PRINTED: 01/23/2015
FORM AFPROVED

Division of Mealth Service Regulation
STATEMENT GF DEFICIENCIES (%1} PROVIDER/SUPPLIERICLIA £2) MULTIPLE CONSTRUCTION
AND PLAN OF CORRECTION IDENTIFICATICN NUMBER: A BUIl DiNG:

{X3) DATE 3URVET
GOMPLETED

HALOGE039 B WING 011182015

NAME QF PROVIDER QR SUPPLIER BSTREET ADDRESS CITY STATE ZIF QCDE

205 WEST WATSON STREET
WINSTON GARDENS WINDSOR, NC 27883

{eay 10 SUMMARY STATEMENT OF DEFCIENCIES : D : PROVIDER'S PLAN OF CORRECTION : )
PREFIX | {EACH DEFICIENCY MLST BE PRECEDED BY FULL PREFIX . (EACH CORRECTIVE ACTION SHOULD BE ‘ COMPLETE

™ i REGULATORY QR LEC IDENTIFYING INFORMATION) A | CROGS-REFERENGED TO THE APPROPRIATE DATE
DEFICIENCY)

3 00! Inifial Comments D o0 '

D 245 10ANCAG 13F 0704 (b} Resident Contract D 248
Infarmation On Home And

10A NCAG 13F 0704 Resident Contract, / / / ‘
i Information On Home And Resident Regisier : 77’) e, & @ / W/ i \ ]r\\ i g
(b) The sdministrator or administratorin-charge ‘ Q sSiLre '
and tha resident or the resident's responsible | R es; Cl ¢ r’L" ’ _eq ‘S l‘-«’./?’
parson shall complete and sign the Resident ;
Register within 72 hours of the resident's i 5 )C / / ec{ b4 Le, Ll f”i
, admission to tha facility and revise the 2 L
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contging at least the same information as the J
Resident Register. Gn r’bto%‘t"\h‘ b sl —

This Rule ig not met as evidenced by,

Based on observation, record review and

I interview, the facility failed to assure s complaied
and signed Residant Register for 3 of 3 residents

admitted in the past 2 months (Residents #1, #2,

#3)
The findings sra:

A. Review of Resident #1's record revealed:

+ -Bhe was admitted to the facility en 11/10/14

A Residgent Register signed by the resident and
facility representative cn 11711714
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-Page 2 and 3 of the Resident Register which
includes Personal Information in regards to
required agsistance, marmory status, spacial aids
such as walker, eye glasses, dentures, haaring
ald, peronal abits, known allergies, food
prafarences, community invelvement, hobbies.
activity interests and request for assistance were
not filked in

Atternpted irterview with Resident #1 on 1/16/15
at 11:45 & m. revealad she did not remember

completing a Resident Register

Refar to intervisw on 1216/15 at 11:30 a m with
the Manager.

B Review of Resident #2's racord ravoaled;
-He was admitted to the facility on 12/5M4

" -The first page and third page of the Resident
. Register.

-Pages 2 and 4 of the Resident Register which
included Personal Information in regards to
requirgd =asictance, memory status special aids
such as walker, eye glasses, denfures, haaring
aid, pesonal habits, known allergies, food

| prefarencas, community invoivement, habbies,

activity interasts and signature page were not in

| the record or on file in the facllity.

Refer to interview on 1/16/15 at 11:30 am, with

~the Manager.

C. Review of Resident #3's record revealed:
-He was admittad 1o the faciiity on $1/10/14.

- —A Residgent Ragister signed by the resident and

facility reprasentative on 11/11/14.
-Page 2 and 3 of the Resident Ragistar which

! includes Parsonal information in regards 1o

required aasistance, memory siatus, special aids
such as walker, eye glasses, dentures, hearing
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aid, pesonal habits, known allergies, food
prafarences community involvement, hobbies,
activity interests and requast for assistance were
not fifled in
Refer to interviow on 118/15 at 11:30 a.m with
" the Manager.
! nterview with the Manager on $16/15 at 14:30
©a.m. revealed
! -The 3 rasidents transforrad from a sister facility.
-She did not krow the Residant Registers weara
i incemplete and would complete them right away
D9E2 G S .§ 131D-45 Examinatian and screening . Dodz ? &W Y %M Aadiia
! G &. § 131045 Examination and scraening for W / i7/ /5
. the presence of controlled substances required ‘ %@T 2l 5Q'Q”‘ff)
for applicants for ampioyment in adwlt cars G MMMC«;{‘%&% @wcﬂ
homes. 5[),&) v . S e QAR
{a) An offer of smployment by an adult care homs % Cond /LQ,L S lnatoanets
licensed under thig Article to an applicant is \
conditionad on the applicant's consent to an \"Lﬂ&
" gxamination and screening for conroflad i MC w-‘_j& Cranpune,
substanges. The examination and screening shall
be condusted in accordance with Article 20 of Toak LAJ v O K”—fo
Ghapter 95 of the General Statutes. A screening GO0 Loty Avds
! procedune that utilizes a single-uze test devica ! ﬁﬁ-&
_ may be usad for the examination and screening 7‘((\/\(\\_,\,@&,\—&\, deL A !y@j quod'
of applicants and may be administerad an-sita. If
the results of the applicant's examination and A Nond -
screening indicate the prasence of & cantrolied ; l\)u,\\:\-%\hx ety —
substence, the adult care home shall not employ ;

the applicant unless the applicant first provides fo
the adult care home writien verification from the

