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Division of Health Ser . - lation
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! A BUILDING
i ] R
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| NAME OF PROVIDEROR SU++ R STREETADDRESS. CITY, STATE, ZIP CODE
J SERENITY HEART FAM! * CARE HOMES #23 | 23} COUNTRY TIME CIRCLE
! LEICESTER, NC 28748
L e | SUMM <5+ STATFMEN? : 5 DEFICIENGIES o ! PROVIDER'S PLAN OF CORREGTION 5)
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f DEFICIENCY) ’
’ {C 000} Initial Comp « - {C 000) Ez-ne administrator or designee will f12/27/ 15
; nduct documented weekly checks on l
' The Adult C +i -« _icensure Section and Buncombe }aundry room to ensure that
‘ | County Dep «*ment of Social Services conducted chemicals are secured in a locked area.
. a follow-up «.or w2y on November 12, 2015. Emmediatcly after the ﬁndings the '
- _ - — administrator was checking them ‘
9 10A NCAC + 0310 (b) Starage Areas onday-Friday daily. :
i 3 - » - '
: 1DANGAC  « . 02310 Storage Areas ome staff dunn_g their shifts will .
| emove all chemicals from the laundry
(b There gt-«i ne ceparate locked areas for room while in use to complete laundry
storing clea:.:1j agents, bleaches, pesticides, task to ensure that the residents do not

and other sutrwtances which may be hazardous if
ingested, tn»wwd or handied Cleaning supplies
shall be sup- vised while Inuse,

have access to the chemicals.

Thie Rule v - ' met as evidenced by.

| Based on or: «rvation and nterview, the facility
failed to ast..+ the laundry room with hazardous
substances «~.as mamntaned locked at all times.

’ The finding« + -

Onservatior -~ 11.12/15 at 89:10am, at 10:30am
and 11:30ar- 1 the ‘sundry room located off the
bedroom haaay, with an (ntocked closed door,
revealed or - assessable shalving with the
folowing ite

-A containe’ + vame brand septic tank cleaner,
37 2ounce: 8 full with & warning label which
read, "Keer -+ of reach of children, may cause
eye irritatior

-A name br . * commercial cleaner which had a
warning lat+  :nay be har~ful if swallowed "

-A name br.« <i 151 fluid ounces washing
detergent we .. ) read "eye irritant, harmfu! if !
swallowed

-Acontaine  * oven grill and fryer cleaner with a
warning lab ‘o not brealhe vapors and may be
dangerous ' dgestive tract,_eyes, and skin.

|
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| STAYEMENTOF DEFICIEN . . ! X3} PROVIDER/SUPPLIER/CLIA (X2) MULTIPLE CONSTRUCTION {X3) stsunvgv\]
| ANDPLANOF " ORREC Tic ~ ! IDENTIFICATION NUMBER, A BUILDING COMPLETED
B s n
' R
; ‘ FCLB11311 8. WING 1111272015
—— - — — ]
NAME OF PRCVIDEROR S » - gR STREET ADDRESS, CITY, STATE. ZIF CODE
SERENITY HEART FAmt: ¥ CARE HOMES # 23 231 COUNTRY TIMECIRCLE
LEICESTER, NC 28748
SUM s+ * STATEMENT OF DEFICIENCIES 0 PROVIDER'S PLAN OF CORRECTION P s
(EACHDE! + .1t NCY MUST BF PRECEDED BY FULL PREFiX (EACH CORRECTIVE ACTION SHOULD BE | compiere
REGULAT™ - IR LSC IDENTIFVING INFORMATION) TAG CROSS-REFERENCED 70 THE APPROPRIATE | Date
DEFICIENCY) 1
— T t —
C059' Continued t . » page 1 C 059 f
:' Review of 7 . - residents FL2g residing inthe
home revez.: ,
{ -Resident# «as "ntermittently” disoriented on :
the current ' 1 ' dated 8/3/1%
-Resident # - was dagnosed as having a
cognitive di«- ter on the current FL2 dateg
3127118, |
l Interview wi- e Supenvisor-in-Charge (SIC), ,‘
: Staff A, on ** /15 at 11 A0am revealed he had f
forgottento - k the laundry room door but that # J
1 wa3 Ugually -« ved ; l
Interview wit'- ‘he cecong Supervisor-in-Charge ‘
(SIC), Staft = .n 11112715 4t 3:15pm revealed
she was not 1w ire of any residents who residad |
there whe h.i s gexted harmfulsubstances. I
’ Interview wi't *re Agministr ator on 1112115 at !
i 11 25am rav~ yud the SICs knew the laundry |
) foom shoule +ways be locked, would Jock it |
immediately .nd the residents were supervised if ;
they used th sundryroom i
Observatior - * 'he laundry <oom door on11/12/15 ;
at 745pm 1 ~aled 1t was incked. I‘
(CO74} 10anCAC -« 0315(a)(11 Housekeepingand | {C 074}
Furrushings !
10ANCAC "+ 03:'s Housakeeping And
Furnishings
(@) Each farm:. care home anall
{1) have wal" . eilings, and floors orfloor j
coverings kep! rlean and in goodrepair;
This Rule sk 4pply to new and existing homes,

