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The Adult Care Licensure Section conducted an
annual and follow-up survey on 09/20/18.

C 074 10A NCAC 13G .0315(a)(1) Housekeeping and
Furnishings

10A'NCAC 13G .0315 HousekeepingAnd

: (a) Each }amily care home shall:

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

This Rule shall apply to new and existing homes.

This Rule ig not met as evidenced by:

Based on observations and interviews, the facility
failed to assure the walls, blinds, cellings and
floors were kept clean and in good repair in the
living room and 2 of 2 bathrooms.

The findings are:

Obsetrvation of the men's bathroom on 09/20/18
dt .04 divi Ievedgiedu;
-There was an area 8 inches by 4-inches onthe
left shower wall that was missing 2 tiles, exposing
the drywall.
-There was an area 18 inches by 12 inches on
the back shower wall that had previously been
patched in some places and other spots had
been scrapped There was multiple tiny areas

£ TR L Bnas ennnevan even s
-There was a split across the right shower wall
. that had previously been patched and had started
cracking. The crack was reddish brown in color
and had several tiny areas with a biack substance
onit.
-There was a black substance on the last 8 slats
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O The mini DING WCH COVEerad e Dack snower
wall window. The puit strings on the mini blind
were also covered with the same black
substance.

-There was a split in the linoleum at the base of
the cabinet's front left corner 3 inches in iength;
_| the linoleum flooring was raised on each side of
| the split. 3 '

T Thmem titrem e w7

| had peeled off the ceiling with some of the

' popcorn texture hanging on the border of the
-[ peeled area.

J Observation of the women's bathroom on

f 09/20/18 at 8:22 am revealed:

| -There was a window on the back shower wall in

| which the paint had peeled from the window

| frame on all 4 sides.

| -The window on the back shower wall was

‘ covered by a mini blind. The last 20 slats of the

! mini blind had a black substance on them. The
strings of the mini blind was also covered with the

| same black substance, and the bottom caver of

| the mini blind was covered with rust.

‘. -The ceiling above the shower had a 24 inch

-]l CIaeK On it ana wie poOpcoir Celling nad Slaiied (o

[ peel. '

% Observation of the living room floor on 09/20/18

| at 4:22 pm revealed:
-There were stains in the center of the carpet just
beside the area rug. The area was 18 inches in
diameter.

L Thesarss saresres sedeaiziee enes thicas svaeraia? saen Hho Lall oirde

| of the room by the right end of the couch and end
\ table. The area measured 24 inches in diameter.

i Review of the Environmental Health inspection
| report dated 12/18/17 revealed:
-There was documentation the ceiling was
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gamaged in severai areas. 1 ,
\ “There was documentation the paint was chipping 1 i-) 9;4 E/ C\ b O \(fQ.J
I from the window seal in the women's bathroom. |
| ~There was documentation the blinds were rusted | - o ' |
\ in the women's bathroom. C OX Y’€C_;\’ Yy ll
-! _There was documentation the blinds needed {
| cleaning.-(Any demerits deducted for these areas |
: 1
|
|

l and what was the sanitation score?)
Interview with a resident on 08/20/18 at 8:05 am. ‘
revealed: |
E - The shower tiles in the men's bathroom had not
| been missing long.

| -He had not noticed the peeling ceiling in the

| men's bathroom. ‘

|
| Interview with 2 second resident on 09/20/18 at i ‘
| 8:24 am revealed she had not paid any attention i |
| to the black substance or the rust on the mini |

| plind that covered the window in the shower in the |
g women's bathroom. |
Interview with a third resident on 09/20/18 at 4:20 |
W‘I pm revealed: I
| -The shower tiles in the men's bathroom had 1
i peeh Missing iut o TIUNis, i

| -He did not know if the Medication Aide or the |
| Manager knew of the missing shower tiles in the | i
| men's bathroom.

| -He had never told anyone about the missing

1 shower tiles.

| -He had not noticed the black substance on the |
| mini blind that covered the window in the shower |

T '
tee Hlaes sevesenes wurwieve

| -He did not know how often the mini blind in the l
% men's shower was changed. {
| -The ceiling in the men's bathroom had been i !
| peeling for 3 months. ,
\
|

| Interview with a Medication Aide on 09/20/18 t
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| 4IU{ pim FEvVeaiea:

I -The shower tiles in the men's bathroom had
broken and came off 1 week ago.

l -She knew the men's bathroom ceiling was
peeling but unsure how long it had been that way.

' -The mini blind covering the window in the shower
of the men's bathroom had been replaced a
couple weeks ago.

| —kn —— .—l T :-— e -.._._4.-.._.'... I-\n-L-——o e bad

| been there a whtia but she was unsure when it
l was last replaced.
| -The carpet in the living room had not been
| stained long.
| -When she noticed anything broken or that
i needed repairs she verbally reported it to the
! Manager.
-The Manager was responsible for making
! repairs.

[ interview with the Manager on 09/20/18 at 4:31

‘ pm revealed:

J -The shower tiles in the men's bathroom had
broken 2-3 weeks ago.

| -She knew the shower walls in the men's

| bathroom needed some work.

