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Initial Comments

The Adult Care Licensure Section conducted a
follow-up survey on October 11, 2018.

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

10A NCAC 13F .0901 Personal Care and
Supervision
(b) Staff shall provide supervision of residents in

accordance with each resident's assessed needs, |

care plan and current symptoms.

This Rule is not met as evidenced by:

Based on observations, interviews and record
reviews, the facility failed to provide supervision
for 1 of 4 residents sampled (Resident #4), who
was caught by staff smoking in the facility
dayroom.

The findings are:

Review of Resident #4's current FL2 dated
02/26/18 revealed diagnoses included tobacco
use, anxiety disorder, and depression.

Review of Resident #4's Resident Register
revealed an admission date of 04/21/11.

Review of Resident #4's record revealed the

resident had signed the facility smoking policy on |

04/2111.

Review of the facility's "Use of Tobacco Policy"
revealed:
-Residents who smoke will be requested to use
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designated smoking areas outside of the building.
-Staff will supervise and reassess residents who
need assistance with smoking as needed.
-Residents who use snuff or chewing tobacco are
expected to use appropriate means of disposal.

Observation in the facility on 10/11/18 at 10:45am
revealed:

-Resident #4 was sitting in the facility dayroom
smoking a cigarette.

-An empty drink can was being used as an ash
receptacle.

-There was fog of smoke in the dayroom from the |

cigarette of Resident #4.

Interview on 10/11/18 at 10:50am with Resident
#4 revealed:

-The staff had told him in the past not to smoke in
the building.

-He smoked everyday in the facility.

-He never smoked in his room.

-The only place he smoked was in the dayroom.
-He liked to watch television while smoking.

-He went outside to smoke sometimes.

-Since it was raining today he did not feel like
going outside to smoke.

-He knew that he was not supposed to in the
building.

Interview on 10/11/18 at 11:00am with Resident
#4's roommate revealed he had never seen
Resident #4 smoke in their room.

Interview on 10/11/18 at 11:05am with the
Administrator revealed:

-She had caught Resident #4 smoking in the
facility multiple times before.

-She had taken away Resident #4's cigarettes,
but "he just gets them from someone else".
-She did not really know what else she could do.
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-The facility's smoking policy was to try and make
sure residents did not smoke in the building.

-She had Resident #4 to sign a contract on |
10/11/18 which stated if he smoked in the building
again he would be discharged.
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