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The Adult Care Licensure Section and the i
McDoweil County Department of Social Services |
conducted an annual survey and County { , H“ M W\'\ﬂb was bheld
complaint investigation on January 3, 2018 and | . . ‘o
January 4, 2018. The County initiated the [ ) l 19 \ 1B 1 n r@sar&s i [ 14 } %
complaint on November 28, 2017. i
M ird deficienci -
i
D 108/ 10A NCAC 13F .0311(b)(2) Other Requirements D 108 l —M L wWos r(.ﬁal o cb\l
10A NCAC 13F .03110ther Requirernents s g._\_ug.(l
(b) There shall be a heating svstem sufficient to i D to% *
maintain 75 degrees F (24 degrees C) under i T\,\p) vl Lwiog -\'\,\P&CL Uv? D}/ 38
winter design conditions. In addition, the rta-bQ
following shall apply to heaters and cocking 4 eeod~ WALda A~ X

appliances,

(2) Unvented fuel burning room heaters and
portable electric heaters are prohibited.

This rule apply to new and existing facilities.

This Rule is not met as evidar
Based on chservations and interviews, the facility
failed to maintain an environiment free from
obstructions and hazards relatad to one portable
electric heater located in the back hall cornmon
area.

The findings are:

Observation of the back nall common area on
113114 &t 10:15am revealec:

-An electric, infrared portable space heater
located in the southeast corner of the room.
-The heaier was turmed on.

-The heater was blowing warm air and was warm
to the touch.

-The heater was not touching anv piecas of
furniture or other objects.
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Interview with a Personal Care Aide (PCA) on
1/3/18 at 11:38am revealed:

-He was unsure when the space heater was
placed in the room.

"It might have been around 12/298/17, when it got
colder."

-He did not know who had placed the space
heater in the room.

interview with the faciiity Director on 1/3/18 at
11:35am revealed:

-She knew of the space heater on the back hall.
-She knew the facility couid not have spacs
heaters in the building.

-She thought "they wanted it warmer in the room
to watch a football game".

-She would have the space heatar immediately
removed.

Interview with the Resident Care Coordinator
(RCC) on 1/3/18 at 11:47am revealed:

-She did not know of the space heater on the
back hali,

-She would "have it removed immediately".

interview with the maintenance siafi on 1/3/18 at
11:50am revealed:

-He knew of the space heaier on the back nalil.
-He did not know space heaters were not allowed
in the facility. :

-He had just removed the space heagier from the
back hali.

-He did not know how long the space heater had
been on the back hall, not who had placed it
there.

Observation of the back hail common area on
1/3/18 at 11:52am reveaied e space heater was
no longer in the back hall common area.
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Second interview with the facility Director on
1/4/18 at 10:45am revealed:

-She believed the space heater was brought info
the facility "this past Sunday for a foothizll game”.
-She did niot know where the spacs heater came
from or who had brought it into the facility.

-She had seen it on Monday (1/1/48) and told
staff in the back hall zrea "they nesded to get it
(space heater) out",

-She did not follow-up 1o assure the space heater
was removed.

-It was her responsibility (o assure the space
heater was remicved from the facily.

Telephone interview with the Administrator on
1/4/18 at 11:15am revealed:

-The facility Director had informed him about the
space heater being in the building.

-He did not know how it had gotten in the building.

-He woulid discuss with the facility Director the
need io retrain staii abcut space heaters not
being ailowed in the building.

10A NCAC 13F .0901(b) Personal Care and
Supervision

10A NCAC 13F .0801 Personal Care and
Supervision

(b) Staff shail provide supervision of residents in
accordance with each resident's assessed needs,
care plan and current sympioms

This Rule is not met as evidenced by:
TYPE B VICLATION

Based on okserv
reviews the fagilit

D108

D270
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l
provided supervision for 2 of 2 (Resident's #1 and |
| #2) residents who were smoking inside the i

building. | < TTo Pecdunk # 1+ T o

| } I | N t }
The findings are: ; i D oo~ e2un AL3dneny ﬁ'ed
Observation of the entrance to the facility on ' { 61'&5‘/\)‘&-& MW‘Q-‘\'"\QR’
1/3M8 at 8:30am ravealed "No Smoking” signs ! -~ g
were posted on both sides of the front door. ' | Wowrin ey | ety e\t

e S UGt

Review of the facility's- smoking/ionacco use ’ i } ¥ . —_—
policy revealed: : o ! WSS o \S§ ivun chedea )
-The Facility was a smoke free community with : i ;
the exception of designated smeking areas. | »\-O.,V_,u\.\s gqv\.é\(/uk-s rmtt"lhjo
-Smoking is not permitted in other areas of the !

building.

