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Initial Comments

The Adult Licensura Bection and Hendersor
County Department of Social Sarvices conductsd
an annual and follow-up survey and a complaint
investigation on February 20 and 21, 2018,

10ANCAC 13F 0306(a)(1) Housekeeping And
Furnishings

10ANCAG 13F .0306 Housekeeping And
Furnishings

(&) Adult care homes shail:

(1) have walls, ceilings, and floors or floor
coverings kept clean and in good repmir;

This Rule s not met as evidenced by:

Based on obeervations, iMerviews, and record
review, the Tagility failed to azsure the foors in the
diniing ares, tha ceiling in resident room #8, and
the paint on the doors o two common bathrooms
end walls In residant rooms #7 and #1 werg kept
clean and in good rapair.

? The findings are:;

1. Observations during the facility tour on 2/20/18
from B:30am to 10.00am rovealod:

~In the dining room from tha sntrance to the
haltway to the exit door jsading to the smoking
porch the faminate flooring had lost s finish in
MIMerous greas showing the white inside of the
lamingte in an approximiate 8 . long by 2 /2 f1,
witde araa.

-in the dining room, at the residant table near the
antrance fo the kitchen the laminete had lots its
finish in an approximate 3 ft. fong by 21 areain
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numeroys areas showing the white inside of the
aminate,

=In the living room floor at the entranes to the
hallway, the laminate fiooring had lost its finish in
nurerous aress showing the white inside of the
taminate i an approximate & . long by 4 ft, wide
area.

<l ther Ihvingt rocm, the laminate floor In fromt of
the last threo recliners on the right side had Jost
its finksh in numerous areas showing the white
fnside of the laminate in an approximate 8 1. Jong
by 21, wide area. '

nterview with a medication aide on 2/21748 at
10:10am savaaled the foors it the dining room
and Biving room "weren't as bad wher ) first
started, but they have gotten worse over ine year
that { have worked hers.”

Interview with the Director on 2/21/18 at 10:30am wQ \‘w Cmmm_ﬁ@h

revealed: (\A .
-He was aware the laminate in the dining ropm Q. co “’\»@%\{ A L A\
and Bving room had lost its finish in soma aress. ;
“Unforturately, they don't make that brand of b}B haw N\& eSS

flgor N
.@23&“3'.?3;% Just faded.” ' Rg{)\a.u:r& Qﬁ)y 7 -O\IX

~"Wa are looking at repiacing the whole fleor.

2. Observation of resident room #6 on 2/20018 at
317 pm revealed:

~Thare was an approximate 3 ft. long by 2 f. wida
area of damage o the ceiling on the right side of
the one window b the room. ,

~The paint on the ares was chipped away ina 5
in, long by 3 in, wide area at the cerder of the
damsge.

-The paint around the area that was chipped was
digeolorad yellowish biown in an approximate 1 #.
long by @ In. wide arosn,

-The damage appeared t© be caused by

Divigion of Health Sarvies Regulation
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moisture,

Interview a rasident wha lived in reom #6 on
2/20/18 ot 319pm rovesled:

-"it was raining real hard and must have lsaked
an the galiing.”

~"They tried to paint it and it just dripped down,”
-"Qur former maintenance man tried to ficit"
-The ceiling had been that way for *months.”

Interviow with the Housakeeper on 2/2418 at
8:.50am revealed:

-~Bhe claaned resident room #6 "everyday.”
«She had nover noticed the damaged area of
ceiling in room #85.

~5he did not know how long & had been
damaged.

interview with the Director on /24718 at 10:30am

revegiad: C@,: \rw\ Y\Cﬁt& &)m

~He was unaware of the damage to the ceiling in

resident room #6. A [

~“We've not had any leaks that wa know of.” M‘?Wfsa > @&k *”E_\%v 'R
-"l can go down thers and touch it and ses if its 4

wet and ses how recant it is.” P & R E)‘WY&%\ 1

~"We have recently had some hgh winds and

.
rgin, Some shingles may have bean hlown off
allowing a leak.” DN“QQ\'U:\S" \.4.5:'\\. trm ™

3. Obsarvation of the common bathroom off the O oo \—J\Iék-l.y l{’)ﬁm&'}"‘g “
dining room on 2201 8 at 11:45am revesied:
~The white paint of the door o the bathweom was
chipped and discolored gray ¥ an approximate 1
ft. long by 3 . witde area st the bottom of the
doaor.

