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The Aduit:Care Licensure Sedlion coriducted an
annual surviay on 12/20/16 - 1221/486,
5 = s
Do74 10A NCAC 13F 0306(a)(1 } Housekeeping Any Do74 H mg? s Mmz AT ;
Fumishings Brai ol /g 3 Aa. J&__eé} e, ;
. s .-\-ﬂq.n_._i rritb A e
10A NCAG 43K 8366 Ha ping And 5 Moiaty S im _;{r oLt it A ;
"Fumishings ' bl HE QU ¢ ANt ol ,
(). Adult care horres shall. sty “-é@ﬂf‘mﬂ A Lopn - i
{1) have walls, ceifings, and fioors or floor W "wz £ ’E: & SLL A
coverings kept clean and in gnod repair; va&- L. A i s A ik
Ll Sanol ”L-'Zeaf e B Ap. 5
s o s pplrce. Doy Sthe | 9
This Rule is not mel as evidenced by: bl 'v[’-t ‘-{,_?,-‘r J;)'LQJ,n,-éfzﬂ-*—lf‘H-c -
Based on observations, interviews, and recorg ad.(:?-f' . ot/ B
revisw, the facility failed to assure walls, ceilings; AL Sl
and floors were kept clean and in good repair for DN -
3 of 3 comman resident bathrooma, ane resident 4 Add%d.(.m pet "C‘-LPW Yk.
X & . : 1Y
foom, 3 private resident bathrooms, the hallways, Mg, blm Lol ot o a.[l'-ll 147
the kitchen, and the dining room.
! _ N houdketpere have a choltby Cleamivy
The Rndings are: &M ( N L“\ F .ta:
Obsarvation of rasident Room #7 on 12/20016 at Q?l—h_ﬁh“‘ &Qm 6‘ W d . h()
10:22 a.m. revealed: . ol M“'ﬁ 1 dl.Ld-lA« h-lﬂfaa
~There.was no Haseboard an the battom of the P n bathyp OMS,
wall arolnd the entire perimeter of the room. ) cmw ANEa »
“Unpainted-wooden boards and cracks were Ot kift.m. W\GVW\ tlea 'é-M‘ -‘”0‘13") .
exposed it the boftom of the wall where the Yab }A.ILS £ M ] Joeel
baseboard should be attached: " 5 . ! ‘-""4 3 g, & L
-Paint and sheetrock above this area on the wall dﬂ*‘b- alSe assast W Ay
) . 5 _ ]
s peeing and pling ue. needed han howsekeeper fot ag £y
Observation of the bathsoom in resident Room #7 fLQC MOWNONT do.f,u,' hﬁ' VTP a i ‘& ki *
on 12120016 at 10:22 a.m. revealad: M ot *‘&l g *’0 , -
“There was na basetoard o the bettom of the NBU Oy e .
‘wall around 1hé entire perimeter of the room, , *
. “Unpainted wooden boards arid cracks were m wft{m d_“"‘{ A N llQll"
; €xposed at the bottom of the wall where the P IR a
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basenoard should be attached, . /tﬁx "w’“’{f tol ¢d
-Paint and sheetrock above this area on the wall PO R nt A Ftadl *sJ £ Zein
was peeling and pulling up. ' B/ ./tﬁ_ﬂ,
xwu‘mz ,@‘ﬂ ity

-The ceiling exhaust fan was rusted and had a

build~up of dust. _[)-;f_‘,&{ﬁ 2 ;\, M’\—' —@blfh.g 7:3):1(/../{{
* /

-The floor in frant of the toilet had dark brown and s % g ,,ﬁr, fw-g
[ZAR0N —f’ﬁi t

ol
L

-

e

gray stains arcund the base of the foilet. ‘, < 4 -u' ?m‘ Py J-e- £
" . ‘ i T ’ '*J’ : o‘h" b
Interview with a resident in Room #7 on 12/20/15 At "; Wk g ’ j )
at 10:49 a.m. revealed: oSk, Jg.\% f ufc’*?té J’J; SR
-He did know how long the baseboards had been o .,__\ Lot 248 v & nﬂ,u ;

missing in his bedroom and bathroom. F s s Endsos ,(,af,{f{.
-Alady usually cleaned the bathroom but not %2. r,, Llhe- ‘ﬂ‘ {"‘” ' :F

avery day. 7 ,-:-, iy,
-He was not sure how often staff cleaned his S + - Hd(m/

room or bathrgom, DOM | o clomdaam Mﬁm\ 1

Observatian of the hallway to the right of the living a}-’-ﬁ? mw('ml aLs. Arenl

room on 12/20/16 at 10:33 a.m. revealed: ; &}:“Aa&“” fﬂ/ll
-There were multiple black scuff marks running L S I A f ; -f

down the entire length of the walls in the hallway ) Wad /R ‘e C&(’

f vi ; Ao At i

rom the living room down to the exit door near

Room #7.

-The black scuff rarks were on the lower portion
of the wall above the rubber baseboards.

-The paint was peeling or missing around the
scuff marks.

-There were black scuff marks on the rubber
baseboards down the length of the hallway.
-There was a rusted ceiting air vent between the
exit door and Room #7 that had a build-up of
dust.

~There was a ceifing air vent between Room #5
and Room #6 that had a build-up of dust with
clumps of dust hanging down from the vent.

| -There was a rusted ceiling air vent betwaen
Room #4 and Room #5 that had a build-ug of
dust.

-There was a ceiling air vent between Room #1
J and Roorn #2 that had a build-up of dust with
Divisian of Health Service Regulation
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clumps of dust hanging down from the vent, ~A€ ; &_{j ey ‘e " ; ‘wL‘ 210 e f" P

-There was a rusted ceiling air vent near Room Zaid roe .

#1 that had a build-up of dust. E& ,,/1 LA /’i SRR ’f‘(- .-

ey / i
) s5h SSEAa8

Observation of the bathroom in Room #5 on af,{j“r_ff ff 'WL{{ S ") &0 {/y

12/20/16 at 11:07 a.m. revealeq: 264, AR { bb*fn :

-There was missing paint above the handrail on ! o 9

the wall beside the toilet, Mf{:{‘ f E’i ,( j/ F / w

-There was an area on the wal! above the

] ) N ) AT .,,f,{r\ﬁ'g‘*/e . t
J baseboard beside the sink with white plaster iy i __,6@

about 2 feet long and 3 inches wide. Jodi g
! -There were brown stains on the floor in front of ’ * _;[} 4
the toilet, AN AL .
' -There was peeling and missing paint on the wall Wc‘?’}‘bd’?t" ) 2‘5/{*? &t
above the basebeard near the trash can. e u}" E
' "‘
Interview with a resident in Room #86 on 12/20/16 fmm V/G»C/‘[.--'“r} atﬂ.;;-'i,{. nt ‘;, A-3 ! 7
K LA Vo ond
at 11:07 a.m. revealed staff usually cleaned the JJ&? oot jp{’{ s "

bathroom about twice a week.

” P 4 f'g_ v
ﬁb‘:‘\,s;'— ‘#_61\_,{' [ C{’.«f.«- .

Observation of the common bathroom across

from Room #5 on 12/20/16 at 11:23 a.m. S‘ ~t f
revealed: ! ’{f. &
-There was yellow liquid on the fioor areund the dﬁf“!’ 5 & : :
tailet, -‘-../.-l‘ﬂ:?_(, [T

14 it NN I A
-There were brown and gray stains on the floor in < .rzr. f u y
front of the toilet, ) )
~There were dried brown stains running down the M mtfﬁ CREE , J'
wall beside the sink and around the trash can o Afaery 00

24 i :‘; LA ( :

mounted to the wall. mwx —'f"‘ i"-" 1

-There were black scuff marks alcng the walls
above the baseboard and peeling paint.

-The exhaust fan in the ceiling had a thick
build-up of dust.

Observation of the common bathroom across
from the living room on 12/20/16 at 11:24 a.m.
revealed there were biack scuff marks along the
walls above the baseboard.

Civision of Health Service Regulation
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Observation of the bathroom in Room #3 on
12/20/16 at 11:34 a.m. revealed the ceiling vent
was rusted and had a build-up of dust.

Interview with a resident in Roorn #3 on 12/20/16
at 11:34 a.m. reveaied he thought staff cleaned
the bathroom in his room abouyt every day.

Observation of the dining room on 12/20/16 at
11:42 a.m. revealed:
-There were multiple black scuff marks running

down the length of the walls around the dining D qu QdMUM. Pﬂ" ’us Nw

rogm

wall above the rubber baseboards.
-The paint was peeling or missing around the
scuff marks. / w

Observation of the kitchen on 12/20/16 at 11:44
a.m. revealed:

-There were dried areas of food and tiquid spatter «‘J’G“ 4 f’t .
on the wall near the trash can, and down the front f g,@?t -'(AM‘ ‘ fﬁ);‘:/ ’/ £t
of the dishwasher. oAt ;
: -There was baseboard missing on the wall beside JJ»'EG £ ’h el a’[_@; r“‘ VeTA Gong
the refrigerator exposing the wood underneath. LA
g xposing wf}{,f: et d;; ; 4~

} rd 4{
Observation of the common bathroom at the end ey ol A (g An {’M o<
of the hall near Room #1 on 12/20/16 at 11:55 g {& { v ,;,apu ;.,( /
a.m. revealed:
-There was a puddle of yellow liquid in the center
of the floor around a metai drain.
-There were twe puddles of yellow liquid on the
floor beside the bath tub.
-There were dried yellow and brown stains on the
wall behind the sink.
-The ceiling exhaust fan was rusted and had a
build-up of dust.
-There ceiling air vent was rusted and dusty.