Service Re « ision
[ 71
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e ] FORMAPPROVED
Division ot Health S« - ‘e Regulation
f STATEMENT Cf DEFICIEN: 1 +. ) X1) PRUVIDER/SUPPLIERICLIA {X2) MULTIPLE CONSTRUCTION (X3) DATESURVEY
ANDPLAN OF ORRECTI! - IDFNTFICATION NUMBER: A. BUILDING: COMPLETED
| s
| _ _ __ koot B.JUNG 11/12/2015
! NAME OF PRGVIDERORS- - - JER STREETADDRESS, CITY, STATE, ZIP CODE
SERENITY HEART Fami ¥ CARE HOMES # 23 231 COUNTRY TIME CIRCLE
LEICESTER, NC 28748
xam | SUkiba -~ §* 2 TEMENT OF DEFICIENCIES D PROVIDER'S PLAN OF CORRECTION T
PREFIX (EACH DE* “ :IENC T MUST 8+ PRECEDED BY FULL PREFiIX (EACHCORRECTIVE ACTION SHOULD BE | COMPLETE
TAG REGULAT ~- DRI SC IDENTIFYING INFORMATHION) TAG CRDSE-REFERENCED TO THE APPROPRIATE . DATE
DEFICtENCY) }
{C 074} | Continued : ...m page 2 : {Coray [The administrator prior to the l 2/27/15
; C 16 i ‘
This Rule ¢ =t met ag evidenced by: ﬂ;) mpleti n o_i;thls sluwey ensurcd that
Based on «.rr.vrvaton, record review, and e staff Sigiticantly completed most of
interviews ' = faciiy failed (o assure walls, the tasks sited. For the first 30 days aﬁex‘,
cedings, an~ *hors were kapt clean and in good this inspection the administrator would !
repairin ! residonts’ «ooms (Rooms #1.42, do daily inspections Monday-Friday in
#3 8 and 4~ the hving room, dining room, and : :
: ! ensure that .
haltways, i1 * of 3 commen balhrooms, and inthe bre th? home remained in f
laundry roc - compliance with the rule area.
After such time the administrator or
The finding: ve. designee will conduct documented
& i g Ducilhun dini weekly checks to ensure compliance :
bservatio:: ! the facilty ving room, ining . . |
reom, and * +iway on 11/12/15 at 9 30am with rules and regulations. !
revaalag: |
-Lhrt and div.t o the tile Roar around the i
basaboard: |
[}

-Black scut < rkx on the baseboards,

Observatio - 1112115 3t 8:15am of Resident i
room #1 re«-.ied i
-The floor ¢t *~2 cloast had an unframed picture
on the fivor ~h.ch covered areas of dust and dirt
on the tileg 1+ ..

-Rlack scut arks near the boltom of the door
frame,

-The electr - + 1seboard heater was coveredin |
dust. , 3
-Tile floor wa ity with small pieces of trash and :
heeded to - <wept and mopped. !

Onservatio -+ 11/12/15 at 945am of Resident
room #2 rev+- sad [
-A side cha' wvus beside \he bed with dirt and
debris beh: - ' me chair, :
-The lile flo - around the «de table on theleft '
side of the - had dust tobacco, cigaratte :
butts, debr  ind scuff marks,

-1he tile flo-r ~ehind the bed was dusty with
debris.

-The tile flo: .+ area in front of the dresser had dark

S —
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Division ot Heaith S ~reRequlation

STATEMENTO% DEFICIEN. . ; X1) PROVIDER/SUPPLIER/CLIA (X2} MULTIPLE CONSTRUCTION (X3) DATESURVEY
AND PLAN OF CORRECTI « { IBFNTIFICATION NUMBER: A BUILDING: COMPLETED
}
; R
L _ i rcuovian 8. WING 111212015
NAME OF PRUVIDEROR <+ -~ + IEH STREETADDRESS, CITY, STATE, ZIPCODE
31
SERENITY HEART FAMU Y CARE HOMES 23 231 COUNTRY TIME CIRCLE
LEICESTER, NC 28748
x4 10 SUmrr oY §YATEMENT OF DEFICIENCIES D PROVIDER'S PLAN OF CORRECTION T
PREFIX (EACHDI/ © ENCv WIUST BF PRECEDED BY FULL FREFIX {EACH CORRECTIVE ACTION SHOULD BE | COMPLETE
TAG | REGULA™ o> IR * S0 IDENTIEYING INFORMATION) TAG CROSS-REFERENCED YO THE APPROPRIATE : QATE
DEFICIENCYJ J
P ) - — B 1
(C 074} | Continued + ~m page 3 {C 074} :
hyuid spills ! bmwn coftee grounds on the 5
floor
-A guitar ar-; arplfier were on the floor and were
covered in 1ot
Interview w.ir Resident #1 who rasided in room
#/0on 1141 "~ at 1 15am revealed:
-He cleane -+ roum one ime perweek.
' -Slaffdid n # «ssist with cieaning his room
bacause he . r-ferred to clean ithimself,
Observatio: 11712115 at 9:30am of Room #3
! revealed: !
! -The floors i ra dirty with oebris, dirt, and black ‘
black gcuft :..ks
-Clothes we- piled i the tiogr.
; -A candy wi s20er and emply cracker packet were
on the fioor - "he corner »* the room |
Observatioc - 11712115 at 9 10am of Resident i
rcom #4 re-v+iad the floor was dusly with areas ‘
of dinty brow:- .pot-
; Ovservatior - <« 11:12/15 at 910am of Resident ‘
. ToonT #6 reve—.ved '
-Three cige « '+ butts debris, dust, andwhite
bailg of pille+ Hiling behind the bed.
-the entire ' :* had dust and dirly brownmarks. ‘
Observatior - the 1aundry room floor on 11/12/15 J
at 10:25am veated an acrumulation of lint on ’
' the left side - the dryer and what appeared to be
a dark driec ' own hauid stain.
Observatio - the resident commaon bathroom
(#7) locatec - the left side of the hallway on
! 11212715 at -+ 25am revealed: !
| -1ne floors » e dirty
-Paint was riihed from the baltom of the door |
frame. | |
Dwvision of Healt~ Service R+ . atipn
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A FORM APPROVED
Division of Health S« eRegqulation
i STATEMENT O€ DEFICIEN- - - | K1 PROVIDERISUPPLIER/CLIA (X2} MULTIPLE CONSTRUCTION {X3) DATESURVEY |
| AND PLANOF ZORRECTI . IDF NTIFICATION NUMBER: _ COMPLETED
j A BUILDING:
: R
1 reoman B, WING 111212015
NAME OF PRCVDERORS - (Ep STREETADDRESS, CITY, STATE, ZIP CODE
SERENITY HEART FAMI ¥ CARE HOMES #23 231 COUNTRY TIME CIRCLE
LEICESTER. NC 2B748
(x4) 1D SUMt21¥ 5 A TEMENT OF DEFICIENGIES D PROVIDER'S PLAN OF CORRECTION o
PREFHX {(EACH DI - © ENCY mUST af PRECEDED BY FULL FREFIX (EACH CORRECTIVE ACTION SHOULD BE | COMPLETE
TAG REGULA™ - JR <L IDEN' YING INFORMATION) TAG CROSS-REFERENCED TO THE APPROPRIATE . DATE
DEFICIENCY) |
{C 074} | Continued ' © m page 4 {C 074} !
-The ceiling + ~aust fan wasdusty.
~The walls .../ black scuff marks.
Observatior - the first resident bathroom {#2)on
the right gict> .+ the hallway on 11/12/15 at :
10 15am rew -ved !
~The floor w dirty with black scuff marks. :
~The electric rasabnard he ater cover was dusty :
~1he door '.+-¢ had pesiad paint nearthe !
. bottom of trr *. ame
| -The door <! wuing was loose from the frame
near the bem:n of the door frame.
Observatio * the second resident common
: bathroom (#°) on the right side of the hallway on
' 1112115 at - “Sam revealed:
i‘ -Missing arn+ of wood strips near the bottom of ‘
! the left side: « ..l of the varity cabinet. l
' -The toilet 61 holder was broken which had
been attach - 10 the left <ide wall of the vanity
cabinet .
-Build up of 147k black grimy area across the f
back of the - mmada where the lid was attached. i
-The lile fic- - was 4irty brown and sticky when ;
walking on ‘t floor
-The wall b ~d the commade was dirtywith
dried browr 'quid areas
-The baseb . +1s were dusty |
Interview w '+ .1 Supervisor in-Charge (SIC) on
1112/15at * 0am revealed:
f t -He did not -+« every day of the week in this
! home,
' -He and otr+- ICs were responsible to clean the [
‘ faciity. )
f -He was no' 1ware of any cieaning schedule nor .
any docum: «‘ation that management required i
hum to keer * - leaning. ;
} -He: moppe-: »«: dining room, the living room and !
the hall floo : nvery day when he was in the
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Diviston of Health «. vice Regulation

