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C 000/ Initial Comments C 000

The Adult Care Licensure Section conducted an
annual survey an 12/8/15-12/10/15.

C €78 10A NCAC 13G .0315(a)(5) Housekeeping and C 078
Furnishings

10A NCAC 13G .0315 Housekeeping and
Furnishings

(a) Each family care home shall:

{5) be maintained in an uncluttered, clean and
orderly manner, free of all obstructions and
hazards;

This Rule shall apply to new and existing homes.

| This Rule is not met as evidenced by: '
Type B Violation

Based on observations and interviews, the facility T A L\ { o b L -f'
| failed to ensure the family care home was iﬁ\ e ({ RSRL \ huc t _Cbn' }‘ CI’L (
| maintained in an uncluttered, clean, and orderly : fy 1o £ (9 i

manner in resident living areas, and the floors = C--""\,Lﬂ"(‘h( T Eure Ty

were free of obstructions and hazards in the 1 /oA L ‘
kitchen, haliway, and entrance to resident ? ( SOvin ) (7 Aol Fo ’H” &
bedroom. ) ‘
Gu/ e Vist el e
The findings are: o bl [\)/ 'S S {,\ gdu« f dl
L€ '

Observation of the facility during the tour of the Vo dlae § [ Surs wid

family care home on 12/8/15 between 11:05am o ae : _

and 11:55am revealed: \ s 8 F{en,\ Lle Sunsow

e e =
1. The dining room floors had a sticky substance 4 iof O (“ 'J/L L2 51"5\! a
Al

on them around the dining table. v . {{

-There was a sticky substance underneath the A 05 YA AR f-\ 4

small refrigerator between the dining table and 9\-’ AN , . !
: French docrs. i l’ /Hm?fﬂ iy QG I) 1(: N ‘

-The kitchen table tops had a sticky substance on \ [re |
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C 078 Continued From page 1 cote | ) ieacly 1n P late e feie
them. X ; ‘; ‘/ ;
. . . NIy vo /v A5
 “The blinds on the French doors in the dining et . f_ M’ z [ IR
area had a yellowish-brown stained appearance | W }\, (‘&j{ f‘c : 7 Z\ ¢ f/’fﬁ ARE
with dust and dirt build-up on the slats. J : / sl
-Dirt and dust build-up was visible along the "/\éiS ))(Jp,n (e / e e g
baseboards in the dining and kitchen areas. -7, , 5}6 A
-The kitchen cahinets had multiple stains i /') ( al €t - 1 ne .
+ throughout. . - A { NP
-Four pieces of laminate wood flodtifg in front of ir {/l« R Ié'"/ /,E o { ,'(
the kitchen sink area were loose and‘had gaps [ il [ A AL
between them. When walked on, the bieces Yoonn (e

(e (?r@. c( tf { iti A i i
kg

would move back and forth creating # trip hazard '
for residents, Yu S S [ The
-Two residents abserved in the home used a A ( ganrcl- {
watker for ambulation. " b e { fe alr\ c‘:—w/ s uct S
; ¥ % s =

2. The Resident common bathroom revealed: § ’/‘ o e T { Wl € f/ ' 7:1"\@“@
-The shower curtain finer hac spots of mildew and ‘ /4 ‘\ﬁ_ }ﬁ Eér _r / 3 [ sl
mold on the bottom half portion of the shower * also e ba flroe
curtain. oo T ) yeld| -
-A portion of the shower curtain was attached to Wl / [ud’f‘ o U”‘:’? f;-_( 'L/
the shower rod with plastic bags tied in knots. 5!1,»«)"- _ /( ep /’ “ /"(‘ J
-The haliway outside of the bathroom had three M Ak ¥ “5 et wites no
pieces of laminate wood flooring that were loose N F A S {FL B f‘\b y
and would move back and forth when walked on, l)H 2 [ ({f {/ nof AN [7

! creating gaps in the floor that posed a trip hazard. ey v a2 e // . ﬁ g Iﬂdv—’ 3

| / lys 1
3. Observation of the entry to one Resident { [[{ i 7N 5 ha ( { o be re ,(‘( ct‘/\
bedroom revealed the strip of floor in the doorway § I’ﬂ' (o~ NLeae 2
unglued from the floor and was lying loosely in (,1 H

‘ g

- . 112 of
place and would move if stepped on creating a he p/ /o.NS Const / > ZL # 1:"
possibie trip hazard for residents entering the

| bedroom. }}L}D/ c;u/i‘ﬁlt"[(’; }/ﬂe, &aéANJM

f"'ﬁ)’t((ML‘b&‘{mom were

Interview with Supervisor-In-Charge (SIC) on G R o K e € ,/
12/8/15 at 11:52am revealed: ¥ ol Uﬂ"(” ’)!mn ho be {f

- "l was cleaning the house when you arrived. 1 {C P la( ee }')ﬂ o/ }NJ §un/e ul .