Observation of the bathroom in resident Room #7

-The scuff marks were on the lower portion of the Hollamon & 3’ | { M — 3[’0/"’

Division of Health Service Regulation
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on 12/20/16 at 3.45 p.m. revealed:

-The housekeeper just came out of the bathroom
holding a trash bag and stated she had been
cleaning the bathroom,

-The ceiling exhaust fan still had a buildup of
dust.

-The fioor in front of the toilet was still wet and
had dark brown and gray stains around the base
of the tollet.

Interview with the housekeeper on 12/20/16 at
3:51 p.m. revealed she was not finished cleaning
the bathroom in Room #7 but would finish it tater.

Observation of the cammon bathroom across
from Room #5 on 12/20/16 at 3:54 p.m. revealed:
-The condition of the bathroom was the same as
observed at 11:23 a.m. on 12/20/16.

-There was yellow liquid on the floor around the
toilet.

-There were brown and gray stains on the fioer in
frant of the toilet.

-There were dried brown stains running down the
wall beside the sink and around the trash can
mounted to the wall.

-There were black scuff marks along the walls
abeve the baseboard and peeling paint.

-The exhaust fan in the ceiling had a thick
build-up of dust.

Observation of the common bathroom at the end
of the hall near Room #1 on 12/20/16 at 3.5 p.m.
reveated:

-The puddte of yellow liquid in the center of the
floor around a metal drain had been cleanad up.
-The ather areas of the bathroom remained in the
same condition as observed at 11:55 a.m. an
12/20/18.

-There were two puddies of yellow liquid on the
floor beside the bath tub.
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build-up of dusi.

of dust.

of the toilet

revealed:

L0741 Continued From page 5

-There were dried yeliow and brown stains on the
wall behind the sink.
~The ceiling exhaust fan was rusted and had a

-There ceiling air vent was rusted and dusty.

Interview with the housekeeper on 12/20/16 at
3:59 p.m. revealed:

-She was leaving for the day.

-She would finish cleaning the facitity tomorrow,

Confidential interview with a resident revealeg:
-Nc one usually cleaned the facility.
-He kept his room ciean himself.

Observation of the bathroom in resident Room #7
on 12/21/16 at 4:1C p.m. revealed:
-The ceiling exhaust fan was still had a build-up

-The floor in front of the toilet was wet still and
had dark brown and gray stains around the base

Observation of the common bathroom at the end
of the hall near Room #1 on 12/21/16 at 4-15 p.m.

~There were still dried yellow and brown stains on
the wall behind the sink.

-The ceiling exhaust fan was rusted and still had
a build-up of dust.

-There ceiling air vent was still rusted and dusty.

Review of the facility’s health department
sanitation report dated 06/08/16 revealed:

-The facility received 7 demerit points gduring the
sanitation inspection.

-Baseboards were missing in all the bedrooms.
-Some bedroom walls had sheet-rock that hag
been peeled off and some had holes and all
damaged walls needed repair.

D074 -\ }

t
i
1
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-General cleaning of all vents was needed.

Interview with the housekeeper on 12/20/16 at
1:28 p.m, revealed:

-She was the housekeeper for all 3 facilities on
the premises.

-She did housekeeping duties at this facility 2
days per week.

-She usually cleaned the bathrooms including
maopping the floors.

-She usually cleaned the residents’ rooms

3 4

Jrffw,(c (Aazﬁ-'(‘
B 87 oo

including mopping and dusting. o f : =
-She vacuumed and dusted the living room and ey .,ufﬂﬁﬁ’/v AL
swept and mopped the dining room if needed. L f Q’L’ t J'*/
-She swepl and mopped the hallways. Coadpds p e /ﬂ"” APBE
-She deep cleaned once or twice a month by i it ﬁ»‘? ik, 22 }{9
wiping the walls, railings, and vents. Pt .—ﬂE . ‘Q}”.
-She had not cleaned this facility since iast week 2 .'v‘ : . C ‘
; because she had a training fo attend. R,

]

ﬁ:‘;:il -She would start cleaning the facility today on
12/20M86.

-The black scuff marks on the walls in the
hallways were caused by residents' wheelchairs
banging against the wall.

-The scuff marks had been there "a while" and
she did not know if there were any plans to paint
the walls.

-The basehboards were baing repaired.

Interview with the medication aide / personal care
aide (MA/PCA) on duty on 12/20/16 at 5:45 p.m
revealed:

-She and her spouse usually did maintenance
work at the facility.

~The baseboards were removed about a year ago
to treat the facility for bedbugs.

-They had been working on replacing the
baseboards throughout the facility but had not
done Room #7 and the bathroom in Room #7 yet,
-She did not know if the Administrator was

Division of Health Service Regulation

STATE FORM S Wa7h11 If continuation sheat 7 of 49
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g
currently planning to have the walls repainted. }ZQ"-’:'-‘ g s ;'(ﬂ‘f

2:03 p.m. revealad:

in October 2016.

done.

-They were still in the

came for the facility's

repairs.
-She was planning to

the kitchen.

tasks "as needed" on
not in this facility.

Interview with the Administrator on 12/2116 at

-The baseboard in Reom #7 had to be forn out
due to some flooding problems during a hurricane

-They had ordered some materials and once the
materials were received, the repairs would be

-Baseboards in the facility were alse removed 3
years ago and again about a year ago for
treatment of bedbugs.

baseboeards in Jung 2016 when the sanitarian

-They planned to sand and paint the rusted
ceiling vents in the next couple of weeks,
-One of the medication aides and her spouse
worked as their maintenance staff.

-They would be responsible for making the

within the next 6 months
-There used to be a cleaning schedule posted in

-Staff shouid know their cleaning responsibilities.
-They have one housekeeper who rotated
between the 3 facilities on the premises.

-The housekeeper was supposed to work in this
facility 3 times a week for 8 hours sach day.

-The housekeeper was supposed to clean the
bathrooms including the floors.

-The housekeeper was supposed to clean afl
commen areas and the residents' rooms,

-Staff on duty were supposed to do housekeeping

-She thought the current housekeeper was
having trouble completing the cleaning tasks so

process of replacing the

health inspection.

have them paint the facility

days the housekeeper was

L
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she was in the process of hiring a new o] AJMM-\ F C(f h ot ¥
housekeeper who would start in about 2 weeks, Do q P Wi ;
Ws. Biame Hollamn. ow 3141l
D 079 10A NCAC 13F .0306(a)(5) Housekeeping and D 079 .
Furnishings New) Wkﬂtpcrs howe a L’a"
10A NCAC 13F 0306 Housekeeping and ww Sthadile, o .
Fumishings Hue Fd-o.l.oha d-dc’/b ot Leagt W
{a) Adult care homes shall ""6 W c L,_M % ,IG-
(5) be maintained in an unciuttered, clean and f
orderly manner, free of all obstructions and Showey) JMS .SUU(A Jouets |
hazards; Shawren vafm W th
This Rule shall apply to new and existing W‘L“U (’6"‘(/1\- ,yﬂ
facilities.
S on dury 0loo asdib M,
wumg o mudm{ wﬁm heuu
This Rule is not met as evidenced by: Aot An M
Based cn observations, interviews, and record W M -W Lo bm
review, the facility failed to assure the facility was +o addlinr wmz
maintained in a clean and orderly manner, and
free of obstructions and hazards in 3 of 3 o : { 0{,(’1
common resident bathrooms, 3 private resident Tha Wf(m\' dete A B! ,
bathroams, and the kitchen AN, WW }I]q.” i
The findings are: uy
(Jﬁ- p”‘;,“,,ﬁ/, /“'_ rr\'gif;-.»-:-‘ /
Observation of the bathroom in resident Rosm #7 bat //7 R EAT R o
T «
on 12/20/16 at 10:22 a.m. revealed: Toul el “J’w At 74 Zpyéﬁ
; . < . I f"! a 1)" ¥
-The toilet seat was up with multiple dried yellow e {,F "
and brown stains all over the seat and toilet bowl Lorsobfe ;,/ t f/; Mﬁr 5 “‘"’r =
-There were dried yellow stains running down the i :‘ O T ea
front of the toilet to the fleor. J??'Lﬁt/ AN A E . T e U
-The shower stall had a build-up of brownish gray rets {/ ¥ L /J E LSRG
stains on the wall and floor of the shower. " u‘ vo L Covinil At
-The shower seat attached to the wail was lifteg ! "“ 6 Y ol
up with multiple dried brown stains on the .,Am' } }’J“ Qe e 24 o7
underside of the seat. /{{BJ A /:;.m;r{,e ﬁf/@ -{‘1 L
-The metal parts of the shower seat were rusted. Firree A pop Bl ﬂ;g/ -
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-There were dried yellow and brown stains
around the edge of the sink.

-The green shower curtain had dried brown stains
running down the lower half of the curtain.

-The trash can was full of paper towels.

Interview with a resident in Room #7 on 12120116
at 10:49 a.m. revealed:

-A lady usually cleaned the bathroom but net
every day.

-He was not sure how often sta¥f cleaned his
roem or bathroom.

