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' The Adult Care Licensure Section and the R E C E E V E D
Mecklenburg County Department of Social :
Services conducted an annual survey and a JANIT T 2020
follow up survey ¢n October 8, 2019 with a
RALEIGH
C 145 10A NCAC 13G .03406(a)(5) Other Staff C 145,
Quelifications
10A NCAC 13G .0406 Other Staff Qualifications
i (a) Each staff person of a family care horrie
! shall: o
(5) have no substantiated findings listed on the
North Carolina Hizalth Care Personnel Registry
according to G.S.‘j 131E-256;
This Rule is ncitj:h'tet as evidencad by: “The rule el nel & et on’
Based on observations, record reviews and ‘ v et i bty “The
interviews, the facility failed to assure 1 of 3 T fale F _
sampled staff (Staff B) had no substantiated Maneg emam l—r:.@'n A owd zlfﬂf‘“&
findings listed on the Health Care Personnel Chre i "y Loee
. . L I ugl (1 !&cur\
Registry (HCPR) prior to employment. ane
gistry ( ) P pioy e ge bl ke pmclle Seom Dl W
The findings are: udier, ShM Ghbciimends Le
?’Yl c}- . " f ,J‘ anf
| Review of Staff B's personnel record revealed: 7 , before epn ia?’m S
| _Staff B was hired on 06/13/19. it b hegd Ehef Commlen
| -Staff B's job itk was family care provider. ] L ‘
| There were no job duties outlined for the position Wie Lyis Cheole 1 be ¢ heacks
! . S ! e O heeclty
i of family care pravider. U bl Regyluf
\ “There was no documentation a HCPR check had e by ¢ m@z: Cutey Hewg L
' been completed prior to hire for Staff B. Ut forvmedie | ¥ e Hhef app
] £5 | Correct
| Interview with Staff B on 10/09/19 at 12:40pm |
revealed: : _ '
l _She had been émployed with the facility since \
L 06/1318. |
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| -She administered medications, provided slie hud She  forfol e
personal care if needed, cleaned the resident's Mm@y o B mpgaty ol
room, made beds and cooked the meals. PR, et Ler couit houe
-She did not know what the HCPR check was, or - Lo poss ok dig
| if the facility completed the HCPR check prior to B melttce Cf {"}. Y )
| her employment. poediy g men@Y] G atke
. Gie dehat el fn L:R;jJ LR
[ Observation on 1-0/08/19 between 9:00am and Faganiy o Shaye (Lores
2:00pm revealed: e |eoded
J -Staff B was the only staff on duty. fL‘fL“t Tecnm Ll e ceded H) i ]“'59 m
, -Staff B administered medications at noontime. e o cleldid fsgue wrlH
| ~She prepared and served the lunch meal to the The Foekl St -
| residents. bt Leok af denpuw y becau ad
.y g MONT et Pog tnest™ it hase
lzr'};esr;ﬁ\teﬁggig]d? Administrator on 10/08/19 at Bl Pmmed (o fuikel secein?
-He had been the Administrator since 2016, G Meswmd Slak el (5 Lewy
| -Staff B was hired as a family care provider. CShetd. Fr ow exn mple Ehe
| -She was the sole staff person from & bede Voys §Liz-9¢ ﬁ“ﬁy T S
' 8:00am-9:00pm, Monday through Friday. Fer o Cliontc Qe 0 Fcs
-Staff B administered medications to the Frablen bov lojdine |
s N - ~(3\ - iS’
' residents, provided personal care when needed, I bpoe . i i,
' fight housekeeping and prepared meals. : U Cgnlretled .
| -He was responsible for checking the HCPR for B tue o Meclarms éa MLy
| new empioyees. Zove e aredh sadue Had
f -He did not know Staff B did not have aHCPR F'mhfe‘”" fo hoke Shibt oy
| check prior to employment, or since being . L »
| employed. T Colwe Luis problsals £
| -He contacted his office and the staff were not ) st Pl bee
‘! able to provide a copy of the HCPR check. Pt B el
| He was having trouble with his fax machine and ][’l}j‘ﬁfhof bo reLtre Qe €
i email. 5%5&,,, wekic @urs  Deasehi b mvhks [
. -Documentation of an HCPR check for Staff B - . T
! . N . 2} e e
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(a) Each staff person of a family care home
shall: :
(7) have a crimiral background check in
accordance with 3.S. 114-19.10 and G.S..

131D-40;

This Rule is not met as evidenced by:

Based on observations, interviews, and record
reviews, the facility failed io assure 1 of 3
sampled staff, (Staff A), had a statewide criminal
background check completed upon hire,

The findings are’

| Review of Staff A's personnel record revealed:
-Staff A was hired on 10/10/14.

-Her job title was family care provider.

_There was documented a completed criminal
background check of the county dated 06/13/18.
—There was no documentation of a statewide
criminal background check.

| Interview with the: Administrator on 10/08/19 at
5:12pm revealed: '

-Staff A was responsible for medication
administration, attending to the personai care
needs and preparation of meals for the residents.
-The Administrator was responsible for assuring
staff had a criminal background check completed.
-He had Staff A complete a county wide criminal
background check upon hire. :

_Staff A moved o North Carolina in 2013 and had
not lived anywhere else in the United States.

_He did not knovr a statewide criminal background
check was needizad for Staff A,

| i . . . '
Attempted telephone interview with Staff A on
10/08/10 at 3;10pm was unsuccessful.

| Soryvwaned  brekground Check
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10ANCAC 13G .0504(a) Competency Validation | C 171 au < /f,@é, LAY e {ra«;v t ’/7

C !?1’
l For Licensed Health

| 10A NCAC 13G .0504 Compstency Validation For

Licensed Health Professional Support Tasks
(8} Afamily care home shall assure that
non-licensed personnel and licensed personnel
i hot practicing in their licensed capacity as
; governed by their practice act and occupational
! licensing taws are competency validated by return
demonstration for any personal care task
specified in Subparagraph (@}{1) through (28) of
“ Rule .0903 of this Subchapter prior to staff
performing the task and that their ongoing

| competency is assured through facility staff

; oversight and supervision,

| This Rule is not met as evidenced by:

l Based on interviews and record reviews, the
 facility failed to ensure 3 of 3 staff, (Staff A, B and
i C), who were non-ficensed, had been
competency validated for licensed health
professional support (LHPS) tasks including

I completion of fingerstick biood sugars checks,

| adminisiration of subcutaneous insulin injections
| and assisting with the applying and removing of
| compression stockings.

1

# The findings are:

1 1. Review of Staff B's personnel record revealed:
 -Staff B was hired on 06/13/16.

| -Staff B's job fitle was family care provider.

| ~There were no job duties outfined for the position

| of family care provider.

| -There was no documentation Staff B had been
 validated for medication clinical skills

; competency.

-There was no ficensed heaith professional

| support (LHPS) competency validation checklist
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Continued From i'::age 4
for Staff B.

interview with Staff B on 10/08/19 at 12:40pm
revealed: . _

-She had been eimployed with the facility since
06/13/19.

-She administered medications, provided -
personal care if reeded, cleaned the resident's
room, made beds and cooked the meals.

-A nurse or pharinacist had not observed or
checked her off an performing LHPS tasks for the
residents. :

Refer to the interview with the Registered Nurse
(RN) contracted o provide training and
competency evaluation for the staff on 10/08/19
at 4:10pm. _

Refer to the interviews with the Administrator on
10/08/19 at 5:12pm. :

2. Review of Staff C's (Administrator) personnel
record revealed: .
-Staff C was the Administrator of the facility.
~There was documentation of a medication skills
competency validation dated 05/03/14.

-There was na ligensed health professional
support (LHPS) gompetency validation for Staff
C. : :

Refer to the interview with the Registered Nurse
(RN) contracted fo provide training and
competency evaluation for the staff on 10/08/18
at 4:10pm. -

Refer to the interfview with the Administraior on
10/08/19 at 5:12pm.

3. Review of Staif A's personnel record re\;realed:
-Staff A was hired on 10/10/14.

STATEMENT OF DEE_IC]ENCEES {X1) PROVIDER/SUPPLIERNZLIA (2 MULTIPLE CONSTRUCTION {%3) DATE SURVEY
AND PLAN OF CORRECTION IDENTIFICATION NUMBER: A, BUILDING: _ COMPLETED
FCL060123 B. WING 10/09/2019
NAME OF PROVIDER OR SUPPLIER STREET ADDRESS, CITY, STATE, ZIP CODE ; -
: 5963 THE PILAZA ROAD
MCCLAIN'S FAMILY CARE HOME # 1 : .
;_ CHARLOTTE, NC 28215
(X4 1D SUMMARY E%TATEMENT OF DEFICIENCIES o PROVIDER'S PLAN OF CORRECTION (X5}
PREFIX {EACH DEFICIEMCY MUST BE PRECEDEP BY FULL PREFIX {EACH CORRECTIVE ACTION SHOULD BE COMPLETE
TAG REGULATORY Of2 LSC IDENTIFYING INFORMATION) TAG CROSS-REFERENCED 7O THE APPROPRIATE DATE
i - ) DEFICIENCY)
c171 C 171 Yes Ak LHps fasks wes fedes

Constucked by o7

fpwe but e LHPT f b
nof o e bf @ A MRS
v

g wede E"j L

oy fraeriy L2

ikl
nal [ nood Cn W &
1024 e L€ st 0T iy
Male SU o

. {
imctoedis LTS La {omf

befre emoity™ ’

P mpf&k‘fﬂ" j.j
et P10 e sttt enot”
)Z‘f e ifﬁCLCl‘é'

A H £ (:@vr\iiiiel’lﬂ
Le wpcet ® P
L3 et K«,U@" ; ‘lh
el ke
Utew €0
Sune Ld €6

T stalb caformt® ™
be H:U(t;w bj Ae ﬁe/mtf’”fﬁ""
“Datrick Moclorn®

paaatt

et

Division of Heaith Service Regulation

STATE FORM

5699

OMeCT1

[f continuation sheet & of 47



PRINTED: 11/08/2018

FORM APPROVED
Division of Health Service Regulation : :
STATEMENT OF DEFICIENCIES {X1) PROVIDER/SUFPLIERICLIA (X2) MULTIPLE CONSTRUGTION - {X3) DATE SURVEY
AND PLAN OF CORRECTION IDENTIFICATION NUMBER; _ : : COMPLETED
A, BUILDING: :
FCL080123 B. WING 10/09/2019
NAME OF PROVIDER OR SUPPLIER - STREET ADDRESS, CITY, STATE, ZIP CODE
5963 THE PLAZA ROAD
MCCLAIN'S FAMILY CARE HOME #1 -
' CHARLOTTE, NC 28215 :
(X4) D SUMMARY STATEMENT OF DEFICIENCIES D PROVIDER'S PLAN OF CORFIECTION (%5)
PREFIX (EACH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX (EACH CORRECTIVE ACTION SHOULD BE COMPLETE
TAG REGULATORY OR LSC IDENTIFYING iINFORMATION) TAG CROSS-REFERENCED TO THE APPROPRIATE DATE
DEFICIENCY)
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-Her job titie was a family care provider.