STATEMEN " OF DEFICIE . 1 § {X1) P2 GVIDER/SUPPLIERICLIA (X2} MULTIPLE CONSTRUCTION (X3) DATESURVEY

AND PLAN OF CORREC" - - IDENTIFICATION NUMBER ) COMPLETED
1 A. BUILDING:
!

| ‘ R
FCLO11311 B.WING 11/12/2015
: NAME OF PROVIDER OF . o211ER STREET ADDRESS, CITY, STATE, ZIR CODE
; 31 C
SERENITY HEART | aMiLY ¢ ARE HOMES & 23 2 OUNTRY TIME CIRCLE
LEICESTER, NC 28748
| (X} 1D SUMVRRY STATEMEN: OF DEFICIENCIES D PROVIDER'S PLAN OF CORRECTION sy
PREFIX (EAGH '+ CiENCY MUST RE PRECEDED BY FULL PREFIX, {EACHCORRECTIVEACTION SHOULD BE COMPLETE

: TAS REGULF: =¥ ORI 5C IDEn* IFYING INFORMATION;} TAG CROSS-REFERENCED TO THE APPROPRIATE : RaTE

| DEFICIENCY)

{C 074} Conlinue 1 -:m page s {C 074}

facillty an.- - »d mopped them thatmorning.
Some reients did not want him in theirrooms ‘

ro clean.

inthe hor an 11:12/15 at 315pmrevealed.

[ She sper’ .. st of hme o paper work whenshe

was in the F ity

Shedid r - o te the residents' fooms evary day ‘

, when she ... working at thefacility. . I
twas mc. - mportant she: spand time talking to

[ the reside~t- -ather thar cleaning. l
She knew - was supposed to sweep andmop

the comm-» sreas every day when sha was in {

the faciiity '

'nterview wirn a second SIC, Staff B, who worked }

| Shewas . ' .ure when she had last cleaned any
f resident ro. g,

; Some re=-aents did not want staff to cleantheir :
( r0ms. ’

(nlerview v 1= the Admirustrator on 11/12/15 at

! I 11:20am res:aleg r
; She had »aivad through the home lastweek. ’
-She had 1+ vioked imto the residents' closets. !

-The SICs - ust not be” checking residents'
| it [
The SICs ~=re supposeq to maintain the roome ‘
: in aclean 1 sate manper (

Shelold # + 5ICK “vosterday" to agsure the
’ homes we - lean ang safe because ofresidents
using thair v aters, ‘
i -5he said .+ taciity did have a cleaning schedula J
‘ butcouldr . und ¢t ;

Review of - daily time ine from 7:00am to
f S 00pm fo '+ Sits revealed 3 meals and 3 ’
| snacks 10«1 nrepared and served, medications

to be admr - tured cesidents to be supervised or
{ assisted ar - ~eded pape: work to becompleted, : _l

activities, bri-ak times and times forgeneral !
Division of Haalth Service F« . .ailor o =
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!

NAME OF PROVIOER OR & 1" iER

SERENITY HEART FAMI ¢ CARE HOMES # 23

STATEMENT ()% DEFICIEN - iX1) PROVIDER/SUPPLIER/CLIA {X2) MULTIPLE CONSTRUCTION (X3) DATESURVEY
AND PLAN OF CORRECTIC. IDF NTIFICATION NUMBER ] COMPLETED
A, BUILDING:
g R
i FCLO11311 B, WING 1171212015

