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¢ 0005 Initial Comments co00 | ]
! The Adult Care Licensure Section and Bladen
| County DSS conducted an anual survey on
! February 09, 2017.
' | i i
c 0?41( 10A NCAC 13G .0315(a)(1) Housekeeping and i CO074
| Furnishings

| 10A NCAC 13G .0315 Housekeeping And 5 |
| Furnishings .

| {a) Each family care home shall:

| (1) have walls, ceilings, ana floors or floor
coverings kepl clean and in good repair;
This Rule shall apply to new and existing homes \’/}/

This Rule is not met as evidenced by:

Based on observations and interviews, the failed
to assure that the walls and ceilings were kept
clean and in good repair. The findings are:

Observations in the community bathroom on
02/09/17 at 9:20am revealed: . !
| “The walls of the shower were covered with f
| painted- over black stains and black stains that i
. couid be wiped off. {

~The knob on the hot yater faucel in the tub fell e ot Wngd QWIWWWM
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painl.
“An area approximalely T ich wide by T2 iiches
iong above the bathroem door knob was missing
 paint.
_-The bathroom door knob was loose.
| -A section of the bathraom door frame
| approximately 1 inch wide by 14 inches long was
| migsing paint.
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| Observation of bedroom #1 on 02/09/17 at _ N 4)/57&7 .
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9.40am reveated:

-There was no door knob on the closet door.

-A section of bare wood approximately 3 inches
wide and 18 inches long was beneath the
doorknob cutout on the closel door.

-The resident of bedroom #1 could not remember
what had happened to the closet door.
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. Observations of bearoom #3 on 02708777 at
9-45am revealed ten ceiling tiles were discolored
and "bubbled" in appearance.

Interview with the resident of bedroom #3 on
02/09/17 at 9:45 am revealed:

i -The resident thought that the roof leaked when it
| rained.

-The Administrator had attempted Lo fix the roof
and ceiling multiple times in the past.

-The resident thought the last repairs were done

| "a couple of weeks ago.”

| -The resident was unciear when the last repair
 had been done.
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| Observation of the facility’s kitchen on 02/09/17 at

| 10:20am revealed:

| -All the kitchen cabinets needed cleaning or

| painting.

, -Two of the upper cabinets handles were only

| attached at 1 end.

| -The kitchen wall behind the dining table chairs
was missing paint.

| Interview with the Medication Aide (MA)/Personal

| Care Aide (PCA) on 02/09/17 at 10:20am
revealed.

- -The facility did not have a cleaning schedule.
-She thought that the Administrator and his family
members did deep cleaning on the weekends.
-She did not know why the ceiling tiles in
bedroom #3 were stained and sagging.
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-She thought it could have been the result of a
hurricane several months ago.

-The Administrator did repairs as needed in the
| facility.

The Adminisirator was not available for interview
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c 2021 10A NCAC 113G .0702(a) Tuberculosis Test and
Meadical Examination

10A NCAC 13G .0702 Tuberculosis Test and

Medical Examination

(a) Upon admission to a family care home each

resident shall be tested for tuberculosis disease

in compliance with the control measures adopted

by the Commission for Health Services as

- specified in 10A NCAC 41A .0205 including
subsequent amendments and editiocns. Copies of
the rule are availabie at no charge by contacting

' the Department of Heaith and Human Services,

| Tuberculosis Control Program, 1902 Mail Service

' Center, Raleigh, North Carolina 27699-1902.

I'nis Rule is not mel as evidenced by:

Based on interview and record review, the facility
. failed to assure 1 of 3 residents (Resident #1)
! was tested for tuberculosis (1B) disease i
' compliance with control measures adopted by the
Commission for Health Services. The findings
- are.

Review of Residents #1 Resident Register on
02/07117 at 11:20am revealed.
-He was admitted to the facility on 07/18/09.

- -Resident #1 was admilted from a family
member's home.

Review of Resident #1's record revealed-
-A TB test was placed on 05/21/07 and read as

T
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| | -The PCA was not aware that Resident #1 ! ( \ | o
P?ﬂ\ O\%\(\ | needed another T3 test O \/\Q@
‘ | i -The PCA will discuss the missing TB test with H
| the Administrator when he returned.
The Administrator was unavailable for interview.
§ A e o
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, \@Qm W‘Od?, QV‘U‘{ e 0* ' {d) Food Requirements in i-amily Care Homes: SO S
1, ' (2) Foods and baverages thal are appropriate to i\"‘J r ": ’
?’( 0{,\?@\ 0\ C& OW\‘ %L”C(Cl residents' diets shall be offered or made available | IR \"D'*"\’\‘{
M ‘\_ S‘}( . ‘\ d to all residents as snacks between each meal for
‘Q, WAL (ST(R W ) a total of three snacks per day and shown on the
sy | : ' menu as snacks.
m‘*cwe\w \NA‘(\ | v%d&\%
) - i J This Rule i1s not met as evidenced by:
e <5 Y’\(}\C\LS OKQ \(PV{S ‘EVUG Based on observation and interviews, the facility
D failed to assure that appropriate snacks were
D,“S \m \Q_’QV{ W\ \CLE WNE offered or made available to all residents 3 times
- per day. The findings are:
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. Observations on 02/08/17 from 9:15am until

j 6:40pm revealed

| -The lunch and evening meals were served at
appropriate times.