' "%
Hputhieg o S Windg
-The community also aliows smoking outside the !
facility and ask that our residents, staff and

visitors assist us in placing cigarettes buts into ? . i ‘ i ! IR
waste recepiacie in order to keep our community Qe,’) A w 2\ (l/-%c ;ﬁ‘ Ql
litter frze. , | gl i | I, ng&f%, '

-The facility has the following rules for residents

who smeke in the building. Gy e ov]ielig .

-The first time is a warning, second time on a

schedule and third time the cigareites are taken ‘ - o C,\ (Slhew g;d | l &)/ i%
away. QE‘: .&u e i

V2o iR D\'bff\(\&-*"%‘-".
l | Wtin +o

A. Review of Resident #2's current FLZ dated

4/27/17 revealed diagnoses inciuded chronic { iqo-\—\“(,L L,O&S O)
obstructive pulmonery disease (COPD), brain . | £ 3 GY* \'o- l o7
tumor with/seizures, glaucoma, restiess leg | Q(’(:\Eb’l’\*

syndrome (RLS), arthritis, tobacco user, anxiety ~a W M\, lw
DN el
and depression. () i +
of 5 denk A

Review of Resident #2's Resident Register {
revealed: )
-He was admitied o the facility on 4/18/1E. i
-He was responsible for himseil. |
-He had signed the facility's smoking pelicy upon
admission.

Division of Health Service Regulation ‘
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Review of Resident #2's record revealed:

-On 5/4/16 Resident #2 had been caught multiple
times smoking in his room,

-There was an incident/accicent repori dated
10/29/17 that documented Resident #2 "was
smoking in his bedroom and proceeded to walk
down the haltway with lit cigaretie and refused to
put it out". Resident #2 "walked outside and
claimed no one wouid do anything about it".
-There was an incident/accident report dated
11/26/17 that documented Resident #2 was
"caught smioking in the haliway”,

-There was an incident/accivent report daied
12/9/17 that documented Resident #2 “was
smoking in the building during the 2:00pm snack”.
The resident was "addressed and the cigar was
taken away immediately”. The resideni had been
"given notice and rmanagement is secking other
placement”.

Confidentiai interviews wi:
survey on 1/3/18 and 1/4/1
-There were residents who smoked in the
building.

-One resident stated Resident #2 was "smoking
in the living room last night” and " he reported
(Resident #2) to the Direcior, she wili not do
anything”.

-Another resident stated “we had a meeting and
the Direcior said she was tying ¢ rid of him".
-One residerit indicaled Resicent w4 was “caught
smoking in his room last weekend”,

-Another resident asked the Direclor if "he could
smoke in his room, and the Director said, “ne"
because it was against the rules”.

-One resident said Resident #2 smoked in nis
bathroom and had told management about it.

3 residents during the

8 reveaslsd:

Qbservation of |

rouit o 1/3/18 at
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9:15am revealed:

-The room was located at the end of the front
hail.

-The room and bathreom had a $r
cigarette smoke.

sng smell of

Observation of the resident room diractly acress
the hall (approximately 10 feet) from Resident
#2's room on 1/4/18 at 8:48am revealed:

-There was a no smoking, oxygen in use sign
posted on door.

-Thera was an oxygen concenirater on the floor
next to a bed with oxygen iiowing at 4.50/Niin
through a nasai cannuia,
Observation of the recident
Resident #2's rcom an 1/4/1€ ;Jt .....,_}
a strong smell of cigarsite sincke.

m n.-..ealed

Interview on 1/3/18 at 3:15pm with Resident #2
revealed:

-He smoked in the facility.