: ~QMiE WOUI 18p1ale e SNUWET Wails I he mei s

| bathroom in the next couple weeks.

| -She replaced the mini blind covering the window

‘i in the shower of the men's bathroom 1 year ago.

| -The moisture from the shower caused the

| growth of the black substance on the mini blind in

| the men's bathroom.

\ -She did not know how long the celllng in the

cwreava'es Baealbaesesres Bieard fuacan 1\:..;:!

|

[ -She did not know the mini blmd mverlng the

‘ shower window in the women's bathroom needed
to be replaced.

i -She did not know the ceiling had cracked and

| started peeling in the women's bathroom.

| -She had not noticed the stains on the living room
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C 074 | Continued From page 4
|

| C&TpEL SIE WOUIG get the Carpet Sampooed.
| -She observed the home weekly for needed

i repairs.

| -She expected staff to report anything broken or
needing repairs to her.

-She was responsible for ensuring all repairs

..... |- were mmpleted.

W oiug TUA NULAL 150 .UST 7 (@) Bulitging Service

Equipment

10A NCAC 13G .0317 Building Service

| Equipment

i

| (a) The building and all fire safety, electrical,

g mechanical, and plumbing equipment in a family

[ e bersnn nhall oa cnainiained bn et el

i operating condition
|
|
l‘ This Rule is not met as evidenced by:
Based on observations and interviews, the facility
| failed to assure all electrical and mechanical
| aquipment in the facility was maintained in a safe
| and operating condition related to the air
| conditioning unit in the window located in the
living room.

| Observation of the window air conditioning unit in
the living room on 09/20/18 at 4.19 pm revealed:
-There were water droplets and a black

| substance coming from the window air

| CUTIGIIUESE WL VS WG 11 UPSauni,

| _The air condition unit was covered with moisture

| and a black substance was inside the vents and
on the cover of the air conditioning unit.

‘ -The air conditioning unit had several areas at the

| top of the vent which had rusted and muitiple

|
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Simail Spois Gi Missing enamtal on e unit,

-The filter had separated from its frame and was

| not able to be removed from the air conditioning

unit.
-There were 2 broken vent slats on the front of
the air conditioning unit.

~-The frant cover of the air.conditioning unit was.

covered with dust.

Interview with a Medication Aide on. 09/20/18 at.
4:20 pm revealed:

-The air conditicning unit was dusty and had a
black substance an it.

-The air conditioning unit had not been that way
long.

-She had not reported the air conditioning unit 1o
the Manaaner but did not indicate a reasan why.
-She was supposed to report any broken
equipment to the Manager.

-The Manager was responsible for making
repairs.

Interview with the Manager on 09/20/18 at 4:31

| pm revealed:
. -She did not know moisture or a black substance

Wids CUIiINg UUL Gi e me gi CONGIHONIING Ui
-She did not know the air conditioning unit was
covered in moisture or had a black substance on
the vents.

-She did not know the filter had broken and would
not come out of the unit.

-8he had not seen the air conditioning unit.

-She did not know how long the air conditioning
vavard Bacard Bocamavs Thacad snrmaar

-She would replace the air conditioning unit
immediately.

-She observed the home weekly for needed
repairs.

-She expected staff to report anything broken or
needing repairs to her.

-mug>\xgm,
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| UGB, |
| ~There was an entry for atenotol 50 mg daily 1
scheduled for administration at 8:00 am daily, and l
‘ documented as administered at 8:00 am on !
09/20/18. P s R b i
I -There was an entry for citalopram 20 mg daily 7 é ,E (JL/ D0 V/Q ‘
-scheduled for administration at-8:00 am daily, and =L I
| documented as administered at 8:00 am on o + o ' \l
| genes - emen—\_' ]
l l -There was an entry for ferrous sulfate 325 mg ‘:))rQ [
twice a day scheduled for administration at 8:00 t:\\\\_J
| am and 8:00 pm, and documented as }
| administered at 8:00 am on 08/20/18.
-There was an entry for hydrochlorthiazide 12.5 Eg:) Vo 0& 1 W
mg daily scheduled for administration at 8:00 am
] daily, and documented as administered at 8:00 !
i amon 09/20/18. :
‘i -There was an entry for vitamin D3 1,000 IU daily [
l scheduled for administration at 8:00 am daily, and |
documented as administered at 8:00 am on J
‘I 09/20/18. |
: | interview on 09/20/18 at 5:30 pm with Resident |
g #3 revealed: |
| -She routinely received her medications at the |
| Nan-GuoH iLaaing into e incuicauon Uit Oi .
| -office.
l -She only received her medication in her room
| occasionally, if she did not get up for the |
| medication pass. ‘
-She did not watch the MA/SIC prepare |
| medications. |
| Draafos Trs testasvs maasis evs TGMINML ol 4948 corrv vanitbs !
| the MA/SIC. \|
| Refer to interview on 09/20/18 at 5:25 pm with the [
‘i Manager/Medication Aide. \
! 3. Review of Resident #1's current FL2 dated !
Division of Health Service Regulation
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| ULIZ1I1Y Tevealed tiagnoses inciuaed

| schizophrenia, hypertension, and major

| depression.