-The Personal Care Aide (PCA) did not prepare
or offer snacks between meals.

Review of the posted menu revealed that snacks

- were not included.

I

| Interview with a resident on 02/08/17 at 4:25pm

revealed that snacks are only served at night.

Interview with a second resident on 02/09/17 at

4:40pm revealed:

-The Administrator served snacks before
bedtime.

| -The resident stated that he would like to have

| snacks during the day

Interview with the PCA on 02/09/17 at 6:00pm
' revealed.
-The PCA usually only worked days at the facility.
-The PCA was not aware that snacks should be
served or offered between meals and at bedtime.
| -Snacks were not on the menu.
| -She would discuss snacks with the Administrator
| as soon as possible.

The Administrator was unavailable for interview.

C 367 10ANCAC 13G .1008(a) Controlled Substances

_ 10A NCAC 13G .1008 Controlled Substances

. (&) A family care home shall assure a readily

| refrievable record of controlied substances by
documenting the receipt, administration and
disposition of controlled substances. These
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records shall be maintained with the resident's _.___,—

! record and in such an order that there can be * | M Q C(){(ﬂ%—
accurate reconciliation. ' \ ﬂﬂkf e’
. This Rule is not met as evidenced by. | d wﬂ¥ D COV\,\Vd\@ ﬁk\f U%S
| Based on observations, :nterviews and record i u%
reviews, the facility falled to assure accurate A l w x&% Ck C &
| reconciliation of a controlled substance, Ultracet . nER. K S \R

| ain) b ' cel :
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Review of Resident #3's current FL-2 dated d l)l:§ dodt | on AW ol | W il

L4

01/25/17 reveaied:

 -Resident #3‘.5 diagnoses i_ncluded schizophrenia, J{b Insure W mm\\@}ﬂm CQ,M'\" is Oy T('(t

chronic obesity, hypertension and developmental

| disorder. lTV\Q_ %\&Q‘Q V‘h\\ 0\&) Q‘l\td&‘\"{ﬂ OH'{Y

-His medication orders inciuded Ultracet, 2 tablets

twice a day as needed for pain. i)a“% QOWQ“ N dﬂ i
Review of the medications on hand for Resident .T‘(\\’D %DYM 03‘_ dDUM d\edﬁ" . ﬂ;’m’\
e i ool Oy will ek edbeer
e v o e Twiotely
| -Atotal of 114 tablets of Ultracet tablets were

i counted on hand.
-A punch card dated 02/29/16 with 60 Ultracet i
| tablets was on medication cart .

-A punch card dated 02/29/16 with 54 Ultracet
. tablets was on medication cart.

Telephone interview with the facility's providing
pharmacy on 02/13/17 at 4:24pm revealed:

-A prescription for Ultracet 180 tablets was

| received on 02/29/16

| -Two punch cards of 80 tablets each was

. dispensed on 02/29/18.

-A prescription for Ultracet 180 tablets was { 7/ ¢
| received on 10/26/16. /i
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| “Two punch cards ot 60 tablets each was

| dispensed on 10/26/16

: -There was no record of Ultracet being returned
i to the pharmacy. '

| Interview with the Medication Aide (MA) on

| 02/09/17 at 5:12pm revealed.

| -She could not explain the difference between the
E actual counted Ultracet and the indicated amount
| on the Control Drug Record.

. -She thought there must be another sheet
{Control Drug Record sheet) that had been

| misplaced.

| -The Administrator received and added

. medications to the medication cart.

| -The MA was sure that the Administrator could

| explain the discrepancy.

The Administrator was not available for interview

C 381

C 367

10A NCAC 13G .1009(b) Pharmaceutical Care

10A NCAC 13G .1009 Pharmaceut:cal Care

- {b) The facility shall assure action is taken as

. needed in response to the medication review and
documented, inciuding that the physician or
appropriate health professional has been
informed of the findings when necessary

| Tnis Rule is not met as evidenced by:
Based on recora reviews and interviews, the

| facility failed to assure that action was taken in

response to pharmacy reviews for 1 of 3 sampled
residents (Resident #1) regarding the clarification
| of an order for cionazepam (used to treat
anxiety). The findings are:

| Review of Resident #1's current FL-2 dated
01/09/17 revealed:

C 381
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-Diagnoses that included schizophrenia, diabetes
mellitus {unspecified) and history of Hepatitis C.
-An order for clonazepam 0.5mg, 1 tablet every
day prn (as needed) without a listed specified

| symptom.

Review of Resident ##1's record revealed:

-A pharmacy review dated 09/20/16
recommended that the "pm" on the order for
clonazepam be clarified.

-A pharmacy review dated 12/09/16 a second
recommendation that the “prn™ on the order for
clonazepam be clarified.

-No communication with the the prescribing
physician was found.

Review of Resident #1's Medication

| Administration Record (MAR) for February 2017

revealed:

| -An entry for clonazepam 0.5mg, 1 tablet every
| day "prn".
| ~There was no further clarification of when the

clonazepam shouid be given

' -There was no documentation that the

clonazepam had been given.

| Interview with the Personal Care Aide (PCA) on
| 02/09/17 at 4:25pm revealed:
| -The Administrator reviewed the pharmacy

reviews.
-She could not describe when the clonazepam

' should be given to Resident #1.
: -The PCA did not remember giving Resident #1
. the clonazepam.

| The Administrator was not available for interview .
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