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i The Adult Care Licensure Section conducted a
i annual and follow-up survey on Aprit 19, 2017,
~April 20, 2017, AprU 21,2017 and April 24, 2017.
I ',
I

0074' 10ANCAC 13F .0300(a)(1) HousektlepingAndi FUrn~$hings
I 10A NCAC 13F .0300 HOUsekeeping And
I Furnishings
i. (a) Adult care homes shall:
1 (1) have walls, ceilings, and floors or floor
i coverings kept clean and in good repair,
I
I
1

i
i This Rule is not met as evidenced by:
i Based on observations and interviews, the facility
, failed to keep the bathroom floor shared by
residents in room #43 and #44 and the electrical
equipment on the wall in room #44 clean and in
good repair, The findings are:

A Observation in the bathroom between rooms
#43 and #44 during \he initial tour on 04119117 at
11.ooam revealed:
- The commode had thd:ly applied. caulk at Ihe
junction of the: commode arid tile 1100r.
-T~~l. floof around the commode was wet.

• -When the edge of tiles at the base of the
! commode were stepped on, a lea-colored iiquid
, oozed out.

Interview with a resident who shared the
bathroom on 04/19117 at 11 :20am revealed:
-The resident had resided in room #43 for [did not
remember wnen} 3 months,
-Tns commode had "leaked ever since he had
boon here".
-They [facility staff] had applied the extra caulk
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I but it didn't "fix" the problem.
I
I

\

; Interview with the Resident Care Coordinator
(ReG) on 04119('\7 at 11·,07am rellealed:

I -The RCC was not aware of a problem with the
: commode.
! -The ReC did not know if one of the 4 residents
I had urinated on the floor or rf the commode was
\ ieaking.

Ii-The RCC would have housekeeping mop the
floor immediately and check after floor had drie<l.

Ii Second observaton o·f the bathroom betweeni rooms #43 and #44 on 04/19/17 at 1;1Opm
i revea~ the tile floor around the base of the
i commode W8.S still wet; the rest of the bathroom
I floor was dry,

i
I Second inteNim¥ with the RCC on 04/19117 at
i 1: 17pm revealed she would have the facifity's
I maintenance man check the commode for
t possible leakS.

Interview With the maintenance man cn 04/19/17
at 5:00pm revealed:
-He had checked the commode and it appeared
to be leaking underneath the recently applied
caulk.
·He had applied the extra caulk "a few weeks
ago~ and thought the problem had been solved.
-Tbe maintenance man had dIscussed the issue
with the Administrator.
·A plumber had been contacted and would be at
the racifity the next day (O4l20/17).

j tntervlew with the AdminIstrator on 04120117 at
, 3:20pm revealed:I-on 04J20J17, the plumber had "pulled the
, commode" and had found a blocked pi~

I underneath the floor.
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, -The blockage had. been removed, a new external
\ seal placed between the 'Pipe and commode, theI commode replaced and fresh caulk applied
l around the base.
I -Floor tiI&s had been replaced around the
I commode.I -No further ~a.king had been observed.,
\ B. Observation of Room #44 on the Initial tour ~T1

f 04/19/17 at. 11·;45am-levealed:
i -Art' err-conditioning unit was mounted at the
i baseboard on the exterior wail,

I
-The top edge of the air-conditioning unit was
partially detached from the wall, leaving a gap
i approximatelY'1 incl'l wide.
\ •The.air--conditfoning cord, approximately 36
i inohesdong, was looped from the base on the
I right.across the top of the unit with the plug end
; hanging down 01'1 theJ!oor on the left SIde,
-Twc electrieal outlets, one on eflher side of the
air-Condl!ioning unit, were dangling out of the
watl.

i
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Observation of the resident in room #44 on
04119/17 at 11:46pm revealed:
-The resident Vias wheelchair bound.
-H~ was extremely hard of he~lling.

Based on ob15efVstion. intElrview, anci record
review, lhe resident in room #44 was not

, intervlewable due to his d\agl'\Oses

Intervi:4:w with th,e Administrator co 04/19117 at
1:50pm revealed:
•The feci"!), had installed cen1ral heating and air
about a months ago.
•The room air-conditioning units were no 10ng&r
used.
-Jn some rooms, a wooden box had been
instaned over the air-conditionlng units
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-His plan was to cover all the unused units in this
manner eventually,
•The Administrator could not give a completion
date for the repa~rt\.
•The Administrator \\'01.110hav& the maintenance
man Immediately reattach the air-conditioning unit
and electriCal outlets to the wall.

I Observation of room #44 on 04{19/17 at 4:30pm
1 revealed the·alr-conditiooing unit and outlets Were
I mounted flush agaInst the wall.

i,
D 131110A NCAC 13F .0006(a) Test For Tuberculosis

i
~10A NCAC 13F .0406 Test For TuberculosisI (a) Upon employment or living In an adult care
t home, the administrator and all other staff and
I any live-in non-resldents shall be tested for
! tuberculosis disease in compnance with controlI meaeures adopted by the Commission for Health
; ServIces asspeciflad in lOA NCAC 41A .0205
! including subsequent amendments and ediUons_
'I· Copies of the rule are available at no charge by
cOl'"\tactlng the Department of Health and Human

1: Services Tuberculosis Control Program, 1902! Mail Service Center, Raleigh, NC 27699-1902.

ThiS Rule is not met as evidenced by:
Based on record reviews and interIJIBW&. the
facilitY failed to assure 2 of 4 samplec_ staff (Sta.fT
Band 0) were tested UpOI'"\ hire for Tuberculosis
(TB) disease with Ihe two step TB skin test in
compltance with TB control measures adopted by
the Commission for Health Services.

!
i The finding'S are:
I

II1. Review of Staff B's persOl'll'lel file revealed:
.Staff B was hired 0211712017 air a Personal Care

0074
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01311 Continued From page 4
II AideIMe<:lication Aide (PCAfMA).
" -There was documentation ~ a T-B skIn t.e.st
, placed on 02/0212016 and read as negative on
~02/0412016.
i -There was no documentation of a second stepI TB skin test for Staff B since het hire date.