I

| Review of Resident #1's current FL2 dated
05/21/18 revealed medications orders included:

|--There was an order for amlodipine (used to treat

{ high blood pressure) 10 mg daily.
1} “rl....."- S v —— ----I--— J.—.— et ietes it dm e ed

i chculatmn) 81 mg daily.

\ -There was an order for atorvastatin (used treat

| high cholesterol) 40 mg daily.

| -There was an order for fluoxetine (used to treat

| mental disorders like major depression) 40 mg

| daily.

' -There was an order for carvedilol (used to treat

| hioh blood pressure) 25 ma twoe times daily.

Il ~There was an order for chiorthalidone (used to

| treat high blood pressure) 25 mg daily.

| -There was an order for hydroxyzine (used to

! treat menta! disorders) 50 mg two times daily.
-There was an order for losartan (used to treat

| high blood pressure) 100 mg daily.

| -There was an order for metformin (used to treat

| elevated blood sugar) 500 mg twice a day.

=4 Nnele was an oraen 100 Ui acuice (Ustu 1o

| treat acid reflux) 20 mg daily.

| There was an order for oxcarbazepine (used to

|| treat mental disorders) 300 mg twice a day.

' Review of Resident #1's record revealed:

| -There was a physician's order dated 09/05/18 for

l chlorpromazine (used to treat mentai disorders

HE N FAE s ..,.-:1‘ AR wvvrs binstenea o1- ! oy Al AU
bedtlme.
-There was a physician's order dated 07/22/17 to

| change metformin to 1,000 mg twice a day.

|

| Observation on 09/20/18 at 8:58 am of the 8:00

| am medication pass revealed the MA/SIC

s

e ———

|

< EF above
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prepared one lanieucapsuie of eacn oral
‘medication {12 total} in a paper souffté cup

| labeled with Resident #1's first name and "8:00
W am", and stacked the soufflé cup on top of

|

| ‘

|

i Resident #3's cup on the desk in the MA/SIC \
|

\ office.
: ‘ -:The MA/SIC initialed the space designated for
| 09!20/18 on the September 2018 Medication

-lm.. — —bu"- —— Tameed l\i n
| e . emmramywm g

- |
58/& Q@DO SR
| St et |
l | Observation on 00/20/18 at 9:32 am revealed the

%_,_,:i) 1
MA/SIC administered 12 oral medications from \
the cup labeled with the resident's name to - ¢ |

Resident #1 in his room., t . *X P s r\,,a::}.' Lar—'

|
J
’[
\
5 Review of Resident #1's September 2018 MAR ‘ . ‘
i
1

| -The MA!S!C moved onto tha next resident. l

revealed: ' | l‘
_There was an entry for amlodipine 10 mg daily |
| scheduled for administration at 8:00 am daily, and i
| documented as administered at 8:00 amon
| 09/20/18.
-There was an entry for aspirin 81 mg daily
| scheduled for administration at 8:00 am daily, and
][ documented as administered at 8:00 am on
i (T TPAV/ RN
_There was an entry for atorvastatin 40 mg daily
l scheduled for administration at 8:00 am daily, and
| | documented as administered at 8:00 am on

| 09/20/18. \ 5
|

| |

l

| .There was an entry for fluoxetine 40 mg daily
| scheduled for administration at 8:00 am daily, and
| documented as administered at 8:00 am on
i pamnniig
| There was an entry for carvedilol 26 mg two
times daily scheduled for administration at 8:00
| am and 8:00 pm daily, and documented as ‘ 1
| administered at 8:00 am on 09/20/18. "
| -There was an entry for chiorthalidone 25 mg |
i
il

| daily scheduled for administration at 8:00 am
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STATEMENT OF DEFICIENCIES (X1) PROVIDERISUPPLIERICLIA (X2) MULTIPLE CONSTRUCTION (%3) DATE SURVEY
AND PLAN OF CORRECTION IDENTIFICATION NUMBER: ST COMPLETED
FCL034015 i 09/20/2018
NAME OF PROVIDER OR SUPPLIER STREET ADDRESS, CITY, STATE, 7P CODE
2778 REYNOLDS PARK
PARKVIEW FAMILY CARE HOME o e
WINSTON-SALEM, NC 27107
o) 1D | SUMMARY STATEMENT OF DEFICIENCIES L I PROVIDER'S PLAN OF CORRECTION 1w
PREFIX | (EACH DEFICIENCY MUST BE PRECEDED BY FULL | PREFX | (EACH CORRECTIVE ACTION SHOULD BE | compLETE
TAG REGULATORY OR LSC IDENTIFYING INFORMATION) ‘ TAG | CROSS-REFERENCED TO THE APPROPRIATE | o
DEFICIENGY) |
C 335 \ Continued From page 14 [ C 335 % ][
| gally, BNG GOGUMENIEn as auminisiered at u:uu | i |
j smon 09/20/18. \g e - 1
| -There was an entry for hydroxyzine 50 mg two ‘. &4& & oAy |
| times daily scheduled for administration at 8:00 7 |
| am and 8:00 pm daily, and documented as S“Y‘C}iﬁ \/\“:;R'
administered at 8:00 am on 09/20/18. . L \
-There was an entry for losartan 100 mg daily i ,
scheduled for administration at 8:00 am daily, and ' S Q::,‘l_; =
B i sem b e mdeaiminbaend A SO e 4
| (_)é;zwomva" 2z sdminintaecd £t 800 A L . |
| G = oy = v
| -There was an entry for metformin 1,000 mg é )( p lce u-St Lery— |
f twice a day scheduled for administration at 8:00 | \