-l clean the shower 3-4 times a week. o . l / I Nde

-The last tirme [ cleaned the shower was this ﬂt’/ j\ ol faas & ’ 1 s o

morning. hAG e //J- t P(' IWalS [/ﬁf-..p Cinipunns (34]1—
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C 257
Service

-l mopped the floors this maorning also."

Interview with the Administrator on 12/8/15 at
11:55am reveaied:
- "We will replace the shower curtain.

i -We contacted someone on Monday to fix the

floors and he is coming on Wednesday.

-The man came yesterday to look at the floors,"
-There have been no resident falls or injuries as a
result of the gaps in the fioor.

Review of the facility's Inspection of Residential

| Care Faciiity report from the Division of

Environmental Health dated 12/168/14 revealed:
-The date of inspection was 12/16/14.

| -Total demerit score was 2.

-Comments stated, “There were gaps in the floor
in the kitchen. There were also loose pieces of

! floor boards in the kitchen. The floar boards are

starting to peel in the kitchen. All floors must be in

good repair.”

The facility provided the following Plan of
Protection on 12/10/15:

-The facility had hired a contractor to repair the
furnishings of the house that needs repairing prior
to visit and they are currentiy being repaired and
also replaced.

-The facility will ensure that the contractor
informaticn is available at the facility to call for
any repair that needs to be done.

THE CORRECTION DATE FOR THIS TYPE B

VIOLATION SHALL NOT EXCEED JANUARY 24,
2016.

10ANCAC 13G .0904(a)(2) Nutrition and Food
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10A NCAC 13G .0904 Nutrition and Food Senvice
(a) Foed Procurement and Safety in Family Care
i Homes:

(2) All food and beverage being procured, stored,
prepared or served by the facility shall be
protected from contamination.

This Rule is not met as evidenced by
Type B Viclation

Based on observations and interviews, the facility
failed to procure, store, and prepare foods and
beverages in areas free of contamination,

The findings are:

Observation of the unlocked pantry on 12/8/15 at
11:45am revealed the following items were stored
in the closet with food and beverages:

-32 oz, bottle of insecticide

-2 % gallon bottle of household cleaning product

i -3 liter bottle of bleach

[ -22 Ib. container of laundry detergent

. =25 oz. container of powdered multi-purpose

| cleaner

- -1 gallon of liquid laundry detergent
| (4} 210z cans of insecticide

» -12 %4 0z. can of fumniture polish

| -84 oz bottle of drain cleaner

' -(4) 8 oz. cans of room spray

| <2) 28 oz. bottles of hand sanitizer
l

: -56 oz. bottle of liquid hand soap

i -1 large tub of sanitizer wipes

t -1.32 galfon of all-purpose cleaner

‘ -The pantry was lockable and accessible to

‘ residents.

|

' Interview with the Administrator on 12/8/15 at
| 11:55am revealed:
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="l did not know the cleaning things could not be
| stored in the pantry closet.

] -Those are my personal things in this closet {the
| claset next to the Resident common bathroom).”

Observation of the kitchen on 12/8/15 at 1:00pm

revealed the following:

+ -Six raw fish filets were found inside a kitchen
cabinet in a plastic bowl with a paper plate lying
on top.

- -Cooked rice was found in a smali, pcreetain bowl

" with a small butter plate lying on top sitting on the
microwave. The rice was cold.

-Lettuce greens kept in a plastic container were

| sitting on the kitchen counter. There was a label
on the container that stated “keep refrigerated

J -A small blue bowl of cooked potatoes was found

l'in a bottom cabinet wrapped in foif with no date

indicating when the food was prepared.