I
Interview with the AdminiGtratof-In-Chs'r(j& (AIC)
on 04/2112017 at 2:40pm revealec:
-T1'Ie facility did not have documeotatlon for a 2nd
step TB skin test for Staff S,
-Staff B was a "fa irly new" staff

! Interview with Staff S on 0412412017 at 10:20am
i revealed:
I -She had not had a T8 $kin test place{j since
~ employed at the fadlity,I -sne had worked at the facility for a little over 2

I months.
I -She worked as a Personal Care Alde and
1 Medication Akle at the facility,
I-She wasasked by the Manager before hire if she
! had been tested for T8.
-she had one TBST (tubercolosis skin test)
completed before she was employed at the
facility.
-She did not remember the data ofthe TBST she
had in the pas\.
-She Wet'll to get another T8ST "this morning"
(0412412011) because 'One was told the TBST t'oheI had in the past would -expire next month".

i Interview with the Administrator on 04/24i2017 al
i 10:45am revealed:
'J' -The Manager was responsible to en'5ure staff
I T8ST were done upon hire,I -He expected staff to follow state requirements
I regarding TBST.
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! interview with the Manager on 04124/2017 at 1

--- -- -- - -I E=~:i·~=~;fii~:::-···\·-···-········"·····---r····--···....-..__..
! -New1y hired staff were supposed to bring a ropy
i of their TBST results to the facUity.
I-She thought if someone worked a another
I facility and had a TBST completed, then that
'I T8ST could be used and was all that was needed
, for that staff to start e ployme t at this faclllty.
\ -She thought she only needed to have the staff
I
! get another T8ST before the current TBST was
lone year old.
i-There had been seven newly hired employees,
I including Staff Band D, at the facility since
I 1112016.
1 -There \vere five of e newly hired employees
: who had tileir 2nd step TBST placed on
1 04122/2017 and were read on 0412412017 .
. -There was one of the seven newly hiredI employees who had a TBST upo [re and whose
;,oocumentatio of a previous 2-step TBST was
I being faxoo to the facility.
,
i 2. Review of Staff D's personnel Ie revealed:I -Staff 0 was hired 04/1212017 as a Cook/Kitchen
I Staff.

\

-Tbsre was documentation of a TB skin lest
placed 05114/2016 and read as negative on

I 05116120
I -There 'tIas no documentation of a second step
\ T8 sl(ln test for Slaff B since her hire date

I Observation of meal preparation on 04/20/17 at
I 4'07pm revealed Staff D was working il'l thel kitchen assisting with meal preparation.
I

!Interview wilh the Staff D, K' chen 0 0412412017
, at 1O:55am revealed:
, -She had just started worki 9 at the faollity about

. __ ~"_'4'_._. __ ._.._._ ...• _._.__.._.~ _ ····r···········__····· -_ .
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i
i a wee ago.

...... . +-,She-worket5 ·in..the kitche~at..the..faciljty __ .._.__.._ _ .
l·she had worked "maybe 3 days" in the facility
I kitchen since. she was hlfed.
: -she was asked by the Ma agar, before s e was
i hired, to bring documentation of TB skin testing toI the facility.
I -sne had a TBST (tuberculoses sk.in test)
; completed before she was employed at the
. facility.
! ·She thought the copy of the 05114J2016 TBST
" from her other ,ob was good enoLt.gh.

I
-She was told the previous TBST was good for
one year.! -sne had not had a TBST p~aoeQ at the fadr y

! until Saturday because s e was waiting for
i someone to come to the facility to perform the
1 TBST.
I -She had another TBST placed on Saturday
! (04122/2017) and had just had the BS read at
the faojjtfy today.

Interview with the Administrator on 0412412017 at
10:45am revealed:

i . he Manager was re-sponsible to ensure staff
I TBST were done upon nlre.
: -He expected staff to follow state requirements
l regarding TBST.
I
\ Interview with the Manager 00041:2412011 at
'11 :05am revealeO:
. -sne was responsible to ensure TBST

I documentation was in the staff personnel file.

I~·ewly hired staff were supposed to bring a copy
of their TBST results to the facility.

: -sne thought jf someone worked a1 anomer
1 facility and had a TBST completed, Ihen that
\ TBST could be used and was <'111 thai was needed
., for that staff to start employment at this fa<;ility .
, -She Ihought she 0 Iy needed to have the sra

i, 0131

1
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I get another TBST before the current TBST was i r--------f=~:!i~-::~=~~7!;:=-;~:---r--------------------------r-------------

; 1112016. I 'I .There were five of the newly hired employees I i 'I
I wno had their 2nd step TBST placed on II 1
i 0412212017 and were read on 04J24f2017. I i
I-There was one of the seven newly hlr$<!
1\ employees who had a T8ST upon hire and whose I' i
documentation of a previous 2-step T8ST was ]'

: being faxed to the facility, j

0" ~::AC 13F 090'(d)(3)(H),tri,,,,, andFood I 0306 PI \ \ ~ e.61J-~l\t:s'I (" !~/15111
I 10A NCAC 13F .0904 Nutrition and Food Service \ \ I .J' '" :....a ~ ~ fA~Io
: (d) Food Requirements in Adu!t Care Homes: I' bO-t1'\ tr- \ I d I • t.
~(3) Dally menus for regular diets shall include the 8 .. r. -I. e..R.- ~ -+ I
following: I' c::6e.~u ~d w ~~ I
(H) Water and Other Beverages: Water shalt be (I
SEll"'Ject\o each residen1 at ea.<:h meal, In addition! eACh ty\ea.-· 1

to other beverages. tIM.,,~ el'--, ~nJ ~c.c... i
II ~""~ ~ o~h el, (\frgI () b ~t-R-V e.. . :

1

1

, b.-~~ d...~t \ Y +0 \
l~~~~IU\L \

I wo\v+~-~.CLAe' tilJ~J~(A-~/fttC
e..cu.h h't 4t-l . \

: This R le is not at as evidenced by:
: Based on obse.rvatio and int.erviews, e facility
I failed to assure that water was served (0

\ residents in the small dining room during two
] meals observed. The findings are:
I
iI observstloo of the lunch meal service in the
, smarr dining room on 04120/ 7 at 12:15pm
> revealed:
I .The Medrcatfon Aide (MA) and a Personal Care
I Aide (PCA) were serving the residents,
j -Nine residents were sitting at tables in the dll ing
If area.