am and 8:00 pm daily, and documented as i
administered at 8:00 am on 09/20/18. |
| -There was an entry for omeprazole 20 mg daily, {
|
|

scheduled for administration at 8:00 am daily, and

| documented as administered at 8:00 am on
T 09/20/18. |
I -There was an entry for oxcarbazepine 300 mg i
i twice a day scheduled for administration at 8:00 |
-‘ am and 8:00 pm daily, and documented as l
. administered at 8:00 am on 09/20/18, -
| -There was an entry for chlorpromazine 25 mg %
|

| twice daily and 2 at bedtime schedule for
‘. administration at 8:00 am, 2:00 pm, and 8:00 pm
Ggily, G UGCUINeinea as auiniisiensu auw o.uu

E am-on 09/20/18.

l

1. interview on 09/20/18 at 12:00 pm with Resident |
| #1 revealed: |
| -He routinely received his medications at the i
| half-door leading into the medication room/SIC |
l office. |
| Ldes baeasd rnind ceneaey Hhae ASAIQIS mareave ot b

| medications at one time before. I
' -He did not know why the residents received their {
| medications in their rooms today. |
|
| Refer to interview on 09/20/18 at 12:16 pm with J[
| the MA/SIC. |
Division of Health Service Regulation
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FORMAPPROVED.
Division of Health Service Regulation
STATEMENT OF DEFICIENCIES (X1) PROVIDER/SUPPLIERICLIA (X2) MULTIPLE CONSTRUCTION {X3) DATE SURVEY
AND PLAN OF CORRECTION IDENTIFICATION NUMBER: ) COMPLETED
A. BUILDING:
FCL034015 B NG 09/20/2018
MAME OF PROVIDER OR SUPPLIER STREET ADDRESS, CITY, STATE, ZIP CODE
. 2778 REYNOLDS PARK ROAD
PARKVIEW FAMILY CARE HOME
WINSTON-SALEM, NC 27107
{X4) iD T SUMMARY STATEMENT OF DEFICIENCIES D \ PROVIDER'S PLAN OF CORRECTION | (5)
PREFIX | (EACH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX | (EACH CORRECTIVE ACTION SHOULD BE COMPLETE
TAG } REGULATORY OR LSC IDENTIFYING INFORMATION) TAG I CROSS-REFERENCED TO THE APPROPRIATE | DATE
| | DEFICIENCY) }
! T
C 335 | Continued From page 15 C 335 l
1
|

| Refer to interview on 09/20/18 at 6:25 pm with the j
‘| Manager/Medication Aide. \
i 4. Review of Resident #2's current FL2 dated I
" 08/26/18 revealed diagnoses included ] — : J
| schizophrenia, hypertension, dyslipidemia, 7 E/ &; ab ¢ .
]l hVDOthyrosd and osteoarthritis and rheumatoid s ' S O’UL(LI
|~

' .-..----z. =

| Review of Resident #1's current FL2 dated S"\—Ckij‘& m@vck

08/26/18 revealed medications orders included: :
| -There was an order for acetaminophen (used to QL’
| treat mild pain) 325 mg 3 times daily.

-There was an order for levothyroxine (used to

P )
| treat thyroid) 137 mg daily. b X EQ ‘»C'»'f\c'u:%’ Leph ™~

\ hlgh blood pressure) 100 mg dally.
| ~There was an order for omeprazole (used to
| treat acid reflux) 40 mg daily.
-There was an order for potassium chloride (used
i supplement potassium) 20 mg daily. ‘
-There was an order for Geri-kot (used to treat |
| constipation) 8.6 mg 2 tablet twice daily. :
| -There was an order for amlodipine (used to treat l
| NG DIGUU Pressule) 1u mg saiy : {
| -There was an-order for furosemide (used to treat '
i high blood pressure) 40 mg daily.
‘ -There was an order for haloperidol {(used to treat - I
f
|

. mental disorders) 10 mg in the morning and 20
mg at bedtime.

-There was an order for ferrous sulfate (used to
] supp!ement |ron) 325 mg dtimesa day

' £ ‘
vetuar foa exdrnmars raaraes vieart Les I

!\ treat anxnaty_)_ 0.5mg 2 times a day. L . '
-There was an order for hydrocodone 5-325

! acetaminophen (used to pain) fwice a day.

-There was an order for incruse Ellipta 62,5 mg

| inhaler (used to treat breathing problems) one

| puff orally each day.