-A small blue bow] of cooked, shredded meat was

also found in the same botiom cabinet wrapped in

foil with no date of when it was prepared.
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¢ 257! Continued From page 4 c257 | dony wee Fhgh pan e, whsh
-Chemicals are supposed to be in the other L lant L\ Wt s g ecl o S\n’"c
closet. i, f . b -
| -She [Staff A] just started about a month or 50 Cot it {,)\3 (13 { {'l“ NS l g ‘
ago. oV i ool L,\Q,.e{‘l s l/l.af(u.(ﬁf
: Observation of the closet, located next to the dull‘.'\ b a5 -
Resident common bathroom, that the | c\
Administrator referred to where the cleaning Po 'S t\o_,. (c. Ci \ ! "'( G5
| products were to be located om 12/8/15 at : . L A
| 11:55am revealed that the closet was filled with e(lu( e fed ﬂQu_ S tﬂ ar
clothes and hlankets. This closet had a door [ock 3 i F o o = Zells
on i, but was unlocked at the time of ohservation, b hoving ¢ ( Caning C hemut
The Administrator asked the 154 ()ﬁ red b (o Fire~ Foxe f
| gggstr.vlsordn-Charge to move the items to this f’)m'( (u\(_f& CW‘C( f’u 4 ee
} 'fb\t:_ C_(f‘c:.wc/\‘l CL\CN\:‘(“( I
interview with the SIC on 12/8/15 at 11:57am P o o5 .
Shavegi e leel ol ol arl haes
!revealed: b bove e Loal ec! b
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€ 257 Continued From page 5 C 257 ¥ 1}\“ I"%\‘H" e"l’ﬁv oels were. het*
-An opened package of bakery cakes dated - ‘ ”, % vn Lunel,
12/6/15 was found in a bottom cabinet with (| The=gh p ’5,.[‘ halile o
packages of chocolate and vanilia pudding. & hawedes . Ghlq LT
~-The menu on the refrigerator revealed that n 81’, hd ! ‘ ‘o i '5 L
baked fish filets on a bun, Cole slaw, and an 105ic (C/\ }Lj av . Cpsiulele iy
orange was scheduled to be served for lunch an ‘.5 - ol H g\) Lumc (’\
12/8115, Yre facdls b
‘ L, -7 w ACY
Observation of the lunch meal on 12/8/15 at 4 l/ 'H" ¢ ‘hm L‘“ (-“ﬁ 5 ‘/
12:10pm revealed: b L . (9,' AW ves lenk f QA Sel)
-The residents were served ham or turkey € ™ 5o 3 ,
sandwiches (depending upon resident L el "‘TL\.(’_ f\g b —}’L\a L
preference) on either wheat bread or a roll, potato G k t\
chips, apple slices, and water or Sugar Free LGS e Lr wogs rob Qi
Cherry Limeade. i ; . 2 L £
Sy ,\w‘ pe c; f/)\ sh Had
interview with the SIC on 12/8/15 at 1:20pm - A 1
revealed: i f'& & l““ N {'9”""\ 5 ﬂp ‘ H &
-Lunch was served between 12:30pm-1:00pm. o l ; } i
-The food inside the two small blue bowls found re Sie (E'/l 5 G ' Yhe S L{kﬁ
in the bottom cabinets was Staff A's lunch. - 1/( bes § L ¢ E‘O\AS L L e ’
-The fish in the bowl found in the cabinet was Pla . S _
Staff A' s dinner, ' {ZS\A c{'L/ An e P\Cﬁf"“‘
-The fish that was going to be served for lunch i r/ B e ( .
was in the freezer. (Staff A went to freezer and ?\)0( ( piC el e L ]
removed a bag of frozen fish.) ) iclel nolk bhav €| been
-The pudding and cakes were for the residents. b ﬂ S b ‘*‘)dd(,, (
<"l put the fish in the cabinet when you arrived. | ( B [, r_a £ Un ‘vk B
put my food under the cabinet then, too." J’f’ (2 ] L
(c Q;{faﬂ’“’ . \faal@\ e o-ﬂ ,[' 2 |
Observaticn of the unlocked pantry on 12/6/15 at ; o e lSun
1:30pm revealed the following items remained in {esSic (-t’/llf > ]0 w- thew I[?(’
the closet with food and beverage items: P" ( in Fhoo (: q(gme Fopen
-32 oz. bottle of insecticide Sy .
-2 %2 galion bottle of household cleaning product S l’f« P/’ ' \]_l q,p\
-25 o0z. container of powdered multi-purpose . ! : ‘
cleaner poc ; “ﬂ«(’, ﬁ(fc.! 1’/‘1 ha s
-1 gallon of liquid laundry detergent ! ; .
-12 % can of fumniture polish fwes news Skefy N
| -(4) 21 oz. cans of insecticide O~ ~ O cl,\p[ il h—, [m:/\ 4,{\‘{‘
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-56 oz. bottle of liguid hand soap
i -1 large tub of sanitizer wipes