I-All nine VIas served iced tea, mil and coffee .
•There were no glasses of water or pitchers of,,

Division of H&nlln SeMu Regulation
STATE FORM E2QE11 II COItlilloJallOl1 shO<O!B of 11
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0306\ Continued From page 8 0306 l

.._...,-_..._....__. __.l~ater on any of the 4 dining table~,
i ·warel'-we'S'-l'Iot-offere<tto-any-reS1oent----,-----. --------- ..- r-- ..-----..---..------------------------I 1------1-------

1

!nteNlew with the facility's Managef on 04121(17
at 2:50pm revealed that residents with the
diagnosis of dementia or that required additional
assistance with aon -, es of dally living ate In the
small dining room,

Observation of the main dinlflg room during the
lunch meal on 04120J1? at 12:00pm revealed
glasses of water at each place setting for the
lunch meal elOr'lg with iced tea and coffee cups,

Interview with a PCA on 04120/17 at 12:20pm
revealed:
•The food cart was fi~ed In the kitchen, Including
beverages and beverage contalners,
-Only MAs were aHO\-ved to go to the kitchen for
the stocked food cart,
·A pitcher of water was usually on he ood cart at
each meal.
.11water was served o !he residents at meals ilI would have to be in Styrofoam cups since there

~was never enough glasses on the cart 0 serve
i water.
i-The PCA did not think enough glasses were sent
, to the he small dining room.
l
! I terview with the Resident Care Coordinator on
\ (RCC) on 04120J~7 at 3:40pm revealed'.I -T e RCC was aware tha each resider t should
! be served water at each meal.
',I -The RCC did not now that the residents served
In the sma I dining area were not reoelv ng water

; with their meets.
'I -~I'ntake care 0 it",

i
! Observation of the breakfast meal service tn the
i small dining area on 04121/17 at 8:30am

Division of Health Servico Regulation

STATE f'ORM E:2QEt1 If oonllllualioo sheJel \l of 22
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i 0306 ii

: revealed: I I
!

----- ! -Each re§fCI~lirwaS-&erved-appto')(imate!', 0 I i
\

!I ounces of both milk and orange juice as well as I ,
t coffee. ij ·water was not served to any ofthe 10 residents

I! present. ! ,
i II Second Interview with the RCC on 04/211 7 at i !

j i
; 8:55am revealed: \ I. i,
I -She could not believe he issue had not been ~ i
" corrected I II ·"1 spoke with (the cook] yesterday and told her to I

!~send enough glasses to the (small dining area)."
I ·"1will speak with her again". I

1 \

" Interview with a second PCA, on 04121/17
I,,
ji 10'.11am revea ad:

! -sne was not aware that water had 0 be placed
1i on the table at each place setting. I

, -She served water to the residents if they asked
,

II i
: for it u -ng the disposable cups. I I

\

,
: ·If ~ ki chen provided mote glasses, U1e staff !,
i would serve the water at each meal. I
i -She denied asking he kitchen staff for more I

I I
I glasses. I I
I

,
II I

I II Interview with the cook on 04121/17 at 11 ;SOam Ii revealed:

\\ -When asked if she was aware tha each reslden ;

l was to get water at each meal. she responded II

) ·Si, Silo and picked up a ¢cher of wate\'.
! II

! !
! ·lM1en asked how many drinking glasses were 1 I I II going 10 he sma 1 d!!Hng room at lunoh, she I !

i
pointed to a clear storage container on top of the I I
food cart whtch contained approximately forty 9 ,

I iI ounce cups. i !
l I

\I

Iln~eMew. with the Administrator on 04124117 at I

12:30pm revealed: I I,
i -"I am outraged over this water business",

I
1

Division of H"",lUl Servfc;;o RCQt.1allon
STATE f'ORM E2CEH If conl~lIalian ~ 10 oj Z!
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D 306! Continued From page 10
I
! ,., mean water is free, come on", I----tT·~"eXpeCltn!:i1:fEI5'eTVe-d-t0"'9aCh-1'eSi6e"t-.e.~GI+-"'k--I r ~,~__--1----.:...'
i meal and it will be", '
I I
I

D 358J 10A NCAC 13F .1004(a) Medication D 358 I
1 Administration 4/ :J.O/I '1
: 10A NCAC 13F ,'004 Medication Administration I _ \ +. L W e..~'e..
~(a) An adl,tt care home shall assure that the \ n.. \ \ fY\ eo: e...c.:' 0 ,
I preparation and administration of medIcations, I f\ tJ ., <' ~ A 6~
; prescription and non-prescription, and treatments j ItJ e...n ~ Re.. iac « I
I by staff are in accordance with: b \ L e. i\N tOI\~ l),l f.jt1..1'\+
I (1) orders bya licensed prescribing practitioner ~ 'tl'\
Iwhich are maintained in the resident's record; and I U " M ,()"I ~t I; D
i (2} rules in this Section and the acility's policies I 0 e.l.i (;(,p., 0'-, \ n~ " =: #I. ( I,
" and procedures, ('o -l
: oJ. rc. \1'\ l~tt\O--ho N . I
i This Rule is not met as evidenced by: n j I ii Based on observations, interviews, and record I () 1'\1\ ~e4 LJ.L..6. tell -rN1
I reviews, the facility failed o assure rnedtcetio s f' IJ...:... 0 ~ l ~J ~ I
1were administered 35 ordered by the pre$Crlbing i \ f\...~! practitioner for 2 of 8 residents (#7, #f!,) observed f ltt.~MtAc. ~ ;
j during the medication pas-s ~ncluding errors with a l.\Y D~d.e.P-. -t 0 JlL f:.,J
, psychotropic medicalton (Resident #8) and a Co ~ e.."T.-;.... \ . . ~r"
stool soft~ner (ReSident #7) and for 1 of 5 M- (\ () f\ 0-'- J" .k ~ T. t M. 6-, ~
residents sampled (Resident #2) for record n1\ I \ ~