~The white paint was chippad revealing the black
interior of tha door in an approdimate 5 in. long by
14 In. wide arsa on the edge of the door
approximetely 3 & up from the floor.

i
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QObservation of the antrancs door o resident
roars #1 on 221718 at §:41am revesled there
was an approxirmate G in. long by 1/2 In, wide
area ot middie of the bottorn of the door of the
whits paint that was discolored black.

Clservation of the entrance door to resident
room #7 on 21118 at 9:51sm revealed therg
was an approximate 8 in. long by 2 In. wide area
at middie of the: bottom of the door of the white
paint that was discolored gray.

Observation of the commuon bathroom beside
resident room #8 an 22118 at 9:52am revealsd:
~The: whita paint of the door 16 the bathroom was
chipped and discolorad black in an approximate 1
ft. long by 2 . wida area at the bottom of the
door,

-The white paint was chipped revealing the black
teerior of the door in an approximats 2 /2 f,
tong ama and 1/4 in. wide area on the adge of the
door at the level of the oxygen sign on the door.

Review of the facility Sanitation Repor dated
TROMT revealed:;

~A saritation score of 85,5,

-A 2 point deduction documented for walls and
callings cleanable, dean, and good repair.
Totch up paint walls/cellings in a few areas
such as bathrooms.”

interview with the Directar on 2/21/18 at 10:30am
ravaaled:

~"That's a standard thing, wheelshairs scuffing
wallg and doors.”

-"We fry to touch up the paint at loast once a
monih,”

-"That first Bathreom off the dining room Is
cunstantly being used. The paint has to be
fouched up often,”

Divislon of Heatth Servics Regulation
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..
-We used fo have & hard plastic piece Installed at Dﬁbm m‘f\\ b()

the bottom of the common bathireom door off the
dining roein fo prevent wheeichalr damage to the pam*g% Q‘\B\WM ({ ,::r)\ pt-;;@
paint, but "residents would crack it and pull it off*

so they removed ft WQ loced -

D 083 10ANCAC 13F .0308(b)(8) Housekeeping And D093 T b;._ hﬂ_:&(&m@ &jq
Furnishings
Drtgubor Grah tosnlerene
: My
10ANCAG 13F 0308 Housekeeping And

Furnishings LaCE H y“
{b) Each bedroom shall have the following

furnishings in good repadt end clean for sach
resident:

(B} a light overhead of bed with a switch within
raach of parson lying on bed: or alarmp, The light
shall provide & minimum of 30 fool-Candie power
of ilumination for reading.

This Rube shall apply to new and existing
faciiities.

This Rule: is hot met ae evidencad by:

Based on observations and intarviews, the facifty
falled %o provide each bedroor with a light
overhead of bed with a switch within reach of
sach porson lying on bad or @ lamp for 22 out of
26 residents.

The findings ate;

Observations in the faclity on 2/20/18 and
21118 revealad:

<O rasidents resided in rooe 1, the overhead
Hight awitch was not accessibde to either rasident
lying in bed, there were no lamps in the reom,
~Two residents resided in mom #3, the overhaad
fight switch was not accessibie to eithor rasident
lying in bed, thore were no lamps in the room.,
<Four residents reslded in room #4, the overhess

Division of Health S&rviee Regaiation
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Hght switch was not accassible to either rasident
lying in bed, thare was one lamp in tha roon,
-Four residents resided in room #5, the ovarhead
light switch was not accessible to either resident
lying in bad, there were no Iamps in the raorm.
-Tw residents resided In mom #6, the overhoad
light switch was not accessible to either resident
iying In bed, there wera no lamps iy the room.
T residents resided In room #7, the ovarhaad
light switch was not accessible to either residernt
lying in bad, there wore no lamps in the room. !
-Two residents resided in raom #8, #he overhead
tight switch was not accassible (o either residom
lying in bed, thera was ohe lamp in the room and
it was nof plugged In.