Observation of the bathroom in Room #6 on
12/20/16 at 11.07 a.m. revealed the caulking
around the back of the sink was cracked and the
sink was pulling away from the wall.

Observation of the common bathroom across
from Room #5 on 12/20/16 at 11:23 a.m.
revealed:

-The toilet had yeliow and brown stains on the
seat and on the bowl.

-There were dried vellow stains around the edge
of the sink.

Observation of the common bathroam across
from the living room on 12/20/16 at 11:24 a.m.
revealed:

-The toilet had yellow stains on the seat and in
the bow!.

-There were yellow stains around the edge of the
sink.

-The caulking around the back of the sink was
cracked and the sink was pulling away fram the
wall.

Observation of the kitchen on 12/20/16 at 11-44
a.m. reveaied:
-The white paint and covering on the cabinets
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was cracked and peeling off in muttiple areas on

<
PR 4 r-|r
Ol i te d- a-*:'mf 3&(.&-'1--‘&5?? : v,

the cabinet doors and drawers. Apte E0E cmh fvir f,y Ll |
-The countertop had multiple cracks and the top Lfd e Q (
iayer was worn off in severai areas exposing the A \u(’\f { Fale QI-' ‘WS wlts r
material underneath. : \__ g 15’ ‘, ,5 ” p&vfl {;;
-There were dried areas of food and liquid spatter S ! ek
on the cabinets near the trash can and down the i i o A 12!
front of the dishwasher, f;) f f . ([,v; 2id AL ;“, {, Vg
. E }3 e 44“'@ R"“"{ Fl
Observation of the commen bathroom at the end td: Oy i ? 7 o
of the hall near Room #1 on 12/20/16 at 11:55 ot »;{A?a.ﬁ- gt ol iff 7

a.m. revealed:
-There was a urine odor in the bathroom.

-There a build-up of gray stains and dust and dirt
in the bath tub. Do | Adduolean p (s, Dlare Hollansr.

-The toilet seat was up with multiple dried yellow o )_’ 1Y) hl‘(
and brown stains all over the seat ard smeared
brown stains around the edge cf tihe toilet bowt.
-There was a plastic milk jug with the tep cut out
that had a toilet brush stored in it with brownish
black stains in the bottom of the | jug.

-The metal toilet paper holder was rusted.

-There were 3 beige shower/privacy curtains with
multiple brown stains up and down the curains.

Observation of the bathroom in resident Room #7
on 12/20/186 at 3:45 p.m. revealed:

-The housekeeper just came out of the bathroom
hoiding a trash bag and stated she had baen
cleaned the bathroom.

-The toilet seat was down and there were multiple
dried yellow and brown stains all over the seat
and toilet bowl.

-There were dried yellow stains running down the
front of the toilet to the floor,

-The shower stall was dry and still had a build- -up
of brownish gray stains on the wall angd floor of
the shower.

-The shower seat attached to the wall was lifted
up with multiple dried brown stains on the

Tt coupletion date Lo Bliofi7
WW“‘"’
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underside of the seat. ' .
DA £ |

-There were dried yellow and brown stains
around the edge of the sink.

-The green shower curtain had dried brown staing
running down the lower haif of the curtain,

-The trash can was empty. /

Interview with the housekeeper on 12/20/16 at
3:51 p.m. revealed:

-Bhe cleaned the toitet in the bathroom in Room /
#7. H
-She was not finished cleaning and had to go :
back to clean the shower.

Observation of the common bathroom across
from Room #5 on 12/20/16 at 3:54 p.m. revealed:
-The condition of the bathroorm was the same as :
observed at 11:23 a.m. on 12/20/18, ;
~The toilet had yellow and brown stains on the '

seat and on the bowl.
-There were dried yellow stains around the edge !

of the sink.

Observation of the common bathroom at the end
of the hall near Room #1 on 12/20/16 at 359 p.m.
revealed;

-The bathroom remained in the same condition
as observed at 11:55 a.m. on 12/20/16.

-There a buiid-up of gray stains and dust and dirt
in the bath tub.

~The toilet seat was up with multiple dried yeflow :
and brown stains all over the seat and smearad i
brown siains around the edge of the toilet bows.
-There was a plastic milk jug with the top cut out 5
that had a tollet brush stored in it with brownish -
black stains in the bottom of the fug. |
-The metal toilet paper holder was rusted. . i /
-There were 3 beige shower/privacy curtains with ;
multiple brown stains up and down the curtains.
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Interview with the housekeeper on 12/20/16 at )

W ,- L Y, S G
s hppt-fads AL AL
3:58 p.m. revealed: 7’4,,{.‘)", A vj 7
-She was leaving for the day. }
-She would finish cleaning the facility tomorrow.

Confidential interview with a resident revealed:
-No one usually cleaned the facility.
-He kept his room clean himseli. ;

Observation of the bathroom in resident Room #7
on 12/21/16 at 4:10 p.m. revealed:

-The bathroom remained in the same condition
as observed at 3:59 p.m. on 12/20/16.

-The toilet seat was down and there were multiple
dried yellow and brown stains all over the seat
and {oilet bowl.

-There were dried yellow stains running down the
front of the toilet 1o the floor.

-The shower stall was dry and still had a build-up
of brownish gray stains on the wall and floor of
the shower.

-The shower seat attached to the wall was lifteg
up with multiple dried brown stains on the
underside of the seat,

-There were dried yellow and brown stains
around the edge of the sink.

-The green shower curtain had dried brown stains
running down the lower half of the curain.

Observation of the common bathroom at the end
of the hall near Room #1 on 12/21/16 at 415 p.m.
reveated:

-The tub still had a build-up of gray stains but the
dust and dirt in the tub had been cleaned out.
-The toitet seat was up with multiple dried yellow
and brown stains all over the seat and sSmeared
brown stains around the edge of the toilet bowl.
-There was a plastic milk jug with the top cut out
that had a toilet brush stored in it with brownish sooF
black stains in the bottem of the jug. ¥
Division of Healtr Service Regulatian
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-The metal toilet paper holder was rusted.
-There were 3 beige shower/privacy curtains with q.'.\,i' Pt
muitiple brown stains up and down the curtains. c.
Wy F
Review of the facility's health department "
sanitation report dated 06/09/16 revealed-

-The faciiity received 7 demerit paints during the
sanitation inspection.

-Cabinets were peeling and neaded to be
repaired.

-Cracks in countertop needed to be sealed.

Interview with the medication aide / personal care
aide (MA/PCA) on duty on 12/20/16 at 12:15 p.m.
reveaied:

-She started working at the facility in 2005. !‘&Q Wt i-;',ﬂ PN T PR
i -‘ c‘/’{

~-The paint on the cabinets in the kitchen started
pesiing off less than a year ago and they were
pianning to repair them but she was not sure
when.

Interview with the Resident Care Coordinator
{RCC) on 12/20/16 at 1:24 p.m. revealed:
-The hausekeeper rotated to each of the 3
facilities on the premises.

-The housekeeper did not clean in this facility
every day.

-Staff on duty should help with the cleaning if
needed,

interview with the hausekeeper on 12/20/16 at
1:28 p.m. revealed:

-She was the housekeeper for ali 2 facilities on
the premises.

-She did housekeeping duties at this facility 2
days per week.

-She usually cleaned the bathrooms including the
toilets, sinks, showers and tubs, mepping, and
emptying trash.

~-She usually cleaned the residents’ rooms

RS

o P ,ﬁ;%{':i;w-‘ii{ﬂ ok, | Fef=]
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including mopping, dusting, and emptying the
trash,

-She vacuumed and dusted the living room and
swept and mopped the dining room if needed.
-3he swept and mapped the haliways.

-She deep cleaned once or twice a month by
wiping the walls, railings, and vents.

-She had not cleaned this facility since last waek
because she had a training to attend.

-She would start cleaning the facility today on
12/20/16.

Interview with the MA/PCA on duty on 12/20/16 at
5:45 p.m. revealed:

-She and her spouse usually did maintenance
work at the facility.

-The white plastic covering on the cabinets and
drawers in the kitchen were popping off from heat
treatments for bedbugs in the past.

-The countertops in the kitchen are "just worn
out”.

-She did not know if there were any current pians
to replace the countertops.

interview with a MA/PCA on duty on 12/21/16 at
1:50 p.m. revealed:

-There used to be a cleaning schedule on cne of
the refrigerators in the kitchen but that refrigerator
was taken out for repairs about 2 weeks ago.
-The tasks on the cleaning schedule were more
related to personal care tasks, like bathing
residents, for first and second shift,

-She usually mopped the dining room on first
shift.

-Bhe may help the housekeeper with cieaning
duties at times because the housekeeper worked
in all 3 facilities on the premises and was not in
this facility every day.

-The housekeeper usually cleaned in this facility
| ©n Tuesdays and Thursdays.

D079 ~ :
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Interview with the Administrator an 12/21/16 at
2:03 p.m. revealed:

-The facility was treated 3 years age and again
about & year ago for bedbugs.

-The heat treatment for the bedbugs damaged
the building inciuding the paint popping off the
kitchen cabinets and drawers.

-One of the medication aides and her spouse
worked as their maintenance staff.

-They would be responsible for making the
repairs,

-She was plarning to have them paint the facifity
within the next 6 months.

-They were constantly having to caulk the
bathroom sinks because the residents would tay
their arms or press their weight on the sinks
causing the cracks in the cauiking and the sinks
to puli loose from the walls.