review with a physician's ordertor a medicatioo ) 'L ~..L .w ( tS1
I used to treat high blood pressure according to [ D.D t.J...VV\-\(\,,6., ~ to "
\ prescribed parameters. I n f'I\ e.J. +eah.~ 4- o
i The findings are: 1 ~J~R..-ro f2.- . I ~
i '7 o J ..c.'.L.., '" J. rY\.e.J 1('dI"+:, 0{\ .si 1. The medicatlon error rate W8:S % 00 (\ e p-... ,;,,),1""'" \ ,
i ev~ncOO by observa ons of 2 errors out of 26 l).... j 1. l +- (.#.,.,
! opportunities during the 12noon, 3pm, a d 5pm 1 \ l ~:t (\e.'U).. \:.0 U e... ~ :'. I ,

I medication passes on 041191201.7, and the 9am! \1'\.C..I--- n J d 1r 5 b o
! medication pass en 04/2C12017. W; ~ -\"000.../ CJ e. ml t'CClJ! Ion ~,.P

'"10 be, +oJ(e0 on Cln~n1pt

...~..... .. ..,;:. '.. _ .._. -_ ..
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, meals.

;

I. Review of a subsequent physician's order dated

i 0111112017revealed:
" -There was an order 10 discontinue Geocon
! 60mg twice daily.
i -There was a physician's order to start Geodon
'j 80mg twice dally with break1ast and dinner.
I -The physician noted with the order thaI the
1 Geodon 80mg "needs to be with food to bei effective".
I
: Observation of the medication pass on
: 04/19/2017 at 4:27pm revealed:
; -Residenl #8 Vias outside on the back porch of
; Itla facility.
i -The Medication Aide (MA) prepared and
I administered three pills to Resident #8 with water,
: Including Geodon 80mg one capsule.
) -The resident was not onered any food with the
I medication.
I, -The resident remained outside on the back
i porch after the medication was administored.

i Observation of Resident 118 on 04/19/20H at
\ 4:45pm revealed Resldenl tie rernained outside
I on the back porch of the facility.
i
j Observations In the facility dining worn on
i. 0411912017 at 4:45pm revealed:
! ·The kitchen stalf were plaCln9 glasses of water
I and silverware on the dining room tables.
i -Tne supper meal delivary to residents had not

'j
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D 3581 Continued From page 12
i

I Observation of the same MA on 0412012017 at
I 4:35pm during the ~d\catk)n pass reveaJoo',
I-The MA removed Resident #8's Geodon 80rny
I blister pack of medication from II e medication
I, cart,
i -The MA stated she was getting ready to
! adm·lnls\er Resident #8 er me<lication.
I
I
i 'nterview wlth the MA on 0412012017 at 4 ;35pm
i revealed:
! -The residents would be served supper ati 5;OOpm.
( ·If a medication was supposed to be given'll' h
I food, the resident would be administe'red the
( medlcatlon when the resident was in the dining
! room eat'ng,
i -She administered the GeodO/) to Resident #8
Ii before dInner.
i .There would be mstructio.ns on the resident's
( Medica· on Administration Records (MARs) 0

I administer the metlication with food If the
l medica ion was supposed to be administered with
i foM.
: -She administered medications 10 residentsi according to the inst ucttons on the MARs.
I .There were no Instructions on the MARs to
admlnis er he Geodor with food,
-The MARs were printed by the pharmacy,
-The MARs Were revieWed by the Resident Care

I Coordinator (RCC) for accuracy.
i -She had an hour before the scheduled me of
: administration Of an hour after tne scheduled timei of administration to administer medications to
\ residents.
i -She did not administer the Oeodon wilh food on
i 04119/2017 to Residant #8.I ·Resident #8 wen toea! supper "abcut 15
Iiminutas lale(' on 0411912017.

"

I
I

I

\

I
1
I
I
!
I,
I
I
I
I
\
I
l

""" E2QE1i
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I MAR she would look in the residsnrs record for 11

-------l~'a~Car~li~llca~l'~t~U~l~e~~~d~J~~,.::~::::::~~::-----t __ -----+------------------------------~~------J_--~
! -When she saw a medication scheduled or Barn ! I

\ anti 5pm. she thought the medicafon wall ilI supposed to be given wilh food because ttlose
i were scheduled meal times at he racility.
; ·The MAs did not review physician orders and did
I not go through resident records unless there was
\ a need,
I,
\ Telephone interview wt h the Pharmacy
I Representative (pR) on 04/2112017 at 10:30am
i revealed:
i-The PR was responsible tor printing the facility
I MARs
: •The curren order on me for Resident #a's
i Geodon was daled 01/1112017 with instructions
) for Geodon 80mg two times a day with breakfastI end dinner.
\ -Most of the time the PR primed all 0 thei physician ordered instructions on t e MAR,
, -The PR knew the meal times at the facihty were
j 8am and 5pm, SO she printed the instructions for
, the Geodon to be administered al thaI lime.

i Telephone intElfVie>.';Iwfth the P armacist on
10412112017 at 10:40am revealed:
l -Oeodon was absorbed about 60% when given
,w\\h food.! ·Food helped t e absorption of tne Geodon.
I-The pharmacy could add ;n~truction$to Res(den1
I #8's MAR if the medicalio needed (0 be given
r with food.

I
! Interview with Resident tl8 on 04124120 7 a
; 12:25pm revealed:
i -She felt calm.

\ ·She was prescribed a "psychotropic".
i -She recognized her medications by oolo but did
not know the names.
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I

I -She was administered medicatlon by the MAs.

il B. Review of Reslden sr« current FL-2 dated
. 1212212016revealed:
\ -Diagnoses included diabetes mellitus.
jl1ypertension, lower back pain, lumbar

! radiculopathy, spina stenosis, coronary artery
disease, arthritis, and constipation.