«Thres regidents resided in roam #8, the
ovarhead light switch was not accessible %o any of
the residents lying In bed, there was one kamp in
the: room,

interviow with one on 2720018 at 3:24pm revesled
1 woudd lie o lemp, |Hike to road.”

Random Intsrviews with four additional resicents
on 2/20/18 revesded they would ali ke to have a
bedsida lamp.

intarviaw with the Director on 2/21/48 at 10:30am
raversded;

-They had lamps "in storage.”

="l only found seven yesterday."

-The lamps are "now in tha rooms.”

-"We put them in the bullding last night.”
~Blectrical outiets were "imited" in tha residants
YOO,

-They tat the residents decide i they wanted fo
use their electrical outiet for their cable hoves or
their lamps.

-Thay had made surge protaciors available to
regidents 1o help increase outlet capacity, but
Division of Heatth Servios Reguiation
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surge protectors had fo be usad with caution and
had g limit on how many and whet iype of devicas

LY
that could be pligged into tham. LN'\P S oot Bren.
D 150| 10ANCAC 13F 0501 Personal Cave Training D 150 %'\ﬂ} 4o Wﬁ?&%&x. Y-3\rh

And Competency

To M Mmoaord by
TOANCAC 13F 0801 Parsonal Care Training
And Compatancy Direiiar weekly.

{a) An adult pare home shall assure that atelf
who provide or directly supervise staff who
provide persond care t residents successfully
comiplate an 80-hour personal cara frairing and
campatancy evaltiation program established by
the Department. Directly suparvise mesns being
on duty in the facility to oversas or direct the
parformance of staff duties. Coples of the
A0-hour raining and compelency svaluation
program &re available at the cost of printing and
malling by contacting the Divislon of Faciity
Services, Aduit Care Linensure Section, 2708
Mail Service Center, Ralaigh, NG 27608-2708.
(b) The facility zhall assure that training specifisd
in Paragraph (@} of this Rule is successiully
complatad within six months after hiting for staff
hirad after September 1, 2003. Docummantation of
the succassiul completion of the B0-hour fraining
and compefancy svalustion program shail ba
mairtalined in the facility and available for review. :

This Rude s not met a5 avidenced by: {
Blased on interviews and record reviews, the
facility failed to assure documantation for 3 of 3
sampled faciity stalf (Staff A, B, and C)) who i
provided personat carg to residents, had 3
succassfully completed an 86 hour personal care i
!
1

training and compatency evaluation program,

Divigion of Heslth Service Regulation
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within 6 months after hire, establishad by the
Dapartment.
The findings ara:

1. Review of Staff A's parsorned record revooled:
-Staff A was hired on 12/5/18 as 8 Fersonal Care
Alde {PCA) and then became a Medication Aide
{MA) afso on 12717,

~Stadt A was checkad off by & Registersd Nurse
for Livensed Health Profegsional Support tasks
which included tansfering and ambulaton
devices on Y2717,

-There was no docurmeantation that Staff A
completed 80 hours personal care fraining or that
she was a cartified nursing assistant.

Interview with Staff A on 2/20/18 at 2:00pm
reveated:

~She was trained avd checksd off by a nurge for
fransferring and ambulation devices,

-A former PCA taught har how to assist residents
with bathirg and toileting,

~She worked first shift as a MA/PCA.

Refer fo inferviow with the facility Director on
212018 at 3:11pm. .

Refer to interview with 5 residents during the
sUNVAY.

2. Review of Siaff B's personnel record revealed;
-Giaff B was hired a5 & Personal Gara Alde (PCA)
on 3617 and then alko became a Medication
Alde (MA) on 33117,

~Steft B was chacked off by a Registered Nurse
for Licensed Haalth Professional Support tasks
which included travsfering and ambulation
dovicas on 331717,

-There was no documentation thet Staff B

Ditvision of Haalth Service Ragulation
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complated 80 hours personat car Yaining or that
he wag & cerlified nursing assistant.

interview with Staff B on 2/20/18 at 3:28pm
reveatad:

~HMe worked apcond shift as MA/PCA.