' ~(4) 8 oz. cans of room spray

|
' Observation of the pantry on 12/10/15 at 12:00pm
’ revealed the pantry door was locked. Staff A
unlocked the door. The following items were
found to be stared in the pantry with food and
beverages:
-12 % can of furniture polish
-(4) 8 oz. cans of room spray
- 56 oz. bottle of liquid hand soap
i -1large tub of sanitizer wipes
~-Staff A immediately moved the items out of the
closet and placed them under the unlocked
| bathroom cabinet in the Resident comman
| bathroom.
Interview with the Administrator on 12/10M15 at
12:35pm revealed:
“Staff A notified me about the fish in the cabinet,
| ~She told me that it was her food for the week.
-1 told Staff A that it did not matter whose food it
J was, that it was still not stored properly.
-Staff A is stifl in training and she is new."

The facility provided the following Plan of

i Protection on 12/10/15:

i -The facility will train SIC immediately on nutrition
and food service to ensure that SiC understands
nutrition and food service tasks for FCH.

-SIC will be supervised during and after training
until competency is completed.

( CORRECTION DATE FOR THE TYPE B
| VIOLATION SHALL NOT EXCEED JANUARY 24,
1 2016.
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| T0ANCAC 13G (0805 Activities Program

| (e} Residents shall have the opportunity to
participate in activities involving one to one

! interaction and activity by oneself that promote

enjoyment, a sense of accomplishment,

increased knowledge, leaming of new skills, and

Creative expression. Examples of these activities

are crafts, painting, reading, creative writing,

buddy walks, card playing, and nature walks.

This Rule is not met as evidenced by:

Based cn observations, interviews, and review of
the facility's activity calendar, the facility failed to
: develop a program of activities designed to
promote the residents’ active involvement.

The findings are:

Observation during tour of the facility on 12/8/15
revealed:
-There was an activity calendar posted in the
I kitchen-area on the wail.
! -Daily devotional was scheduled every day for the
: month of December at 8am.
1 -On 12/8/15, computer studies was scheduled
! from 7-8pm.
| -On 12/9/15, a house meeting was scheduled
t from 6-7pm.
| Other activities listed on the calendar included:
" yoga, Bingo, movie night, brain teasers,
» Crossword puzzles, board and card games, and
: shopping.
! -There was one outing scheduled on 12/26/15 for

