentation for a controlled

| s did not cofplets a drug screen upen hire.

~She was msponsilile for assuring all staff had
the tequiirerments for employment inciuding drug
screening and exminination.

Refor to interview with the Administrator on

D3OB20 gt 10:00am.

2, Review of Staff 0's, Personal Care. Aide (PCA)
parsonnel record mvealed:

' {Coaz)
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Continied From page 20

-There was a hire date of 12/14/18.
-There was no-documentetion of a completed

 contoiled substance sxamination and scresning,

Iinterviaw with Staff D on 0370520 at 11:20am
roveiled:

-He had worked at the facility since Decamber
2018 aea PCA,

-He worked dilly atthe faciiity but hia
respongibiiies varied.

=He had not completed 4 drug soresn but was not
Sure why.
’Tmmmmorwasmspomﬂafordmg
scrsens and she woukl be able 1o explain why he
did net have a drug sciesin.

Refor to imterview with the Administritor on
0305220 at 10:00pm.

interview with the Adminisirator on 0305720 at

10:D0pm revealad:

~Bhe had atismpted to obtain drug screens at $e
local iab cumpany and dootor's office but was
unable to.do so bacauss they recuined contracts
with financial cbligafions which she did not have.
-As.a last aiternative she plarncd to order the
drug screens from the locel phamsey.

-An of todey 03/05/20 she and staff had not
cormpleted drug screens.

{cee2)

mmdmmwmm
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