" mpplicant's prescribing physician that every

. controlfed substanca identified by the
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" examination and scregning is prescribed by that

i physician to treat the applicants medicat or
psychological condition  The verification from the

: physician shall include the nama of the controllad

substance, the prescribed dosage and fraquency,

and the conditian far which the substanca is

prescribed. If tha result of an applicant's or

, employee's exgmination and screening indicates
the presence of a controlled substance. the adult
cara home may require 2 second examination

" and screening to verify the results of the prior

‘ ayamination ard screening.

E This Rule iz not met as evidenced by:

! Basad on interview and record review the facility

" fadled to assure an examination and screening for

| the presence of controlied substances was
performad for 5 of 4 sampled staff (5taff B, C, B)

" hired after 10/1/13 before the employes began

working at the facility.

- The findings are;

Reviaw of Staff B's personnel file revealed:

-Staff B was hired on 12/17/14.
-Staff B was hired as 2 medication aide/parsonal

care aide.
-No dosurmantation a cordrolled substance
exam/screening had been complatad.

Interivew with Staff B on 1/16/15 at 1155 pm,
revealad she had not had any pre-employment
! drug screaning

i Refer to interview with the Manager on 1/16/15 at
1:20pm

i
! Revisw of Stalf ©'s personnel file revaaled:

|

Divigion of Health Service Regulstion
STATE FORM

il aN1Y11

if contiruation sheat 4 of 3




PRINTED; 01/28/2015

FORM APPROVED

__Divigion of Health Seryice Requlation
STATEMENT COF DEFICIENCIES (X1} PROVIDER/SUPPLIERIGLIA
AND Pl AN 6F CORRECTICN IDENTIFIGATICIN MUMBER:

HAL 008034

(42) MULTIPLE GONSTRUCTION
A BUILDING:

B WING -

{X3) DATE BURVEY
COMPLETED

O0116/2015

NAME OF PROVIDER OR SUPPLIER

WINSTON GARDENS

STREET ADDRESS CITY STATE ZiP GODE

205 WEST WATSON STREET
WINDSOR, NG 27983

oWy 1D f SLIMMARY STATEMENT 0F DEFICIENCIES
PREFIX ' (EACH DEFXSIENGY MUST BE PRECEDER BY FULL
Tals REGUATORY DR LSC IDENTIFYING INFORMATION)

o I PROVIDER'S PLAN OF CORREGTION
PREFIX (EACH CORRECTIVE AGTION SHOULD BE
TAG CROSS-REFERENGED TO THE APPROPRIATE
DEHCIENGY)

£55)
COMPLETE
DATE

Continued From page 4

-5taff © was hired on 11/10/14.

-Biaff C was hired as & personal care aide .
| .No documentstion & ¢ontrolled substanca
" axamfacrasning had been complated.

D962 |

Staff B was not available for interview

1
F Kafer to interview with the Marager ¢ 1/16/15 at
. 1:20pm

‘ Review of $taff O's personne! file revealsd:
-Staff [ was hired on 11/17/14

I -Staff D was hirad as 3 personal care aide
' Mo documentation a centrolied substance
_examiscreening had been completed

| Staff D was not available for interview

Refer to interview with the Manager on 1/16/15 at
1:20p.m

Interview on 116145 at 1:20 pm with tha Manager
| revealed:

" -She was responsible for controlled substance

| sxarn/screening on new hires

-The threa employees had not had the

! pre-amployment substance seraening and she
wae doing a random drug sereoning next week
-Sha would have tha substance screaning
completad next week

. D992
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Herring, Belverly G

From: Rodgers, Marie

Sent: Wednesday, April 01, 2015 12:31 PM

To: Cindy Perry

Cc: Herring, Belverly G; Oakley, Eva

Subject: Winston Gardens Plan of Correction
Attachments: Winston Gardens 2015-02-03 POC 8N1Y11.pdf

Please see the attached Plan of Correction.
Thanks!

Marie Rodgers, RN, BSN

N.C. Department of Health and Human Services

Adult Care Licensure Section — Division of Health Service Regulation
Clinton Regional Office: 910-592-2932

Raleigh Regional Office: 919-855-3789

Marie.Rodgers@dhhs.nc.gov

http://www.ncdhhs.gov/dhsr

Email correspondence to and from this address is subject to the North Carolina Public Records Law and may be disclosed to third parties by an authorized State
official. Unauthorized disclosure of juvenile, health, legally privileged, or otherwise confidential information, including confidential information relating to an ongoing
State procurement effort, is prohibited by law. If you have received this email in error, please notify the sender immediately and delete all records of this email.