s/i i e \-c,. (W O‘("L\ﬁ\j'b\l N
(¢ \cf\c(«ﬂ/ Puﬂi’c’r( {3./ 7 €%¢ke
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‘o kf)m‘h(.po\te 1 CoC b
ﬁo/ ¢ L«J(mlf: Fler e - Tha
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C 293 | Continued From page 8 C 203 : .
| ) The fecchby offerec] + basr o
"Walk in the Park" from 2:00pm-~4:00pm,
I -Each Sunday, the schedule revealed "Church ( sy P b wte ¢;~\.c-l' {1 s
Services" from &:30am-12:00pm. ) L
-Each week averaged 14-15 % hours of planned i Cum PU\ o [ {/w Jare S p l/’ AP
| activities, R o 2
; [ S‘(l en b gren ecl 1ntereshe c/
tervi ith a resident on 12/9/15 at 12:00pm ' i
‘igéaizxw sianton Siese Co/ (g,’)lf' f\)/' e v’és\((ef\ L
| - "We ail have different backgrounds. _ _ _ e '
' -We do the devotionals on our own, whs waees Gy, ~) Commuab s
| -We don'tt force anyone to do devotion. " b) l/) {m.\ U linne & -
‘ Interview with a second resident on 12/9/15 at i —i s al HN\ [
i Ny S
- 1:00pm revealed: the ¢ esident
| -l don't remember if anyone ever asked ma ; . \! Jw st A V- \-—u
about things | like to do. b\u‘-rl 5€ (en - 1y
-They do not have a lot of different activities at the \P & LE U 0 the e b af t\ i o8
| facility. ; . N T
- We don't ever do anything. ) - & rou 75 L,u boarve U/‘W'»‘P.v\j
| -What you see on that calendar does not happen. I ; - ;
| - The others go out to church, but I don't go }_0 a ( Wl g LN - o g V| Curfe,
because I'm Catholic, i Y :
- We don't have devotion. Iue. J\D l“ cle © ¢ tn {FOT’ < j’L
* -We never play Bingo or other games like the - S oo Cud buihes
calendar says. ﬁom re s ((LAJ/?} ?UW‘. &
-1 stay in my room and watch football or play leve acl- cl\m (0 f)\t’f S i({(’ﬂl' 3
L
games on my computer.” e Mol gl Aedl e e W pabe.
Interview with a third resident on 12/9/15 at ;Q-‘( L\ ihe Wrye alwe § Ot) hund {
3:45pm revealed: Md (e svfenls E’;}m‘w ecl P ) berey },
-~ "They know things | like to do. < b [L [ wees 1e ')u"}j;'(f .
-They don't have a variety of things for us to do, Q\QDJ" Ve \albed woe e _
-We have a calendar up, but none of the things . : v ol e bhvih
| listed on there are done with us, PO(- ) A‘/[N’“” 1S hatkor oo l( [P |
- -There are no activities at all. ( ety hes twghruclboe S\raﬁp
i = About once a month, we do go to Wal-Mart for (g s l ‘ H\
’ about two hours, but it takes me that long to on GL b vi h( ¢ el Also i
| figure out where three or four things are in the (0&“[ i Ls Gr GRS G t, S s,
1 store. ; : N
j -What | would like is Bingo. ! love Bingo. ﬂ noO (,\J. L' E@ﬂl’ih\(.-l()&'\ l\u h [oc!
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-None of the games on there we do.
| -We didn't have 2 computer activity last night,
i -l read the little daily bread things my roaommate
 gave me and at night, my roommate will read to
me from the Bible.”

Observation on 12/9/15 at 6:15pm revealed that
 the house meeting that was scheduled to begin at
6:00pm had not started.

Telephone Interview with Staff B,

Supervisor—ln—Charge (SIC) on 12/10/15 at

8:35am revealed:

-"T'm in charge of Activities ang taking residents

to their appointments.

- -l usuaily go to the homes every day because

they need to be taken to the doctor.

-Residents da devation on their own.

-Most of the residents go to day programs so they

participate in activities there.

-The residents at the home have balflgames and

 other games, but it is up to them; it's their choice.
-We had a house meeting last night from 6-7pm"

! Interview with two residents on 12/10/15 revealed
they did not attend a house meeting on the
i evening of 12/9/15.

Interview with the Adminigtrator on 12/10/15 at
11:20am reveajed:

-The other homes were more active,

| -The residents here do not want to be involved in
 the activity.

-Bingo was the only game they wanted ta pfay,
and only if the prize was money.

-Most of the time, the residents wanted to watch a
movie,

-Indoor activities were not something they did.
-They liked to go out for activities; that was the

| anly time they got excited.
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€ 293! Continued From page 10

- Observation throughout the survey on 12/8/15 -
1210/M15:;

-No activities were observed to be done or
offered in the facility.

-The residents usually gathered in the dining area
for lunch and supper. and then remained in their
own rooms at other times.

-Two residents attended a day program until
approximately 3:30pm each day.

C 350/ 10A NCAC 13G .1005 (a) Self-Administration Of

Medications

10ANCAC 13G .1005 Self-Administration Of
Medications

{a) The facility shall permit residents who are
competent and physically abie to self-administer
! to self-administer their medicatians i the

' following requirements are met:

- (1) the self-administration is ordered by a
physician or other person legally authorized to
prescribe medications in North Carolina and
documented in the resident's record; and

' (2) specific instructions for administration of
prescription medications are printed on the
medication labei,

This Rule is not met as evidenced by:
Based on observation, interview, and record
review, the facility failed to ensure that 1 of 4
sampled residents (Resident #4) had an order for
the resident to self-administer twa prescription
medication creams and two over-the-counter
medications that were kept at the resident's
| bedside.

