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D000 Initial Commenis D000
The Adult Care Licensure Section conducied an
annual survey on 1201715 < 12/02/15.
D315 10ANCAC 13F .0905(a)(b) Activities Program 0315 Inardertobein compliance with rule 01/31/16
10A NCAC 13.F .0905(a}{b), the facility

T0ANCAC 13F 0805 Activities Program

{a} Each adultcare home shall developa Administrator will ensure the Acfavsty

program of acliviies designad to promote the director completes activity calendar }
resfden’is‘“active involvement wiih sach other, monthly and post in large print in !
their families, and the community. il

{b} The program shall be designed to promoie sunroom. The personal care staff wil
active involvement by all residents butis not to assist the activity director in conduct

require any individual fo parlicipate in any activity
against his will. If there is g question about 5 »
resident's ebilify to pariicipate inan activity, the a log of resident activity participation.
resident’s physician shell be consulted to obtain a
statement regarding the residert's capabilities.

activities daily, The SIC will maintain

This Rule s not met as evidenced by:

Based on observation, inferview, and review of
the facility's activity calendar, the facility falled'to
develop a program of activilies designed o
promote the residents’ aclive involvement. The
findings are

Observation during tour of the facllity starting at
8:30 a.m. on 12101415 revealed there was no
aciivity calendar posted in the facility.

Interview with the medication aide / nursing aide
on 12/01/15at 1035 a.m. revealed:

~ She did not know if the facility had an activity
calendar.

- The residenis go oulside for walks sometimes.
- They watch television in the living room and
there are some magazines in the fiving room.

- They have g fitness mom in the office building
nextdoor but the residents do not use it because
they are not physically able to use it
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~ One of the residents has their awn car and
goss oul on their own.

- Bhe was not aware of any outings with the
other residents.

Observation with the medication aide 7 nursing
aide on 12/61/15 at 10:37 a.m. revealed:
- She found an aciivity calendar posted on the
wall in the staff office.

The calendar was for Novemnber 2015,

interview with the Supervisor on 12/01/15 &t
2:20p.m. revealed:
- The activity calendar was usually posted in the
fiving room.
- ‘Shewould find the December 2015 activity
calendar.
Interview with a resident on 12/0115 2t 830 am.
reveaied:
- The fadility is new
activities yet.
- Theraesident would like fo play bingo.
- The residentdrives and alzo goss out with
family and friends.

and they do not have any

interview with a second resident on 12/02/16 at
8:30 a.m. revealed:

1

They waich television.

The resident gets bored.

- The resident had not been to ancther building
for acivities,

i

1

On 12/01/15 at 1:35 p.m,, the Superviser
provided a Decembar 2015 activity calendar to
the surveyor thaf she got from the office huilding
next door.

Review of the December 2015 activity calendsr

They do nothave g lot of aotivities at the facility,
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reveated:

attiviies.

at 4210 p.m. revesled:

mores residents,

@vening of 12/01/15.

months.
Monday mornings.
facifity.

facility.

- Aciivities fisted on the calendar included: movie
ahd popcom, exercise, card and board games,
baking activities, religicus activities, arts and
crafis, crossword puzzies, and sing along.

- Each weel averaged 14 1o 16 hours of planned

- The activity listed for 12/01/15 was movie and
popcorn 8:00 - £:00 p.m.

interndew with the personal care alds on 12001418

- They de not have any actvities at the facility.
- They have no activity supplies such as cards,
board games, or arts and crafs. ’
- She thought they were waiting 1o start activities
untll the Tadility next door opens and they have

Obseivation of the facility on 12/02/15 21 B30
a.imn. revealed the Detember 2015 activity
calendar was still not posted In the facility.

interview with two residents on 12/02/15 revesied

they did not watch a movie or eat popcern on the

interview with a medication aide / nursing aide’on
12002115 at 9:50 a.m. ravealad:

- He had worksd at the facllity for about 2

- He usually worked from Friday night through

~ He was not aware of an activity calendar at the

- He had not seen any aciivity supplies st the

- He would sometimss iske residants for a walk if

they were physicallyable.
- He would bring his.own cards and a checkers
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' 'game and play with one of the residents.

Telephane interview with the Administrator on
12701715 2t 4155 prw. revesled:
- There should be 2 monthly activity calendar

. posted int the faciliyy.

= 3he was not aware there was ng achivity
calendar was posted,

- They wers currently working on growing their
sctivity program.

- They goon sutings into the communiy.

- They have activities available in the office
building across the driveway 1o the facility,

- They have an exercise room and g movie room
in the.office building that can be used by the
residents,

- They have an activity staif person-who halps
rake the cafendar but she was last at the facility
about a manth ago.

- The activity steff person has not been active at
the facility because they dé nothave a ot of
residenis currently.

- The personal care aides on duty at the facifity
are currently responsible for working with the
aciivities af the faciliy.

- The aclivity staff person will start coming o the
facliity weekly,

nterview with the Supervisor on 1200115 at 545

| p.m. reveslsd:

- This was 2 new facility and they have not been
doing activities.