STREETADDRESS, CITY. STATE, ZIF CODE
231 COUNTRY TIME CIRCLE

LEICESTER, NC 28748

| (xe) D SUMwc1o ¢ §14 EMENT OF DEFICIENCIES 0 PROVIDER'S PLAN OF CORRECTION T
PREFIX {EACH DF ' '+ NCY MUST B¢ PRECEDED BY FULL PREFIX (EACH CORRECTIVE ACTION SHOULD BE COMPLETE
TAG REGULAT "~ JR1 S IDENTIE VNG INFORMATION) TAG CROSS-REFERENCED TO THE APPROPRIATE | Dare
DEFICIENCY) [
pe i 4 _— e I ]
{CO74}| Continued 1 . page 6 {C 074} ‘
routine clesn ~y as follows l
‘ B 15amtc 4 15am "Clear up breakfastand
l dining room. ‘
9 15amtc * - I0am "Mop kitchen and dining
area, clean “athrooms and residents' rooms for
l thase who .+ mcapable of doingsa." :
: -100pmto  <:pm “Clean up lunch and dining ‘
room.”
l -130pmto  ipm ‘Daily clean-up." !
-545pmto- “pm "Clear. up dinner mealand I
i diring roorm Mup kitchen and diningroom.”
i
: Review of the tast jocal county Heaith and J
' Santation K portrevealed i
-An approve * -.:ore with with 8 dernerits, dated '
3/16/15. {
-No decumer-anor on the repart of theconcerns
listed above i
{C 078} 10ANCAC : + . D31 5(a)(5' Housekeeping and {C 078} |
Furnishings '
10ANCAC -« . 0315 Housekeeping and ,
Furnishings |
{(a) Each far :. care nome shall: ’
(5) be maint.:~ud 0 an unciuttered. clean and
orderty man~<: frea of all chatructionsand
hazards;
This Rule sbat appiv 16 new ang axisting homes. J
This Rule v+ met as evidenced by: l
TYPE BVIO. = (ION ;
Based on ok rvation interviews, and record
review, the f.ic uty faled to assure the home was
ma:ntained .0 utte: ed, ciean in an orderly
manner, andg ‘ «e of ail abstructions and hazards
Dhvislon of Health Service Req o i'on =~ I —
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STATEMENT OF DEFICIEN tX1) PROVIDER/SUPPLIER/CLIA {X2) MULTIPLE CONSTRUCTION {A3) DATE SURVEY
. ANDPLAN OF CORRECTI - | IDENTIFICATION NUMBER; A BUILDING: COMPLETED
f
? R
| }CLO11311 B. WING 11/112/2015
| NAME OF PROVIDEROR . - . IER STREEYADDRESS. CITY. STATE, ZIP CODE
SERENITY HEART Famt ¥ CARE HOMES #23 231 COUNTRY TIME CIRCLE
LEICESTER, NC 28748
x4y D ]  BUMUASY §-ATEMENT OF DEFICIENGIES D PROVIDER'S PLAN OF CORRECTION S
i PREFIX (EACH D+ » - ENC> MUST Bf PRECEDED BY FULL PREFIX (EACHCORRECTIVE ACTION SHOULD BE " comPlETE
. TAG REGULAT " OR 1 5C IDENTIFYING INFORMATION) TAG CROSS-REFERENCED TO THE AFFROPRIATE oaTE
J DEFICIENCY)
— ) - S - ¥ -
{CO78}| Continued + ~m page 7 {corg} The administrator pnor to the 12/27/15
In 5 of 6 re<dent rooms (Rooms #1, 82, 13,84, completion of this Survey ensured that
#ol.inthe  ~.i- closet, and tha dining room ar the staff removed all fire safety hazards
conditionar of moving fumniture, curtains and debris
away from the baseboard heaters in all
The finding' .v-2. eas. For the first 30 days after this
Observatio: + 11/12/15 a1 9:30am of resident nspection the administrator would do
Room #3 - sled ly inspections Monday-Fr 1day in !
-An electric “.1usboard heater was underthe nsure that the home remained in '
window nea. “refloor ompliance with the rule area.
=] Te b?no"' "‘C“O”r‘;’;_‘h“ onetpie;:? ‘3;” - After such time the administrator or
polyester w 1w curtain was stuck to the elaclric Ly - -
basyeboard “FAter with brown scorched loaking ’dcslgnce will conduct documcn'ted J
areas on the rattom of the curtain weekly checks to ensure compliance |
-The elactix niseboard heater was hot totouch. with rules and regulations. |
-ihe top ar - f the electric baseboard heater ‘ .
had at jsas' .+ 11 by 3 Inch brown :
scorched/ri:«7, looking area where the window . [
curtain had »~~n stuck to the heater. ! !
-The wall th-r-ostat was set on 75degrees
Fahrenheit !
~Vhe reside " < bed was or the left side ofthe |
foom again: ! ke wall 1
-The woode - *-»adboard o the bed was against l
the window .
-The 4 inch ~1e wooden bad poslt leg on the right
sice of the r.1dbosard was touching the electric
baseboard "« .irer with a dark brown scorched
looking are.. «tiere it tauched the healer. @
-The walk 1 - -ithes closet Hoor had more thana
four foot pil-  * unfotded cicthes, some garbage
bags, and a' +-ast 1 ollow with only one piece of
clothing on s - anger
-A dusty telewsion was on 2 side table (on the
right side of -+ room) with 4 dusty radio an top of
the televisio-
The two drewers ot the sice table were partially
exiended fro ine table and hanging downward
ant would r -1 ~ide nto the tabla
Division of Health Service R won J :
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SYATEMENT OF DEFICIEN - - (X1) PROVIDER/SUPPLIER/CLIA (X2) MULTIPLE CONSTRUCTION (X3) PAYE SURVEY
AND PLAN OF CORRECT: - IDENTIEICATION NUMBER . COMPLETED
. A BUILDING:
' Il R
. | __teLotis BN 1111212015
NAME OF PROVIDEROR®  + (ER STREETADDRESS, CITY, STATE, ZIP CODE
SERENITY HEART FAMI! Y CARE HOMES #23 #31 COUNTRY TIME CIRCLE
1 LEICESTER, NC 28748
| x4 | SUMAA®Y SYATEMENY OF DEFICIENGIES ™) PROVIDER'S FLAN GF CORRECTION Y
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TAG REGULA® i~ OR LSC IDEN! F YING INFORMATION) TAG CROSS-REFERENCED TO THE APPROPRIATE ! DATE
DEFICIENCY) }
T
- {C078)| Continued - m page 8 {C 078} !
i Interview wet'- 'he Resident #3, who resided in
Room #3, .- :11/12/15 at 9 30am reveajad:
-The clothe - -1 the: bottorn of the pile in the
closet were <+ his and had been there since he
i was admitt::: *) the tacility
-His clothe’ «ere on tap of the clothes pile.
-He had not ssked staff about the other clothesor
to remove 14 n,
) -Thedrawe - 7 the side table had been that way !
i smnce he m- .~1in ‘
i
Review of i--dent Register for Resident #3
revealed he was admitted 1o the facility on B/4/15.
(The discha‘ ~ed res:dent's clothes had besn in
Residenl # : . room tor more than 3 months ) .
Observatior - 11:12H15 at 9:10am of resident i
Room #6 re .+ .led '
-The electr: naseboard hester was underthe
window ne.. hefioor ‘
-The resider - bad was pushed against the |
window wa ' the headboard pushed against |
the right we !
i -The white ©- 1spread was draped over the back {
of the bed » -~ draped over the electric
baseboard - .1er. |
-The electric : aseboard heater was hot totouch. '
~Tha wall h-- =1 thermosta! was set on73 !
degrees F ‘
Interview w - tesident #6 who resided in room
#6 on 11/1€ 12 at 9 10am revealed noresponse
when aske~ \aut nis roorm ;
; Observatior - - 11:12/15 gt 9'15am of Resident
! room #1 rev- yed:
: -An overhe. 1 i-ght with the Iight bulb exposed
J with no cov: -~ '
~A dusty sid- “nle and electric baseboard heater
_c_cwer. e i
Division of Heaktt Service R- 5 4ilon
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I‘ {C 078)
|