-There were no job duties outlined for the position
of family care provider.

-There was no documentation Staff A had been
validated for medication clinical skills
competency.

-There was no licensed health professional
support (LHPS) compeiency validation for Staff A.

Attempted telephone with Staff A on 10/08/19 at
3:10pm was unsuccessiul.

Refer o the interview with the Registered Nurse
(RN) contracted to provide training and
competency evaluation for the staff on 10/08/19
at 4:10pm.

Refer to the interview with the Administrator on
106/08/18 at 5:12pm.

Interview with the Registered Nurse (RN)

contracted to provide training and competency

evaluation for the staff on 10/08/19 at 4:10pm

revealed:

-He had not provided any training to the staff at

the facility since June of 20189,

-He did not keep a record of his raining of the

staff.

-He left documentation of staff training with the

Administrator to be included in the empioyee
records.

Interview with Administrator on 10/08/19 at
5:12pm revealed:
i -He was responsible for assuring staff had been
‘ | LHPS competency validated.
- -He used a checklist for staff in order to ensure all
required trainings had been done.
-He could not recall if the staff had completed the
| LHPS competancy validation,
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Diabetic Residen:ts

10A NCAC 13G 9505 Training On Care Of
Diabetic Residenits

A family care home shall assure that training on
the care of residents with diabetes is provided to
unlicensed staff prior to the administration of
insulin as follows. :

(1) Training shall:be provided by a registered
nurse, registered pharmacist or prescribing
practitioner. :

(2} Training shalfinclude at least the following:
(a) basic facts about diabetes and care involved
in the management of diabetes;

(b) insulin action;

{c) insuiin storage;

{d) mixing, measuring and injection technigues
for insulin administration; :

(e) treatment anc prevention of hypoglycemia and
hyperglycemia, irnciuding signs and symptoms;
{f} biood glucose monitoring; universal
precautions; app'i}opriate administration times,
and :

(g) sliding scale insulin administration.

This Rule is not met as evidenced by.
Based on interviews and record reviews, the

C 174
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| The findings are: ,«/{ e . The ac 5»: i o et
/ P
1. Review of Staff A's personnel record revealed: 4 fka frcloky g He{ <,,<”L,m
-She was hired on 10/10/14. , ) .
-Her job title was family care provider. jade, mow, 11 el JL‘“” o
-There was documentation the 15 hour Slett < ia ph bt et K
medication training was completed on 05/03/17. - ;-J o 7 . :
-There was documentation the medicaton | | . ., - G he o
- . R T sddLE & :
Clinical skills was completed on 05/03/14, AT el i
-There was no documentation of completion of Cimir Ofer g priesdF
training on the care of a diabetic resident. clred  plece (a1 [ {g{{};(‘, ;
Review of Resident #2's October 2018 o P A
medication administration record (MAR) revealed: [ hese P‘vﬁ vt e
-Staff A documented administering Lantus insulin [ i bl g
. i o 4 Y
at 8:00pm on 10/01/19 through 10/07/19. " e crtefeel b
| -Staff A documented administering Lispro insulin Sefpe by L’u e ol e [ oapnd o
at 8:00am on 10/06/19 and 10/07/1%; at 12:00pm X R . .
on 10/05/19 and 10/06/18, and at 6:00pm on {r f-f et s E lealidats
| 10/05/19-10/07/19. The Iig e e § Legm
Attempted telephone interview with Staff A on Iy Lrs it e _55‘ o &.ﬁ,a@:‘
1 10/08/18 at 3:10pm was unsuccessful o :
097 Uteir e iefd tnfonis
Refer to the interview with the Registered Nurse I N
(RN) contracted to provide training and “ il dee ks 5 =k
competency evaluation for the staff on 10/08/19
tat4:10pm.
Refer to the interview with the Administrator on
10/38/18 at 5:10 pm.
2. Review of Staff B's personnal record revealed:
-Stafi B was hired on 06/13/18.
-Staff B's job title was family care provider.
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- SUMMARY STATEMENT OF DEFICIENCIES

Refer to the interview with the Registered Nurse
(RN) contracted to provide training and
competency evall Jatzon for the staff on 10/08/18
at 4:10pm.

SHAF fovinds Banren

X4y 1D | D PROVIDER'S PLAN OF CORRECTION (X5)
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C 174| Continued From bage 8 C174 [T Miise e Calial fo
-There was docuimentation the 15 hour Wishe il ol o ntods e
medication training was completed on 08/13/18. [ auds o leied prvel Aede pretsd
-There was no dgcumentation the Medication s o ppdeled <
Clinical Skills was completed. - AR s Al ot
~There was no documentation of completion of D glad RO 08 2 1
training on the care of a diabetic resident. Jer :,}fﬁj Le il be fcﬂp ele el

. .
. . ] v
Review of a Resident #2's October 2019 {‘0 € fire hirvy or Skl o
medication administration record (MAR) revealed: ;;%5 - s o )
-Staff B documerted as administering Lispro , Hten Stee] ap gleE0 euid
[ln;/%lis%ag 8'00am=:from 10/01/18 through folee ;‘iﬁg i repect o oA iedh
_Staff B documerted as administering Lispro ;’?’/{‘f&f’”{ Uesdeii by fve Stod i
insulin at 12:00pra and 6:00pm from 10/01/19 fd G il ptgned c wJﬁ R,
through 10/04/19: Celpicakt Ll be fap y ot
Interview with Stzff B on 10/09/19 at 12: 45pm L flo o a5 yslem, o
revealed: e b bl s JNJ #<
-She worked from 9:00am-9:00pm Monday ' 4“‘ S beft ”‘f e e )
through Friday. Ldegd  Ploced Fa TR
-She administered medications to the residents Life w;""f e " i il
during her shift. ? o hege pmieses ae
-There was one rasidenf who was prescnbed e hes dees A g e g ntesTy
insulin by ‘m;ectlc_:'n. o e dor Owl (o - Cher ;gﬁ
-She administered the insulin injections to the Lo
resident when sh worked. L Aluese -
-She had received some information on how to VYL G 65 et o e (4“1;;5,5
draw up insulin fram the vial, how to inject the » u Jement ﬁ
insulin and how to dispose of the syringe. when PALLE pake Sioe diia LA
she completed the Infection Control training on { e ) ‘
06/13/19. : Titiialgy (e foikee Com BV
-She did not remember any additional trairing, or - L 7o
being required to do a return demonstration, in -mf‘ Cf?ﬂ;*‘*’wﬁy Sl cabim
preparing the msuhn or injecting the insuirl. Ul fake Qlace Ciny (€ T,
Honlts o at £he Crerrent tificfke
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C 174| Continued From page 9 C 174
Refer to the interview with the Administrator on
10/08/M18 at 5:10pm. : :
The, Musre Can gk
Interview with the Registered Nurse (RN) (he, N :
contragted to provide training and competency }{? e ol wends AQ‘H‘«
evaluation for the staff on 10/08/19 at 4:10pm f
revealed: Y. j eell Frd ey Q‘%&MJ
-He had not provided any training to the staff at e fromamedion he fee Pt Uiy
the facility since June of 2019, -
- i
-He did not keep a record of his training of the e g tath bt ete G_‘"“/F
staff, _ ‘ o Dbz brociniy o et
-He had provided Infection Control training to the i ) .
staff in the past. oS, G fadns P od, ¢
-He did not remember the dates of training. O g ftr Kpde |
-He was not sure of other training he may have o
provided. fFxm oo Ao, e ﬁ‘ﬂ Leamndt
-He left documentation of staff training with the iy ve PPt Serre «é;ﬁw cec

Administrator to be included in the employee files.
‘j"?f”ﬁj ¢ 5 CC’N‘?;"Q £ lé{?émﬁ
ff’t:/f;;f? ézf"zv <7 rL'g;‘;u Fisa )

o fi}t" 5,,{ A
‘5,7! (el s ﬁ

Interview with the Administraior on 10/8/19 at
5:12pm revealed:
-He was responsible for assuring staff had

i completed diabetic training. Sta

g R P Fooee socolt :’7?4?"2&

-He used a check list for staff in order to ensure L _ ‘
all trainings were done. R T I T 4 . j &l
-He was aware diabetic training had not been Sceme . il [f{l
completed by the staff. /f{/azéz‘%’dfafﬁ’ e L
-He had just admitted a resident in August 2019 - L Lok
who was the only diabetic in the facility. pn G et

C 176/ 10A NCAC 13G .0507 Training on C 176

Cardio-Pulmonary Resuscitation

10ANCAC 13G .0507 Training on
Cardic-Pulmonary Resuscitation

Each family care home shall have at ieast one
staff person on the premises at all times who has
completed within the last 24 monihs a course on
cardio-pulmonary resuscitation and choking

Division of Héalth Service Reguiation
STATE FORM 6899 oM8C 11 i If continuation sheet 10 of 47
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First Aid, or by a irainer with documented
certification as a ‘rainer on these procedures
from one of theseé: organizations. If the only staff
person on site has been deemed physically
incapable of performing these procedures by a
licensed physician, that person is exempt from
the training.

This Rule is not_i:net as evidenced by:
TYPE B VIOLATION

Based on interviews and record reviews, the
faciiity failed to assure at least one staff parson
was on the premiises at all times who had
completed training in cardio-pulmonary
resuscitation (CPR) and choking management
course within the fast 24 months for 2 of 3
sampled staff (Staff Aand C).

The findings are:i;

1. Review of Staff A's personnel record revealed:
-She was hired on 10/10/14. :

-Her job title was family care provider.

-There was documentation of successful -
completion of a GPR and Choking Management
course on 09/01/46 with.a recommended renewal

- date of 09/01/18: :

-There was no documentation Staff Ahad
completed an additional CPR and Choking
Management cotirse since 09/61/18.