Division of Health Service Regulation
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FORMAPPROVED
Division of Health Service Regulation
STATEMENT OF DEFICIENCIES (1) PROVIDER/SUPPLIER/CLIA {X2) MULTIPLE CONSTRUCTION (X3) DATE SURVEY
AND PLAN OF CORRECTION IDENTIFICATION NUMBER. A BUILDING: COMPLETED
FCLO34015 St 09/20/2018
NAME OF SROVIDER DR SUPPLIER STREET ADDRESS, QITY, STATE, ZIP CODE
2778 REYNOLDS PARK ROAD
PARKVIEW FAMILY CARE HOME
< WINSTON-SALEM, NC 27107
*xam | SUMMARY STATEMENT OF DEFICIENCIES 4 5 W PROVIDER'S PLAN OF CORRECTION | om
PREFIX | (EACH DEFICIENCY MUST BE PRECEDED BY FULL | preFix | (EACH CORRECTIVE ACTION SHOULD BE | COMPLETE
TAG | REGULATORY OR LSC IDENTIFYING INFORMATION) TAG | CROSS-REFERENCED TO THE APPROPRIATE \ DATE
| | DEFICIENCY) \
c 335\ Continued From page 16 C 335 \
i |
. J
\ Review of Resident #2's record reveated |
E physician's order dated 09/06/18 as follows: |
5 “Thera was an order for Retaine eye drops (used 8/ E/ ob J
to treat dry eyes) one drop in each eye 3 times a O’LUL '
\ day. \
-There was an order for Maxitrol eye drops (used ,
l

i "
| | fo treat eye irritations) one drop in each 4 times a o ity / : 5
D diis S st miuven Famee B quamirlom 4 !

| Observation on 09/20/18 at 9:11 am of the 8:00 ‘\J
am medication pass revealed the MA/SIC <

|
|
|

| prepared one tablet/capsule of each oral L o~
| medication (12 total) in a paper soufflé cup % # !O \C’“a["ﬁr g 1

| jabeled with Resident #1's first name and "8:00

[‘ am", and stacked the soufflé cup on top of \
. l
l
|
|
\

| Resident #1's cup on the desk in the MA/SIC

| office.

| -The MA/SIC initialed the space designated for
‘! 8:00 am 09/20/18 on the September 2018

| Medication Administration Record (MAR).

| -The MA/SIC moved on to the next resident.
|

|

| Observation on 09/20/18 at 9:35 am revealed the

MA/SIC administered 12 oral medications from

!

| i CUp iaoeicu wilil Wie YESIORNL S Naine W [

| Resident #2-in-his-room. The-MA/SIC also {

administered one puff of Incruse Ellipta 62.5 mg |

| ;

| inhaler, one drop of Retaine in each eve, and ][
I
|

|
i
|

\ waited 3 minutes from previous eye drops, and
| administered one drop of Maxitrol eye drops in

]i each eye.

I Diateniie sl Deselrdenest 2% bransehariitoan Quasnlesrvibuas

| 2018 MAR revealed 8:00 am administration was
| documented on 09/20/18 for the following i
| medications: |
| -There was an entry for acetaminophen 325 mg 3 |
| times daily schedule for 8:00 am, 12 noon, and JT
‘, 8:00 pm daily. |
Division of Health Service Regulation
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FORM APPROVED
Division of Health Service Regulation
STATEMENT OF DEFICIENCIES (1) PROVIDER/SUPELIER/CLIA (X2) MULTIPLE CONSTRUCTION (X3) DATE SURVEY
AND PLAN OF CORRECTION IDENTIFICATION NUMBER: At COMPLETED
FCLO34015 B. WING 08/20/2018
NAME OF PROVIDER OR SUPPLIER STREET ADDRESS, GITY, STATE, ZIP CODE
2778 REYNOLDS PARK ROAD
PARKVIEW FAMILY CARE HOME
WINSTON-SALEM, NC 27107
*HID | SUMMARY STATEMENT OF DEFICIENCIES [ D | PROVIDER'S PLAN OF CORRECTION | s
PREFIX | (EACH DEFICIENCY MUST BE PRECEDED BY FULL | PREFIX | {EACH CORRECTIVE ACTION SHOULD BE | COMPLETE
TAG | REGULATORY OR LSC IDENTIFYING INFORMATION) L qag CROSS-REFERENCED TO THE APPROPRIATE | oAt
| \ DEFICIENCY) |
| 4
C 336 | Continued From page 17 €335 _N %

|

| -inere was an entry for iEvoinyroxine 13/ myg et t |

J daily scheduled for8:00 am. 1 f) &/ 8 Cj}_ O \/el

] -There was an entry for iosartan 100 mg daily \ -

i scheduled for 8:00 am. }

~There was an entry for potassium chloride 20 mg
daily scheduled for 8:00 am. . i %"

| There was an ent i e - |
. ry for omeprazole 40 mg daily 6 \ ‘o | ‘ﬁ_ |
| scheduled for 8:00 am. ‘*—Q" FNEFN |

|

T thimrn e metems fae Tmel bemd 8 D e T Eadada

| at8:00 am and 2 tablets at 8:00 pm daily.. 8 J‘(“" ™ |
-There was an entry for amlodipine 10 mg daily X\ S X L \
| scheduled for 8:00 am. p A |
| -There was an entry for furosemide 40 mg daily [
| scheduled for 8:00 am. \
-There was an entry for haloperidol 10 mg in the |
\
|
\
\
|
|

morning scheduled for 8.00 am.

times a day, scheduled for 8:00 am, 12 noon, and
8:00 pm.