I-There was a physician's order for Colace (used
110treat conshpation) 100mg caps Ie three times
. a day.

) Observation of the medication pass on
I 0411912017 at 2:53pm revealed:
i-Resident #7 was in his room.
; •The Medication Aide {MA} prepared and
I administered two pills to Reslden #7, including
1
: Docusate Sodium (Colace) 100mg one capsule.
!I Rev'ew of Resident sr« Medication
~Administration Records (MARs) for 04/2017
I revealed:
I-There was an entry for Doousate Sodium 100mg
I (generic for cotaoe) take one capsule three irnes
; a clay.
: -The Colace was sched~Jledat 7am, tpm, and
\ 7pm daily.

[ tnte'" ew with the MA 0 04/19!2017 at 3:00pm
I revealed:
\ ~She was the only MA responsible for medtcation
i aormrustration on the frs shift.
\ -Resident #7 was difficult to admims erImedications to on cccas ons

\ Interview with "e Ma ager on 0411912017at
! 3:45pm revealed:I -The MAs had been trained to adminlst.er

l'medications within one hour of the lime ltIe
, medication was scbeduled for admlrusrratton.

i
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! -She would contact the Licensed Health
------\; ...•·1"'''''"'Tofess\onal-StlJ)j:lG~~~~-tO''''CQmato

I~e~d~top~~amed~~oore~~~~r~t~e~-~~---t-----------------~---~L--
\ MAt.
i
\ Interview with Resident #7 on 04124/2017 at
I 12:15pm revealed:
: ·He was administered a ''I' tie rsd gel cap threeI times a day" to help With constipation.
1 -He usua Iy had a bowel movement every three
\ days.
I·He denied having any episodes of loose stools.

1 2. Review of Resident #2'$ C1.Jrrent FL-2 dated
. 02{0112017 revealed:
\ -Diaqnoses Included hypertenaton, neurocogniilve
i disoraer/Vascular, depression, and wheez'ng.l ·There was an order for blood pressure checksI two times a day.
\ •There was an order for Clonidlne(used to treat
I high bklOd pressure) O.1mg tablet two times a
! day as needed for systolic blood pressure (SSP)
! greater than 160 or diasto ic blood pressure
',( BP) greater han 100.

: Interview with I e MedicatIon Aide (MA) en
; 04/19/2017 at 10:40am during the initial facility! tour revealed:
, -She had Just checked Resldent #2'$ blood
I pressure.
I, •The blood pressure rerunf\9 obtained was
l 204,196. (ACCording [0 the Natlo alInstitute of
I Health, a person is considered h;'pertensive if the
\, systolic blood pressure is 140 or higher and
I diastolic is 90 or higher.)
\ ,She would recheck Resident #2'5 otcod oreseure

\

1 in 30 minutes.
• he facility policy was to give the resident 15 - 30

! minutes, then recheck: ~e blood' pressure. If e
I blood pressure was stili high, then the physician
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Cion dine to Resident #2 due to the systolic blood I

\ pressure being ijreatel' than ~60, i

03581 Continued From page 17

I would be notified.

:
I

/
' Review of the February ,2017, March 2017, and
, April 2017 Medication Admin slra 'on Records
1 (MARs) for Reslck!nt #2 !~ealed:
I-There was documentation for blood oreesure
\ checks during the 7a -3p shift and 3p 11pshift.
! -Clonldine O.1mg tablet take one tablel twice dailyI as needed for SSP greater than 160 or DBP
I greater than 100 was printed 0 the MARs.
I
\ Further review of the ebruary 2017 MARs
I revealed there were three occaslo s on the 7a.3p
! shift wnen Resident #2.''1$ systolic blood pressure

I was documented as greater than 160 as follows:
, -On 0210712017 Resident #2's SSP was
) documented as 165.
i-On 02/21/2017 Resident #2'5 SBPwas
i documented as 183.
\ -On 0212712017Resident #2'$ SSP was
! documented as 162.i -There was no documentation of administration of
, C onidine for February 2017.
I
i Further review of the March 2017 MARs revealed
1\ there were five occasions during the 7a-3p shift
and 3P-11Pshift when Resident #2's SBP was

: documented as greater than 160 and one
! occasion when Resident #2' s OBP was
i documented as graa at than 100 as lollows:
: -On 03/05/2017 Rasiden' #2' s SBP was, .
I documented a$1S2.
i-On 0310512017 Resident #2's OBP wasI documented as 138.
J -On 0310912017 Re:sident #2'6 SBPwas
! documented as 163.
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!
i-On 03124/2017 Resident #2'5 S8P was
1 oocumem.eu •••• ,••.•••.
-On 0313012017 Re :dent #2' s S8 P was
I documel'lled as 171,
~ -On 03.13112017 Resident #2's S8P was
\ documented as 164.
I •There was /10 documentation of administration of
; Clonidine for March 2017.
II Further review of Resident #2:s Ap il2017 MARs
\ revealed;
i-on 0411312017 during the 7a-Jp shift, Resf.derrt
; #2'5 SSP was documented as 164.
i -There was no documented blood pressure
: obtained on 04/1912017 during the 7a-3p shift or
i 3p-11p shift for Res'dent #2.
l -There was documentation of a blood pressure
! recheck refused on 04/1912017.
i -There was no documentation of administration ofI Clooidine for Apr112017.