- They donot have any activity supplies at the
facility,

- They wers currently working o getting an
activity program started at the faciiity.

| Observation with the Administrator of the office

building adross the driveway fo the facility on
12002715 at 19215 a.m. revegled:
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- Theres was:a filness room with exercise
squipment, 2 library with books, and a movie
fatelzel

- No other activity supplies were chserved,
interview with the Administrator on 12/02/15 st
1127 a.m. revealad:

- She had found some activity supplies under the
dest in the staff.oifice of the facility.

- These supplies could be used by staf for the
residents,

Observation of the bag with supalies on 12/02/15
at 1127 am. revealed:

~ There were packs of magic markers, colored
pengils, crayons, scissors, and one pack of
noigbook paper,

- The packages did not appear to have baen
opened,

Cbservation throughout the survey on 1201715 -
12/52/115:

- No activities were observed o be dons or
cifered in the facility.

~ Theresidents usually. gathered in the Jiving
roum and walched lelevision and one resident
lopked.at 2 magazine.

(G.5.§ 131D-45 (a) Examination and screening

G.8. § 131D-45. Examination and screening for
the pregence of controlled substances required
for applicants for employment in sdult care
homes.

{a) An offer of employment by an aduit care home
ficensed under this Article o an applicant is
condifioned on the applicants consent to an
examination and screening for controlled

D3is

in order to be in compliance with rule
G.S. 131D-45, the facility will conduct
.urine drug screening on potential
‘employees prior to offer of
employment. Documentation of drug
screening results will be keptin
_individual employee files. The
Administrator will monitor hiring
process monthly by chart sudit.

01/31/16
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substances. The examination and screening shall
e conducted in sccordance with Article 20 of
Chapter 85 of the General Statulss. 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 resuits of the applicant's examination and
soresning ind‘cate the presence of 4 controfied
substance; the adull care home shall not employ
the applicant unfess the applicant first providesio
the aduit care home written verification from the
applicant's prescribing physicien that every
controtied substance idenfified by the
examination and screening is prescribed by that
physician to treat the applicant's medical or
rsychologicat condition. The verification from the
physician shall include the name of the controiled
substance, the prescribed dosage and fregquency,
and the condition for which the substance (s
prescibed. i the resulf of an applicant'sor
employes’'s examination and screening indicates
the presence of a controlled substancs, the adult
oare home may require a second examination
and screening to verify the results of the prior
examination and screening.
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This Rule s notmet as evidenced by:

Based on'inferview and record review, the facility
failed {0 assure examination and screening for
the prasence of controlled substances were
performead for 2 of 3 staff (B, C) that were hired
after 10/01/13. The findings are:

1. Review of Staff B's parsonne! file revealed:
- Thehire dafe for Staff B was 08/25/15.
- Staff B was a personal care aide.
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- There was g consent form for a urine drug
screen signed by Staff Boon 11/04/15.

- Therewas no documeniation of the wrine
controfled substance exam and screening being
completed. ‘ C

Intervisw with 3taff B on 12/02/15 at 10:00 a.m.
revesed:

- Bhe starled working at the facility in September
201E.

- Afamily member was injured and she was out
on leave for the month of Oclober 2015,

- She came back fo work around November 10,
2015,

- She signed a consent for the wine screening.

~ Auring sample had not bean taken yet.

- She did not know when the urine screening was
going o be dane.

Refer o inferview with the facility's Supervisor on
120215 at #0012 am.

Refer o interview with therAdminisirator on
12102145 at 10:17 am,

2. Review of Staff C's persohnel file revealed:

- The hire date for Staff C was 10/23/15.

- Staff C was & medication alde / nursing aide.
= Therg was a consent form for.a urine drug
soresn signed by Staff Coon 1026715

- Therewsas no documenistion of the urine
controlied substance exam and screening being
sompleied.

interview with 5taf C on 12/02/15 61 880 a.m,

revealed:
- He had worked at the facility for sbout 2
months:

- He signed a consent for the urine screening.
- Aunpe sample had not been taken yat
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- He did'not know whan the urine soreening was
geing to be done.

Refer to interview with the tacility's Supervisor on
12/02/18 at 1012 am.

Refer to interview with the Adm inistrator on
12802015 at 10:17 a.m.

interview with the facility's Supsrvisor on 12/02/15
&t 10012 aum. revesled:

- Staifwere fold to get o urine screening done.

- She did ot realize Stal B and Staf C had not
done the urine screening.

- They did not have a sysiem to monitor to make
surethe urine scresnings were done,

- Bhe stated, “We droppad the bail®

Interview with the Administrator on 12102415 at
10117 am. revealed:

- She was awars urine screenings were réduired
as a cendition of employment.

- She had requested staff o get the wrine
screenings dona,

- She did not realize the urine screenings for
Staff B and Staff C had not been dons.

~ 8hes would make sure the requirsd urine
screenings wers done.
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