-There used to be a cleaning schedule posted in
the kitehen.

-Staft should know their cleaning responsibiities .
-They have one housekeeper whe rotated
between the 3 facilities on the premises,

-The housekeeper was supposed to work in this
facility 3 times a week for 8 hours each day.
-The housekeeper was supposed to clean the
bathrooms including the toilets, sinks, showers,
tubs, and floors.

-The housekeeper was supposed o clean all
coemmon areas and the residents' rooms,

-Staff on duty were supposed to do housekeeping
tasks "as needed" on days the housekeeper was
not in this facility.

-She thought the current housekeeper was
having troubie completing the cleaning tasks so
she was in the process of hiring a rew
housekeeper who would start in abaut 2 weeks.
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10A NCAC 13F .0804 Nutrition And Food Service
{€) Menus in Adult Care Homes:

(7) The facility shall have & matching therapeutic
diet menu for all physician-ordered therapeutic
diets for guidance of food service staff.

This Rule is not mst as evidenced by:

Based on observations, interviews and record
reviews, the facility failed to have matching
therapeutic menus for food service guidance for 3
of 3 sampled residents (#1, #3, #4) with physician
orders for No Concentrated Sweets (NCS)/ No
Added Salt (NAS) diets.

The findings are:

1. Review of Resident #1's current FL-2 dated
05/01/16 revealed:

-The resident's diagroses included diabetes
mellitus type If, hypertension, Coronary artary
disease, debifity, benign prostatic hypertrophy,
depression, axillary abscess, and itching.
-There was an order for a No Concentrated
Sweets (NCS) / No Added Salt (NAS) diet.

Review of the diet list provided by the RCC on
12/20116 revealed Resident #1 was listed as No
Concentrated Sweets (NCS) diet.

Review of the menu pravided by the RCC on
12/20/16 revealed;

-A computer printed entry at the top of the page
was for Regular diet for Week 1.

-There was a handwritten note at the top of the

page for the week of 12/18/16 - $2/24/16.
-There were several entries alf over the page that

DHG

STATEMENT OF DEFICIENCICS {X1) PROVIDER/SUPPLIER/CLIA {X2) MULTIPLE CONSTRUCTION (X3) DATE SURVEY
AND PLAN OF CORRECTION IDENTIFICATION NUMBER: A BUILDING: COMPLETED
HALDS 1019 B, NG 12/21/2016
NAME OF PROVIDER OR SUPPLIER STREET ADDRESS, CITY, STATE. 2P CODE
103 ANNIE PARKER CIRCLE
CLASSIC CARE HOMES 103
SMITHFIELD, NG 27577
{X4) 1D SUMMARY STATEMENT OF DEFICIENCIES D PROVIDER'S PLAN OF GORRECTION x5
PREFIX (EACH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX {EACH CORRECTIVE ACTION SHOULD BE COMPLETE
TAG REGULATORY OR LSC IDENTIFYING INFORMATION) ™G CROSS-REFERENCED TO THE ARPROPRIATE DATE
DEFICIENGY)
D 296 | Continued From page 16 D 286
D298 10A NCAC 13F 0904{c)(7) Nutrition And Food D 288

AcdAoudiim luine
Ms. Didse Holloma, on 2i)H]:
The ' hag ~Huwspauitc
WALRLS f0 M Otch all

phpletan odongd
U8 ((gutan

At W Yoiy offon ) Foodl

Division of Health Service Regulation
STATE FORM

8259

W47H 11 if continuation sheet 17 of 49




PRINTED: 01117/2047

- ‘ FORM APPROVED
Division of Heaith Service Reqgulation
STATEMENT OF DEFICIENCIES {X1) PROVIDER/SUPPLIER/CLIA (X2) MULTIPLE CONSTRUCTION (%3) DATE SURVEY
AND PLAN OF CORRECTION IDENTIFIGATION NUMBER: & BUiLGING: COMPLETED
HALO51019 BMNGS, o o e 12/21/2016
NAME OF PROVIDER OR SUPPLIER STREET ADDRESS, CITY, STATE. ZIP CODE
1 iE
CLASSIC CARE HOMES 103 03 ANNIE PARKER CIRGLE
SMITHFIELD, NC 27577
x40 | SUMMARY STATEMENT OF DEFICIENCIES D PROVIDER'S PLAN OF CORRECTION x5y
PREFIX [EACH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX (EACH CORRECTIVE ACTION SHOULD BE COMPLETE
TAG REGULATORY OR LSC IDENTIFYING INFORMATION) TAG CROSS-REFERENGED TO THE APPROPRIATE DATE
DEFICIENCY)
D 286 | Continued From page 17 D298

had been marked through with a black marker or
appeared (o have teen whited aut.

-The colurnn for Tuesday listed dates of 02122,
03/22, 04119, 05/17, 06/14, 07112, 08/09, and
09/06 as the month and day that menu was to be
served.

-No dates for December 2016 were listed on this
page of the menu.

-The Tuesday lunch meal was whited out with
handwritten entries to use ham in the dry beans
Qr peas, cabbage cook with ham pieces,
hushpuppies, and graham cracker with peanut
butter.

-The Tuesday lunch entries that had not been
whited out included margarine, milk, and
beverags.

-The werds "of choice" after beverage werg
marked through with a black marker.

-There were no columns for any therapautic diets
an the menu.

Review of a printed food list for diabetics kept in
the kitchen revealed:

-For ice cream - use sugar free.

-For tea - used unsweetened tea.

-For dried beans - use corn.

-For dessert - use sugar free fruit.

-For toast - use whole wheat bread.,

-Be sure to watch your serving sizes.

-There was no date or time on the list.

-There was no documentation to indicate where
the list came from or who made the iist.

Observation of the lunch meal on 12/20/16 at
1:00 p.m. revealed:

-Resident #1 was served 2 farge heaping
spoonfuls of yellow corn (approximately 1 and %
cups), 1 large heaping spoonfuyl of cabbage
{approximately 1 cup) with 2 visible giblets of
ham, 1 slice of wheat bread, and approximately
Division of Health Service Reguiation
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12 ouncas of unsweetened tea.

-No mik or water was served or offered to the
resident,

-The resident ate all of his focd and drank the
tea.

Review of the menu provided by the RCC on
12/20/16 revealed:

-The Tuesday supper meal was whited out with
handwritten entries for bologna sandwich, French
fries, garden salad, bread, and % cup cf peaches.
-The Tuesday supper entries that had not been
whited out included margarine, milk, and
beverage.

-The words "of choice" after beverage were
marked through with a black marker.

Observation of the supper meal on 12/20/16 at
5:05 p.m. revealed:

-Resident #1 was served 1 slice of pepperoni
pizza, 1 slice of supreme pizza, approximately 12
ounces of unsweetened Kool-Aid with artificial
sweetener, 1 chocolate cupcake with icing, and 1
heaping scoop of vanilla ice cream (no sugar
added).

-No milk or water was served to the resident.
-The resident ate alil of his food excapt the pizza
crust and drank the Kool-Aid.

Review of the nutrition facts labels for the frozen
pizzas served on 12/21/16 revealed:

-One slice of supreme pizza had 34 grams of
carbohydrates and 690mg of sedium.

-Cre slice of pepperoni pizza had 41 grams of
carbohydrates and 830mg of sodium.

Review of the nutrition facts label far the no sugar
added vanilta ice crearn served on 12/21/16
revealed % cup had 15 grams of carbohydrates.
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Interview with Resident #1 an 12/21/16 at 4:05
P-m. revealed he usually got a regular diet
because he got the same food as the other
residents,

Review of Resident #1's December 2016
medication administration record {MAR) and
blood sugar iog revealed:

-The resident's blood sugar ranged from 85 - 412,
-His bload sugar was 130 at 800 a.m., 138 at
12:00 noon, 26¢ at 5:00 p.m., and 197 at 8:00
p.m. on 12/20/16.

-His blood sugar was 211 at 8:00 a.m. and 248 at
12:00 noon on 12/21/16.

Review of Resident #1's October 2016 -
December 2016 MARs revealed:

-The resident's blood pressure was checked
twice a month.

-The resident's blood pressure ranged from
122/68 - 141/78.

Refer to interview with the medication aide /
personal care aide {(MA/PCA) on duty an 12/20/16
at 12:15 p.m.

Refer to interview with the MA/PCA on duty on
12/20/16 at 5:05 p.m.

Refer to interview with the Resident Care
Ceordinator {RCC) on 12/20/16 at 1:07 p.m.

Refer to interview with the dietary aide on
12/20/16 at 1:40 p.m.

Refer to interview with the Administrator on
12/21/16 at 2:03 p.m.

2. Review of Resident #3's curent FL-2 dated
03/01/16 revealed:
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-The resident's diagnoses inciuded diabetes
mellitus type |1, hypertension, gastroesophageai
reflux disease, miid mental retardation, and mood
disorder.

-There was an order for a No Concentrated !
Sweets (NCS) / No Added Salt (NAS) diet. :

Review of the diet list provided by the RCC on
12/20/16 revealed Resident #3 was listed as No !
Concentrated Sweets (NCS), limited
carbohydrates, limited fat diet.