Interview with the: Administrator on 10/09/19 at
3:30pm revealed:
-He did not know: Staff A's CPR certification had

Bk it Luss oo prushe ke
GYy (e NP 21 £ oive
.C?{D Fiet Placa wh 1,35-’" j’)g}l e
o b framy. A€ _W:uﬁ’
5’)“} o -f*e@w\. }-5§u’-im’ JL '
jnabee Seie bt &l }mﬂf*’f"’
S Coimplek cred/ PHCCe 1T
i, filec TTuee o yriskeke
pesth  He  bwoltd je ;"‘“’V‘kf"‘&
g &t P latees foole St A b
_ check Ty Zssceks

Fyoon died S ey o

f"-\’_'.'&l’l"-’.’. [E &
fo pviniee
£5 i Pl

Al CPR oo [t He s
s bees plnce yin e K{'f @
CEacd o mpie oo, ,éfnj e dd
Pios pot Guce fie Fearie
bttt Go foaler, g Lt
SEL lirl Logdy <t o
e futsten Ly Agiris
O L sy
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C 176 | Continued From page 10 C 176 :
L N : FT _.,‘i/’v; (:’ . /-},5(;;1»
management, including the Haimlich maneuver, [lhe yoCeit ""}’ ) ot Loy §
provided by the American Heart Association, e Skt g Lrst At
X i . T . L F ¢
American Red Cfoss, National Safety Council, . , .
American Safety and Health Institute and Medic avel AR Suey bt G |y {iee
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C 176 | Continued From page 11

expired, ,

-Staff A provided care of the residents from
9:00pm on Friday through 9:00am on Monday
every week, and as needed during the week.
-There were no additional staff in the buillding with
Staff A during those hours,

-He was responsibie for assuring the staff had
current CPR certification on every shift.

' -He had not audited the personnel records for

( staff gualifications recently.

Attempted telephone interview with Staff A on
10/08/19 at 3:10pm was unsuccessful.

2. Review of Staff C's personnel record revealed:
-Staff C was the Administrator of the facility.
-Staff C was employed as of 04/30/2011.

-There was documentation of successful
completion of a CPR and Choking Management
course on 09/01/16 with a recommended renewal
date of 09/01/18.

-There was no documentation Staff C had
completed an additional CPR and Choking
Management course.

Interview with Staff C (Administrator) on 10/09/19
at 3:30pm revealed:

. -He had not taken a CPR course since 09/01/16.
-He did not know his CPR certification had
expired.

-He provided care of the residents from
9:00pm-8:00am when needed.

-There were no additional staff in the building
during those hours.

-He transported the residents to appointments
and to fast food restaurants as an occasicnal
activity.

-He was responsible for assuring the staff had

» current CPR certification on every shift.
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C 176 | Continued From page 12 C 176
The facility failed to ensure at least one staff was
on the premises at all imes who had successfully
completed CPR and Choking Management within
the last 24 months, which placed the residents at
risk in an event requiring CPR and/or choking
intervention. This failure was detrimental to the
health and safety of the residents and constitutes
a Type B Violation.
' The facility provided a plan of protection in e , , oo fogne CLEC
accordance with G.S. 131D-34 on 10/08/19 for e plon "ﬁ Cf"“ 6
this violation. PES i plends (5 (4 e é‘!e b ok
. A . ol
CORRECTION DATE FOR THE TYPE B Lehere cliffens’ Fgensy s
‘é/éOIgoA}'éON SHALL NOT EXCEED NOVEMBER Ceyre &G Cormyg on fr et i
o ' | AOCbcmients  Jhose elolmens
C 236 10A NCAC 13G .0802 (a) Resident Care Plan C236 | Can mof be plote in LFeam F&

10A NCAC 13G .0802 Resident Care Plans

(a) A family care home shall assure a care plan
is deveioped for each resident in-conjunction with
the resident assessment to be completed within
30 days following admission according to Rule
.0801 of this Section. The care plan shali be an
individualized, written program of personal care
for each resident.

This Rule is not met as evidenced by:

Based on observations, interviews, and record
reviews, the facility failed to assure 1 of 3
residents (Resident #3) had a developed care
plan within 30 days of admission.

The findings are:
Review of Resident #3's current FIL2 dated

08/20/19 revealed diagnoses included
schizoaffective disorder and hypothyroidism

'ﬁqu (g (ke Lle /Visha feg
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SUMMARY STATEMENT OF DEFICIENCIES

Review of Resident #3's Resident Register

| revealed she was admitted to the facility on

02/18M19,

Review of Resident #3's Record revealed she did
not have a completed care plan since admission.

Interview with the Administrator on 10/08/19 at
10:31am revealed:

-Resident #3's care plan had been completed and
placed in Resident #3's record.

-He had not been able to find the completed care
plan in Resident #3's record.

-He had been waiting on the physician to
complete another care plan for Resident #3.

-He was aware Resident #3's care plan was
missing.

-He was aware the care plan should have been
completed within 30 days of admission.

' Interview with the supervisor in charge (SIC) on

10/08/19 at 5:34pm revealed:

. N Y
i -She was not familiar with care plans. f

-Residents would tell her if they needed help with
toileting, bathing, dressing, or grooming.
-She would ask resident's if they needed her

- assistance with personal care tasks.

Interview with Resident #3 on 10/08/18 at 8:50am
revealed:

-She did not need help with bathing, showering,
or using the bathroom, and she washed her own
clothes.

-She could not remember if an assessment had
been completed by the facility when she had

been admitted.
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reviews, the facility failed to contact the primary
care provider for 1 of 3 sampled residents,
{Resident #1), who had an open area on the

- jower right abdominal area, causing irritation and

discamfort to the resident.
The findings are:

Review of Resident #1's current FL2 dated
09/27/19 revealed:

| _Diagnoses inciuded bipolar affective disorder,
-1 schizophrenia, cstecarthritis and leukopenia.

~There was an order for Neosporin, an antibiotic
ointrment used to decrease the risk of infection

. following minor skin injuries, apply to the affected

area three times a day as needed.
-There was an order for Nystop powder, an
antifungal powder used to treat yeast infections,

- apply to the affected area three times a day.

Interview with the Resideni #1 on 10/08/18 at
8:55am during the initial four revealed:

i -Resident #1 had complained of an open area on

her lower right abdominal area, near her hip
bone, that she had for several weeks.
-She had informed the Administrator and the staff

| regarding this open area last week and "maybe

before then”,
-She did not know the cause of the open area.
-She had requested a band aid for the open area
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C 246 | Continued From page 15 ' C 246 ALl s H’ﬁg e bhe Puspsr
iast week because the friction of her pant waist o . )
band irritated the area. ‘Ij‘m‘“‘:f i The 19(,,5; lpe[vy;‘re
i g A - o
Observation of Resident #1's open areaon Startey s /wi i’_l? fwi ¢t
10/08/19 at 9:05am revealed. biiliven  fhe l}'@ (:f,,ﬁy cid Lare
-There was an open area on the lower right . _
abdominal area near the hip bone. ﬂiuuu@%f lde Letegd imete
-Thg open area was gbout 2 inches in length and e’ Li 5 #V M otkm\j —%liéf‘f
1.5 inches in width, with depth not able to be
determined. ANl fedee be fee emflegmerds
-The surrounding skin to the open area was intact ' o
and reddened. LY. he o 1"’7/“54 +
-There was no visible drainage. ade E’Vﬂr?ff»"‘?ﬂ’t‘wtf {;—mf’? b_j
interview with the Administrator on 10/08/19 at Cenindlus oot taeifipnn ARl &ﬂﬁ’f{
9:10am revealed: PN - ; _
. o . : 0L R ¢ g
-The family care providers informed him last J_?‘ ! [ He /%/‘05 «
\Ifygelik;db;ut the open area on Resident #1's lower B Pess - ;m ks tegpe be Ko
| .
-He had not assessed the open area. SR L L (sl 3 S &t
-The family care provilders had been applying Z(JM{“ Pt > fowehs
, cream to the area until the cream ran out on A
Friday (10/04/19). bo mdnte Spet agpe onds Plewbl
-The staff contacted Resident #1's family member VP S
: on 10/04/19 and informed her the cream they had 4 e o oo st 4
been applying to the area had run out. e Gdig.r ., f,}gwy/f;f 1
-The family member informed the staff there was Alre o,
rarefill of the cream, ordered by the primary care 1 IS fodg Lo dypd s (etus’
provider, at the local pharmacy ready for pick up Ll fe -
on Friday, 10/04/19. Prrdile,, 2:“ ettt T
~-The prescription went to the wrong pharmacy 25 ey Se et o
and was not ready for pick up until 10/07/19. Cidepe &
-The Administrator was going to pick up the of Contaie Cifeipen
cream today (10/08/19
: v ) ﬂ[‘p Nur){' das M ]m;nea/f' ‘
Interview with the family care provider on the Pc¢s e1f ﬂw
10/08/19 at 11:10am revealed: '
" -Resident #1 had complained of an irritation on
her lower right abdomen.
-Resident #1 had asked for a band aid last Friday

Division of Health Service Regulation ‘
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hip bone, but "they do not say anything about it.”

Telephone interview with Resident #1's primary
provider's triage nurse on 10/08/19 at 11:15am
revealed:

sl i ho e by skl
Qud Mk [t be o pepdind

Every toeds b e Ackmonri™

STATEMENT OF DEFICIENCIES (X1) PROVIDER/SUPPLIERICLIA {X2) MULTIPLE CONSTRUGTION (X3) DATE SURVEY
AND PLAK OF CORRECTION IDENTIFICATION NUMBER: A BULDING: COMPLETED
FCLO60123 B. WING _ 10/09/2018
NAME OF PROVIDER OR SUPPLIER STREET ADDRESS; CITY, STATE, ZIP CODE
' \ 5963 THE PLAZA ROAD
MCCLAIN'S FAMILY CARE HOME # 1 CHARLOTTE, NC 28215
(X4) ID SUMMARY STATEMENT OF DEFICIENCIES I PROVIDER'S PLAN OF CORRECTION (X5
PREFIX (EACH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX (EACH CORRECTIVE ACTHON SHOULD BE COMPLETE
TAG REGULATORY OR LSC IDENTIFYING INFORMATION] TAG CROSS-REFERENCED TO THE APPROPRIATE DATE
DEFICIENGY)
G 246 | Continued From page 16 C 248 A ) \ W\"‘" G@F ;Cf -rlﬁ_[j a(l;i#
(10/04/19) because of the irritation where her 10 L R
pant waist band rubbed against the sore. ks e I ¢ ny Z‘j o ?‘jf/f}jm
A second observation of Resident #1's wound A 15 ié’fﬂ-{/-f' fe a U ‘ﬂ‘:"‘!
area with the family care provider on 10/08/19 at Cére o S ~apic alippte
11:10am revealed the wound looked the same io f”"‘ e il ] .
the family care provider as on Friday (10/01/19) /{ﬁﬂ"‘i lely s, {J L
when she last observed it. ' Hestepati m Cizs Fiven  fo
Telephone interview with Resident #1's Lo esichens é £se Al
responsible family member on 10/08/19 at %%76 Lictt e C/if’cé’n;f o Stodenl’
- 9:50am revealed: ‘ st et e
_She received a call from the facility last week g & C’f@&fy’ Lt be M "
that Resident #1 had an open area on her tower el S'gﬁg ?ﬁfgk‘_() Oifer énw’ﬂ {Fe.
abdomen, , e
| -This was a chronic condition with Resident #1 i / qu WS et
and was caused by a fungus. b 1 e dafd tetd
-She contacted Resident #1's primary care A ¢ ami’mﬁ“ﬁ ﬁg gqu_,»é
pravider last week and requested a refill on her .
. medications from June 2019 since the fungal Et—u Heb wuf fo T UIE W
infection had manifested again. - L ,
“The physician sent a refill prescription for Nystop e # (?J@( {‘f !?O'fff b (Y Tler”
powder and Neosporin cream, apply to the area o a f (TR A o e
' three times a day, wash the area before 'f%jéﬁrmw[ v A U/f:ﬁ'j’f //{ e
application of the powder and the cream. - )ﬂ"ﬁ Cherk doee W e faur vy
A second interview with Resident #1 on 10/08/19 dilic e Sitent- 8&7@{9 Check
at 10:30am revealed: f ; -
on dot 7 ek ¢ .
: -She thought the facility ran out of the cream she _ ,‘i y and Ak e
was applying to the open area last week. develuie-
-The staff brought the cream and the powder to - gzlgé’{ pewcel rede’ ofL
her and she applied it to the affected area. ] . ;
i _She did not know she had to clean the area Cormmy iceation 101 17 Sictont '
before applying the cream. rec v Ny "
-Several staff have seen the open area near her - AL - fifﬂ b e G jff“&% i// 2
o/ vy
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MCCLAIN'S FAMILY CARE HOME # 1

| SUMMARY STATEMENT OF DEFICIENCIES

-Resident #1 was seen by the provider in June
2019 and was diagnosed with a rash, presenting
on her lower right abdominal area, as fungal
Intertrigo, an overgrowth of yeast that occurs
between two connected layers of inflamed skin.
-The provider prescribed Nystop powder three
times a day and Neosporin to be applied until the
area cleared. .

-Resident #1's family member contacted the
provider on 10/07/19 and stated Resident #1 had
a fungal outbreak in the same area as the June

- visit, and the skin was open and irritated.

~The provider sent a prescription to the local
pharmacy on 10/07/19 for an antibiotic cintment
and Nystop powder, three times a day.

-The provider did not know the "fungal rash” was
an open area and causing the resident significant
discomfort.

-If the provider knew Resident #1 had an open

. area, untreated and uncovered, when the family

member contacted the office for a refil cream,

she would have requested an office visit before

prescribing medication.

-The facility had not contacted the provider to
infarm her the rash was an open area.

Review of the discharge summary from an Urgent
: Care for Resident #1 on 10/08/19 revealed:
-Resident #1 was brought to Urgent Care on
10/68/19 at 1:10pm.

-The discharge diagnosis was documented as an
open wound.

- Resident #1 was referred to the Wound Clinic
for treatment.

-A culture was taken of the wound bed to ruie out
a possible infection.

-Neosporin topical ointment was prescribed to the
wound four times a day.

-The area shouid be cleaned with warm water

- and patted dry, the wound evaluated for drainage,

AS  Fpied bign i #714
Communihn o MNeosPonn
B> (rescpibed éj e
Urgeut care dockn aid
%}fﬁé %LUGMJ Do cicree fom
Gitden .

fﬁit’fé Ll b Sk (¥ fé@’uﬂ
{v Uiew aif FES iable uf
Mfir gnabis cod each o frend
Ni’tﬁ L Hfg Uj{gsm/ jab”

e (RN pegsdered /wmge
(e Viewo odt ol
é’i”efov/ ‘

Clotle (et (hect Cleents
feicee 24 J;rvw& o iy
SJ"&*E Ll be ¢ Aﬂrﬂ’f‘r c’f&‘(;if
gne S tedl el nol be en
AsSigriresd f’f— iy howd - Kook
| b wust f efae lren! chrily
refal ALE sl dal
e be ploced in @ock

1Cs i derd f-/!@

The MN@re cal Check

(/{tw«f Mag Ev’-&j ZLJ‘J/EM

WALt e of b bosis:
Pa#m% wc"{(e L%irtdc lf?cdflm

ali?

(X4) ID D PROVIDER'S PLAN OF CORRECTION 5)
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DEFICIENCY)
C 248 | Continued From page 17 C 246

Division of Health Service Requlation
STATE FORM

6399

OMSC 11

If sontinuation shaet 18 of 47




Division of Health Service Regulation

PRINTED: 11/08/2019
FORM APPROVED

STATEMENT OF DEFICIENGIES X1} PROVIDER/SUPPLIERICLIA (X2) MULTIPLE CONSTRUCTION {X3) DATE SURVEY
AND PLAN OF CORRECTION IDENTIFICATION NUMBER: 2 BUILDING: COMPLETED
FCL060123 B. WING 10/09/2019
NAME OF PROVIIER QR SUPPLIER STREET ADDRESS, CITY, STATE, ZIP CODE
, 5963 THE PLAZA ROAD
MCCLAIN'S FAMILY CARE HOME # 1 CHARLOTTE, NC 28215
X4) 1D SUMMARY STATEMENT OF DEFICIENCIES D PROVIDER'S PLAN OF CORRECTION (X5)
PREFIX (EACH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX (EACH CORRECTIVE ACTION SHOULD BE COMPLETE
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C 246 | Continued From page 18 C246 |y, Mure toill langs 5(@
the Neosporin applied and the dry dressing & fe 5}5@% it olu
re-applied. : - 6()(”%:} Jhe MG Qu perviy
A i i i batdt cobt Lpbr U6 ‘:"/%g
ttempted telephone interview with the Urgent (nd .ot Jdpm sk b5 W,
Care physician assistant (PA) who treated oo ulb an jhiy Lo
Resident #1 on 10/08/1 at 2:05pm and on (e da(g ;’{”‘ o ﬂ b Vet
10/09/19 at 10:15am was unsuccessful. cliend () I—;’ Fhed  Aene
- Sonass 11 bt be ol
C 254 10A NCAC 13G .0803(c) Licensed Health C 254 :
Professional Support
| 10A NCAC 13G .0903 Licensed Health’
Professional Support Tt ) Lt
(c) The facility shall assure that participation by a [his tgas nol met -
 registered nurse, occupational therapist or Lle oloft £ {y e e ik 96
physical therapist in the on-site review and :{2 %}G[‘{ / e bl
evaluation of the residents' health status, care bheve o 2 dots o | oAle
plan and care provided, as required in Paragraph ) . e 1p
(a) of this Rule, is compieted within the first 30 Cliends  (m Lormete
days of admission or within 30 days from the date
a resident develops the need for the task and at de ébf'wd 'VEIK(Q ' )
:ceast quarterly thereafter, and includes the The \mmedio }gj o Liew
ollowing: i : -
(1) performing a physical assessment of the wdl be, e Admg aushroks
resident as related io the resident's diagnosis or id Lo wiSer teegpt WiEes
current condition requiring one or more of the ?“ pecLese ¢
tasks specified in Paragraph (a) of this Rule; ALt rfie ks f’f\}f {o put
(2) evaluating the resident's progress {o care AL . Iy . bo o
being provided; . coucmenss 1 e
' (3) recommending changes in the care of the Ftguf A /e
. resident as needed based on the physical . . § -
assessment and evaluation of the progress of the The Mexl Plon tegit be Thef
resident; and e ‘ ol oy
(4) documenting the activities in Subparagraphs N p K f‘[ Lot be Caltec
' (1) through (3) of this Paragraph. Lo bo \Wiew ol [ frenfs
£ ;,ﬁrmﬂ'«ﬂi:rfﬂ ' (gng;/’, T
This Rule is not met as evidenced by: N.[Z " / , T Ihe.
Based on interviews and record review, the UIse Laglt be Cadlee’ CoFom y
facility failed to assure a quarterly Licensed Ceny hme . ﬁ - wer | Clte .
= M T RN wadt RV gy j20((f
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C 254| Continued From page 1¢ C 254 < ;
Pag The nurse tudd Complete
Health Professional Support {(LHPS) evaluations . ‘ : A
. 2 - Ly
had been completed by a licensed health C{“ jerm? (e ‘(?5( oltn
professional for 1 of 3 sampled residents, ek MC Lo ;?5) < net
(Resident #2), with a LHPS task of fingerstick e Cunlia frons  had Eo
blood sugar (FSBS) checks and subcutaneous loe/
insulin injections. o Cymplefe

A’fi{ }rt?z/‘l iy (e C:}_)hefuc/éﬂf

The findings are:
A Lhe nsse chied F10¢

Review of Resident #2's current FL2 dated
08/23/19 revealed: : Aoz tonet b el / 4
-Diagnoses included diabetes mellitus. Now gn, ail clocemen?

- -There was an order for Lantus insulin 100u/ml, a Lrtel  be ol ele aw plec
long acting insulin, injéct 36 units at bedtime. L{Z bf :C-U ™ .
-There was an order for Lispro insulin, 100u/ml, a A ofiend o g fotd /i le.

: short acting insulin, inject 12 units three times a
day before meals.

. . 4
;TS:re was an order for FSBS checks four times i mm e of Lade § a &}; o "H«a‘/
Al Jahih Lt be o ken pececily
Review of Resident #2's Resident Register new clnd U3 dhel all
| revealed she was admitted to the facility on ’ ‘ . . ; 1
08/23/19, rpceel Ll be € heck by 4
Lol Leha cly riv e YECewiy
Review of Resident #2's record revealed there . Ny 't
was no LHPS evaluation completed. @l Lomdael L%fg huise to
Come Gl ouwes e Ofpadl
Interview with the Administra‘tor on 10/08/19 at Ao mends vl Aee kol
: 5:20pm revealed: ]
-He was responsible for assuring the residents et ‘
with LHPS tasks were evaluated by the ) = y
' contracted Registered Nurse (RN). Gl )an Ilt.‘f m R o bttt
-He knew Resident #2 received FSBS checks ' . e
and scheduled insulin daily. be ie sthe Comeible L
. ;l:zlsgg(\;]these were tasks covered in the LHPS P iie o OUL AisCesrviendS (1
-He did not follow up with Resident #2 as a new Cf;é”jy o emplogee /;.{E e
admission as he should have, - ‘ Ml
- -He had not contacted the Registered Nurse (RN) & L{@j D it ehr j%z/ @wegﬁ‘« .

to schedule an evaluation of LHPS tasks.
Division of Health Service Regulation
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C 254 | Continued From page 20 C254 | The Mus< it Compl E’[iM
- Clrants gpere cloucmre
Interview with the Registered Nurse (RN), e The o i
contracted by the facility to complete LHPS SJ—C{{ cod dlf Jb ‘ Mewn Cbr: y 5 et
evaluations, on 10/08/19 at 4:10pm revealed he (5 heodn fﬂn e admt
had not completed an LHPS evaluation for
Resident #2.
Based on observations and interviews it was deade C}" o \Lom
determined Resident #2 was not interviewable. . | P cetd € o e 6 X
__ o Yhe gamimesbet” UL )
C 268 10A NCAC 13G .0904 (c-3) Nufrition And Food G266 j

Service

10A NCAC 13G .0904 Nutrition And Food Service
Menus in Family Care Homes:

(3) Any substitutions made in the menu shall be
of equal nutritional value, appropriate for
therapeutic diets and documented to indicate the
foods actuaily served to residents.