-There wer- - ththes piled on achair

Irterview w 't -2asident #4 who resided in room
#7on 111 i~ at 9 15am revealad theclothes
pied on the: i:air oelongeo tohim,

Observatic: -+ 17:1.2/15 at 945 am of Residen{
reom #2 re . sled.

-A 36 inch . yarbage can tull of trash with no
linar

-A dustydre.- vy

-the close! .41 urinided rlothes anda
bedspread :..icq4 on theflaor.

Ovservatio  + 11.12/15 at 11:15am of Resident
room #2 req.itad

-The Reside - regichng in rom #2 emptied the
trash can.

-The Inside - * 1ne trash car had dirty brown
streaks on 3+ wdes and a brown liquid substance

| covered the = Hom of the trash can with noliner,

Interview w:- Hasident #1 who resided in Room
#2 0n 14/12"* at 11 15am revealed he cleaned

his room or.- me per week and staff did not
clean his re:
Observatio - 1112115 a1 3 10am of Resident
room #4 res - +1ed

! -Broken ple< - - of turniture were piled in theright

corner of th: -.om
~1wo dusty . 1*able talevisions werg stackedon

 top of each - mer on the figor,

~Another du-1 -
night stand

norable television was on a dusty

interview wr he Supervisor-in-Charge (SIC)on
1112115 at + “nam revealeq.
-The resider ~ho had resided in room #4no

STATEMENT (¢ DEFICIEN 1 X1 PROVIDER/SUPPLIER/CLLA (X2) MULTIPLE CONSTRUCTION (X3} DATESURVEY
AND PLAN O+ CORRECT: { 1OF NTIFICATION NUMBER- COMPLETED
| A. BUILDING.
R
i FCLO11314 8. WING 11/12/2015
. b7 —
| NAME OF PRCVIDER OR © LER STREETADDRESS, CITY. STATE, ZIF CODE
231 COUNTYRY TIME CIRC
SERENITY HEART FAMI! Y CARE HOMES # 23 3 v L
LEICESTER, NC 28743
Xd) 10 | SURALAWY STATEMEN OF DEFICIENCIES o PROVIDER'S PLAN OF CORRECTION ] E)
PREFIX (EACH D+ ENCv MUST Br PRECEDEN BY FULL PREFIX {EACH CORRECTIVE ACTION SHOULD BE COMPLETE
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Continved ¢ - .m page 9 {C 078}

longer lived '*~re and had bean discharged.
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! | R
— | _ _Felonsn B VNG 111212015
| NaME OF PROVIDER OR ¢ \ER STREETADBDRESS. CITY, STATE. ZIP CODE
f SERENITY HEART FAw! Y CARE HOMES 23 231 COUNTRY TIME CIRCLE
: LEICESTER, NC 28748
e ———— m— —
[X4) iD SUmmasy STATEMENT OF DEFICIENCIES D PROVIDER'S PLAN OF CORRECTION e
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TAG REGULAY " OR _SC IDENYIF YING INFORMATION) TAG CROS3-REFERENCED TO THE APPROPRIATE DATE
‘ DEFICIENCY)
) {C 078} Continued © - m page 10 {C 078} I ‘*
~1he reside: - »~ho had resided in room #4 had ' i
broken the - 'rrtainment table befare heleft, i
Record rev--w for Resident #2 who had resided J
in room #4 - -.aled he chose o leave the facility :
on 11/4M5 ' vays pefore the survey) and live
elsewhere
Cbservatio . the hallway iinen closet for clean
linenen 11 'S at 10:25amrevealed:
-Unfolded srrats, pillowcases, and bed covering |
| piled in the 1. ,
-Parts of a r stmas tree on the bottom ofthe ‘
piie
-Folded anr: 1n‘olded pillowcases on the shelf 5
Obsarvatior «:f the ar conditioner in the dining
reom windew - 1112415 4t 3:10pm revealed a ‘
heavy builo  : of dust all over the aijr conditioner :
cover and « ol panel
Interview w'i - - Supervisor :n-Charge (SIC}) on {
. 1112115 at * 0am revealed: i
; -Ha did not « -~k every dav of the week in this ;
home.
-He and other ~IC= were responsible to clean the
fac:lity.
-He was no* «~are of any cieaning schedule nor !
any docum: - atior. that management required i
him 1o keep - sleaning. !
-Some resiots did not want him ta cleanthe
room.
-Resident #° ~nho resided in Room #2 did not
want staff tc. . an g room !
Interview wi' . second SIC Saff B, who worked !
In the home - 11/12/15 at 3;15pm revealad: ‘
-She gpen! - v of Yme on paper work whenshe
was inthets 1y
L -She did no' 10 the residents’ rooms every day
Division of Haaltn Servige Rr-7. cation. —
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WME OF PROVIDEROR ..+« IER STREET ADDRESS, CITY, STATE, ZIP CODE
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| DEFICIENCY) |
{C 078} Continued i - m page 11 {C 078} ;
whan she w - working at thefacility. |
-1t was mor+ nportant she spent time talking to
’ the residen: . - .ather than ¢leaning. ’
-Some resr '3 did not want her to clean their '
‘ rooms |
i Interview w 'r ‘ne Administrator on 11/12/15 at |
I 11 20amre.raqied, i
-5he had waved through the home lastweek, |
i -5he had ne ~aticed any tems against the f
r heaters, mz ...« be-ausa he residants had not ;
: usedtheis bi .itarg ontil this past "Sunday "
' -Sha had no’ - 1ked into the residents' closets,
r -The SICs" - .t not be” checking resident
rooms. ‘
‘ "l forgot” at- - 1 the cliothes in Room #3 which
! belonged te: .~ other resident who moved out l
The resider+ --=ver retumed to getthem.
[ ~The SICs v.+ - supposed to maintain the rooms ‘
in a clean 8n.1 ~afe manne: |
r -She told th.- iCs “vesterday” to assure the ;
! homes ware -an and safe because ofresidents
| using theirt - varg |
I Review of '+ 1ally nme tine from 7:00am to !
| 9:00pm for ' » SICs revealed 3 meals and 3 '
; snacks to br - rupared and served, medications :
to be admir: . ed. residents to be supervised or I
‘ assisted as - -rded paper work lo bacompleted, ;
achities, b+ times and mes for general J
l routine cles- -y as follows .
: -B 15amto * 5am "Clean up breakfasiand
dining room
| J -8 15amto ' J0ar “"Mop kitchen and dining '
f area, clean -+'~rooms and ragidents’ rooms for .
those who a'- .~capable of doingso *
-1 00pmto * “1om Clean-up lunch and dining
room " .
. -130pmto. “om “Dalyciean-up *
-S:45pmto 6 s ‘Clean up dinner mealand
%)rvls[on of Hlaaith Sejr)vrge Re.. o —
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. This Rule it 1.t met as evidenced by.

