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May 20, 2019

Dorothea Rogers. Licensee
Lakeview Care

806 Lakeside Ave
Burlington, NC 27217

Email address: greenvallevhaventlc a yahoo.com

Re: Receipt of Plan of Correction (Event ID EFZU11)

Facility: Lakeview Care
Licensure Number:  FCL-001-172
County: Alamance

Dear Ms. Rogers:

Based on our telephone conversation on May 20. 2019, there was an addendum to the Plan of Correction for the Statement
of Deficiencies dated April 4, 2019. The pages noting the addendum are provided for vour records.

Please do not hesitate to contact us at 984-365-2578. if vou have questions or we may be of further assistance.
Sincerely,
/

AN prde SRl

Shonda Stacey, Licensure Consultant
Adult Care Licensure Section
Division of Health Service Regulation

Enclosure

(o]
(o]

Kailee Morrow-Jennings. Supervisor. Alamance County DSS
Bridget Rackley. Team 4 Supervisor, Central Branch Regional Office, Adult Care Licensure Section
Raleigh Facility File

NC DEPARTMENT OF HEALTH AND HUMAN SERVICES * DIVISION OF HEALTH SERVICE REGULATION
ADULT CARE LICENSURE SECTION

LOCATION: 801 Biggs Drive. Brown Building, Raleigh, NC 27603
MAILING ADDRESS: 2708 Mail Service Center. Raleigh, NC 27699-2708
www.ncdhhs.gov/dhsr/acls « TEL: 919-855-3765 « FAX: 919-733-9379

AN EQUAL OPPORTUNITY / AFFIRMATIVE ACTION EMPLOYER
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| The Adult Gare Licensurs Section conducted an | il
|
i

€ 341 10A NCAC 13G .1004 (i} Medication C 341 i
| Administration | i

| 10A NCAC 13G . 1004 Madication Admiristration ] i |
!

- (i} The recording of the administration cn the |
i medication administration record shall be by the |
i staff parson who administers the medication H
- immediately following administration of #he }
medication to the resident and abservation of the
resident actually taking the medicatian and priar
ta the administration of another rasident's
medicaticn. Pre-charting is pronikited.

This Rule is not met as evidencad by:

Based on record reviews, and interviews, the
facility failec to assure the Medication i
Administration Records (MARS) were accurate to |
include the initials of the Medication Aide {(MA)
i who administered the medication for 2 of 2 i
{ sampled residents (#1, and #2). w'

i The findings are: i
1. Review of Resident #1"s current FL-2 dated
| 04/01/19 revealed: [
{ -Diagnoses included muscle weakness. i
| Wemicke's encephalopatny. major depressive ! |
| discrder, hematogenous osteomyelitis, and | E
schizoaffective disorder,
-There was & medication order for atorvastatin 20 i
mg {used to treat hyperlipidemnia} daily., {
ks
i

r
|
3
|
l -There was a medication order for thiamine 1 o0 !
_mg (used 1o treat vitamin B deficiency) daily. [ : |
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| -There was a medication arder for fluoxatne 20 i i I
| mg (used to treat depression) dady | i
i |

-There was 2 medication order for quetiapine

furmarate 50 rng (usad to treat psychosis) daily.
-There was a medication order for aspirin 81 mg |
{used to treat pain, fever, inflammation and ‘ !
feduce rigk for heart attack) daily, |

Based on review of medication administration
records (MARSs) there were no MARS for March
2019,

{ Review of the April 2019 MAR for Resident #1
revealed:

| -There was an entry for atervastatin 20 mgq at

i badrime, scheduled for 8:00 pm. i
-There was documentation of administration of

¢ atorvastatin 20 mg from 04/01/19 to 04/03/19 at

, 8:00 pm.

-There was an entry for thiamine 100 mgq daily, I

scheduled for 8:00 am. ;

~There was documantation of administration of

. thiamine 100 mg from 04/01/10 to 04/04/48 =t

E’ 8:00 am.

i ~There was an entry for Aluoxetine 20 mg daily,

; scheduled for 8:00 am.

| ~There was documentation of acministration of

t fluoxetine 20 mg from 04/01/18 to 04/04/19 at I

8.00 am.
! -There was an antry for quetiapine furmarate 50
| mg daily, scheduleq for 800 pm.
| ~There was documentatior. of administration of |
i quetiapine fumarate 50 mg from 04/01/18 to !