-There was an entry for clonazepam 0.5 mg 2
times a day, scheduled for 8:00 am and 8:00 pm.
\ -There was an entry for hydrocodone 5-325

| acetaminophen twice a day, scheduled for 8:00

| am and 8:00 pm.

‘ -There was an entry for Incruse Ellipta 62.5 mg |
l | Iniig@ier une pul craiy caci uay stneGuiey ol I
k 8:00 am: |
i -There was an entry for Retaine eye drops, one ‘
i drop in each eye 3 times a day scheduled for 8:00

{ am, 2:00 pm, and 8:00 pm daily.

[ -There was an entry for Maxitrol eye drops, one

| drop in each 4 times a day in each eye scheduled
! for 8:00 am, 12 noon, 4:00 pm and 8:00 pm dally.

F
| Interview on 09/20/18 at 12:00 pm with Resident
| #2 revealed:

i -She routinely received her medications in her \
room because it was hard for her to get up and

I down from her chair.. ! ]

| i

| _She had not seen the MA/SIC prepare all the
Division of Health Service Regulation
STATE FORM 5809
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FORM APPROVED
Division of Health Service Regulation
STATEMENT OF DEFICIENCIES (X1) PROVIDER/SUPPLIER/CLIA (X2} MULTIPLE CONSTRUCTION (X3) DATE SURVEY
AND PLAN OF CORRECTION IDENTIFICATION NUMBER: A BUILDING: COMPLETED
FCLO34015 B, WING 09/20/2018
NAME OF PROVIDER OR SUPPLIER STREET ADDRESS, CITY, STATE, ZIP CODE
2778 REYNOLDS PARK ROAD
PARKVIEW FAMILY CARE HOME
WINSTON-SALEM, NC 27107
(X4) 1D ! SUMMARY STATEMENT OF DEFICIENCIES E D 7_ PROVIDER'S PLAN OF CORRECTION 1l (X5)
PREEIX (EACH DEFICIENCY MUST BE PRECEDED BY FULL I PREFIX | (EACH CORRECTIVE ACTION SHOULD BE | COMPLETE
TAG ] REGULATORY OR LSC IDENTIFYING INFORMATION) TAG i CROSS-REFERENGED TO THE APPROPRIATE l DATE
l | DEFICIENCY) 1
| !
C 335 | Continued From page 18 €335 \
|

" oy |
i imedagicaons al one lme pegiore. i i 6 &/ E { t b O \/\b

‘: Refer to interview on 09/20/18 at 12:16 pm with

|
Shodenends

Refer to interview on 09/20/18 at 5:25 pm with the
- 1-Manager/Medication Aide. : _ _ _ e t ,

J

I It miss mom SRISAAS md A0 A0 e covesle b r
| MA/SIC revealed: |
| -She did not routinely prepare resident's J
| medication all at one time like she had done [
| today. l
| -She routinely prepared each residents' |
medications, called the resident to come to the
| half door separating the medication room from |
. the dining room, and administered the rasidants’ i
| medications. ‘
'i -Today {09/20/18) she had misunderstood when

| she was asked to be observed preparing and l
|
|

| administering residents' medications.
| -She assumed she was to be observed preparing
| each medication and then administering the
' medications.
| -The paper soufflé cups labeled with a resident’s
; fl@ifie iy 0.UU dain weie Used o pIrepdic e
| medication today, but the medications were
routinely taken directly to the residents at the
l half-door for administration (one resident at a
l time}.
~She routinely documented administration of the

[
\ medication when she prepared each medication, s
l prior to observing the medications being l
PR SIS O PP
- | -She did not know she was supposed to observe
| the resident receive a medication, then document
| administration prior to administering the next
| resident's medication.
| She was nervous about being observed during
| the medication pass.
Division of Health Service Regulation
STATE FORM 8895
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FORM APPRQVED
Division of Health Service Regulation
STATEMENT OF DEFICIENCIES (X1) PROVIDER/SUPPLIERICLIA (X2) MULTIPLE CONSTRUCTION (X3) DATE SURVEY
AND PLAN OF CORRECTION IDENTIFICATION NUMBER 4 BEG, COMPLETED
FCL034015 B. WING 08/20/2018
NAME OF PROVIDER OR SUPPLIER STREET ADDRESS, CITY, STATE, ZIP CODE
2778 REYNOLDS PARK ROAD
PARKVIEW FAMILY CARE HOME
WINSTON-SALEM, NC 27107
X4)ID | SUMMARY STATEMENT OF DEFICIENCIES | D { PROVIDER'S PLAN OF CORRECTION T| (X5)
PREFIX | (EACH DEFICIENCY MUST BE PRECEDED BY FULL | PREFIX (EACH CORRECTIVE ACTION SHOULD BE ! COMPLETE
G | REGULATORY OR LSC IDENTIFYING INFORMATION) L taG \ CROSS-REFERENCED TO THE APPROPRIATE | oate
| { l DEFICIENGY) E
c 335] in ‘ C 335
| Continued From page 19 Fl\ D O)\"Uﬁm@\ N

|
]‘ Interview on 08/20/48 at 5:25 pm with the l L oo nexed D‘Q-‘ZN**)
Manager revealed: W
-She did not know why the MA/SIC prepared all li Fha vadtech alg e,
a1 ?’)u&i ol 0 She ces °‘Lﬁ9v39~5