10ANCAC " <. 0315 Housekeaping and
Furnishings

{b) Each be~ «im shall have th e following
furnishing v+ . >d repair and clean foreach
res.dent:

(8! a light o-'2a0 of bed with a awilch within
reach of pe:+- - lying on bed. or a lamp. The light
shall provige + minimum cf 30 foot-candle power
of Huminatic - tor reading

Thrs rule apr . 19 new and existing homes.

Based on ot vation, record review, and
interview, thi “acility tailed o assure one of six
recidents’ be- ~om~ {Room #5) had anoverhead
light with a v+« able- switch n reach ofthe

non ambulat - resident who resided in the room. 1

Divielon of Health Sarvice Re o »ion
STATE FORM

bl
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AND PLAN OF CORRECTIC ! IGE NTIFICATION NUMBER' A BUILDING. COMPLETED
| "
) [ FCLO1131 8. WING 1111212015
NAME OF PROVIDERORS ..~ IER STREET ADDRESS, CITY, STATE, ZIP CODE
31
SERENITY HEART FAMI! ¥ CARE HOMES ¥ 23 231 COUNTRY TIME CIRGLE
: LEICESTER, NC 28748
(x4) 1D SUMMADY STATEMENT 13F DEFICIENGIES 0 PROVIDER'S PLAN OF CORRECTION T e
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DEFICIENCY)
{CC78}| Continued ' ' page 12 {C 078} 5
@intng roorr “op kitchen and dining room.” ‘
Review of 1 a8l Iacal county Health and
Sanitation . -t revealed an approved score
with with 8 - rerite. dated 316415, : l
The facliity ¢ vided a Plar. of Protection on |
11112/15as ' Lows i
-The Admir: .'.stor will have staff complete and
submit daily - »ck ~heets to assure that avisual
check will b+ .#/ne on sach residentroom.
-The Adrmir=r ator will walk through Monday ;
through Fric.«. '0 assure Ihe building safety is
consistent w 1! nghazards
CORRECT! 1. DAt FOR THIS TYPE B
VIOLATION *ViALL NOT f XCEED, DECEMBER
27 2015.
C 093 10ANCAC ~ 0315{b)(8! Housekeeping and coa3
Furnishings
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N | FCLo1131e B.ENG 1111212015
NAME OF FRU:VIDEROR & - - - JER STREET ADDRESS, CITY, STATE, ZIF GODE
UNTR
SERENITY HEART FAM! Y CARE HOMES # 23 231 COUNTRY TIME CIRCLE
LEICESTER, NC 28748
X4) ID SUNw » - ¥ SYATEMENT OF DEFICIENCIES D ] PROVIDER'S PLAN OF CORRECTION x5 |
PREFX (EACH Dt = * iENC ¥ MUST 87 PRECEDED BY FULL PREFIX (EACHCORRECTIVEACTIONSHOULDBE . COMPLETE
TAG REGULAT: = 31 5. IDENT +YING INFORMATION) TAG CROSS-REFERENCED TO THE APPROPRIATE Dare
4 DEFICIENCY) I
C 093] Continued + *+m page 13 cogs Upon completion of this survey the 3‘12/’27/15
, resident had a new ceiling fan and light |
Tre finding: 1 - to usc. He was also given a table lamp
the next day to use, :
Observatior " Roum #5 whera Resident#5 Staff have been instructed to check each
| resided on - *2/1% at 9:55am revealed: resident room to ensure that all ﬁ:miturcl
-A ceiling fa- «th an exposad light bulb with a : . '
pull cord extrding down at least 30 inches And ﬁxtl_m_as are good‘workmjg ardes
-1 e light wiswit nat lurn on when the wall light The administrator or designee will |
switch was - 'he or positron or when the cord conduct documented weekly checks as |
was pulled well to ensure that the staff are !
| -Resident #° »ag sifing in & wheelchair in hig following through with directjves.
i oom,
-There wer+ . othal lamps or lights In the room.
Interview witt :esidant #5 revealad: "
-The pull e 7 31 ot work 10 turn the light on,
- -The light cc+ -+ only be turned on by turning the
light bulb In 7+ socket (when the hght switch was
in the up po«itn) I
-Resident #*  culd not rear h the light bulb,
-Resident #. :«d not been able to turn on the
light since he w.a5 admitted to the facility in July, i
2015, ‘
~He used the aht tfrom the telavision.
-He had nev:+ *1id any staf! the light did not work,
Reviewofa: 12 gated 7/1/15, for Resident #5 1
revealed he « +-; ncn-ambulatory and used a
whesl chair
Review of . - jan! #5's Reaident Register |
fevealad he « ... admitted tn the facility on 7/2/15. ‘
(Resident #* - 1d lived In the room for more than
4 manths wert ~alight )
Intarview wi - *@ Administrator on 1 1112/15 at
11 408m rev: 1ied |
-8he was nc1 sware the light could not be turned
on with the - 1+ ~org :
v -Since Roor #* had a ceiling fan. she may have | ]
Divisian of HeallF Servica Re« foion
STATE FORM Ll RFHZ12 Il continuavon shea 14 of 19
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‘ ; R
. | rceman B. WING 11/1212015
NAME OF PROVIDEROR &+ IER STREETADDRESS, CITY, STATE, ZIP CODE
C
SERENITY HEART FAmIl Y CARE HOMES #2321 COUNTRY TIME CIRCLE
LEICESTER, NC 28748
(X4) 1D SUNMHMARY 1A' EMEN® OF DEFICIENCIES o PROVIDER'S PLAN OF CORRECTION I
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DEFICIENCY)
€ 083| Continued ' - :m page 14 cog3  (The stove was replaced on 11/13/15 as [12/27/15
. taff ectivel
not noticed *r-- light would notwork. the s could not could not effectiv ¥ t
clean the oven as well as there was an
-Interview wii. the Supervisor-in-Charge on eye on top of the stove that did not
1112/15 & * " 40an: revealad he was not aware work. The admunistrator during the first
the light inl'*"""deﬂl #53's rnom could not be 2 weeks after this inspection will
L Y |
tuned on t.- e puiicord conduct documented checks Monday-
- Friday to ensure that the stove remains
C 258! 10ANCAC * . 0804(a)(!; Nutrition and Faod | C258 [ nday _ ove rem
Serviee an good working and clean conditions.
The administrator or designee will
10ANCAC . 0804 Nutrtion and Food Service ensure that the stove is cleaned at
(2) Food P rement ana Safety in FamilyCare minimal once per month. |
Homes: :
' (1) The kitcr» gining anyg food storageareas
shall be cle..- rderly and protected from
contaminat..
This Rute = -t met as evidenced by:
Based on ot~ vation and nlerview, the facility
failed to as« '« the kitchen stove oven and :
burners we:+ ‘naintained clean, !
: The finding- ra:
Ohservatior: - t the kitchen <tova on 11/12/15at
10 30amre.: iled:
-Heavy buil: « of baked un dark brown residue
throughout '~ sven and on the inside of the oven
door,
-All 4 surfac ~.rner efemants had a heavy build
up of greas+ 1191k substances under the rims.
-All 4 drip p.« cortained food crumbs anddark
substances .
-Food crumt: snd greasy dark substances were ;
underthe 4 : ppans
Interview wi: the Adminsitrator on $1/12/15 at
3:15pm reve-ird she had observed thestove | )
Division of Haalfs Service Re-. - +ion ‘
STATE FORM ok RFHZ12 I continuation sheet 15 of 1@
31 Irwd JH4 18Y3H ALININ3S LT485868Z8 WY1R:iLB 91BZ/1B/20