Review of the menu provided by the RCC on
12/20/16 revealed:
-A computer printed entry at the top of the page i
was for Regular diet for Week 1 !
-There was a handwritten note at the top of the
page for the week of 12/18/16 - 12/24/16
-There were several entries all over the page that
had beer marked through with a black marker ar i
appeared 1o have been whited out. 4
-The column for Tuesday listed dates of 02122, 4
03/22, 04/18, 05/17, 06/74, 07/12, 08/09, and ;
09/08 as the month and day that menu was to be
served.
-Na dates for December 2016 were listed on this
page of the menu,

-The Tuesday lunch meal was whited out with
handwritten entries to use ham in the dry beans
or peas, cabbage cook with ham pieces,
hushpuppies, and graham cracker with peanut
butter.

-The Tuesday lunch entries that had not been
whited out included margarine, milk, and
beverage,

-The wards "of chaoice" after beverage were
marxed through with a black marker.

-There were no columns for any therapeutic diets £
on the menu. !.‘
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unsweetened tea.

resident.

of it.

beverage.
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Review of a printed food fist for diabetics keptin
the kitchen revealed:

-For ice cream - use sugar free.

-For tea - used unsweetened tea.

-For dried beans - use comn.

-For dessert - use sugar free frut.

-For toast - use whole wheat bread.

-Be sure to watch your serving sizes.

-There was no date or time on the list.

-There was no documentation to indicate where
the list came from or who made the list.

Observation of the lunch meal on 12/20/16 at
1217 p.m. revealed:

-Resident #3 was served 2 large heaping
spoonfuls of yellow corn (approximately 1 and ¥
cups). 1 large heaping spoonful of cabbage
(approximately 1 cup) with 1 visible giblet of ham,
1 slice of wheat bread, 2 chocolate sugar-free
wafers, and approximately 12 ounces of

-No milk or water was served or offered to the

-The resident ate all of his food except he only
ate 2 bites of the wheat bread.

-The resident asked for more corn and was given
2 additional heaping spoonfuls of corn and ate all

-The resident did not drink all of his tea.

Review of the menu provided by the RCC on
12/20/16 revealed:

-The Tuesday supper meal was whited out with
handwritten entries for bologna sanawich, French
fries, garden salad, bread, and % cup of peaches.
-The Tuesday supper entries that had not been
whited out included margarine, mitk, and

-The words "of choice" after beverage were
marked through with a bizck marker.
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Observation of the supper meal on 12/20/16 at
5:05 p.m. revealed:

-Resident #3 was served 1 slice of pepperoni
pizza, 1 slice of supreme pizza, approximately 12
ounces of unsweetened tea with artificial i
sweetener, 1 chocolate cupcake with icing, and 1 I
heaping scoop of vanilla ice cream (no sugar /
added).

-No milk or water was served to the resident.
-The resident ate all of his foad except the pizza
crust and drank 2 glasses of tea,

—— .

Review of the nutrition facts labels for the frozen
pizzas served on 12/21/16 revealed:

-One slice of supreme pizza had 34 grams of
carbohydrates and 690mg of sodium.

-One siice of pepperoni pizza had 41 grams of
carochydrates and 830mg of sadium,

Review of the nutrition facts label for the no sugar
added varnilla ice cream served on 12/21/16
revealed % cup had 15 grams of carbohydrates.

Interview with Resident #3 on 21/21/16 at 4:00
p.m. revealed:

-He usually got a regular diet iike the other
residents,

-His bleod sugar usually ran around 133.

Review of Resident #3's December 2016
medication administration record (MAR) and
blood sugar iog revealed:

-The resident's blood sugar ranged from 90 - 271.
-His blood sugar was 141 at 8:00 a.m. and 151 at
8:00 p.m. on 12/20/16.

-His blood sugar was 136 at 8:00 a.m. on
12/21/18.

Review of Resident #3's October 2016 -
Division of Health Service Regulation
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December 2016 MARSs revealed:

-The resident's blood pressure was checked once
a week..

-The resident's biood pressure ranged from
107/90 - 136/68.

R e 3

Refer to interview with the medication aide /
persenal care aide (MA/PCA) on duty on 12/20/16
at 1215 p.m.

Refer to interview with the MA/PCA on duty on
12/20/16 at 5:05 p.m.

Refer to interview with the Resident Care
Coordinator {RCC) on 12/20/16 at 1:07 p.m.

Refer to interview with the dietary aide on
12/20/16 at 1:40 p.m.

Refer to interview with the Administrator on
12/21/16 at 2.03 p.m.

3. Review of Resident #4's current FL-2 dated
05/01/16 revealed:

-The resident’s diagnoses included diabetes
mellitus non-insulin dependent, hyperlipidemia,
schizophrenia, organic brain syndrome, mitral
valve regurgitation, and hypothyroidism.
-There was an order for a No Cencentrated
Sweets (NCS) / No Added Salt (NAS) diet.

Review of the diet list provided by the RCC on
12/20/16 revealed Resident #4 was listed as No
Concenirated Sweets (NCS) diet.

Review of the menu provided by the RCC on
12/20/16 revealed:

-A computer printed eniry at the top of the page
was for Regular diet for Week 1. i
-There was a handwritten note at the top of the 4
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page for the week of 12/18/16 - 12/24/16.

-There were several entries all over the page that
had been marked through with a black marker or
appeared to have been whited out.

-The column for Tuesday listed dates of 02/22, :
03/22, 04/19, 05/17, 06/14, 07/12, DB/GY, and f
09/06 as the manth and day that menu was to be i
served. :
-No dates for December 2016 were listad on this 3
page of the menu.

-The Tuesday lunch meal was whited out with
handwritten entries to use ham in the dry beans
or peas, cabbage cook with ham pieces,
hushpuppies, and graham cracker with peanut
butter.

-The Tuesday lunch entries that had not been
whited out included margarine, milk, and
beverage.

-The words "of choice" after beverage were
marked through with a black marker.

-There was ng ¢olumn for any therapeutic diets
on the menu.

Observation of the lunch meai on 12/20/16 at
12/17 p.m. revealed:

-Resident #4 was served 2 large heaping
spoonfuls of yellow corn (approximateiy 1 and %
cups), 1 large heaping spoonful of cabbage
{approximately 1 cup) with 1 visible giblet of ham,
1 slice of wheat bread, 2 chocolate sugar-free
wafers, and approximately 12 ounces of
unsweetened tea.

-No milk or water was served or offered to the
resident.

-The resident ate about 3 bites of corn, 4 bites of
cabbage, and all of the bread and wafers.

-The resident drank about ¥ of his tea.

Review of the menu provided by the RCC on
12/20/16 revealed: ~
Division of Health Service Regulation
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-The Tuesday supper meal was whited out with
handwritten entries for bologna sandwich, French
fries, garden salad, bread, and % cup of peaches.
-Tne Tuesday supper entries that had nat been
whited cut included margarine, milk, and
beverage.

-The words "of chaice" after beverage were
marked through with a black marker.

Observation of the supper meal on 12/20/16 at
5:08 p.m. revealed:

-Resident #4 was served 1 slice of pepperani
pizza, 1 slice of supreme pizza, approximately 12
ounces of unsweetened tea with artificiai
sweetener, 1 chocolate cupcake with icing, and 1
heaping scacp of vanilla ice cream (nc sugar
added),

-No milk or water was served to the resident.
-The resident ate all of his focd except one smal!
bite of pizza crust and drank abeut 3/4ths of the

tea.

Review of the nutrition facts labels for the frozen
pizzas served on 12/21/16 revealed:

-One slice of supreme pizza had 34 grams of
carbohydrates and 680mg of sodium.

-One slice of pepperoni pizza had 41 grams of
carbohydrates and B30mg of sodium.

Review of the nutrition facts label for the no sugar
added vanilla ice cream served on 12/21/16
revealed ¥z cup had 15 grams of carbohydrates.

Interview with Resident #4 on 12/21/16 at 4.08
p.m. revealed he did not know if he was on a

special diet.

Review of the December 2016 blood pressure log
for Resident #4 revealed his blood pressure

ranged from 107/68 - 122/73 in December 2016.
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Review of the December 2016 blood sugar log for
Resident #4 ravealed his blood sugar was
checked 3 times a week and ranged frorm 81 - 90
in December 2016.

Refer to interview with the medication aide /
personal care aide (MA/PCA) on duty on 12/20/16
at12:15 p.m.

Refer to interview with the MA/PCA on duty on
12/20116 at 5.05 p.m.

Refer to inferview with the Resident Care .
Coordinator (RCC) on $2/20/16 at 1:07 p.rm. :

Refer to interview with the dietary aide on
12/20/16 at 1:40 p.m.

Refer to interview with the Administratar an
12/2116 at 2:03 p.m.

interview with the medication aide / personal care
aige (MA/PCA) on duty on 12/20/16 at 12:15 p.m.
revealed:;

-8Bhe anly had 1 page of 2 menu and it was a
regular menu,

-All residents got the same diet except she just
gave the diabetics sugar-free desserts and
sugar-free tea,

-There was no meat listed on the lunch menu for
12/20/16 except to use the small pieces of ham
for seasoning in the cabbage and pinto beans.
-She used a fooc list for diabetics for guidance in
serving the diabetics.

-The diabetics would be served corn and
cabbage, unsweetened tea, 1 slice of wheat :
bread, and 2 sugar-free wafers. - j’
-The non-diabetic residents would be served v
Division of Health Service Regulation
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pinto beans and cabbage with pieces of ham,
sweet tea or Kool-Aid, 1 slice of wheat bread, and
2 graham crackers with peanut butter.