This Rule is not met as evidenced by.

Based on observations, interviews and record
reviews, the facility failed to assure substitutions
made on the menu were documented to indicate
the foods actually served to residents.

The findings are:

Observation of the facility's regular diet menu on
10/08/19 at 11:20am revealed:

' -There was a Fall/Winter menu, Week 4, on the
refrigerator door.

-The lunch manu for 10/08/19 was 2 slices of
turkey, 2 slices of whole wheat bread, 1/2 cup of
peaches, 1 granola bar and 6-8 ounces of V8

- juice.

-There were no references to substitution items
for the menu food choices.

Lotk e chodler kb= L
Lades Ci.bv&ctc_&@@f to vepes
0 Zewes b N fribor 1
Menus. And 2eiec ks tas
Lax 1o us wnbl L focily
Pre pare ()?{3 Mepus.

Jeamn plan s

Tl

/.M Ldﬂj Lie O sestootor
2 kf;éﬁ-/ e C’.' 721071

et s ondadt /L/Lf/r/-'?{zﬁ
cfre Lician i:ne_ Conla c,yff?adj
fo Sign & -C_onﬁifd(ﬁj it Th
oAyt Ageney b updek V7
Menus or prePar @ free’

Menus - '}7@3 o fafi wLlll yieke
Surwe Bhet e Meaus be G P
f"o Gﬁﬂff )
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€266, Continued From page 21 C 266 5%5/6 b Lol AHGW ‘_;24;{
-
! Observation of the funch meal service on Menids oM™ & Joy ) -
10/08/19 from 12:15pm to 12:40pm revealed: _ bél/'y(é ) A < } %é et AL
-During the meal preparation, the supervisor in - ' A
charge (SIC) removed from the refrigerator a gd'ﬁ W VLFC’J g eof
cheese sandwich on white bread cut in halves. . ,
-Only one resident was served lunch. kg C//r m«ff /77€f75/ Fes
-Three residents were out of the building and one ) T i o
resident refused to eat. J now b
-The SIC placed the cheese sandwich, 2 12 . s i el
ounce bottled water and a single serve fruit cup Usc.or Serue e (”/f
on the dining room table for Resident #2. _ “The ][@LQ [{f] L pveke
- -The mixed fruit cup was pre-packaged with no U be
label as to the ingredients in the fruit cup. Qppe  LhoA  the VYT ;
Jhe  esssn chehicgpn
Interview with the SIC on 10/08/19 at 12:50pm P'YQ“‘? Lj R
revealed: jm Sl ,745 1 iﬁqf”ré;mg
-She was responsible for preparing meals for the AP A LT e, i
residents during her shift, fr ry Com c PP A
-She usually followed the menu on the a three et LO oAt eeds
refrigerator In preparing and serving meals. W/L;Jg re U iete stk L rents
-If she did not have the food items for the meal Lf/’wm L o A f2e
listed on the menu, she would substitute with . aa i it Ehe [Perv
items that were available. fo  sriake GG
-She did not have any turkey or V8 juice. 1S wep b otefe s Abc{u)
| -She did not know if there were any granola bars. ' " ) I o
-She did not know if there was any guidance for prepack  lunchk, dde ¢find
substituting food items of equal nutritional value. ¢ ek v b
-She served the same meal to all the residents in Lonvh Can be . flue . v h :
the facility. Nl fo pfien b ket
-She did not know she had to document when - ‘ o
she made substitutions to the meals. {Z% %{té e Sl Next
a
Observation on 10/08/19 at 12:15pm in the d 7
- kitchen area revealed: u ﬂ“J J{fc*"
-There were no substitution diet lists posted in the “v.’ m%eg/’f?ﬂf gi m
kitchen. MedU will be puwer ief 5Y

-There was a yellow folder iabeled Menu
Substitute List on the kitchen counter.
-The most recent entry in the folder was
Division of Health Service Reguiation
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C 266 | Continued From page 22 C 266 | mme el e /fi ache fai{?ﬁ;f
handwritten and dated 04/19/19. Lo dhe admy kv Fu{é ( SC i
: - y Lire (dd> COVY
Review of an unlabeled binder located in the iy eloc i’ P/%MQL e ¥ 7zl
kitchen on 10/08/19 at 12:20pm revealed: ¢ fee! 2w o prehe
~There was a contract dated 11/05/10 between e / /4 colily pentd 1
the facility and a registered dietician consulting av Ciun C‘/,grgf
firm. “Thoee hawe cli€ fier
-The contract was for the purchase of a four week ! %miu refly
cycle menu prepared by a licensed dietician. HAe.vé < U'C":f uufh C;?[jbfmf’
Hger JYT0 T nj -
- Attempted telephone interview with the contracted m l /}/ﬂm
dietician consulting firm on 10/08/19 at 1.40pm ' g-mp o1 )ste Ple 5
was unsuccessful. ‘ ‘ L hhEs T
dlé"{ﬁi’”‘f ?Zmuﬁh
;ngeorview with lthde Administrator on 10/08/1¢ at enu-
:00pm revealed: ) [N . ‘4
- -He had contracted with the dietician for a four Ade / Loe CLZL% S'}‘iﬂ%
week cycle of menus on 10/15/10. . tehey &
-He had been using the four week cycle of menus athe <9 fe Lo .(1 sh eohiok
since 11/05/10. | Condinue @ducai?
-He did not receive any substitution lists for the vusei Couer en afle -
menu items on the four week cycle. _
-He had advised the staff to substitute with ttems ’ﬁxe ALrse A be
available in the facility that were similar. ) . AT, duct e
_He did the shopping and tried to follow the menu. feock [ conlin? B v
| -"Some residents do not like the menLt items so th oA Cove?? :
we try to get them what they want."
-He did not know the staff were not documenting '
©in the substitution folder when making
substitutions fo the manu.
C 270, 10A NCAC 13G .0804 {c-7) Nutrition And Food C 270
Service N
- 10A NCAC 13G .0904 Nutrition And Food Service
Menus in Family Care Homes:
(7) The facility shall have a matching therapeutic
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! revealed:

. peaches, 1 granola bar and 6-8 ounces ofV 8

diet menu for all physician-ordered therapeutic
diets for guidance of food service staff.

This Rule is not met as evidenced by:

Based on observations, interviews, and record
reviews, the facility failed to have a matching
therapeutic diet menu for staff guidance for 1 of 1
sampled residents, (Resident #2), who had a
physician's order for a consistent carbohydrate
(CCHO) diet.

The findings are:

Review of Resident #2's current FL2 dated
08/23/19 revealed:

-Diagnoses included diabetes mellitus (DM),
hypertension, hyperlipidemia and
gastro-esophageal reflux disease (GERD).
-There was a diet order for a consistent
carbohydrate diet {CCHO).

Observation of the faciiity's regular diet menu

-There was a Fall/Winter menu, Week 4, an the
refrigerator door.

-The funch menu for 10/08/19 was 2 slices of
turkey, 2 slices of whole wheat bread, 1/2 cup of

juice.
~There were no therapeutic diet menus available
to serve as guidance for the staff,

~There was no CCHO diet menu avaliable for
staff to reference.

Observation of the lunch meal service on
10/08/18 from 12:15pm to 12:40pm revealed:
-The Supervisor in charge (SIC) served Resident
#2 a cheese sandwich on white bread, a 12
ounce bottied water and a single serve fruit cup at
the dining room table.
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interview with the Administrator on 10/08/19 at
2:00pm revealed:
-He had contracted with the dietician for a four

educahty/ Elery thee modhs

X&) | SUMMARY STATEMENT OF DEFICIENCIES ‘ID PROVIDER'S PLAN CF CORRECTION o)
PREFIX (EACH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX (EACH CORRECTIVE ACTION SHOULD BE COMPLETE
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C 270 i C 270 / y . : /
Cantinued From page 24 4%‘5 foltt C,waﬂ/{v Lo ﬁw
~The mixed fruit cup was pre-packaged with no _ - Cninfend
label as to the sugar content of the juice in the iﬂ ble fé: fmu Segir onfen
fruit cup. B oot (urte O /M Cufs
Interview with the SIC on 10/08/19 at 12:50pm o ‘
revealed: [he %LW/ it f@mct’w'i
-She was responsible for preparing meals for the : ( ) . N
residents during her shift. LDYVW}O“ Y eelucelion Cet (o
-She served the same meal ta all the residents in e {0&( Loy 55% A [@ﬂ tu
the facility. ‘ c S Leod fheir
_She did not know Resident #2 was on a CCHO Liow  mere (550 ok
~There was no list in the kitchen with the R . e
resident's diet orders. _ L, f@f"’” 5 é e
-She did not know if there was any guidance for ] A fa, - Aot
preparing meals for residents on a therapeutic dochec 6{6@ Lo ‘T{ 'jfz
diet. %M‘Z WA reecdi g cliend
-She only referenced the menu selection from the
four week cycle menu on the refrigerator door. C. o i
-She had not been directed to foliow any other Foe o haoler, aw Otie et
menu except the four week menu on the (mPsrdend  AOCumels, 3
refrigerator door. Ll ofs ng’ 1 Fhin jg.
Review of a1n unia%eled bi;der located ir::i the We [yl 1'56 hek &JU@"
kitchen on 10/08/19 at 12:20pm revealed: 1. ‘ ] , Y.
_There was a contract dated 11/05/10 between %JUE‘% lo moke Sy e Curme
the facility and a registered dietician. (abel 3 it e
-The contract was for the purchase of a four week y L / ) _CM e &
cycle menu prepared by a licensed dietician. / ALl ¥ et (un bt @ Neew
-There was no reference to any therapeutic i@ i " ,
menus developed by the licensed dietician and ol fician % (Jﬂf{acj @