PRINTED: 12/00/2015

o FORMAPPROVED
Division of Haalth Ser. weRagulation
STATEMENT (' DEFICIER § (X1) PROVIDER/SUPPLIERICLIA {X2) MULTIPLE CONSTRUCTION {%3) DATE SURVE ¥
ANDPLANOF CORRECTH - | D+ NTIFIGATION NUMBER: ¥ Borome: COMPLETED

' ! % .

| ! R

! _ I FCLO11311 B. WING 11112/201% N

' NAME OF PROVIDEROR®. ' §F STREET ADDRESS, CITY. STATE, 2IP CODE

! SERENITY HEART FaM: Y CARE HOMES %323

231 COUNTRY TIME CIRCLE

LEICEBTER, NC 28748
(x€) ID SUMMAE Y 5TATEMENT OF DEFIGIENCIES D PROVIDER'S PLAN OF CORRECTION x5 |
PREFIX (BACH DI - :£NCY MUST i PRECEDED BY FULL PREFIX (EACH CORAECTIVE ACTION SHOULD BE COMPLETE
TAG REGULA® -~ OR SCIDENTFVING INFORMATION) TAG CROS5-REFERENCED TO THE APPROPRIATE ate
| DEFICIENCY) !
€ 256 Continued ! - 1n pape 15 C 258
"last week" .« it wagclean
irterview w t e Supervisor-in-Charge (SIC) on
duty on 11:°. 5 at ? 55pm revealed:
-He did no! ~ vow when the stove had last been
cleaned
-He was ne' «vare of any cleaning scheduls and
not aware « * 1y documentalion reguired for
cleaning.
The Admin- - n*or did not provide a staff cleaning
' schedule o' ~eck o gheet per request by the
' surveyoror " '12/13 at11 10am.
Review of t~ ~aily time line for the SICs revealed
times for ge - - al routine cleaning but nothing
specific for ~i-aning the stove,
(C 282) 10ANCAC " +. 0905 (d) Activities Program {C 282) ’

10ANCAC

(d} Thera sr.4i* 9e a minimum of 14 hours ofa
variety of plinnaed group activities per week that
include act- «s that promote socialization,
physical inte .+ ton group accomplishment,
creative exr o 4sion increasad knowledge and
leerning of - skilis Homes that care
exclusively ' rasidents with HIV disease are
exempl fror- *~i3 requirement as long as tha
faciity can oo nanstrate planning for each
, resident's ir.-ivement in a variety of activities.
Examples ¢! uroup activities are group singing,
dancing, ga'~c~ exercise ~inss9s, seasona)
parties, disc .-
council mee* s, book reviews, music
appreciatior /+-view of currant events and
! spelling bee-