I residents’ medications before administering each
| resident their medications.

| -She had nev. the MA/SIC do that Y ’?
before W‘:) b'Q‘ gy C%‘l o
! ‘51.., i et dmm e IOTAN A :." i eatel

L et A Ut et

' \
*] MA/SIC prepared the medications and stacked. o -’}—U \Uf‘*i L g Ld&_

I the cups. A Y R AN \""%f\_CL‘&’ VS J\TTEDC.X_,

| .She did not stop the staff or question her for

| what she was doing because she was being Mo L. Qd_m LS ,H wyve
observed. . o i ' - | A

| -The Manager had spoken with the MA/SIC \J}’Y\Q/Cj 1 C'_C‘,‘:S‘L TV = }qr S . #__Q

| regarding preparing and administering one o ‘ |

| resident's medication hefore acing to the next ! "‘fﬁh@;&‘) Jr (D Qs m,-:)
| resident at lunch today (09/20/18) to make sure i

\ she did not repeat the error again.

l
C 341 10ANCAC 13G . 1004 (i) Medication C 341 ' l

F Administration . ey = i \ . h

| ) r)é'ﬁ, Oooove Coc T?iﬁffm
\ 10A NCAC 13G .1004 Medlcatlon Administration =t

(l) The recording of the administration on the ] i -SJ"CCBLSLJ Pt"-.s?—ﬂ'\—i)

i
| medication administration record shall be by the ; F
| staff person who administers the medication i . [‘
| immediately following administration of the
| medication to the resident and observation of the L«?Q P Lo L ka { (Tl W/
resident actually taking the medication and prior

CQM UM LL&fwl . 4

| to the administration of another resident's
| medication, Pre-charting is prohibited.

I

|

7 ! ‘ |
| ‘ |
' | |
]

\

| This Rule is not met as evidenced by: !

Based on observations, interviews, and record ]

L reviews, the facility failed to assure pre-charting | l
|

Division of Health Service Regulation
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FORM.APPROVED.

Division of Health Service Regulation

STATEMENT OF DEFICIENCIES (X1) PROVIDER/SUPPLIERICLIA (X2) MULTIPLE CONSTRUCTION

AND PLAN OF CORRECTION IDENTIFIGATION NUMBER;

{X3) DATE SURVEY
A. BUILDING: COMPLETED

FCL034015 B. WING 08/20/2018

NAME OF PROVIDER OR SUPPLIER STREET ADDRESS, CITY, STATE ZIP CODE

2778 REYNOLDS PARK ROAD
PARKVIEW FAMILY CARE HOME
WINSTON-SALEM, NC 27107
*&iD | SUMMARY STATEMENT OF DEFICIENCIES o) PROVIDER'S PLAN OF CORRECTION ‘

PREFIX (EACH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX (EACH CORRECTIVE ACTION SHOULD BE
TAG

(5)
i COMPLETE
TAG CROSS-REFERENCED TO THE APPROPRIATE ‘ DATE
DEFICIENCY)

|
REGULATORY OR LSC IDENTIFYING INFORMATION) l
| |
C 341 } Continued From page 20 T C 341 I

! Was profibiied regaiging adiminisiraton of | |
‘medications for 4 of 4 residents {Residents #1,

[ #2, #3, and #4) observed during the 8:00 am ‘

| medication pass on 08/20/18. l

!‘ The findings are: Cj E., {, C}bm ‘
| [ Observation on 09/20/18 at 8:50 am of the 8:00 1 ' m M ‘
D reetioeiote ottt el ore e gttt 1 | |

-'Ihe medication aide/Supervisor-in-Charge \
' (MA/SIC) finished preparation of the breakfast for '"“"q/ ‘
4 residents, , v ‘
| The MA/SIC rolled a medication storage rack i e . _j}L,f

from a double locked medication storage area in C:"}\ p ‘Luﬂ o e
the hallway of the facility to the SIC office.

-The MAJSIC was sitting at a desk in the MA/SIC
office and living quarters,

-She located 4 small paper soufflé cups ona
shelf above the desk.

-Each paper souffié cup was labeled with the
resident's name and time (8:00 am), but no name b
or strength of medications were included. ‘
-The MA/SIC prepared medications for 4
residents (Residents #1, #2, #3, and #4) one at a ‘
| time by reviewing the Medication Administration ' \
| MECOIU (WVis) 101 8aci resiter,, Culripaiing uie ‘
| medication bottles or bingo cards to the i
Medication Administration Record (MAR), and
placing the medications in the paper souffié cup
labeled with each residents' name and moving to
the next resident. |
-The MA/SIC counted the total number of tablets

preparad for each resident with the surveyor pr|or ‘

' £,
 wbenedeivnen e v oA rsviene rares Lo e eveeasiinn
‘ wr ' 1 s

| cup.