! sent to the facility. Neg pt?i"%d"t- ’i@ ,ﬂf’@ﬂai’e e
Atternpted telephone interview with the contracted ﬁ bel  [rienid
dietician on 10/08/19 at 1:40pm was “The, Nusie d O bher <folb
unsuccessful. . : s (A ues
Witk Cgneluel -tk Can ol | 3¢l
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C 270; Continued From page 25 C 270
week cycle of menus on 10/15/10 for regular Tie
diets. - o furit -
-He had been using the four week cycle of menus Pa’{ndi mg el OlerSce
since 11/05/10. Admmisire &
-He did not receive any therapeutic diet menus Sz (o je-m@’"
from the dietician. :
| -He knew Resident #2 was ordered a CCHO diet
| from the discharge orders from the hospital when
she was admitted to the facility.
-He had not contacted a dietician for substitutions
to the regular menu for the CCHO diet ordered
for Resident #2.
Attempted telephone interview with Resident #2's
primary care provider on 10/08/19 at was
unsuccessful,
Based on observations, interviews and record
reviews it was determined Resident #2 was not
interviewable.
_ . it »
€ 281] 10ANCAC 13G .0905 (c) Activities Program C291 The  lemediatr t dighn
: Lo ‘ ad
1T0ANCAC 13G .0905 Activities Program oy O T 7 it ‘5‘;
: Tl adl o Lrendd wodk bt
{c) The activity director, as required in Rule Aot & i ¢ WV any e
.0404 of this Subchapter, shall {ructueed 7wy [rep o
(1) use information on the residents' interests Cl'"‘dUAj v Hlelr Olun cloirg ‘
and capabilities as documented upon admission N W - ALer Fle doli peaes!
and updated as needed to arrange for or provide Qe b .Hc / [ i fer W@
planned individual and group activities for the roder caced | eolt ol iy
residents, taking into account the varied interests, (il 7o el . AL Cftends wgdd 5€
capabilities and possible culturai differences of e VO ved v
the residents; ' e ask +o he WO lved i y
1 ) - 4.« / - ';‘
(2) prepar(re1 ahrnc;ntl?g calenidar 01:j pLeaInnedhgiroup Prefury die W&Wuﬂfj Acftucte
activities which shall be easily readable with large e PP o
print, posted in a prominent location by the first [he mendh®y Ca lencda &
day of each month, and updated when there are Ll b plared LA (e
any changes; ; .
! ol end
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(3) involve community resources, such as
recreational, volunteer, religious, aging and
developmentally disabled-associated agencies, to
enhance the activities available to residents;

(4) evaluate and document the overall

| affectiveness of the activities program at least

every six months with input from the residents to
determine what have been the most valued

| activities and to elicit suggestions of ways to

enhance the program;

(5) encourage residents to participate in
acftivities; and

(6) assure there are adequate supplies,
supervision and assistance to enable each
resident to participate. Aides and other facility
staff may be used to assist with activities.

This Rule is not met as evidenced by:

Based on observations, interviews, and record
reviews, the facility failed to prepare a monthly
calendar of planned group activities for the
residents to encourage participation, socialization,

| mental stimulation, physical exercise and

creativity.

The findings are:

Observations during the initial tour of the facility
on 10/08/19 from 8:45am-11:00am reveaied:
-There were 2 residents in their bedroom fully
clothed laying in their beds.

_There was a third resident lying in bed napping in
her bedroom.

-Two residents had already left the facility for a
day program.

“There was no Ociober 2019 activity calendar
posted in the facility.
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f»‘;’»% sttt Cntoluefe

-The étaff did not encourage the residents to

leave their room and participate in any activity. The €53 celends 4y ¢niiglares
Interview with two residents on 10/08/18 at in C[C'/L% oche l'& bttt Ly
9:40am revealad; : Meed 2be ritle <londers
-There were no activities offered to the residents 7 . .
during the day. S*?“O"é/ﬂ bt (WMo <ald f1ond
-Some of the residents would sit outside and . L
- smoke, but they did not smoke. /W da"'fj cechie bese on

~They watched television and stayed in bed in ' j/l! o Acboor ,L -

{.Le [M i

their rooms during the day, with the exception of

meals, : ” R, i .
-Sometimes the Administrator would take them 7’& ﬁ 60&}7 @ g2 3

out to eat as a treat. Fime and ‘5% A hautd folloo
-One of the residents would like some puzzles 3

| and coloring books to draw with, but had never i N M

" asked the staff to provide these items. ' Z- gbﬂ cacth it m

| Interview with a third resident on 10/08/16 at WHN  lienls by fMicef theid
8:50am revealed: - GO0l - atio
-There were no activities offered to the residents. ot mh/ Lt l”

! -She would like to participate in activities. Ihe Cicfmm!S!

) Fih.
-She had not offered any suggestions to the staff he [)o,vv’ db Ebei” ac b

regarding the activities she would like to have. .
Da/vij 1 LOTRling wutd b

Observation of activity items under an end table ,

Lin the dining room on 10/08/18 at 4:05pm Arve " ptt Stefh Logyity Shee/]
revealed there was a box of rainbow blocks to J,__ Cock c/;eﬂj el O ol
build a tower; a Connect 4 game and a game

: board that included chess and chinese checkers. bf placed ¢# their W
Observation on 10/08/19 from 2:00pm-4:00pm ;41,’ w -
revealed there were no organized activities
conducted. :

Interview with the Supervisor in Charge (SIC) on
10/08/19 at 11:05 revealed:

- -Sometimes the residents would play with the
rainbow biocks.

-Any activity a resident pursued was self directed.
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C 291 | Continued From page 28 C291 The o
: - o QL FLvr ‘ v
-She did not organize any activities when she b L 9 (a I[—"ncfb‘
worked. _ hay been Posted onl achuity |
-Usually one of the residents would come out to ol |
the community room to watch television. thfz’” : A7 5% Cret be
-There was a September 2019 calendar. .
-The residents were generally not interested in ’L@""*‘y }m er? how f‘f’ Carry
activities, and she did not organize activities on c{a‘l}y achuicly (acth {he
during her shift. <, .
“The Administrator took the residents out for 1oS1de nts _
meais during the month as an activity. & Commi HL': ot be A up
Interview with the Administrator on 10/08/19 at lo“‘f/ headed bydbe agmim§bo?]
4:11pm revealed: it @gf Fho i A CLLL
-He was responsible for printing the calendar and- / . Ucale SM{ butt
| posting it on the dining room wall. Clienss achwly .
El)—lei hbad 28t1 groduoed an activity calendar for i/ Lhe <, 4,6/5 hawe me[em(!)
ctober :
-The staff should be encouraging residents to be (b Abe c/cc’nf % <o efiabey,
more active during the day and participate in . . ' hed o
planned activities. L AR b docume
-The current residents were not interested in floce [n his / Lo o W )
activities.
-He did not do a lot of planned activities with the
residents due to their tack of interest.
-The activity supplies were stored under the end
table in the dining room for the residents to use.
-He took the residents on outings to fast food
restaurants they enjoyed, once or twice a month.
-He did not have a certified Activity Director. &/ ll';o/ 2o
. K y E‘L fw
C 330 10ANCAC 13G .1004(a) Medication C 330 J;mmecua/ej oehn &
| Administration o (n Such 4 %ﬁ é/te
10A NCAC 13G .1004 Medication Administration Supeatssor untt le
(a) A family care home shall assure that the call b Uhe QQ\‘U.) A=
preparation and administration of medications, Cpek b Lhe W‘y o 6Dk
prescription and non-prescription and treatments . ﬁ» RA et
by staff are in accordance with: aA o ok is! sttt ée
(1) orders by a licensed prescribing practitioner Al med & b MAR
Combre LA }
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which are maintained in the resident's record:; and
(2) rules in this Section and the facility's policies
and procedures.

This Rule is not met as evidenced by: -
Based on observations, interviews, and record
reviews, the facility failed to assure medications

: were administered as ordered by a licensed

prescribing practitioner for 1 of 3 sampled
residents, (Resident #2), related to two
medications used to treat high blood pressure, a
fast acting insulin, a long acting insulin and a
medication to treat elevated cholesterol levels.

The findings are:

Review of Resident #2's current FL2 dated
08/23/19 revealed:

-Resident #2 was discharged from the hospital to
the family care home on 08/23/19,

-Diagnoses included chest pain, diabetes mellitus
(DM), hyperlipidemia, and gastro-esophageal
reflux disease (GERD).

Review of Resident #2's Resident Register
revealed an admission date of 8/23/19.

a. Review of Resident #2's current FL2 dated
08/23/19 revealed there was a physician's order
for Lisinopril 5mg, {a medication used to treat
hypertension), one tablet to be given daily.

Review of Resident's #2's September 2019
Medication Administration Record (MAR )
revealed: _

-There was an entry for Lisinopril 5mg to be
administered once daily at 8:00am.

-There was documentation Lisinopril was not

- administered on 09/01/19 through 09/16/1¢ at
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8:00am, and no documented reason on the MAR
the Lisinopril was not administered to Resident
#2.

Telephone interview with a representative at the
facility's contracted pharmacy on 10/09/19 at
10:25am revealed:

| -Resident #2's medication orders were sent from

the facility on a hospital discharge FL2 dated
08/23/19 for a thirty day supply.

-Thirty tablets of Lisinoprif 5mg were dispensed
on 08/28/19 for Resident #2.

Refer to the interview with the primary care
provider's office on 10/08/19 at 2:40pm.

| Refer to the interview with the Supervisor in

Charge (SIC) on 10/08/19 at 3:16pm,

Refer to the interview with the Administrator on
10/08/19 at 3:40pm.

Refer to the interview with the hospital pharmacist

on 10/8/18 at 11:12am.

b. Review of Resident #2's current FL2 dated
08/23/19 revealed there was a physician's order
for Metoprolol 25mg, (a medication used to treat
hypertension), one tablet every twelve hours,

Review of Resident's #2's September 2018
Medication Administration Record (MAR )

| revealed: -
| -There was an entry for Metoprolol Tartrate 25mg

to be administered every 12 hours, at 8:00am and
8:00pm. B
-There was documentation Metoprolol was not

. administered to Resident #2 on 09/01/18 through

{9/16/19 at 8:00am and 8:00pm, and the reason
documented was the medication was "out.”
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Refer to the interview with the hospital pharmacist

' on 10/9/19 at 11:12am. AS Sam, g, s end AR
4
¢. Review of Resident #2's current FL2 dated L el 7%{3 b Lo sl
08/23/19 revealed there was a physician's order ;’ / . / ¢ )
for Humalog 100 units/ml, (a fast-acting insulin Tt be f@@( o thi's / .
used to treat high blood sugar), twelve units three -, ) A )
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|| 08/23/19 for a thirty day supply. } for
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.| -The pharmacy dispensed one box of Humalog
{twenty-seven day supply) on 08/28/19 for
Resident #2,

Review of Resident's #2's September 2019

| Medication Administration Record {MAR ) from
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09/01/19 through 39/30/19 revealed:
“There was an entry for Humalog insulin, 12 units
three times a day, to be administered at 8:00am,

: 12:00pm and 6:00pm.