j Interview with the MA on 04120/2017 at 10:45am
\ revealed:
I -sne documented resident blood pressure
i rechecks on the bact<of the MAR.
I -She did not recheck Resident #2'$ b cod
i pressure on 04/19/2017 because he resident'
t refused,
1 -She documented the residenfs efusal on the
\ back 0 the MAR.
I -She had not documented the ret;;u~tsof the firm,i blood pressure reading obtained on 04/1912017
I for ReSident #2 on the MAR but had written it on
: a separate piece of paper.
! -lMlen she got a high blood pressure reading,Ishe would notify the RCC or Manager and they
1 would tell her if the physician needed to be
I contacted or If the resident needed to be sent to
i the hospital.
I -She thought she had informed the RCC about
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Il.he blood pressure reading for Reslden #2.
:-S~~haOnOtaOm'n'6~~~dffio~Hb~~d----t-------t----- -l ~l---l
I pressure medication to Resident #2 except the 1
I, medication the resident routin€ly was I
I administered every morning.
I -sne knew there was Catapres (brand name for
l Clonidine) in he medica 'on cart for Resident #2.
j.She had never adminis ered the Catapres
, medication to Resident #2,
I·she was not aware of the physician's order for
i catapres nor was she aware of he blood

I pressure parameters (or when the Catapres was
to be administered.
I -she had not checked Resident #2's blood
I pressure for 04120/2017 as of yet
;

i
· Observation of Reside t #2 on 04120/2017 atI 1:25am revealed;
: -The reS{dent was in he room laying on her bed.

I-The MA placed the digital blood pressure cuff on
· the resident's left upper arm and chect<ed the
\ resident's blood pressure.

"

-The blood pressure reading was obtained as
I 135161.

j l lerview wittl ResiOOnt #2 after the blood
1 pressure was obtained on 04/2012017 at 1125am
i revealed:
\ ·She had a strok.eabout four years ago.
I -She was administered "about 5 ·6 pills" but did
1/ not know e narnes 01'the pi\ls.
· -Sometlmes she got a headache.
I -Sometimes she felt dizzy.
! -She was having stomach pain. but was feeling
j better,

1 Further interview with the !VA on 04/2012017 at
~ 11 :25am revealed:

I-She was not aware of a written policy on blood
pressures.
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1 II -Most of the time blood pressure orders were I'

----+;~w;M,~~Onrth~aen~~o~.---------t- -t ~ ~ -1
i
IlnteNiew w~th the RCC on 04120/2017 at 11'.4Oa'c1l
! revealed:
!, ·When t a MA told her about Ihe 04/1912017
~blood pressure reading, she told the MA she
I

I would contact the physician.
, -The physlcia started Resident #2 on
( Hydralazine 50mg daily (used to trea high blood

'

I pressure),
•The Hydralazine woukl be in the facility tonight
l (04120/2017),
; -sne did not lnstruct the MA to administer the

1
Catapres because she assumed tile MA knew the

I Catapres order Vias on the MAR.

l In erview with Ihe Manager on 04/2012017 at
I 11 :50am revealed:I -If a MA had administered Catapres to Resi<lent
I #2, it would be documented on the fro.,t and back
; of ltle resident's MAR.I -or the three MAs wt10 documented blood
" pressure l'eadrngs OUside the phys clan ordered
1 parameters, one of the MAs no long,er worked ati the facif y, and one of the MAs had not workedI as a MA at the facility nee 041812017
I

i 11"IteNiew wnn the RCe on 04i2112017 at 9:45am
i revealed:
l ·S e was respom,ible for reviewing the MARs {or
: accuracy each month before the MARs were
i placed in the notebook for the MAs use for
! documenting administration of medications.
i -VVhen she reviewed Itle MARs, she compared
the current MAR to the upcoming month's MAR.
-lhhe had a concern about Ihe accuracy of the
MAR she would look. in the resident's record for
cJarification of the order.

\ •The MAs dId not review physician orders and did
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03581 Continued From page 21 J

I I I
1 not go through resident records unless there was I i

I Q ,~ •••u. I !
i

( I
!I Telephone .mefVlew with \he Pharmacy

1 I
j Representatree (PR) on 04f2 12011al 10:40am I I

: revealed; I I
I-The PRR was responsible for printing the facility I I

i
l MARs. I

i -The physIcian's order for the C lon\dine WM
!

I
j printed on Ihe MAR I I\I -Tne Clonldine should have been administered I

I,II according to he physician's order.

ii I -A blood pressure over 200 was considered high i
i and a person could have a stroke, I iI II i
1 Telephone intel"lliew w· h Resident #2,'s physician

I

: !
: on 04121/2017 at 11;35am revealed:

\

! i
: -She was aware of Resident #2's blood pressure i

I, readings, I
I -\Nhen she saw tie resident at he facility, she !I checked the resident's brood pressures, I

I
I -The resident's blood pressures had stayed i
I , II controlled, jI-She was considering dlsconllnuing the as l
. needed order for Clonidine. I! -The Clonidine could make the resident dizzy.

)

,
I -She would rather control the reside rs blood i

'!i pressure with scheduled edications.

1
,

1-She would expect !.hefaclilty to call her' the ( !
resident's blood pressure was high and I i,

~administer the Clonidine If the blood pressure
)i was above 160 if unable to get up with her. I

1 -sne considered a blood p essure over 200 10 be I i! "very high". II -She would expect the facility staff to recheck the
I, res dent's blood pi'essure to determine if the I ,
I blood pressure had gone dow . i

) -She encouraged the faCility to call her and not to

I! Just depend on the ordered parameters,
I
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May 24, 2017

He: AIHlIud arid FollOW-Up SUf"VC~'compieted April 24,2017 (E2QEJ1)

f'lldlify:
Licensure Nmnhcl':
County:

Pinecrest Gn rd{'os
HAL-OH-022
Htll'fll'lt

Dear :VIr. Lockamy:

Thank )'<)(1 f,)l' the ct llpcrulinll am! courtesy "::<l~ndl'd Illring lit.: survey completed Dol?} .ill $1.:111" with the Adult Care
L i~c...';-h!IH·'-'" 5.:1.!.:!H4.Hl_

As a resulr or the follow up survey. it was determined that some of the deficiencies arc now in compliance. which is
reflected on the enclosed Revisn Report. Additional deflcicncics were cited during the survey,