C293

C 350
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The findings are:

i Observation of Resident #4's room on 12/8/15
| during the tour of the facility at 11:25am revealed
! the following medications on Resident #4's
nightstand:
-One bottle of thuprofen 200mg; 500 count bottle
(buprcfen is an anti-inflammatory drug used to
treat fever and mild to severe pain.)
! -One tube of Mupiracin 22 grams cream
' (Mupirocin is a prescription antibiotic cream used
' to treat skin infections.)
; -One tube of Clotrimazole cream 1%
i (Clotrimazole is an antifungal cream used to treat
common fungal infections assaciated with
athlete’s foot, jock itch, and other fungal skin
infections),

Review of Resident #4 's FL2 dated 9/16/15
revealed:

-Resident was admitted to the facility an 9/15/15.
-Resident diagnoses included: cognitive
impairment, depression, hypertension, diabetes,
arthritis, and neuropathy,

-Mediation orders included:

Folic Acid 1mg daily

Aspirin 81 mg daily

Atenolof 50 mg daily

Citalopram 10mg daity

Meloxicam 7.5mg twice daily as needed for pain
Donepezil HCL 10mg at bedtime

! Metformin HCL 500mg twice daily

Simvastatin 10mg nightly

- Muitivitamin daity

. Gabapentin 300mg three times daily
Tramadol-Acetaminophen 37.5-325mg every 8
hours as needed for pain

-No subsequent orders for Resident #4 to
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.- "l use these creams when | have the Jack itch.

at bedside were noted in the residen'ts record.

" used on his tee when he had a fungus a while

! (used to treat common skin rashes) that he usesd
_when he wanted fo "relieve aches."

' 12/10/15 at 8:35am revealed:
" -Resident #4 should not have any cream in his
| room unless it is body cream.

“#4's room.

seif-administer lbuprofen, Mupirocin, or
Clotrimazole cream or to have these medications

Interview with Resident #4 on 12/9/15 at 1:00pm
revealed:

-My dactor gave them to me."
- "l take the Ibuprofen when 1 want to. | got it one
day when my family taak me out”

Observation of Resident #4 during the interview
on 12/9/15 at 4:00pm revealed:

-Resident #4 opened up the top drawer of his
nightstand and pulled out a bottle of No Miss
Fungal Killer (used to treat fungal infections
associated with toenails and fingernails) that he

back, because his doctor told him to get it.
-Resident #4 also found a jar of Desitin cream

interview with Staff B, Supervisor—ln-Charge, on

-Anything else should be on the medication cart
and locked up for staff to administer.

Interview with the Administrator on 12/10/1 5at
11:20am revealed:
- "We are not aware of any creams in Resident

-We have told him and his family member that
any over-the-ounter meds or meds he gets from
the doctor, we have to know about them, because
they have to be in the cart."

~The medicines cannot stay in Resident #4's
room.
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C 350 | Continued From page 13 C 350 O‘T C. el s
i - "l will have to ask him when he goes out to show L
- e what he buys so | can be sure that he doesn't edels)
bring them in. h ’ ' ’
-We can't just take his worg."
-Resident #4 goes over night with his family
frequently, so he brings things back with him at
that time. : )
| ot ik ke @ mgeding
C 811 G.S 131D 21(1) Declaration of Resident's Rights | C 911 ’T’f&ﬁ (C*C' ‘l V- l" ¢ e o o
'l [ PL\ ot I(AGS‘((V‘I/{" o
' G.5.131D-21 Declaration of Resident's Rights lk ‘ : 4! ( L
\ : ents Rigr _ L aloak fre redele
: Every resident shall have the following rights: SU/VQ visik, G _
' (1) To be treated with respect, consideration, . “ i i ~ 1“/,\\( ( € ﬂ*-
- dignity, and full recognition of his or her USt ,\,GJ \/[,\ e \0 {a H/\ o b
| individuality and right to privacy. ) / oy
. AU
s bedrpan 0 H"T‘ | " ./
\ 5 | ) : a 35N 2.
This Rule is not met as evidenced by: o belte 6 6 ‘f“”',‘ a4 ( ( '
Type B Violation , : i : Njetl |
" ghles beblntens vsoClupyed .
' Based on observations and interviews, the facility L\ o0 .,}rmﬁ l’)ﬁf'u oen (2SI enks A
, failed to ensure that 1 of 2 sampled residents “The mne .7 , ;
| were treated with respect, consideration, dignity, )« Wj 6‘\(."{ i § lﬂ"«l‘-’f.bh} G5
| and full recognition of his or her privacy by Sk . ) ‘ ’(/L{_
allowing other residents the use of the bathroom c Al ¢ l—-et! L olaaSe.. tne uf} )
that was located inside a resident bedroom. 2 S
: L i 13
- [ &5 clink v e mes W‘o(( .
The findings are: does nok win - tha i (Ggrl( enl
| Observation of Resident #2's bedroom during the ' Mo, balwes~ iy te
facil we YR
: facility tour an 12/8/15 at 11:30am revealed that : X ) ‘r\ é J.L
| there was no shower or bathroom in Resident 2l adl LelewsC She.deds n
#2's bedroom. i f " L orodo :
| gebeleny L Aol ronclook by
i Confidential interview with a resident on 12/3/15 ; L/ ceSvelenks
! at 12:30pm revealed: ‘Ji N & (o U\"L\?/ (€5 e ‘n@ oy
' - "Can you do anything about someone coming in {ﬁ b Lo H\Ndm lﬁ TL\-?_*—\ LAY Y e (ﬁi{
your room and using your shower? US e Jf L . 4 H\
-Another resident comes in every morning W (J(\, .\—{,.\ O VA Q("\r\fj f ._HE:L i3]
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between 5 and 6 am, turns on the lights, and
makes all kinds of noise to take a shower.