-There was documentation Humalog insulin, 12
units three times a day, was not administered to

| Resident #2 on 08/17/19 through 06/24/19 at
| 8:00am, 12:00pm and 6:00pm., and the
‘documented reason was the medication was

“ouf"..

-There was no documented reason on the MAR
the Humalog insulin was not administered on
09/17/1% through 08/20/18.

-There was no entry or documentation of
fingerstick blood sugar checks for Resident #2.

Refer to the interview with the primary care
provider's office on 10/08/19 at 2:40pm.

Refer to the interview with the Supervisor in
Charge (SIC) on 10/08/19 at 3:16pm.

Refer to the inferview with the Administrator on
10/08/19 at 3:40pm.

Refer to the interview with the hospital pharmacist

on 10/9/19 at 11:12am.

; d. Review of Resident #2's current FL2 dated

08/23/19 revealed there was a physician's order
for Levemir FlexTouch 100 units/ml, {(a tong
acting insulin used to treat high blood sugar),
thirty-six units daily.

Telephone interview with a representative of the
facility's contracted pharmacy on 10/09/15 at
10:25am revealed:

-Resident #2's medication orders were sent from
the facility on a hospital discharge FL2 dated

| 08/23/19 for a thirty day supply.
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| Medication Administration Record (MAR )
| revealed:

09/24/18,

- Charge (SIC) on 10/08/19 at 3:16pm.

- Refer to the interview with the hospital pharmacist

| &. Review of Resident #2's current FL2 dated

-The pharmacy dispensed one box (a forty-one
day supply) of Levemir, thirty-six units daily, on
(8/28/19 for Rasident #2.

Review of Resident's #2's September 2013

-There was an entry for Levemir FlexTouch
insulin, thirty-six units, to be administered daily at
8:00pm.

-There was documentation Levemir insulin,
thirty-six units, was not administered to Resident
#2 on 09/17/19 through 09/23/19 at 8:00pm, and
the documented reason was -the medication was
"out.”.

-There was no documented reason on the MAR
that Levemir insulin was not administered to
Resident #2 on 09/17/19 through 09/20/19 and

Refer to the interview with the primary care
provider's office on 10/08/19 at 2:40pm,
Refer to the interview with the Supervisor in

Refer to the interview with the Administrator on
10/08/19 at 3:40pm.

on 10/9/19 at 11:12am.

08/23/19 revealed there was a physician's order
for Atorvastatin 80mg, (a medication used to treat
elevated cholesterol levels in the blood,) one
tablet to be given daily at bedtime.

Review of Resident's #2's September 2019
Medication Administration Record (MAR )
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revealed:
-There was an entry for Atorvastatin 80mg to be

| administered at 8:00pm.
. “There was documentation Atorvastatin was not

administered to Resident #2 on 09/01/19 through
09/30/19 at 8:00pm and the documented reason
was -the medication was "out.”..

-Documentation on the back of the MAR stated

' the reason the Atorvastatin was not administered

on 09/22/1%, and 08/28/19 through 09/30/19 at
8:00pm was the medication was "out."

-There was no documentation on the MAR
indicating the reason Atorvastatin was not
administered from 09/01/19 through 09/21/19. -

Telephone interview with a representative of the
facility's contracted pharmacy on 10/08/19 at
10:25am revealed the pharmacy did not have a
prescription to refill Atorvastatin on profile for
Resident #2.

Interview with a representative from Resident #2's

primary care provider's office staff on 10/18/18 at
2:40pm revealed:

-Resident #2 was last seen by the primary care
pravider on 09/06/19. -

-New prescriptions were sent to the facility's
contracted pharmacy in 09/16/18.

* -The provider's office was not aware Resident #2

went without her prescribed medications
Lisinoprit, Metoprolol, Humalog and Levemir.
-Resident #2 could have shown signs of
shortness of breath and her blood pressure could
have increased related to Lisinopril and -
Metoprolol not being administered as ordered by

- the provider,

-if Resident #2 missed her dosage of Humalog
and Levemir her blood sugars would possibly
become elevated and she could be admitted to
the hospital for hyperglycemia.
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-The facility should have attempted clarification
regarding the continued use of Atorvastatin.
-The physician’s office staff had not received the

i hospital discharge FL2 with the Atorvastatin listed

as a new medication.
-Resident #2 did net have an order to take blood

- pressure readings or fingerstick blood sugar

checks on her medication profile.

. Interview with the supervisor in charge (SIC) on

10/08/19 at 3:16pm revealed:

-The "x" on a resident's MAR indicated the
medication was never admmtstered to the
resident.

-She would initial the MAR to indicate a
medication was administered.

- -She was not working at the facility the day

Resident #2 was admitted.
-She would tell the Administrator when a resident

! 'was out of their medication.

-The Administrator was aware Resident #2 did
not have her medications.

Interview with the Ad m[mstrator on 10/18/19 at
3:40pm revealed:

-He knew Resident #2 was close to running ouf of |
. her medications.
~There was a delay in getting her medications.

-He contacted the hospital to refill medications

; the resident had been discharged with.

-He contacted Resident #2's provider and never
received a return phone call.

-He called the provider again, and Resident #2's
appointment at the office was scheduled for
09/06/19.

~Resident #2 went to her physician's office on
098/06/19 and received new prescriptions for her
medications.

-The provider did not send refill prescriptions for
Resident 2's Atorvastatin to the pharmacy.
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C 353 10A NCAC 13G .1006(b) Medication Storage C 353

10A NCAC 13G .1006 Medication Storage
(b) All prescription and non-prescription
medications stored by the facility, including those

' requiring refrigeration, shail be maintained in a

safe manner under locked security except when
under the immediate or direct physical

| supervision of staff in charge of medication

administration.

{ This Rule is not met as evidenced by:

Based on observations and interviews, the facility
failed to assure prescription medications were

“ gtored in a safe manner, maintained under locked

security, except when under the immediate or
direct physical supervision of staff in charge of
medication administration, for 3 of 3 sampled
residents (Residents #1, #2, and #3) in the
facility.

The findings are:

Observation on 10/08/19 at 11:20am revealed:
_There was a small wooden cabinet, with 2
panels, located in the common living room,
secured with a lock and chain through the
handles. _

-The right sided panel was not attached to the
hinges and was not secured to the body of the
cabinet by any other means.
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Observation on 10/08/19 at 12:20pm revealed:
-The medication storage cabinet was unlocked
and open.

-The right sided panel of the cabinet was propped
against the living room wall.

-There were 5 plastic bins, labeled with the
residents' names, containing the residents'
medications.

-There was no staff person in the room.

Interview with Resident #1 on 10/08/19 at 3:15pm
revealed:
-The SIC would bring the medications to her in
the bedroom,
~-She had chserved the door to the medication
cabinet open and to the side.
-She did not recall how long it had been that way.
-She saw the jock on the cabinet door when it
was closed and assumed the medications were
secured.

Based on observations and interviews it was
determined Resident #2 was not interviewable:.

at 4:10pm was unsuccessful.

Interview with the SIC on 10/08/1 9 at 12:50pm

! revealed:

-The residents’ medications were always kept in
the unlocked cabinet.

-The door of the cabinet had been broken from
the hinges for "quite awhile", she couid not say
how fong.

-The lock that was affixed fo the cabinet panels
did not secure the cabinet, since the right hand
panel was not on the hinges.

. -She left the right sided panel propped against
| the wall when she was administering

Attempted interview with Resident #3 on 10/08/19
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medications.
-She always knew where the residents were in
the room with so there were no safety concern.

Observations on 10/08/19 at various times
revealed:

-The residents passed through the common living
area from their rooms,

-One resident was watching television in the
common area. -

. -Staff were not always present in the view of the

common room and the medication cabinet.

interview with the Administrator on 13/08/19 at
5:30pm revealed:

-He knew the panel of the medication storage
cabinet was not properly secured.

-He thought the lock and chain served to secure

-He did not know the panel was completely
removed from the cabinet and the lock and chain
did not secure the medication storage.

-He did not know how long the medication
storage cabinet had not been secured.

-He was confident the staff were aware of
residents and their location wheri the cabinet was

' opened for a medication pass.

-He had not been told there were any residents
attermpting to get in to the medication cabinet.

G.S. 131D-21(2) Declaration of Residents’ Rights

G.S. 131D-21 Declaration of Resident's Rights
Every resident shall have the following rights:
2. To receive care and setvices which are
adequate, appropriate, and in compliance with
relevant federal and state laws and rules and
regulations.
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This Rule is not met as evidenced by:
Based on observations, interviews, and record

: reviews, the facility failed to assure residents

received care and services which were adequate,
appropriate, and in compliance with relevant

- federal and state laws and rules and regulations,

related to staff iraining on cardio pulmonary
resuscitation (CPR) and choking management. .

The findings are:

- A. Based on interviews and record reviews, the

facility failed to assure at least one staff person
was on the premises at all times who had
completed a cardio-pulmonary resuscitation
(CPR) and choking management course within
the last 24 months for 2 of 3 sampled staff, (Staff
Aand C). [Referto Tag 176 10A NCAC 13G
.0507 Training on Cardio-Pulmonary
Resuscitation (Type B Violation)].

G.§. 131D 4.4A (b)

ACH Infection Prevention
Requirements -

131D-4_4A Adult Care Home Infection Prevention
Requirements

| (b) In order to prevent transmission of HIV,

hepatitis B, hepatitis C, and other bioodborne -
pathogens, each adult care home shall do all of
the following, beginning January 1, 2012:

(1) Implement a written infection control policy

i consistent with the federal Centers for Disease

Control and Prevention guidelines on infection

control that addresses at least all of the following:
a. Proper disposal of single-use equipment used
to puncture skin, mucous membranes, and other

! tissues, and proper disinfection of reusable
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patient care items that are used for multipte
residents,

b. Sanitation of rooms and equipment, including
cleaning procedures, agents, and schedules.