-She usually got 1 page of the menu each week
and handwritten changes were already made on
the menu when she raceived it.

-She was not sure who made the handwritten
changes on the menu page but the dietary aide
gave them a copy of the one page menu each
week.

interview with the MA/PCA on duty on 12/20/16 at
5:05 p.m. revealed:

-She did not use the menu to prepare the supper :
meal.

-Bhe decided to buy some frozen pizzas,
cupcakes (not sugar-free from a local grocery
store deli) and ice cream (no sugar added) to
treat the residents for supper since it was close to
Christmas.

-All residents usually got the same food, including
the diabetics.

-They did nct have therapeutic diets because the
facility was for assisted living residents.

Interview with the Resident Care Coordinator
(RCC) on 12/2016 at 1:07 p.m. revealed:

-The dietary aide usually distributed the menus to
the facility each week,

-She was not sure why there were changes made
{o the menu.

-She did not know if there were any therapeutic
menus for special diets.

Interview with the distary aide on 12/20/18 at 1:40
p.m. revealed:
-She had worked at the facility for mare than 10

years, : i
-She marked out “of choice" for the beverages on l\;;"
the menu because residents would want so many 3
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different things.

-She had handwritten over the menu and made :
changes based on what the resident would eat. ’
-She tried to make sure there were at least 5 |
fruits and vegetables a day when she made I
changes to the menu. i
-They did not use a diabetic menu: only a regular !
diet menu.

-She usually did the grocery shopping and she
bought the food based on what the residents
would eat and not the printed regular menu, !
-She had 4 pages of a regular diet menu that
cycled from week 1 through week 4.

-She only used those 4 pages of menu and
rotated to the next page each week.

-She got the original copies of the 4 pages of
menu from the Administrater.

-She did not have a copy of the originaf with what
the dietician and printed on the menu since she H
usually changed the menu based on the |
residents' preferences. i
-They had 2 menu books with cycles for aii 4
seasons but she did not use those rmenus
because the residents did not like the food on
those menus.

Interview with the Administrator on 12/21/16 at
2:03 p.m. revealed:

-Bhe was aware the dietary aide was changing
the menus according to residents’ preferences.
-They had dietary books with therapeutic menus
from a dietician from several years ago but they
did not use these menus because of residents’
preferences.

-She could not recall where the current menu
pages being used by staff had come from but she
would try to find the original menus before staff
marked changes on the menu pages.

-She did not know if there was a menu for \ _
therapeutic diets for the current menu pages they :
Division of Health Service Regulation
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were using.

-She was not aware there was a list of diabetic

foods that staff was using and she did not know

where it came from.

D 298 10A NCAC 13F .0804(d)(2) Nuirition And Food D298

Service

10A NCAC 13F .0804 Nutrition And Faod Service
{d) Food Requirements in Adult Care Homes:

(2) Foods and beverages that are apprapriate to
residents’ diets shall be offered or made avaiiable
to all residents as snacks between each meal for
a total of three snacks per day and shown on the
menu as snacks.

Thie Rule is not met as evidenced by:

Based on observations, interviews, and record
review, the facility failed to assure snacks were
offered or made available to all residents 3 times
a day.

The findings are:

Observation throughout the survey on 12/20/16
from 10:00 a.m. - 6:00 p.m. revealed no snacks
were served or offered to the residents.

tnterview with a resident on 12/20/16 at 10:49
a.m. revealed they got snacks about once a day
but he could not recall what time.

Interview with a second resident on 12/20/18 at

11:00 a.m. revealed:

-They got snacks occasionally about onee a day
in the morning.

-They usually got a pack of crackers and coffee.

D8
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Interview with a third resident on 12/20/16 at
11:10 a.m. revealed they usually got a snack
once a day in the afternoon.

Interview with a fourth resident on 12/20/16 at
11:26 a.m. revealed they only got snacks at night,

Interview with a fifth resident on 12/20/16 at 11:29
a.m. revealed they got snacks once a day at
night.

Interview with a sixth resident on 12/20/16 at
11:30 a.m. revealed they got about 2 snacks a
day.

Interview with a seventh resident on 12/20/16 at
11:34 a.m. revealed they did not get snacks at the
facility to his knowledge.

Interview with an eighth resident on 12/20/16 at
3:35 p.m. revealed no snacks had been offered
or served tc the residents today on 12/20/16.

Review of a menu provided by the RCC on
12/20/16 revealed there was only one snack
listed on the menu below the supper meal which
read snack of choice.

Interview with the medication aide / personal care
aide (MA/PCA) on duty on 12/20/16 at 12:15 p.m.
and 12/21/16 at 1:50 p.m. revealed:

-She started working at the facility in 2005.

-The menu had snack of choice written on it and
she usually served papcorn, juice, and sweet ar
unsweetened Kool-Aid.

-The diabetics got sugar-free cookies for snacks.
-Snacks were supposed to be served at 10:00
a.m. and 2:00 p.m. during first shift and another
one at hedtime.

-She did not serve any snacks yesterday

a&m&;&« e SRl
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(H) Water and Other Beverages: Water shall be
served to each resident at each meal, in addition
to other beverages.

This Rule is not met as evidenced by:

Based on observations, interviews, and recard
reviews, the facility failed to serve water to
residents during the lunch and supper meals on
12/20/16.

The findings are:
Review of a menu provided by the RCC on

12/2G/16 revealed water was not listed on the
menu for either of the 3 meais on any day of the
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(12/20/18) or today (12/21/16) during first shift.
-She had no exptanatian for not serving snacks
on 12/20/16 or 12/21/16.
-They had snack feod on hand for the residents.
Interview with the Administrator on 12/21/16 at
2:03 p.m. revealed:
-Staff on duty were supposed to serve snacks at
10:00 a.m., 2:00 p.m., and 8:00 p.m.
-She was not aware staff were not serving snacks
3 times a day as required.
Observation on 12/21/16 from 9:30 a.m. - §:00
p.m. revealed no snacks were observed to be
served to any of the 12 residents residing in the
facility.
D 308 10A NCAC 13F .0904(2)(3)(H) Nutrition and Food D 306 t A ) g
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1CA NCAC 13F 0904 Nutrition and Food Service Lo ’“ LAty
(d) Food Requirements in Adult Care Homes- _ fQ?- G o /@\D{L{({Z‘?‘ ;
(3) Daily menus for regular diets shali include the Mﬂ{
following:
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week.

Observation of the lunch meal on 12/20/16 from
12:17 p.m. - 1:15 p.m. revealad:

-Water was served to 1 of 11 residents observed,
-Water was not served or offered tc the other
residents.

Interview with a medication aide / personal care
aide (MA/PCA) on 12/21/16 at 1:50 p.m.

revealed:

-She usually served water to the residents during
meals but she forgot to do it yesterday at lunch on
12/20/16.

-Some residents would drink the water and some
would not drink it.

Observation of the supper meal on 12/20/16 at
5:05 p.m. revealed:

-The MA/PCA on duty pushed a cart from the
kitchen into the dining room.

-The car had a pitcher of water and a stack af
Styrofoam cups and cupcakes and ice cream.
-The MA/PCA did not serve or offar any water to
the residents while they were gating the supper
meal.

-White passing out dessents at 5:37 p.m., the
MA/PCA asked one table with B residents if
anyone wanted water.

-Cne of the 6 residents stated he would like some
water but she continued to serve the desserts.
-The MA/PCA did not ask the other 6 resident at
the other table if they wanted any water.

-The MA/PCA continued to serve desserts 1o the
residents and never served water to any
residents.

interview with the MA/PCA on duty on 12/20/16 at
5:05 p.m. revealed the residents would not drink
water so she did not usually serve water.

|
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10A NCAC 13F .0904 Nutrition and Food Service
(e} Therapeutic Diets in Adult Care Homes:

(3) The facility shall maintain an accurate and
current listing of residents with physician-ordered
therapeutic diets for guidance of food service
staff.

This Rule is not met as evidenced by:

Based on observations, interviews, and record
reviews, the facility failed to maintain an accurate
and current listing for 3 of 3 sampled residents
(#1, #3, #4) with physician-ordered therapeutic
diets for the guidance of food service staff.

The findings are:

Observation of the kitchen on 12/20/16 at 10:15
a.m. revealed there was no diet list posted.

Interview with the Resident Care Coordinatar
(RCC) on 12/20/16 at 10:15 a.m. revealed:
-They should have diet iist in the kitchen but she

D39
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Interview with 3 residents on 12/21/16 revealed:
-They sometimes got water with their meals byt
not atl of the time.
-Two residents liked to drink water.
-One resident did not like to drink water.
Interview with the Administrater on 12/21/16 at
2:03 p.m. revealed:
-Staff on duty were supposed to serve water at
each meal.
-She was not aware staff were not serving water
with each meal as required.
D 308} 10A NCAC 13F .0904(e)(3) Nutrition and Food D308
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-She would look for the diet list.

CLASSIC CARE HOMES 103

1. Review of Resident #1's current FL-2 dated
05/01116 revealed:

-The resident's diagnoses included diabetes
mellitus type Il, hypertension, coronary artery
disease, debility, benign prostatic hypertrophy,
deprassion, axillary abscess, and itching.
-There was an order for a No Concentrated
Sweets (NCS) / No Added Salt {NAS) diet.