04/03/18 a1t 8:00 pm,
| -There was an entry for aspirin 81 mg daily, l i
f scheduled for 8:00 am. I’
i
I

~Thers was documentation of administration of
aspirn 81 mg from 04/01/18 to 04/04/9 at 8:00
| am. [
| -The only staff initials documented when ! !
Division of Heaith Service Regulation
STATE FORM Bage EFZLi1 I continuation shest 2ot 9
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Continueg From page 2

medications were administerad daily was by the
Administrator.

interview with Resident #1 on 04/04/18 at 12.08
pm revealed.
-The staff on duty nn 04/04/16 "was a man" and

| he gave meadications to him since his admission

six menths ago.
~-He had not received medications from the

Administrator during fus fime at tne facility.

Refer to imerview with the Medication Aide (MA)
on 04/04/18 at 12:20 pm.

Refer to interview with the Administrator on

04/04119 st 12:31pm.

2. Review of Resident #2's current FL-2 dated

1 04/01/18 revealed:

-Diagnoses included |eft hemiparesis,
hypertension, aicoholism, maior depressian, and
vascular dementia,

i ~There was a medication order for Theratab M

{used ‘o treat vitamin deficiency) one tabiet daily,

i ~There was a medication order for {frazadone 10C
. mg (used fo treat ingomnia) at badtime,
i -There was a medication order for naltrexone 50

mg (used to prevent relapses into aicohol abuse}

| daily.
;. -There was a madication order for sertraline 50
| mg {used to treat depression) daily.

Review of the Aprii 201 medication
administration record (MAR) for Resident #3
revealed:

-There was an eniry for Theratab M daily,

| scheduled for 8:00 am.
i -There was documentation of administration of

Theratab M from 04/01/19 to 04/04/19 at 8:00

L am,

SSRISIES (FE—

|
!
|
b
1
i
i
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| ~There was an entry for trazadone 100 mg at : ;
| bedtime, scheduied for 8:00 pm. ,
! -There was documentation of administration of i
trazadone 10C img from 04/01/18 to 04/G3/1S at ! '

8:00 pm.

-There was an entry for naltrexone 50 mg Caily,
scheduled for 8:00 am.

-There was documentation of administration of
. naltrexone 50 mg from 04/01/19 to 04/04/19 &t
' 8:00 am.

-There was an entry for sertraling 50 mg daily, !
scheduled for 8:00 am. i
-There was decumentation of administration of |
seriraline 56 mg from 04/01/18 to 04/04/1G at

; 800 am.

i ~The only staf initials documented when
madications were administered were the
Administrator.

pm revealad:

-The Medication Aide (MA) who worked on
04/04/19 gave him medications each day.
-The Administrator had not giver: him
medications,

i
i
j tnterview with Resident #2 on 04/04/1€ at 12.15

Refer to interview with 2 MA on 04/04/19 at 12:20
Lot !

Refer ta interview with the Administrator on
04/04/18 at 12:31pm.

Interview with 2 MA on 04/04/19 at 12:20pm
revealed:
-He had worked at the facility sinea it opanad.
 -He was a MA, but he nad not taken and passed

the medication aide test,
' -He administered medications to the residents.

i -The Administrator set up the medications for

l_ ' residents by placing the teblets in a cup and ]
Division of Health Servica Reguiation
STATE FORM €25 CEZUA if continuation sheat 4 of &
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G 341 [ Continued From page 4

" labeling the cup with the resident's name.
“When medications were due, he administered
the medications.
-He assumed all the medications in the cup were
the cerrect meaications for the resident.
-The Administrator had set up medications for
admirisiration since the facility admitted residents
on 04/01/18,
-He thought because the Administrator sat up the
medications in 3 cup for him that he was able to
administer the medicaticns.
~He did not document his initials o the MARs
when he administered medications, because he
had not set up the medications given.
-The Administrator documented the
adminisiration of the medications for bath
residents.
-He last administered medication on 04/04/1 6.