-He had iraining in this facility for personst care
tasks and had aiso completed some training on
ihe "computer.”

-A nurse ohserved and chacked hitm off for tasks
of transferving, ambulation, tolleting, and
providing assiztance with bathing.

~Ma did not remember what rsarse had checked
him off for those tasks.

-He was comfortable with his level of raining
working in this facilify but planned to attend &
loeal college: to become & certified medica
assistant,

Refer ity intarview with the facility Dirsctor on
22018 at 3 tpm.

Hofer 0 Interview with 5 residants during the
SUNVEY, '

3. Review of Staff C's personnel record revealsd:

~Steff C was hirad as a Personal Care Aide (PGA) A Faol TS 8{::‘“\5 Ao

3/30M7 and then became a Medication Aide (MA)

also on T1H6M7. A Mo bw&i‘wo—-\g \...! A\

~Steff © was checked off by & Registered Nurse
for Licansed Meakh Professional Support tasks e i, .
which meluded transfernring and ambulation Nb

devices on 11117 .

~There was no documandation that Staff C @ e b i...ﬂ‘\,\_ e
completed 80 hodrs peraonal care fraining or that

she was a certified nursing assistant. o G W:\JA"‘ l }/ bu‘é i<

Talephons intarview with Staff C on 22118 at
1:30pm revesled:

~She worked sacond shift as a MAPCA
Division of Heslth Service Reguiation
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-8he recsiver personed care training by & former
staff who was a certified nursing assistant.

-Bhe had also bean checked off by a Registeres
Nurse: for transferring and ambulation.

-5he felt like she did not naed any more porsonal
care fraining (0 asskst the currant resident
population.

Attemipted telophone iferview with the
Administrator on 221718 at 2:11ptm was
unsucomeshul,

Refar 1o erview with the facility Director on
2720118 at 31 1pm,

Refer to the Interview with 5 rasldents during the
survey Gp 2/20/18 ang 2/21/18,

Interview with the facility Director on 2/20/18 at
3:11pm rovealed:

-It had been very difficult locating 2 trainer in the
araa to provide the 80 hours parsonal care
training for hls stoff,

~He contacted & nurse and their pharmacy
provider back in December 2017, but they could
aot pravide the 80 hours training,

-He finally found a Reglstarsd Nurse whe would
start 2 6 weeks parsonal care training at the
baginning of April 20018, which was the cadiest
she could start the classes.

“The Registered Nurse hod not et him know the
exact date the tfasses would begin.

-He had alse contacted the local Depariment of
Saclal Sarvive for resources iy an atternpt to
incate & tainer.,

Interdow with five residents during the survey on
220718 and 2/21/18 with 3 residents who
required assisted with showers and 2 residents
who required assistance with fransforring and

150
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toileting ravealad they had no congerma with the
assigtance the stafi had provided to them.

TOANCAL 13F 0509 Food Service Orientation

T0ANCAC 13F 0808 Food Service Oriantation
The adult care home staff person in charge of the'
praparsdon and serving of focd shall complets a
teod service orertation program establishad by
the Department or an equivatent within 30 days of
hira for thoge staff hired on or after July 1, 2004,
Registered dietiians are exempt from this
orlentation. The orentation program is available
on the infermet wabsite,
hitgiifacility-sarviess.state.ne.ugigepage. him, or
it iz available at the cost of printing and mailing
From tha Division of Facility Sarvices, Adult Gare
Licensure Section, 2708 Mall Service Centor,
Raleigh, NC 27689-2708.

This Rule i not mat as avidenced by:

Based on obzervations, interviews, and resord
reviews, the faciity failed to assure the staff
person in charge of the preparation and serving
of food (the facliity Director) had completed a
faod sarvice orjentation program established by
the Dapartmant or an equivalent with 30 days of
hire for those atalf hired on or after July 2, 2004,

The findings are:

Review of the faclity Director's pereonnel file
ravealad: .