Review of the diet list provided by the RCC on
12/20/16 revealed Resident #1 was fisted as No
Concentrated Sweets {NCS) diet.

Review of the menu provided by the RCC on
12/20/16 revealed:

-A computer printed entry at the tap of the page
was for Regular diet for Week 1.

-There were no columns for any therapeutic diets
on the menu.

Review of a printed food fist for diabetics kept in
the kitchen revealed:;

-For ice cream - yse sugar free.

-For tea - used unsweetened tea,

-For dried beans - use corn.

-Fer dessert - use sugar free fruit.

-For toast - use whole wheat bread.

-Be sure to watch your serving sizes.

-There was na date or time on the Jist.

-There was no documentation to indicate where
the list came from or who made the list.

Observation of the lunch meal on 12/2G/16 at
1:00 p.m. revealed:

-Resident #1 was served 2 large heaping :
spocnfuls of yellow corn {approximately 1 and % v
=ups), 1 large heaping spoonful of cabbage i
Division of Health Service Regulation
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{approximately 1 cup) with 2 visible giblets of
ham, 1 slice of wheat bread, and approximately
12 ounces of unsweeiened tea.

-The resident ate all of his food and drank the
tea.

Observation of the supper meal on 12/20/16 at
5:05 p.m. revealed:

-Resident #1 was served 1 slice of pepperoni
pizza, 1 slice of supreme pizza, approximately 12
ounces of unsweetened Kool-Aid with artificial
sweetener, 1 chocolate cupcake with icing, and 1
heaping scoop of vanilla ice cream (no sugar
added).

-The resident ate all of his food except the pizza
crust and drank the Kool-Aid.

Interview with Resident #1 on 12/21/16 at 4:05
p-m. revealed he usually got 2 regular diet
because he got the same food as the other
residents.

Refer to interview with the medication aide /
persanal care aide (MA/PCA) on duty on 12/20/16
at 12:15 p.m,

Refer to interview with the MA/PCA on duty on
12/20/16 at 5:05 p.m.

Refer fo interview with the Administrator on
12/21/116 at 2:03 p.m.

Refer to interview with the Resident Care
Coordinator (RCC) on 12/21/16 at 3:25 p.m.

2. Review of Resident #3's current FL-2 dateg
03/01/16 revealed:

-The resident's diagnoses included diabetes
meliitus type Il, hypertension, gastroesophageal
reflux disease, milc mental retardation, and mood
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-There was an order for a No Concentrated
Sweets (NCS) / No Added Salt (NAS) diet.
Review of the diet fist provided by the RCC on
12/20/16 revealed Resident #3 was listed as No
Cencentrated Sweets (NCS), limited
carbohydrates, limited fat diet,
Review of the menu provided by the RCC on
12/20M16 revealed:
-A computer printed entry at the top of the page
was for Regular diet for Week 1. i
-There were no columns for any therapeutic diets !
on the menu. l(
Review of 2 printed food list for diabetics kept in f
the kitchen revealed:; {
-For ice cream - use sugar free. |
-For tea - used unsweetened tea.
-For dried beans - use corn.
-For dessert - use sugar free fruit. f
-Fer toast - use whole wheat bread. !
-Be sure to watch your serving sizes. 4
-There was no date or time on the list. ’
-There was ne documentation to indicate where f
the list came from or who made the list. ;
Observation of the lunch meal on 12/20/16 at 4
12/17 p.m. reveaied: :
-Resident #3 was served 2 large heaping
spoonfuls of yellow corn (approximately 1 and
cups), 1 large heaping spoonful of cabbage
(approximately 1 cup) with 1 visible giblet of ham,
1 slice of wheat bread, 2 chocolate sugar-free
wafers, and approximately 12 ounces of
unsweetened tea.
-The resident ate all of his food except he only y
ate 2 bites of the wheat bread. \i
-The resident asked for more corn and was given W
Division of Health Service Regulation
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-The resident did not drink all of his tea.

Cbservation of the supger meal on 12/20/16 at
£:05 p.m. revealed:

-Resident #3 was served 1 slice of pepperoni
pizza, 1 slice of suprerme pizza, approximately 12
ounces of unsweetened tea with artificial
sweetener, 1 chocolate cupcake with icing, and 4
heaping scocp of vanilla ice cream (no sugar
added).

-The resident ate all of his food except the pizza
crust and drank 2 glasses of tea. i

Interview with Resident #3 on 21/21/16 at 4:00
p.m. revealad he usually got a regular diet like the
other residents.

Refer to interview with the medication aide /
personal care aide (MA/PCA) on duty on 12/20/16
at12;15p.m.

Refer to interview with the MA/PCA on duty on !
12/20/16 at 5:05 p.m. ‘

Refer to interview with the Administrator on
12/24/16 at 2:03 p.m.

Refer to interview with the Resident Care
Coordinator (RCC) on 12/21/16 at 3:25 p.m. :

3. Review of Resident #4's current FL-2 dated
05/01/16 revealed:

-The resident's diagnoses included diabetes
mellitus non-insulin dependent, hyperlipidemia,
schizophrenia, crganic brain syndrome, mitral
valve regurgitation, and hypothyroidism.
-There was an order for a No Concentrated 5
Sweets (NCS) / No Added Salt (NAS) diet. \
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Review of the diet list provided by the RCC on
12/20/16 revealed Resident #4 was listed as No
Concentrated Sweets (NCS) diet,

Review of the menu provided by the RCC on
12/20/186 revealed:

-A computer printed entry at the top of the page
was for Regular diet for Week 1.

-There were no columns for any therapeutic diets
on the menu.

Observation of the lunch meal on 42/20/16 at
1217 p.m. revealed:

-Resident #4 was served 2 large heaping
spoonfuis of yellow corn (approximately 1 and %
cups), 1 large heaping spoonful of cabbage
(approximately 1 cup) with 1 visible giblet of ham,
1 slice of wheat bread, 2 chocclate sugar-free
wafers, and approximately 12 ounces of
unsweetened tea.

-The resident ate about 3 bites of corn, 4 bites of
cabbage, and all of the bread and wafers.

-The resident drank about ¥ of his tea.

Observation of the supper meai on 12/20/16 at
5:05 p.m. revealed:

-Resident #4 was served 1 siice of peppercni
pizza, 1 slice of supreme pizza, approximately 12
ounces of unsweetened tea with artificial
sweetener, 1 chocolats cupcake with icing, and 1
heaping scoop of vanilia ice cream {no sugar
added).

-The resident ate all of his food except one small
bite of pizza crust and drank about 3/4ths of the
tea.

Interview with Resident #4 on 12/21/16 at 4:08
p.m. revealed he did not know if he was on a
special diet.
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Refer 1o interview with the madication aide /
persenal care aide (MA/PCA) on duty on 12/20/16
at 1215 p.m.

Refer to interview with the MA/PCA on duty on
12/20/16 at 5:05 p.m.

Refer to interview with the Administrator on
12/21116 at 2:03 p.m.

Refer to interview with the Resident Care
Coordinator (RCC) on 12/21/16 at 3:25 p.m.

Interview with the medication aide / personal care
gide (MA/PCA) on duty on 12/20M16 at 12:45 p.m.
revealed:

-She only had 1 page of a menu and it was a
regular menuy.

-All residents got the same dietexcept she just
gave the diabetics sugar-free desser!s and
sugar-free tea.

-There was no diet list to her knowledge.

-She used a food list for diabetics for guidance in
serving the diabetics.

Interview with the MAYPCA on duty on 12/20/16 at
5:05 p.m. revealed:

-They did not have a therapeutic diet list,

-All residents usually got the same food, including
the diabetics.

-They did not have therapeutic diets because the

facility was for assisted living residents.

Interview with the Administrator on 12/21/16 at
2:03 p.m. revealed:

-The RCC was responsible for updating and
noting any new or order changes on the diet fist.

-The diet list was supposed to be posted in the
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kitchen for staff to use when preparing meals.

interview with the Resident Care Coordinator
(RCC) on 12/29116 at 3:25 p.m. revealed:

-She was respensible for updating the therapeutic
diet list.

-The diet list needed to be updated.

-She was not sure when the diet fist was iast
updated.

10A NCAC 13F .0805(a){b) Activities Program

10A NCAC 13F 0905 Activities Program

(a) Each aduft care home shall develop a
program of activities designed to promote the
residents’ active involvement with each other,
their families, and the community.

{(b) The program shall be designead to promote
active involvement by all residents but is not to
require any individual to participate in any activity
against his will. If there s a question about a
resident's atility to participate in an activity, the
resident's physician shali be consuited to obtain a
statement regarding the resident's capabilities.

This Rule is not met as evidenced by:

Based on abservations, interviews, and record
review, the facility failed to deveiop a program of
activities designed to promote the residents’
active involvement.

The findings are:

Review of the December 2016 activity program
calendar posted in the entrance hallway outside
of the living reom on 12/20/16 revealed:
-Activities listed on the calendar included:
exercise, read-a-long, bible trivia, Christmas
decorating, make Christmas tree cards, bingo,
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coioring, card games, movie time, craft time,
afternoon walk, board games, local church
visitors, music time, resident coungil meetihg, arts
with paints, checkers, Christmas panrty, and New
Year's Eve celebration.