-l don't mind anyone using the shower, but can't
they make it so that there is not shower after 8pm
and before 7am?"

Confidential interview with a secand resident on
12/8/15 at 8:00pm revealed:
- "It doesn't bother me about the shower,

- <l try to stay out of it,

-lwish she [Resident #2] would wait until after
7:00 in the morning to come in and use the
shower.

-l was told by the staff that she [Resident #2]
could come in any time after 6:00 in the morning,

but a little later would be better"

Interview with the Administrator an 12/10/15 at
11:20am revealed:

- "We had a meeting with the staff and residents
and discussed that it was unacceptable.”

-The residents were told that there was no rush to
shower.,

- "] talked to staff and told them to make sure it

' was a decent time,

-We are working on this.

-l told staff to let me know if it was not working."
-It's difficult to get Resident #2 to follow the rules.
- "We have talked to Resident #2's physician
abot this situation and they are working an
adjusting her medications,

- ~We are trying to give Resident #2 the opportunity

to see if the medication changes heip her rather
than giving up.
-We try to exercise patience "

.‘ Confident Interview with a resident on 12/10/15 at
| 12:30pm revealed:

- "l don't remember there being any problem this
morning with the shower "
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G 811 | Continued From page 15 C 911 € louuk Eus eq\ H/\ l,.\c\ ‘H/\e OH
resident dues amef g
Confidential Interview with a second residenton | S (9 5 . . (w-‘h _ﬂ_""e— 5
12110/15 at 12:35pm revealed- ' h_) {-('a So Even Un ALl oS an I .
-No issues with the shower this morning. - ( " \ﬂl
| - "Wayto go." (Resident gives the thumbs up RQ Siclen L Z\&S el ‘JL'&’\C-(&\f < }\d
sign). ! i -
(‘[we (lon A1, A S e affe,
b { N k “f
The facility provided the following Plan of | J’ J hsl con ;_c:. S5we. Son l{j
Protection on 12/10/15: ‘ ¥ Lo, mL
| -The facility had aiready taken action to ensure Nl Su f{)m 5 Aj Heed ! gpx
 the rights of residents in the master bedroom are T \ E X ‘__,p( . e Sif(b’\ boCy P le. = orf
not viclated prior to visit, ) iy ) s
-All residents and staff have agreed on a plan of CAL;\-‘\—*L U/N—- Sang_ —\t« When -
action to make sure that the bathroom is used at - . P d
a time frame convenient for residents of the g b Comey o e l’\‘ Ginel 145
master bedroom, and that they have to knock and Foopiey / ;
make sure it is okay before coming in. & een O }a A Even o ik Ve
_-The plan is already in place and implemented. Comy l.L“‘ A Es gl cl el veSdiues] . |
| ) L f
THE CORRECTION DATE FOR THIS TYPE B T—\ | - ) izfohy
VIOLATION SHALL NOT EXCEED JANUARY 24, P < & 5 P’f“ Gl kool Puk e
2016, 0C . "The. | £
: : : : p\oﬂ i P\“("L oot | S”f‘/e“]
€912 G.8. 131D-21(2) Declaration of Residents' Rights | Cg12 - : e @ ey e
| Visih e~ afes Hre Sunfeq g
G.S. 131D-21 Declaration of Resident's Rights s {
Every resident shall have the following rights: ’HH ¢ EC‘ Ll L] lm'.S ENLl e o
2. To receive care and services which are ' : )
adequate, appropriate, and in compliance with Y e (c/\ b o gse \0“ H\(\ww\ b
relevant federal and state taws and rules and i '
] A
| regulations, e hall vt anel no Huse
| : -~ -
! Vel rsom  n weasher b't’f{.fw""‘
This Rule is not met as evidenced by: N P\G 5 .C{t"/‘L’ ]’Y-l§ g L(-. e ( u_>\r\tJ‘ ¥ (
Based on observations and interviews, the facility ' . i
failed to ensure the residents received care and \ / J/(/\mdm ) \’(,\ e. I’Yl[ e
services that were adequate, appropriate, and in e . L — S 4 e oo
cempliance with relevant federal and state laws A e (;\ (%\ e Lo or ' 056 Lol o
ALY e coem T
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SUMMARY STATEMENT OF DEFICIENCIES
(EACH DEFICIENCY MUST BE PRECEDED BY FULL
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{X4) ID
PREFIX
TAG