-A hire date of 10/19/16 ag facllity Director.
-No docurmentation that he completed the food
service orientation training.

inferdew with the facility Director on 2/21/18 at
Z:12pm revealod:

D150

5169
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-He was in charge of food service and ondared s

the food, Féma SetwTee m“&m%kap\

He had not complated the food service

orlentation fraining. f & ‘\'C .

-He would make sure he completed the the food b ("””"“?M RIS TR KN

service orientation training as soon a8 possible,

by Pra dverde

Refer 1o Tag 310, 10A NCAC 13F .0904(e)(4).

D 310, 1DANCAC 13F .0804{8){4) Nutrition and Food pato | 10 kwr mmw 3@?
Service .
Ol

1A NCAL 13F 0904 Nutritiors and Food Semvice
{e} Therapsufic Diats In Adult Care Haomes:

{4) All tharapewtic diets, including nuteitional
supplaments and thickened ligulds, shall be
served as ordered by the resident’s pliysician.

This Rule is noi mat as evidenced by:

Based on chservations, interndaws, and record
reviews, the facility failod 0 assure 2 of 2 diabetic
residents (3, and #4) sampled were sorvad a No
Concentrated Sweats diet per the physician
orders.

The findings are;

1. Review of Resgident #3's current FL2 datad
HIZZT revealed:

-Diagnosis includsd diabetes and hypertension.
- physician onder for 3 Regutar No Concentrated
Sweets (NCS) diet.

Review of the faciiity therapeutic diet list reveated
Resident #3 was on & Low Concentrated Sweats
(LS diet.

Divislen of Heath Setvice Reguiation
STATE FORM L SNV If consauation shaat 42 of 22
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Review of the facility menus ravesied:

-They did not bave a LGS menu,

~The NCS menu for lunch on 2/20/18 revoaled
ftams 1o be servad were beef stew, biscults, Snap
peas, reduced calorie vanlia pudding, and tea.

Observation of the noon mea) on 2/20/18 at
11:30am raveated Residant #3 was sorved
Salisbury steak with gravy, mashed potatoes,
carrds, blacuit, 1 and 12 by 3 slice of white cake
with & thin layer of chocolate pudding en top and
swestaned Koobaide,

interview with Cook #1 an 2/20/18 at 11:45am
rovaatod:

~He started working as cook "about 2 weeks ago.”
<Tha other cook, Cook #2 fralned tim.

~The white cake was sugar free with ugsr froe
chooolate pudding on fop.

-The Kool-alde was sugar free.

Observation of the white cakes mix bag and the
Kool-gide bag revealed they were swestenad with
Bugar, ‘

Obsarvation of the noor meat on 2/24/18 at
11:30am revealed Resident #3 did not come to
tha dinlng room,

ntarview with Resldent #3 on 2/22/18 at

11:36am:

-Bhe did net feel well and did not want ary unch.
-5t was servied s0me sugar free Bods at meal
time but somettimes did not know If desserts were
sugar free.

Review of Resident #3's Febroary 2018 glectronic
Medication Adminlstration Records revesled her
FEB8s which were takan dally from %:00 am to
9:00am ranged from 103 to 222,

Cekonasg), Ko proger
Adiex Masegeneed ord
NS diex Put Plas
To Be meniesd. by

Prrecees”  yormgVY -

¥
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Rafar to inferview with the Tachily Direttor on
221118 at 212pm.

2. Review of Resident #4's cument FLR datad
2318 rovaalad:

-Diagnosis included dishetes type 2.

«A physician order for 2 Regular Ne Concentrated
Sweals (NCS) diat,

Review of Residert #4's Resident Register
revegled he was admitted fo the faciiity on 2/6/17.

Raviaw of tha faclitty therapeutic diet list revealed
Rosidant #4 was on a Low Concentrated Sweets
{L.03) diet,

Revigw of the facility menus revesled:

~They didd not have & LCS mem,

~The NCS menu for lunch on 2720018 rovealad
items to be served wers baef stew, bsouits, snap
peas, reduced calorle vanilla pudding, and tea.