¢. Accessibility of infection control devices and
supplies.

d. Blood and bodily fluid precautions.

e. Procedures to be followed when adult care
home staff is exposed to blood or other body
fluids of another person in a manner that poses a
significant risk of transmission of HIV, hepatitis B,

‘hepatitis C, or other bloodborne pathogens.

f. Procedures to-prohibit adult care home staff

| with exudative lesions or weeping dermatitis from

engaging in direct resident care that involves the
potential for contact between the resident,
equipment, or devices and the lesion or

- dermatitis until the condition resolves,

(2) Require and monitor compliance with the
facility's infection control policy.

(3} Update the infection control policy as
necessary to prevent the transmission of HiV,
hepatitis B, hepatitis C, and other bloodborne
pathogens.

This Rule is not met as evidenced by:

Based on observations, interviews, and record
reviews, the facility failed to maintain infection
control procedures consistent with the federal
Center for Disease Control (CDC) guidelines for
infection prevention for 1 of 1 sampled residents,
(Resident #2), when bending and re-capping a
used insulin needle before disposing of the
syringe. - '

The findings are:
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Review of the CDC's recommended guidelines

' for infection transmission and prevention during

disposal of used needles revealed:
-Used needles should not be re-capped.

| -Used needies were to be placed immediately in

a sharps disposal container, uncapped.

-There was a danger when re-capping a used
needle the individual may stick themselves,
-Bending or breaking a used needle could lead to
accidental needle sticks.

Review of Resident #2's current FL2 dated

: 08/23/18 revealed:

-Diagnoses included diabetes.
-There was an order for Humalog insulin, 12

* units, to be administered three times a day before

meais. -

i Observation on 10/08/19 at 11:50am revealed:

-Resident #2 was sitting in a chair at the dining
room table. :

-She was the only resident in the room and the
lunch meal had not been served.

. -The supervisor in charge (SIC) drew 12 units of

insulin into a syringe and administered the insulin
in Resident #2's right upper arm.

-After removing the needle from the resident's
am, the SIC thrust the needle inta the side of the
dining tabie, causing the needie to bend ina U

i shape.

-She then recapped the needie with her hand and
disposed of it in the sharps container on a nearby
shelf. '

-She did not sanitize her hands after

administering the insulin.

Interview with the SIC on 10/08/19 at 11:55am
revealed:

-She always disposed of the needie and syringe
by bending the needle in a nearby object, capping
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, < (fect
the needle and disposing of it in the sharps /WHI ey et 4 (ora/d
container. Leeth Shoffd bl bo hanclle
-She was taught that procedure by the "nurse". C/ .ot[f .

-She thought it was the nurse who taught the le. AHesle cobeoms. AL
infection control class. . .
AR rees Ly Co Gt
Interviews with the Administrator on 10/08/19 at be dore ot aeq Fmes.
5:15pm revealed: _— . |
-He did not train the SIC's in medication Jrovneng it Comblek
administration, lerls e o
-He did not train the SiC's to bend needles and ht’bm S % 3 o - .
recap as a means o dispose of needies and Conliue waork, TE el
syringes, rude ot ol
| He did not know if the Licensed Health Port &b LT
Professional Support (LHPS) nurse taught the L8 Al Slept Shad W
SIC's to dispose of needles in that manner.
-He would contact the LHPS nurse for additional - ‘19“".5 !ﬂ:my bﬂ'k -
training for the staff. ke /7&,{? & 7 élmj
Attempted telephone interview with the LHPS (e Fonee.
- nurse on 10/09/19 at 10:50am was unsuccessful. ) . )
A /50,.. all Aty feping
C937| G.S. 131D4.3 (a) ACH Training for Personal €937 feeil : _
Care AIdeS ( ) d be W‘/ F2a®
Feriz . The /o .
G.5.131D4.3 (a) Adult care home training for . ‘fb o
personal care aides @6 ol techesr e
{2) A minimum of 80 hours of training for ?Z!m‘ Al Wf? el
personal care aides. The training for aides shall 4t‘ r{‘(é
be comparable to State-approved Certified Nurse en é’- Phew 5,{% oh
Aide | training.
The facility may exempt from the 80-hour training 7( /ry
requirement any personal care aides who are or
have been either licensed as a health care
professional or listed on the Nurse Aide Registry.
(3) Monitoring and supervision of residents.
(4 Oversight and quality of care as stated in
G.S. 131D+4.1.
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(5) Adult care homes shall comply with all of
the following staffing requirements:

a. First shift (morning): 0.4 hours of aide
duty for each resident (licensed capacity or
resident census), or 8.0 hours of aide duty per
each20 residents (ficensed capacity or resident
census) plus 3.0 hours for all other residents,
whichever is greater;

b. Second shift (afternoon): 0.4 hours of aide
duty for each resident (licensed capacity or
resident census), or 8.0 hours of aide duty per
each 20 residents pius 3.0 hours for all other
residents (licensed capacity or resident census),
whichever is greater; '
c. Third shift {(evening): 8.0 hours of aide

. duty per 30 or fewer residents (licensed capacity

or resident census).
The facility shall provide staff to meet the needs
of the facility's residents. Each facility shall post in
a conspicuous place information about required
staffing that enables residents and their families
to ascertain each day the number of direct care
staff and supervisors that are required by law to
be on duty for each shift for that day.

This Rule is not met as evidenced by:

‘Based on observations, interviews and record

reviews, the facility failed to assure 1 of 3
sampled Staff (Staff A) had documentation of
successfully compieting an 80-hour personal care
training program, including competency
evaluation.

| The findings are;

1. Review of Staff A's personnel record revealed:
-Staff A was hired on 10/10/14.

-Staff A's job title was family care provider.

-There were no job duties outlined for the position
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of family care provider. -y ey
. Ui = C et et A
There was no documentation Staff A completed tndersiens, dicd | utes wspetr Y
an 80-hour personal_ care training program and }ﬁq Yigrse /&K - &Z,ﬁf il pnd {ﬁmfm
competency evaluation. A A .
v 'Mw,% el { e mgc”{z" Sf“
" Interview with the Administrator on 10/08/19 at indgadt, Lt Abele 4 by v Lueln e
2:45pm revealed: f@.m_j g’w Pest Some Yod 0T
-He was responsible for assuring the staff b J e gt J . ‘4
received the training required to provide proper bpeed Slefl foe dilond Agews
care to the residents, bee. {Sukfﬁ {hee Tw Check, fuef
-He did not know the staff were requn_"eq to el et See Lhet Pusk fo-
complete a 80 hour personal care training ’ " ‘
program. Gy
- . / e LAY
He had not provided for the training of the staff in Frm nobe e A Arnicissloot LiAd
the personal care program. /.
| -Staff A functioned as the supervisor in charge g}LU i mo ey %r = et .gﬂbyz‘ >
(SIC), warking every weekend alone, from Friday bo B ve o et elafd Cloc jreods
at 9:00pm through Monday at 9:00am. e CE S o,
-Staff A provided personal care, if needed, for the Cyievy Tivects o IV Frive &
residents Mrentie- te wchke Sus Ay (‘f‘é.,zzf}»-ﬂzﬁa\
s Foew s il W e . e Fei”’
interview with the Registered Nurse (RN) (5 fogethes TTie f’%?’-”‘-f”i“’
contracﬁed to provide training and comgetency Cotpd heset i / futer iy Feruern
evaluation for the staff on 13/08/19 at 4:10pm
revealed: ghe et Py o v
. - ¥ A e [
-He had not provided any training to the staff at Tl Gt Be Com , BACel T
the facility since June of 2019. D ze, 2oif. Mow Hudds
‘ ‘He did not keep records of staff training. Otk O becked
: - o : Ao (] ; ppieded -
-He left any training certification with the G ofimosl COn
Administrator to be filed in the personnel record
of the staff.
Attempted telephone interview with Staff A on
- 10/08/19 at 3:10pm was unsuccessful.
992 G.S. § 131D-45 G.S. § 131D-45. Examination Cog2
and screening for
G.S. § 131D-45. Examination and screening for
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the presence of controlled substances required
for applicants for employment in adult care
homes.

{a) An offer of employment by an adult care home
licensed under this Article to an applicant is
conditioned on the applicant's consent to an
. examination and screening for controlied
substances. The examination and screening shalll
be conducted in accordance with Article 20 of
Chapter 85 of the General Statutes. A screening
procedure that utilizes a single-use test device
may be used for the examination and screening
of applicants and may be administered on-site, If
the results of the applicant's examination and
screening indicate the presence of a controlled
substance, the aduit care home shall not employ
the applicant unless the appiicant first provides ta
the adult care home written verification from the
applicant's prescribing physician that every
controlled substance identified by the
examination and screening is prescribed by that
physician to treat the applicant's medical or
psychological condition. The verification from the
physician shall include the name of the controlled
substance, the prescribed dosage and frequency,
and the condition for which the substance is
prescribed. If the result of an applicant's or
employee's examination and screening indicates
the presence of a controlled substance, the adult
care home may require a second examination
and screening to verify the results of the prior
examination and screening.

This Rule is not met as evidenced by:
! Based on interviews and record reviews, the
' facility failed to assure an examination and

o SRS L e e eqomti -
Ahtir gudt e preeny fo (onk O

Substane - The Gereeiy Gettt
be CaedUcled | mmiceliatty oo’
cloccsineas.

ey ferm. Ase 5 hty be <
 emiloyneat X FO (‘—"‘é_”—&
SCree;y- Tie cnfrrmeht Cocir
Pad R Lbeyr woge
Tre Commitey Guwdt moke Sue
Lhel otes oL pupormhs s
Reol in thor fte.

Division of Health Service Reguiation
STATE FORM

6299

OMOC 14 : i continuation sheet 46 of 47



Division of Health Service Requlation

PRINTED: 11/08/2019

STATEMENT OF DEFICIENCIES
AND PLAN OF CORRECTION

(X1) PROVIDER/SUPPLIER/CLIA
IDENTIFICATEON NUMBER:

FCL060123

FORM APPROVED
(X2 MULTIPLE CONSTRUCTION (X3} DATE SURVEY

A, BUILDING: - COMPLETED

B. WING 10/08/2619

NAME OF PROVIDER OR SUPPLIER

MCCLAIN'S FAMILY CARE HOME #1

STREET ADDRESS, CITY, STATE, ZIP CODE

5963 THE PLAZA ROAD

CHARLOTTE, NC 28215

| personal care as needed and prepared meals for

the residents.

-He knew the staff were required to have a
controlled substance screening before starting to
work in the facility.

-He thought Staff A had completed the controlled
substance screening.

-He was responsible for ensuring personnel
records were current and contained all the
necessary documentation for employment.

-He had not audited the personnel records
recently.
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