D
PREFIX
TAG

PROVIDER'S PLAN OF CORRECTION | s
{EACH CORRECTIVE ACTION SHOULD BE COMPLETE

CROSS-REFERENGED TO THE APPROPRIATE DATE
DEFICIENCY)

€ 812 Cantinued From page 16

and rutes and regulations related ta
i' housekeeping and furnishings and nutrition and
food services.
The findings are:
' 1. Based on observations and interviews, the
- facility failed to ensure the family care home was
| maintained in an uncluttered, clean, and orderiy
manner in resident living areas, and the floors
were free of obstructions and hazards in the
| kitchen, hallway, and entrance to resident
bedroom. [Refer to Tag C078, 10A NCAC 13G.
0315(a)(5). (Type B Violation)]
' 2. Based on abservations and interviews, the
facility failed to procure, store, and prepare foods
and beverages in areas free of contamination,
[Refer to Tag C257, 10A NCAC 13G. 0504(a)(2).
I {Type B Violation)]

C 934 G.5.131D-4.58 (a) ACH Infection Prevention
’ Requirements

. G.8. 1310-4 5B Adult Care Home Infection
j Prevention Requirements

! (a) By January 1, 2012, the Division of Health
1 Service Regulation shall develop a mandatory,
annual in-service training program for aduit care
home medication aides on infection cantrol, safe
practices for injections and any other procedures
during which bleeding typically occurs, and
glicose monitoring. Each medication aide who
successfully completes the in-service training
program shall receive partial credit, in an amount
determined by the Department, toward the
continuing education requirements for adult care
! home medication aides established by the
Commission pursuant to G.S. 131D-4.5

€912

Cg934

ARS I b GLC o Fs lonel
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' This Rule is not met as evidenced hy:
Based an record review and interview, the facility
failed to ensure that 3 of 3 staff (Staff B, C, and
D) had completed annual state infection control

i training.

. The findings are:

| 1. Review of the personnei file for Staff B,
Supervisor-In-Charge {SIC) on 12/9/15 revealed:
-Staff B was hired on 11/29/13.

-There was a certificate of completion that Staff B
| completed State Infection Control Training on

. 9/4/14.

|

|
2. Review of the personnel file for Staff C,
Supervisor-In-Charge (SIC) on 12/9/15 revealed:
-Staff C was hired on 5/19/14.

. -There was a cerlificate of completion that Staff C

' completed State Infection Control Training on
- 9/4/14,

3. Review of the personnel file for Staff D,
Supervisor-In-Charge (SIC) on 12/9/15 revealed:
-Staff D was hired on 9/22/14.
 -There was a certificate of completion that Staff D
completed State Infection Control Training on
1012014,
Telephone interview with the Administrator on
12/S/15 at 2:45pm revealed:
-The staff was supposed to come into the office
and get their training this month for renewal.
- "l know there is two classes being offered, but |
- @m not sure if Infection Control is one of them:,
. ~The certifcates are issued by me once the
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trainings are completed.”

|

C 934
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