-He knew ihai e was ot supposed to smoke in
the facility.

-He knew there was oxyoen in the building.

-He had been {oid by sialt not w smoke in the
building.

Refer to the conficential interviews with 5 staff,

Refer to the interview with the Facility Director on
173118 at 11:00am.

Refer to the irierview with
11418 at 10:20arm.

the Acranistator on

B. Review of Resident #1's current FL2 dated
11/7/17 reveaied diagnoses included
SOhIZOphf&F*‘l—p""?"’\

rneniai retardatic

type, asthma and mild
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Review of Resident #1's Resident Register
revealed:

-She was admitied {0 {he
-She had a guardian who had s
smoking policy upon admission.

ed the facility's |

Observation of Resident #1's room on 1/3/18 at
9:30am revesled the room smelied like cigarette
smoke.

Interviews with Resident #1 on 1/3/18 at 8:10am
and ai 9:30am reveaiea: ‘ ! !
-She "smokead z iitde bit in my room because itis
so cold outside”. |
-She did smoke in the faciiity. ;
-She knew that she was not supposed to smoke i :
in the facility. _ | I
-She had been caught by staff smoking in the

building and was told not to smoke in the building.

Refer to the confidentizi interviews with 3 staff. E !

Refer to the interview with the Facility Director on
1/3/18 at 11:00arm.

Refer to the interview with the Administrator on
1/4/18 at 10:20am.

Confidential interviews with 3 staff members
revealed:

-Cigarette butts were found on the floor.

-All 3 staff observed Resident #2 simoking in the
building (hallway and living room near the dining
room).

-One staff indicated nothing had done about
Resident #1 smoking in the building.

Interview with the Facility Divecior on 1/3/18 at
11:00arn revealed:
Division of Health Service He{;nj;:ﬂifm
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-Another resident had reported to her that i
Resident #2 had done this (smoking) before in
other facilities.
-She was issuing a 3C-cay discharge.
-She had spoken with the residents in the past
about the importance of not smeking in the
building.

-The staff had told her about residenis who they
had caught smoking.

interview with the Administrator on 1/4/18 at
11:20am revealed:

-He was going to review anc amend the policy for
smoking where needed.

-The residents who were smoking in the building.
would be discharged.

-The Director was warking on finding placement
for the residents. E

The facility failed to ensure stai provided )
supervision for 2 of 2 known residents [#1 and #2]
who smokea (n the faciity, The actions of '
Resident #1 ana #2 was detrimental to the other t
residenis residing in the faciiity by placing them at ‘
potential risk to their health, safety and welfare

from possibie fire in the faciiily as a result of

residents smoking unsupervised and constitutes '
a Type B Vialation, ' !

The facility proviged the iollowing Plan of
Protection dared 1/3/18 whick included: '
-Cigarettes and lighters wili be taken from the i
residents.

-Residents will be placed on 13 minute checks
{ around the clock.

-A discharge notice has been given to the
resident (#2). !
-Residents placed on smoking schedule, 1 i
cigarette every 2 hours with ain side {o monitor, '
| -Wili continue to monitor residents until a

Division of Health Service Rege aion i i
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piacement is found.
-Administrator and Director will re-evaluate
(current) smoking policy.
THE DATE OF CORRECTIGN FOR THIS TYPE
B VIOLATION I8 FEBRUARY 18, 2018.
D912 G.S. 131D-21(2) Declaration of Residents' Rights Ds12

G.8. 131D-21 Declaration of Residents' Rights
Every resident shall have the following rights:
2. To recelve care and services which are
adequate, appropriate, and in compliance with
relevant federal and state laws and rules and
regulations.

This Rule is not met as evidenced by:
Based on record review and interviews, the

i ery resicent had the
ind sarvices which are -
adequate, appropriate, and i compliznce with
relevant federal and state laws and rules and
regulations as related to supervision.

The findings are:

Based on observations, interviews and record
reviews the faciiity feiled 1o provide supervision
for 2 of 2 (Resident's #1 and #%) resiaenis who
were smoking inside ine building. [Refer to Rule
10A NCAC 13F .0801(b) (Type B Violation)]. -

Min| S Prys S + (s
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