Enclosed ) ou \\'il! find at! ~ i()hti(JlIs/dctkil:n':il.'~ c ill:u ii~l··t! on 111<,;Statement of Delicicn .ics FIlI'm. The purpose of the
_ tutement of I)di~icn\:il.'s i" h) provide )Ii\l with spcc ific details or 11...:practice that does Ihl! comply with the state
regulations You mus provide all a iceptable I'liII\ or Correction 1(11' each "j< lati\llllddicicl1l::Y cited in the I.eft column, In
Ill..: spu es 10 the right uf the form. ~lfIl~ YUill' piau f,u' correcting ihc problem and the completion date by which )ClU will
correct cuch violntinn/dcficicncy ide Itifict.! and n:IIIJ'1l it 10 our (\lrk.: \\ iihiu 15 \lIlI'kin!l d<l~s ,)1' receipt of this letter.
Below you will find \\ hat to in .Iudc in Ine Plal1 of Corrcc 1illil I'm all deficiencies; ;H1d. if violntions were idcruified, d~t;;ils
ofthe tYIW of viohHillll{S) und the time framet.s) fur compuancc are also prmic\t'd ht.:ll~~',

'Vhllt to includ\t .ill the fhUl liT C~)n·l·('tioll
• Indicate what IlH:-a~lIl""~ will be pili ill place 1(1 correct lite ckfj,;icnt area of practice (i.c. changes in policy and

prnccdurcs. stall' training. changes in "taITin~ palll'r"n's. ct '.')
• 111hcate what (Jl 'iISIlrC:' "ill be pill in pia\.:..:In prevent the problem from occurring l.I~ai'l
• Indicate w!wl\iU monitor he :-;itm\\10n to ensure it will not occur again

nULT (''''HE I.lCE~SUIU: SECTIO:'i
\~·.!~~\\·Jl!;~!'.lI.!S~p~

TEL 9! -X5~-31(15' FAX 919·713-()37!J
1.<')('/\nox. BROW;\: [3UILDIN(j· sor BI(il,S t)I{lvr· Ht\U·:!UII.;--;C ?7M.1

\'11'\11.1':'\(; :\J)[)l{FSS: :nos~11\1l.SERVICE tTN'l EK' RAU.IGII. xc 2769i}·~708
/\'~ FQUAI. OPP()I{HsIT'r' l' FFi f( \,1)\[ IVJ·: :\er 10:-; f' M1'1.0'l' I:R



I'agl: 2 \)f:;
Pinecrest C1lml\'rls
I.IAL.n~.,-022
O.V2·~.'17

•• 11\\\i\'.~\\'how \,fl<':l\ \h..: nmnilodt\~ \\ ill tukc place
• Cnl1lplclioll datl:s hy \\hi.:1t ,110.; plan .}f 'IIrrc..:thm will be completed. The .omplction dares must be acceptable 10

the Slate.
• Sign !lml dat ' che hottom of the Ii r~t page (' . the Slal~ Form.

Return the signed and dated Statement of Deflcicncies lonn within 15 ,,'orking days from the date vI' receipt of this Ieucr,
,Ve are unable to accept faxed reports at this time; thercfo c. a ('P~ must be mailed III our office or e-mailed to the survey
team leader PIeast: mak ' sure the copy ),\)t! mai] nr e-mnil ro us is SJGNED A~ Dt\'lTD or il will not be n":l,;\:l)\~U. A

response f\ tile phtll of vorr .ction \\ ill hi! sc 110:\ I.Y if 1111;" plan ,)1' correction i_ not accepted Please retain u copy for
yo II I' tit ·S.--'------~~-..-. ....--.-~..-..-- --_ -.._. -_..__ __ ._ .._... .- ~

III accordance \\ ith G. <.;, ~ 1] I LJ-:.l f (:t_>. )"l U have one opponuniry to question cited dcfic ien ·i..:s through an informal
dispute resolution (lOt() process. You may :11'-;,\\contest the ",CH!rilY of noncompliance Ihat \'csu\\cd in t\ viotation
determination. T() be :;i\"cn such all opportunity. you arc required In ~clld your \I (ittr:tl request incnlifying the specific
deficiencies being disputed posunarked by June 14. 2()17. An cxptauation of why you are disputing those deficiencies (or
why you arc disputing IhL' H'\ crity or noncomptiunce th,H rC~llllt.'d in ,I \"u,laljull determination} ah'ng with :m)' supporting
documenuuion must be ~CI1l and posunarked b .luue 14,2017. YlHI rnllSI <;lIt-.mil ~ copies ol' material and hig.hliglll lr

lI:-'l' some other means 1<1idcnti(v writtcu inform •.uion pcrtineru 1\111\' disputed dcficicncyf ics) Additional written material
Ih<l'l l\n.:~ nut 1)\1:\:\ thc~..: fl!\1Ui~I\\Cnl~ will not he reviewed. Th!:~ inlormatiou should be sent I,): lOR Coordinator, Adult
Care Licensure Section, 2708 Mail Servi 'C Center, Rnlcigh, r-:C ::7(1)\)-270&. An incomplete intormnl dispute resolution
prl'IJI!SS will not ddny th..: effective date of :1Il\, enforcement action. IDR Procedures can hi: U(;CCS!H.'d Ill:

h1lp:/"\\'\\'\\ .ucdhhs.gov'dhsr/acl: 'idr.ht11l1

If you huvc qucstious uhout tll.: enclosed St;Helller't ol Deficiencies or lite violatious. please contact me 3t C)lt)-()90~OO·45.
,\ ;'"Iltn\" tip ..;ur\"(:·y"'ill \ c condm;ll.:'\ \(. determine compliance ;\\ "II <II"'Us citl:! L If thi . agency (an be of any assistance
ill prp\'idill!!- consulintion relative ro licensure rules. please let (10.; hum',

~lllcen:l~ ,

Twila J. Bowen. I{N. t.iccnsur C msulinnt
Adult Care Licensure Section
Division of I lealrh Service Ih:gu!ltlion

,. nclosurcs: Statement of De lc rcncies
Revlsu I{cpor!