0HOS Activities Program

~10N groups  drama, resident

Dwialon of Health Servica Re . inion
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_ _ | rcLot1any B. WING 111122015
NAME OF PROVIDEROR S '“I" |ER STREETADDRESS, CITY, STATE, ZIP CODE
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(X4) 1D T SUMmar ¢ STATEMENT OF DEFICIENGIES iD PROVIDER'S PLAN OF CORRECTION o |
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g o !
{C 292} Continued ©  m page 18 {C 282} (The admunistrator or designee will !12/27/15
: ThisRule - it met as evidenced by: Ch‘fd.( monthly toﬂ CrsurE tiaLithe
Based on c wivation and ‘nierview, the facility ctivity calendar 1s completed and
failed to as-. .+ a minimum of 14 hours of activity ctivities offered daily with :
were offare: - scheduled on the activity ocumentation. ,
calendar fo- © f 5 residents ragiding at the :
faciity.
The finding-. . o
Cbservatio: - : the activity -alendar posted in the ,
i dining roon 1171215 revealed: !
! -Septembe- 1nd October 2015 printed on the top [
o the caler .2 \'
-Thera wai« - aater than 14 hours of scheduled '
weekly achv ruas,
-E xamples .+ .uictivitivs scheduled were afterncon
walks, movi- noard games. talevision and card ‘
games, will- yate and amount of time allotted for i
each activit- '
~Two days ¢+ ~ach month were marked "meet
with resider
Observatior * the bookcase in the diningroom
1 on 11/12/1¢ .+ . 30pm revealed there was a
| selection ot 1. zles and boardgames.
| Confidentia - terviews with 4 residents revealed: ‘
-"Inamed stur*! does nol offer activities "
"I like to ju<! walk and smoke cigarattes, byt
f nothing is oft.-ind ™ ‘
-"t would pa-* pate f activities were offered. " !
-No one hart +.<ed what actiities would be good
to offer resi: 15,
" would en:. card games or board gamesif
someone w.anted toplay ©
-"Cards anc' 1-oard games are in the diningroom !
it we want tc | iny, but no cne really does.” :
-"Probably we 11d not participate If they were !
oftered, but :~v are noofferad ”
' "l would po v interested 1 they were offered.”
| -"No one ha- 1.ked me what | might like todo." _J
Division of Health Servics R 13flon
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IDENTIFICATION NUMBER

1
H
1
i
!

FCLO11311

NAME QF PFROVIDER OR S: ¢ . {ER

SERENITY HEART FAMII Y CARE HOMES # 23

(X2) MULTIPLE CONSTRUCTION
A. BUILDING

B, WING

{X2) DATE SURVEY
COMPLETED

R

111212018

STREET ADDRESS, CITY, STATE, 2IP CORE
231 COUNTRY TIME CIRCLE
LEICESTER, NC 28748

SUM'c ¢ §74YEMENT OF DEFIGIENCIES

—

Interviewwit ne Supervisor-In-Charge (SIC),
StaffA on - 21154t 44pmrevealed:

-He did offer « tivities, but most residents were
notinterestr

-Ha watche ~~ws on television and discussed
with those rer.dents who wereinterested.
-"Most resine =1 do not want to participate.”
-Staff Asaio <« had not met with tha residents to
ask what th: terest were nactivities,

Interview wii+ the Administrator on 11/12/15 at

3 00pm rev:: s

-Sha sent  monthivcalendar for activities to
each facility

~-There were i4ys designated on each calendar
that staff sh-../d meat with residants 1o askwhat
they were ir+rogted in doing and would be
scheduled i vussible the inllowingmonth.

-The SIC w.: esponsible tar assunng activities
were being - “+red

-The SIC sk <t be meeting with residents each
month fo as+ ~hat they are nterasted in doing
and planac. «ungly

Interview wil* “taft A on 11/12/15 at 3:15pm
revealed "he was not sure” what it meant when
asked abou' '~ two days on the Activity Calendar
marked as "Mt with Residents. '

Intarview wr'r a second S1C, Staff B, on
11112115 at - pm responded when asked about
the 2 days ¢ ‘e calendar marked as meeting
with regiden - ! think to see if there are
problems or 1+ vthing ™

Observation - 11/12/15 from 9:00am until
4:00pm revex= 1 no activites were offered to the
five: resident: - the facility but there were
activities screuled on the calendar during this

Division of
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. FORMAPPROVED
._Divigion of Health Se ~icaRegulation
| STATEMENTOF QEFICIEN: o . 1 1X1) PROVIDER/SUPPLIERICLIA {X2) MULTIPLE CONSTRUCTION (X3} DATE SURVEY
ANDPLANQF ¢ ORRECTIC ~ ! IOENTIFICATION NUMBER: : COMPLETED
| A, BUILDING
| { R
' . _ L rotertan = ahe 1111212015
NAME OF PROVIDER QR § rom ER STREETADDRESS. CIYY, STATE, ZIPCODE
SERENITY HEART FAMI Y CARE HOMES # 23 231 COUNTRY TIME CIRCLE
‘ LEICESTER, NC 28748
—_— . [ e
(X4) 1D F SUMN 20 ¥ STATEMENT OF DEFIGIENCIES o PROVIDER'S PLAN OF CORRECTION P
| PREFIX (EACH DE+ o 1= NC v MUST 8t PRECEDED BY FULL PREFIX (EACH CORRECTIVE ACTION SHOULDBE COMPLETE
TAG REGULAT >~ R { ST IDENTIEVING INFORMATION) TAG CROSS-REFERENCED YO TME APPROPRIATE OaTE
| DEFICIENCY) .
{C292}| Conbinued * - - page 18 {C 282) ’Thc administrator or designee will 12/27/15
| tima ensure through this plan of correction
| ' tn-ith frequent oversite and resident _
] b & 3 £ |
(G912} G S. 1310 ** *) Declaration of Residents’ Rights | (c 9123 interviews that the residents receive the

best possible care and healthy living

G.5. 1310 . © eciaration of Resident's Rights environment.

Every reside - shall have the fotlowing rights: :

2 Torecar+ - are and services which are ‘

adequate, ¢ opriate, and in compliance with |

retevant fecrua: ana state lnws and rules ang

requlations

This Rule 1+t me! as evidenced by:

Based on orservation, intarview, and record

review, the ‘- ity farled to assure each resident

fecewad ¢a'« +nd services which wers adequate,

- appropriate »-d in compliance with relevant

federal and - tate laws and ruies and reguiations
: related to ho: <ekeening andfurnishings.

The findings. <~

Based on ot:-ervation, interviews, and record

review, the tu ity faled to assure the home was

maintained - luttered, clean. in an orderty

manner, and t'=a of all obstructions and hazards ;

in 5 of 8 res 1ent rooms (Rooms #1, #2, #3 #4, :
| and #6}, in tr+~ unen closet and the dining room
; air conditior=- [Refar to Tag 78 10A NCAC 13G ‘

-0315(a) Ho.1<akeeping and Furnishings (TypeB i

Violation).] ‘

]
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