" Interview with the Administrater on 04/04/15 at
12:31 pm revealed:

-She knew the MA was adminigtering the
medications,

-The MA had completed the 15 hour medication
administration course,on 08/06/18 and
medication skills checklist in 11/30/18.

-He had net taken the medication aide test and
. was scheduled to re-take the 15 hour medication
administration course again.

-She had a hectic week and was not able to

1 administer medications at the facility due to
stafiing issues at another facility.

-She thought that he was abie to administer the
medications if she set the medications up in 2

| labeled cug.

|

co12 G.5. 131 D-21(2) Declaration of Residents' Righis

| G.S. 131D-21 Declaration of Residant's Rights

C 341

Ca1z
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| Every resident shall have the following rights: i

i 2. To receive care and services which are !

i | adequate. appropriate. and in compliance with
| relevant federai and state taws and rules and

f regulations. i i

; |

! i

| This Rule is not met as evidenced ay: i

| Based on observations, recard reviews, and [

i interviews, the facility failed to assure the

| residents received care and services which were I

| adequate, appropriate and in compliance with i

i

1

- relevant federal ard state laws and rufes and
| reguiations related to other staff qualifications and
personal care and supenvsion,

| The findings are:

I |

! Based on interviews and record reviews, the f

| facilny failed to assure 1 of 1 sampled staff (Staff

| A) who administered madications had taken and |

i passed the medication aide {MA) test. [Refer to I
Tag 935. G. 8. 1310-4.5 B (b) Adult Care Heme

3' Med:cation Aides; Training and Competency

I Evaluation Reguirements (Type B Violation)).

0935 G.S. § 131D4.58 (b) ACH Medication c935
’ Aides; Fraining and Competency

| G.8. § 131D4.58 (b} Adult Care Home
' Medication Aides: Training and Competency
Evaluaticn Requirements,

|
5

’ (b) Beginning October 1, 2013, an adult care |
i heme is prohibited from allowing saff to perform

, any Junsupervised medication aide duties unless

! that individual has previously worked as a

i medication aide during the previous 24 months in
| an adult care home or successiully compieted afl

Division of Heaith Sarvies Regulation
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cf the folfowing:

| {1) Afive-hour training program developed by the

{ Departmant that includes training and insiruction

"in all of the following:

" &, The key principles of medication

i administration.

- b. Tha federal Centers for Disease Control and

Prevention guidelines on infection control and, if

appiicable, safe injechon practices and

procedures for monitoring or testing in which

. bleeding occurs or the potential for bleeding
axists,

i (2) A clinical skills evaluation consistant with <04
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 ali of the following:

i 1. The key principles of medication

administration.

2, The federal Centers of Disease Confrol and

Prevention guidelines on infection control and, if

applicable, safe injection practices and

procedures for monitoring or testing in which

bleeding oceurs ar the potential for bleeding

| exists,

! b. An examination developad and administered

i by tne Division of Health Service Regulation in
accordance with subsection (5) of this section.

i
]

(3935" Continued From page 6
!

|
|
t

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

! Based on interviews and record reviews, the

, faciiity failed to assure 1 of 1 sampled staff {Staff
| A} who administered medications had taken and
| passed the medication aide (MA) test,

t

l
DEFICIENCY) l
,
.

!

The medication aide will take the medicati
aide test on May30, 2019. SS amended- 5

1
i

DN
y20/19
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j
]
C835 | Confinued From page 7

I The findings are.

! Review of Staff A, perscnnei record revealed-

| -Siaff A's hire date was in 11/13/18.

' -Staff A worked as a MA.

| -There was no documentation Staff A passed the

E medication aide test,

! -There was docurrentation of Staff A's madication
clinical skill's vaiidation checklist dated 11/30/18.

i ~There was documrentation of Staff A's 15 hoyr

- medication admmistration course dated 05/06/18.

interview witn Staff A on 04/04/15 at 12:20 pm
reveajed:

-He had completed a medication administratian
clinical skill's chacxhst.

-He had recently completed the 15 hour
medication agministration course and was
scheduled to take it again in anticipation of taking
the med:cation aide ‘est.