,·C E\h\in B,\)". Supervisur, Hllmcll en my DSS
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hll;ilil)" File
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In :In n~l)..n !!';~f,.~n~lt'tt\':! improve "~'H."tn."~'\:''''~liln prlfl.:..:" •.. w \1h the pI ,..•.•..;:d~1~ \. \.' ~\'! \ ',,:, v-C \\ I,l,\.r,t Jj k~";.\)t.~ t<1.•.·"mph~(L· r1 CU-SUJl'1h!r :s~no'·Il·!: S~$r\\"~. I he
Sun'c~ ,:all he a .( •.......s,~d;\{ ih\." \\ cr. :,!t(8 (',~.;,\ \ Y our >("p1IHHI~ ~!\ impnn.m! h.1iP". :1I~tI\'. i!t ;,o..:::·i~r U~ in \.h.'\\~loJ"u~g.nc« i.l..r..j bcuer "'HI~:i Iv d~l UUf .i\,b~

I'l~u§~ nolc; Jk~:\\I,"lh~ ~lIr\~~IS CLHi!hl·nt'dl, )lhli "kll"'!) ",!li m"I.(' ~I~,n\~l:_,,!l1'.' I)I,bl,)'1 t)f1kallll S-cr\i'-C }(C!,tUlll!h'll or thv i'of'lh l'uwlilli'

Ikp~rin!('n'••fl kalth ,111<1 1hill,:.!1 "'-'n L~,,~.

1 i'tank yl,\~' fnr p~ltw."IJMtingin tuis 'l.Hn1iLknli(l1 ~1I1' \~: a ....'.\~ "lci,. c tll hnr;~n-:c the :o.o;;n i\:\,:" we PfO' ~J"td 111'..:",""11",,' S t'b.!ah.h care..pr,.\·idc~ ilcn~"sthe
..•t;tll~l~f~('Inh t "nrnlinu. S~l'\tdt.l ~~'ll\\ ~"'htfl 11.\\ ~ a '1\!1(id-tll!j;ll ~lt~:I''''3-i.tnrl..~~ilnlut~thi:->. -urvcj ,.r ~(iOr illt~r'~I;'ill~~\' ith lht.: Division of nl:~t1th,
So(n-;~~ Ro,;t:,lJlalt(lll. pki.\,.'c fed rr('~ l~~~'\!':41l.:1 \1;:,rk r'..l~'nc. n[r\.~,~f~: Dj, t:--ic-"r: u( r k.Jkh 'I..~I"\ it,.~~l<l"~t:brii'll.. u 9 Jl).~- 5·,17-h

Cu~I"nh:rS<;n I~" ""f\'':~'"d) sue: h!!m1lYL~£illlhs.&Q¥/dh,"lc •.•~irun.-!tt~!m!i$!tJl.1.l)1!
IS~lr\·~.\\ la;\ d~;i not \\ork \\'1.'1! \\ i th all br{t\\ ~cr:'.r~C1~:'~..h':('.:;o.:\ !'Uf\(,,:'>' \\ )~11Inl~~rn~ti>,.pll'ICrl
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STATE FORM: REVISIT REPORT

PROViDER (SUPPLIER/CUM MULTIPlE COlllSTr~UCTIOt-l
IQEN'fiF!CATION NUMBER A E).\it'Oillg
HAL04302? 8 Wtn9

DATE OF REVlsrr

41.24/2017Y], i~

NAME OF FACllrTV
PINECRES GARDENS

STREET I\DDRESS. CITY STAre. lIP CODE
19M OLD US 42

U;'llNGTOI'f. NC 77545

ThiS report is c(lmpl~ied. by a Slate surveyor 10 show tho$\l deficiencies prevlousty raoorted that t1iilfe been corrected <IT'd tile date lItlch
corrective acnon was accomphsned. Each deficlellcy should be fully idltfllified using either the regu1allor. Of LSC prOYtSIOn 'lumber and the
Identification prefi~ cooe previouSly shnwn on rho Stale Survey Report (t,r(;fi); codes snown 10 the left of escn reQUirement on the survey
report Iorm).

ITeM OATE ITEM

Y4 YS Yol

ID Plefi'( I)02S~ Correction ID Prefix

Reg. /I
lOA NCAC 1:lF J.lOO4(al

Cornplelee Reg. II(2)

lSC r.W24/20il LSC

OAT~

Y'"
ITEM

"'4
DAn
Y5

Corroutron iO Pre Lx Cmrecllcn

Comp!elcrl Reg. # Completed

~
Iii) Pref.x

Reg. tl

LSC.---------------! .-----------~-------------

I lSC

ID Prehx Correction 10 Prefix

1
Reg II Comrleled Reg. #

lSC rsc

ID Prefix Cort<n:tloll 10 Prethl

Reg Ii Completed Reg.:!
LSC lSC

IDPreily. Correction ID Prefix

Reg. II Completed F~eSJ· #

LSC l.SC

10 Pref,x Correction 10 Prefix

Reg H Completed Reg. II

lSC LSC

--L~
REVIEWED BY REVIEWED BY I OAT!:
STATE AGENCY 0 (INITIALS)

Corr ecaon Correction

Completed Completed

Compleled

ID Prefix Correction

Ccm~IQted Reg. 11

lSC

C<.>rrm:tion ra Pmflx

Completed Reg tI

LSC

Correcnon 10 P,efix

Completed Reg. #

LSC

CompJel(;!d

Correction

COIY'plete<i

______ -+- ~>--_-_+-~-=GN::...A~wReOFluM~~/£N' ISh~~_
_~_~v_;_~_~_E_D_B_'f__ D__1_~_i~_~_;I_~w_L_;_,D_a_v Io.~' ~=-~ IDATE·

1,0 C~tI:O: FORAl-IV UNr.OHf'teGTf:O D!:'ICIENCIF.S WAS;\SUWMRYOl'
tJNCORRECTf.O DE~IC\t:NCIES (CMS·25-5J) SENT TO THe: Fi\CILITY1 0 YES 0 NO

.----------------------.----------~.---------- ---------------------
FOLLOWUP10 SURVEY COMPI.E'lED ON
11/13f2015

EV£;NlIO FUOW12

STATe: rORM. Rf.VISIT REPORT (W06)