-Activities were scheduled to last from 30 minutes
to 1 hour from 9:30 a.m. - 2:00 p.m. each day.
-There were no activities listed on the weekends
except for a Christmas party listed on Saturday,
12/17/16, with no time noted.

-Each week had an average of about 17.5 hours
of activities fisted.

Observation on 12/20/16 at 10:00 a.m. revealed
no activities were being done by any residents.

Review of the Decembar 2016 activity calendar
on 12/20/16 revealed:

-Four activities were listed for 12/20/16,
-Exercises were listed for 8:30 a.m. - 10:30 a.m.
-Alocai pastor visit was listed for 10:30 a.m. -
11:30 a.m.

-Music time was listed for 11:30 a.m. - 12:00
noon.

-Craft time with a visitor was listed for 1:00 p.m. -
2:00 p.m.

Interview with the Resident Care Coordinator
(RCC} on 12720116 at 10:15 a.m. revealed:

~The Activity Assistant was not working today and
had been out on medical leave since 12/17/18.
-There would not be any activities today since the
Activily Assistant was not here,

-She did know who usuaily did activities with the
residents if the Activity Assistant was not there.
-She would check on it.

Observation on 12/20/16 at 10:30 a.m. revealed:
-The haousekeeper came inta the facility and
started playing ring toss with residents sitting in
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the living room.
-The housekeeper then played checkers with 2
residents in the dining room untit 11:30 a.m. ]

Irterview with a resident on 12/20/16 at 11:00
a.m. revealed:

-They did not have activities except games.
-He usually watched television and read the 1
newspaper.

Interview with a second resident on 12/20/18 at
11:10 a.m. revealed there was not a lot to do and
they played binge and ring toss and sometimes
they had church.

Interview with a third resident on 12/20/18 at
11:26 a.m. revealad:

-They played ring toss and there was nothing eise
to do.

-He got bored at the facility.

Interview with a fourth resident on 12/20/16 at
11:29 a.m. revealed:

-They had no activities at the facility.

-He did nat usually get bored because he liked to
stay in his room.

Interview with a fifth resident on 12/20/16 at 11:30
a.m. revealed they had some activities like Ting
toss but that was all,

Interview with a sixth resident on 12/20/16 at
11:34 a.m. revealed they sometimes had singers
to come to the facility but he could not think of
any other activities.

Interview with the housekeeper on 12/20/16 at
11:32 a.m. revealed:

-Two residents played ring toss and checkers
today,
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-A local pastor usually came on Wednesdays,
<Another church group sometimes came on

Tuesdays but they had not been today.

Observation on 12/20/16 at 12:55 p.m. revealed a
group of visitars came into the facility and
distributed Christmas presents for the residents
for approximately 30 minutes.

Interview with the housekeeper on 12/20/16 at
1:28 p.m. revealed:

-She was the housekeeper for all 3 facilities on
the premises.

-8he sometimes helped with activities when
needed.

et

Raview of the December 2016 activity calendar
on 12/21/16 revealsd:

-Four activities were listed for 12/21/18.
-Exercises were listed for 8:30 a.m. - 10:30 a.m.
-Board games were listed for 10:30 a.m. - 11:30
am. i
-A local pastor visit was listed for 11:30 a,m. -
12:00 noon.

-Checkers was listed for 1:00 p.m. - 2:00 p.m.

Observation on 12/21/16 at 930 a.m. revealed:
-There were no residents exercising as indicated
on the activities calendar.

-There was a long table with chairs set up in the
living room.

-At 9:40 a.m., the Activity Director brought some
residents from the sister facilities next coor to the
living room.

-The Activity Director had coloring books and
crayons and played a Christrnas movie for the
residents.

-One resident from this facility was observed Vo
coloring. F
-Four other residents from this facility were sitting %"‘
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in the fiving room.

-Two of the residents stated they did not like to
color and one of the residents stated it was
“alright".

-The fourth resident 4id not comment.

Interview with the Activity Assistant on 12/21/16 at
10:20 a.m. revealed:

-She started working as the Activity Assistant
around the end of August o first of September
2016.

-She also worked as a medication aide 5 days
per week on either first shift {7am -3pm) or on
second shift (3pm - 11pm).

-If she worked as a medication aide on first shift,
she would try to do activities sametime between
3:00 p.m. and 9:30 p.m.

-If she worked as a medication aide on second
shift, she would try to do activities sometime
between 7:00 a.m. and 3:00 p.m.

-She worked in all 3 facilities on the premises and
she tried to rotate doing the activities in 1 facility
each day.

-She did activities at this facifity at least 4 days a
week.

-She would usually do activities about 1 hour
each day she came to the facility.

-If she worked in a2nother building, she would try
to get all the residents from the 3 faciiities
together in one of the facilities to do activities.
-If she was not working in this facility, the
residents could color or walk for activities if they
did not want to go to another facility on the
premises for group activities.

-Other staff on duty could help with activities if
she calied and told them what to do.

-She had been out of work since 12/17/16 due to
an injury and just returned today, 12/21/186.
-She thought the Resident Care Coardinator
{RCC) and other staff on duty had helped with
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activities while she was out.

-She had documented when residents came for
activities at one time but she did not know when
she last documented or where the documeniation
was located.

-The residents wanted to play bingo and they
usually pfayed it at least once a week,

-They have a local pastor who came to the facility
once a week and a volunteer who came to do
crafts about once a week.

-She did not usually work on the weekends.
-They did not have a set routine for activities on
the weekends.

-The residents had toid her they did not have
anything to look forward to on the weekends.
-She was currently coordinating with a local
church to start playing bingo with the residens on
the first Saturday of each month.

Observation of the activity supplies in the facility
on 12/21/16 at 10:45 a.m. revealed:

-The activity supplies were kept in an office in the
facility.

~They had craft supplies, coloring books and
crayons, and boerd games.

Observation on 12/21/156 at 1:40 p.m. revealed:
-The Activity Assistant asked residents if they

wanted to walk.
-Some the residents went outside for a walk with

the Activity Assistant.

Interview with a medication aide / personal care
aide on 12/21/16 at 1:5¢ p.m. revealed:

A church came to the facility sometimes for
activities with the residents.

-She did not have time to do activities with the
residents when she was on duty.

Interview with the Administrator on 12/21/16 at
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2:03 p.m. revealed:

-The farmer activity staff parson walked out with
no notice about & weeks ago.

-The current Activity Assistant was responsible for
making the calendar each month and assuring at
least 14 hours of activities were offered.

-She was the Activity Director and she had taken
the activities' course many years ago.

-The Activity Assistant also worked as a
medication aide but she would do activities in the
3 facilities on the premises when she was off duty
as a medication aide.

-The residents would sometimes go to other
facilities on the premises for activities.

-Staff on duty in the facility were supposed to do
activities with the residents if the Activity Assistant
was not there.

-She was not aware activities were not being
done when the Activity Assistant was rot on duty.

Interview with a seventh resident on 12/21/18 at
4:00 p.m. revealed they had activities sometimes
but not every day.

interview with an eighth resident on 12/21/16 at
4:05 p.m. revealed they had activities sometimes
at the facility.

10A NCAC 13F 0905 {f} Activities Program
10A NCAC 13F .0905 Activities Program

{f) Each resident shali have the opportunity to
paricipate in at least one outing every other
month. Residents interested in being involved in
the cemmunity mare frequently shall be
encouraged to do so.
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This Rule is not met as evidenced by:

Based on observations, interviews and record
review, the facility failed to provide any residents
with the opportunity to participate in at least one
outing every other month.

The findings are:

Review of the December 2016 activities calendar
revealed ne planned/scheduled outings on the
calendar.

Interview with a resident on 12/20/16 at 10:49
a.m. revealed they did not go en outings but he
would like to go to a local retail store.

Interview with a second resident on 12/20/15 at
11:00 a.m. revealed:

-The facility did not take the residents on autings.
-He used his own car if he wanted to go
scmewhere in the community.

Interview with a third resident on 12/20/16 at
11:10 a.m. revealed:

-The did not go on outings into the community.
-He did not think he would like to go on outings.

Interview with a fourth resident on 12/20/16 at
11:26 a.m. revealed;

-They did not go on outings but he would like to
gc out into the community.

-He got bored at the facitity.

Interview with a fifth resident on 12/20/16 at 11:29
a.m. revealed:

-They had no activities at the facility.

-They did not go on outings but he wauld like to
go on outings.
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he would like to go on outings.

10:20 a.m. revealed:

September 2018.

residents on outings.

be done.

2:03 p.m. revealed:
no notice about 6 weeks ago.
the activities' course many years ago.

facilities on the premises for activities.

the outings.

to go on the outings with the residents.

interview with a sixth resident on 12/20/16 at
11:30 a.m. revealed they did not 9o on outings.

Interview with a seventh resident on 12/20/16 at
11:34 a.m. revealed they did not have outings but
Interview with the Activity Assistant on 12/21/16 at

-She started working as the Activity Assistant
around the end of August 2016 or first part of

-They did not have outings for the residents
because they did not have a vehicle to take the

-The previous activity persen would use her
personal car to take residents on outings.

-She was not aware that outings werfe required to
Interview with the Administrator on 12/21/18 at
-The former activity staff person walked out with
-She was the Activity Director and she had taken

-The residents would sometimes go to other

-They had outings in the past and staff would use
their personal vehicles to carry the residents on

-They have not had an auting for the residents in
about a year because they needed a staff person
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