Qbservation of the noon meat on 2720018 at
41:30am rovealsd Residant #4 was served
Salisbury steak in gravy, mashad potatoes,
camots, hiscult, 1 and 4/2 by 3 piece of white
caice with a thin layer of chocelate pudding on
top, and milic

Interview with Cook #1 on 2/20/18 at 11:45am
revesled:

«He started working as cook “about 2 wesks ago.”
~The other cook, Cook #2 trained him.

-The white cake was sugar frea with sugar fras
choeolate pudding on top.

-He had substituted the Salisbury steak and
camots for the stew beef and snap paas.

Qbservation of the white cake mix bag which the

Division of Heath Servics Reguiation
STATE FORM Lo o [P cxaririation shoot 4 of 42
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caok statad ha had used for the cake ravealed it
was not sugar free and sugar was the second

¢ ingredient in the mix,

Roview of the facility lunch menus for 2/21/18
reveabed:

-The menu for residents on a Regular dlet were
o be served macarmnt and choese with ham
olaves, collard greens, and tea, :
-The NCS meanu revesied a 3 ounce slice of ham,
collard greens, augar free choonolate pudding, and
tea was 1o be served,

Observation of the noon meat on 22118 at
1:30am revesled Residont #4 was served
macarant and cheese with choepped turkey mixest
in, eolfard greens, sugar free pudding, and
gweetened g,

intarviow with Cook #2 on 2/21/18 at 1:50pm
ravegled:

=He had workad there for 4 vears.

-He had been rained by a lot of different staff,
-He cooked the funch meal on 2/21718.

-Ha just missed seeing that ham should have
been served to residents onh & NCS diet in placa
of the: macaroni and chease with ham.,

-He had substituted turkey for the ham in the
macaroni ard cheese,

Interviaw with Resident #4 on 2/20/18 at S45am
reveatad:

-He was diabefic and on a diabatic diat,

-He was served sugar e foods st meal imes.

Review of Rasldent #4's February 2018 electronic
Medication Admindstration Records revealad his
FSBSs were taken 3 imes par wesk and ranged
frarn 81 to 130

o310
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Aternpted telephons interview with the
Admintstrator on 22118 at 2:11pm was not
suceessiul,

Refer to Interview with the faciity Director en
22118 at 2:12pm.

intarview with the facility Director on /21718 at Cm\é'\% '\\A\;;Q bmz‘@f‘\
2:12pm revealed:
-Ha was in charge of food service and ordered all @ -\m\(\q_& o WAER
the food.
~He had not completed the food service @mw N Q,..«.‘D ey

orientation training.

Leook #1 and Cook #2 had not completed the

food service orientation training. Cl\, 5 v ;:‘(V\ © Lw S'{CL \ ~2
~Cook #1 was trained by Cook #2 and by him oe : , ,\A -

day when ook #1 first came 1o work. A A‘*‘Q‘-\M\c\‘*m Mq‘“\ a. :
-Couk #2 was trained by a pravious cook which . X

was before the Director worked in this facity. Direvesy Cegu hratens
~Me will make sure he and ad the distary staff
complata the food servics orientation trairing and TD M 4’3
aesre oll the distary staff are trained on the %‘Z\'ﬁ\b(\\ ¥
therapautic menus. -

-He did not kniow why the therapeutic diet fat had Qﬂ:&!‘/\ it S s,
Resident #3 and #4 on 2 LOS dlet In place of a 7 B ey

NCS diat, &)&\r )\ y %mg |

D 317, 10A NCAC 13F 0805 {d) Activitios Program D37

10A NCAC 153F 0908 Activities Program

{d} Thore shall be a minlmwim of 14 hours of 8
variety of planbed group activities per wesi that
chade activities that promote sociaization,
physical interaction, group accompiishment,
creative expression, ingreased knowledge and
fsaming of new skills, Homes that care
exciusively for residents with HIV disease arg

Division of Health Sandcs Regidation
BTATE FORM wn SOR If condiation sheat 46 of 22



Ad/26/2818 B1: 36PM

Division of Health Service Regulation

2286369118

HEMNDERSENS

PAGE 23728

PRINTED: 04/04/2018
FORMAPPROVED

SYATEMENT OF DEFICIENCIES
AND PLAN OF CORRECTION

{x1) PROVIDERISUPPLIERICEA
IDENTIFICATION NUMBER:

HALJ45113

X2 MULTIPLE CONSTRUGCTION
A, BUILDING:

B,

WING

(3 DATE SURVEY
COMPLETER

R

02/21/2018

RAME OF PROVIDER OR SUPPLER

HENDERSON'S ABSISTED LIVING

STREET ADDRESS, CIY, STARE, 2P GODE

B0 BRODKSIDE CAMP ROAD

HENDERSONVILLE, NG 28792

P I
PREFIX
TG

SUMMARY STATEMENT OF DEFICIENCIES
{EALH DERICIENCY MUST BE PRECEDED #Y FULL
REGULATORY OR LEC JDENTIEYING INFORMATION

[+
PREFIX
TAG

CROSS-REFERENGED TO THE AFPROPRIATE

PROVIDER'S PLAN OF GORRECTION o)
{EACH CORRECTIVE ACTION SHOULD BE LCRPLETE
BATE

DEFICENCY}

D7

Continued From page 18

exampt from this requirement as long as the
faclity can demonsirate plarning for each
rasident's Inviivernent in a varlety of ackvitiog,
Exambles of group activitles are group singlng,
dancing, games, sxarcise classes, seasonal
partizs, discussion groups, drama, regident
council mestings, book reviews, music
appractation, review of curtant events and
speling bees.

This Rula s net met as evidenced by,

Baged on observations, interviews and regord
reviews, the facility feiled 10 assure 14 hours of
plannad group activities per week that promoted
socizizatlon, physical interaction, group
accomplishment, creative expression, increased
knowledge and teaming of new skils for the
rasidents cumently living In the faciiity.

The findings are:

Obsarvation on 2/20/18 at 10:00am revealad
Fedwruaty 2018 activity calendar had been posted
on the bulletin board in the dining room.

Review of the February 2018 from 2/18/18/
through 2724118 rovealed;

-No time frames were documentad on the activity
calendar.

-Pralse and worship on 218,

-Monopoly and Monday night wregting on 2/18.
-Arte and craft on 2/20,

~Resident councll on 221118,

Fuzales and salsa night 22218,

-Monthly birthday pany on 2/23/18.

~Trivigl pursuit and resident choice on 2124,

Interview with the faciity Director on 2/21/18 gt
2:12pm rovesled:

~They had an Activity Director who worked at 2

317

OOy Tiees and-

f)d\n&u&zb o
bren posveds basery
OF celdiunyee>  howR

"(?b e)c? Y MF\E‘!&VW}
oL }/ %s},
At RNy O ncpcdos

-3 -1
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other faciiities and rotated visiting each facility,
-He did not have any documentation from the
Activity Director when she wes in the buiiding,
-Itwas his fault tha activitles did not have times
on them because the Activity Director sent him
the catendsar without the times and he was
supposed to enter the tmes,

-They did not have any documentation of
activitios offerad or implomented.

Obsgrvation on 2021718 at 1:30pm until 3:00pm
revesled:

-Binge wes offered by faclity staff,

-Five residents paricipated in the bingo,

Observation on 2/20/18 at 10:128am revesied a
non-profit group of 3 guests came in the morning
and zang for approximataly 15 mirdes in the
living room for the residants,

Obssrvation on 2/20/18 at 2:00pm revealed the
first shift Parsonal Care Aida playad Bingo with 5
residants for 1 hour,

Observation on 2/21/18 at 10:15 revealed a guest
came in and sang and played the gultar in the
living wom for the sesidents,

Interdews on 2/20/18 and 22118 with six
tesidents revealed:

"There are no activities. | do a lot of things by
mysalf.”

-1 would like one on one aclivities.”

<" dort't like bingo because | don't believe in
rewards.”

~There are not encugh activitios,

«Oine resident stated he liked dancing but could
net ey if the facifity had offered any dancing.
~The facility offered bingo as an activity,

~The residents were able to play bingo "whenever

B3y
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they want to.”

Interview with 3 Medication Aide on 2121118 at
10:10am revealad:

-"We do two activitles a day.”