-He administered madications after cempleting
the medication administration clinicat skills
checklist and the 15 hour medication
administration course.

~He was busy with working at different facilities
and ran out of time 1o take the medication aide
test within the 60 days time limit.

| -He did know this was a reguirement for MAs and
MA training.

-The Administrator set up the medications for
residents by placing the tabiets in & cup and
labeling the cup with the resident's name.

-When medications were due, he administered
the medications.

-He thought because the Administrator selup the
medications i 2 cup for him that he was abie to

| administer the medications,

]

il fnterview with a resident on 04/04/18 at 12:08 pm
| reveajed:

Division of Health Service Regulation
STATE FORM
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-The staff on duty on 04/04/16 was a man and he
gave medications to him since nis admission six
manths ago,

~-He had net received medications from the
Administrator during his time at the faciiity.

Interview with ancther resident cn 04/04/16 at
12:15 pm revealed;

-The Medication Aide (MA) who workad on
G4/04/18 gave him medicaticns each aay.
-The Administrator had not given him
medications

Interview with the Administrator on §4/04/19 at
12:31 pm revealed:

-She knew Staff A had not taker the MA test and
that he was beyond the 8C day window in which
he was able o ake the test

-She scheduled another 15 hour medicatior
administration course for him to attend.

-She was responsible for the personnel records
and audited them frequently aimaost daily.

The facility failed to ensure the staff who
administered medications to residents had
completed and passed the medication aide test
within the 60 days alloited after completing the 15

| hour medication administration course. This

failure placed the residents at risk for medication
administration errors, which was detrimental to
the health and safety of the residents and

| constitutes a Type B Violation.

The facility provided a plan of protection in

i

accordance with G.S. 131D-34 on 04/04/10 for
this viclation.

CORRECTION DATE FOR THE TYPE B
VIOLATION SHALL NOT EXCEED MAY 18, 2018

- _ _ o FORM APPROVED
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Lakeview Familv Care

806 Lakeside Avenue
Burlington, NC 27217

North Carolina Department of Health and Human Services
Re: Initial Survey compieted April 4, 2019 (Event EFZUTT)
APPEAL of section: 10A NCAC 13G. 1004 Medication Administration

Greetings: Facility Survey Consultant

Thank you for allowing Lakeview Family Care the opportunity to submit a plan of correction for
the areas cited within our facility. on April 4, 2019,

Plan of Correction corrected and enforced on April 4, 2016

Thank you,

Date completed: May 1, 2019

Enciosed: Plan of Correction
Evidence of Admit Dates of Resident #1 & #2

oo gD 5/5/19

Administrator Date

Al




Procedure:

I. The administrator will ensure that the MA staff and any staff thereafter will complete the
State Medication Aide Test and pass with a grade that is

deemed passable by the state. '
2. The administrator wil] not allow the MA to handle any medications; the administrator

will be there to powr/pull all medications for (Resident #1 & #2) for am and pm
medication administration,

3. Once completion of the Medicati
the staff book inmediately
4. The administrator will not hire additional staff until they either have the following:

a. Have proof that they have passed the Medication Aid Test and a copy is placed in
their book

on Aid Test, a copy of the certificate will be placed in

b. The staff has to scheduled to take the test with in 60 days of hire, once the test has
been completed and pass, then a copy of the certificate will be placed in the book

’ ; 2 s for ,
Procedure: The administrator will orfent all new staff about the procedures and requirement |
the staff to be able to administer medication to the Residents. x

ithi ir e that all
The administrator will schedule all classes within the 60 days. requ.mments to nﬁ;‘ke 5:1111: ;taff !
staff complete all required classes for medication administration is completed before
allowed to administer any medication.

The administrator will review all staff books to make sure that each staff m;,ets.the r;qx.nrlzjs?z}l:;s

ili is wi i tion of vio .

3 ate in or: k lity; this will ensure that there is a reduc ,

of the state in order to work in the facility; M . e : -
and plan of corrections ™ALL B glee, Nediy  The medication aide retook the Medication aide training

Administrator will audit the staff folders course 15 hours on May 6-7, 20, 2019- SS amended
quarterly- SS amended 5/20/19 5/20/19.