~Activitios offered included: board games, card
games, bingo, snd sz and crafts,

-A monthly hirthday party was held 1o colabrate
resident birthdays that foll within that month,
~We play togs in the fiving room.”

“"We have soft balls to foss back and forth
-"They have resident choica and most of the time
fhey chooss to piy bingo,”

“*We have prizes sometimes for blngo.”

D 319 10ANCAG 13F 0905 (f) Aotivitles Program D319
10ANCAC 13F .0905 Activities Program

{f) Bach resident shall have the opporturity to
participate in af taast one outing every other
month, Residents interestad in being involved In
the communily more frequently shalf be
encouraged o do so,

This Rule is not met s evidencad by:

Based on observations, interviows and record
reviews, the facility falled to assure that each
resident had the opportunity o participate in at
lsast one tuting every othar month.

The findings are;
Obsarvation and review of the February 2017

aclivity calendar revealed there wara no outings
listed on the calendar,

}
Division of Hepith Servive Regulation
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interview with the facility Director on 22448 mt
212p0 revealad:

-He offered outings twice monthly 1o visit ocal
stores, but sometimes residents did not want te
Q0.

-He did niot have any system of asking esch
resident individuslly if they wanted o go on an
auting and e did not keap any records which
residants went on outings.

~The facility van held 8 residents and they
currently had a census of 26 residents.

-He had not offorsd any outings for residents wha
had no monay 1¢ go shopping,

-He had discussad with his regional supervisor
abouf having a plonle end transporting & residants
- In | van, 4 resldents in a car and making 2 or 3
tripz 7 all the residerts wantad to go.

~He had not bsen entering outings on the
calendar just asking residents verbally when he
was raady o go.

~He would write the outings on the calendar in the
future.

Interview with one resident on 2/20/18 st 9:50am
revesied:

~Outings ware not offerad 1o the resident,

~The resident could not remember tha last e
ihey had baan on an culing,

~"l ngver do,*

fiterview with a second resident o 2/20/18 at
2:15pm revaakad;

~Tha resident had lived in the facility for about 8
mianths,

~The residert did not remember ever going out on
an outing while living in the faclity,

Interview with & third resident on 2/21/18 at
1:34pm ravealed:

=1 ger 40 the {discount store across the street or
Divislon of Haslih Senvice Regutation
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another local discount store] once a mordh when |
get paid {o buy soap and lighters.”
~A family member "takes me out o holidays.®

interdews on 22018 and 2/21/8 from 8:00am to
3:00prm with 3 residents revealed:

~2ne residant said he did not remember ever
going on any outings and he hud rot asked any
staff to take him anywhera.

-One resldents she hiras a private individual to
take her shopping and facility staff have not
asked her if she wanted to go shopping.

-One resident ssid she: did not have any money o
go shopping and had naver been on an outing
and could not rernember any activity in the last
"thousand years,”

intarviaw with & Medication Alde on /21718 at
10:10am concerving outings reveated:

-"We have a resident who lives in an independent
unit® cut behind the fackity.

~When the resident's here "get paid he will take
tham 10 & locst discount store].”

~"We have some resldents that no fo the fea
market” with the resident from the independent
unit,

~"We will do walke outside for the residends that
can walk.”

Intarview with the Diractor on 2/21/18 at 10:30am
revesded:

-"We tsuedly go to the flocal discount store]”
located across the street from the facility,

-The facility staff took residents to a targer jocal
disoount store and @ loce! grocaery stare "once or
twice & month.”

-"We have residert council meeting today to
decide where they want o go this month.”

- Since the local discount store across the strest
apened up, "we go thare a fot."
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L3
A gentleman’ from the independent living unit Onade RS hout e
behird the facility also fook residents on outings.
-Only residents that wera "able to sign meb\?l}\ o e S a
themselves out* were aflowed fo go in the car - o~ 4172
with tha resident from independent fiving. ¥ etk \®
~The gentiernan wes not a paid amployee of the %ﬁ e ﬂ)/ 5(, ’
facility.
To be mMeaidse w'ag\ oy
0de T D irode s
frea ALy
i
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