-The MA/SIC documented each medication was '
administered on the corresponding MAR as she l
prepared the medications, prior to observing

administration of the medication. ‘
-The MA/SIC completed preparation of the tast J
Division of Health Service Regulation
STATE FORM
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FORMAPPROVED
Division of Health Service Regulation
STATEMENT OF DEFICIENCIES (X1) PROVIDER/SUPPLIER/CLIA (X2) MULTIPLE CONSTRUCTICN (X3) DATE SURVEY
AND PLAN OF CORRECTION IDENTIFICATION NUMBER: i COMPLETED
A BUILDING:
FCL034015 & NG 09/20/2018
NAME OF PROVIDER OR SUPPLIER STREET ADDRESS, CITY, STATE, ZIP CODE
2778 REYNOLDS PARK ROAD
PARKVIEW FAMILY CARE HOME
WINSTON-SALEM, NC 27107
xH0 | SUMMARY STATEMENT OF DEFICIENCIES o ' PROVIDER'S PLAN OF CORRECTION 045)
PREFIX | (EACH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX (EACH CORRECTIVE ACTION SHOULD BE COMPLETE
e | REGULATORY OR LSC IDENTIFYING INFORMATION) s | GROSS-REFERENGED TO THE APPROPRIATE | oaE
l DEFICIENCY) \
|
C 341 L C 341 |
|

| resident’s orai Medicatons and siaied sie would

|-administer medications to the residents in-their

| rooms.

|

| 1. Review of Resident #4 current FL2 dated
04/16/18 revealed.

| -Diagnoses included major depressive disorder,

| essential tremor, and superficial bruising. ‘ {

W he mvam van

\
I
i
Continued From page 21 %

sim i lmdlmne medeees e S ifsaime

" Metformin (used to treat elevated blood sugar)

! 500 mg twice a day, propranolel (used to treat

| tremors) 80 mg daily, tamsulosin (used to treat
decreased urine stream) 0.4 mg daily, vitamin

| B12 (a vitamin supplement) 1000 micrograms

| (mcg) daily, and vitamin D3 (a vitamin

| supplement) 1,000 1U daily.

| Observation on 09/20/18 at 8:50 am of the 8:00
| am medication pass revealed the MA/SIC

| prepared one tablet/capsule of each oral

| medication (5 total) in a paper souffié cup labeled
| with Resident #4's first name and "8:00 am" and

‘- sat the cup on the desk in the MA/SIC cffice.

% -The MA/SIC initialed the space designated for

| 8:00 am on 09/20/18 administration on the

,; DEpleing LU IO VieILELON ACITHITBU U

| Record (MAR).

[l -The MA/SIC moved on to the next resident.

E Observation on 09/20/18 at 9:41 am revealed the
| MA/SIC administered 6 oral medications from the
| cup labeled with the resident's name to Resident
| #4.

| Refer to interview on 09/20/18 at 12:16 pm with

| the MA/SIC.

|

| Refer to interview on 09/20/18 at 5:25 pm with the )

| Manager .
|

&

i

&, |
E,?i p \onott w‘kjlf\'

|

|
|
J
|
|

i
Division of Health Service Regulation
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FORMAPPROVED
Division of Health Service Regulation
STATEMENT OF DEFICIENCIES (X1) PROVIDER/SUPPLIERICLIA {X2) MULTIPLE CONSTRUCTION (X3) DATE SURVEY
AND PLAN OF CORRECTION {DENTIFICATION NUMBER: & GO COMPLETED
FCL034015 B. VNG 09/20/2018
NAME OF PROVIDER OR SUPPLIER STREET ADDRESS, CITY, STATE, ZIP CODE
2778 REYNOLDS PARK ROAD
PARKVIEW FAMILY CARE HOME
WINSTON-SALEM, NC 27107
o4)ID | SUMMARY STATEMENT OF DEFICIENCIES [l D i PROVIDER'S PLAN OF CORRECTION | X5)
PREFIX | (EACH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX (EACH CORRECTIVE ACTION SHOULD 8E | compLete
e | REGULATORY OR LSC IDENTIFYING INEORMATION) s | CROSS-REFERENCED TO THE APPROPRIATE DATE
| | DEFICIENGY)
. [
C 341 | Continued From page 22 C 341

i £, Keview Of Resident #3's CUent iL< Jatea |
| 12/18/17 revesled diagnoses included J
| schizophrenia, hypertension, irritable bowel ;

d . and obesity. e,
i syndrome, and obesity 6 &%/ @/b UL

| Review of Resident #3's current FL2 dated

\

|

| 12/18/17 and signed physician's orders dated . dr)'sf’ﬁkﬁ rr\,o,y’:i |
R 09/14/18 revealed medications orders included: ST Lo ; J }1
|

[

|

| s taermm e e Sne e dlaia e fimad e deaad
| DS esenas sman w5y saeen -

i higt;. t;loqd Apress'ura) 'E;._mg daily. \Jr
-There was an order for atenolo! (used to treat
| high bloed pressure) 50 mg daily,

e _
| -There was an order for citalopram (used to é X P ’! an Qj( LU’YL/} ll
' l

B

mental disorders like depression) 20 mg daily.
| -There was an order for ferrous sulfate (a iron ‘
| supplement) 325 mg twice a day. |
| -There was an order for hvdrochlorthiazide (used !
‘ to treat high blood pressure) 12.5 mg daily. [ [
-There was an order for vitamin D3 (a vitamin F
E supplement) 1000 IU daily.

J! Observation on 09/20/18 at 8:58 am of the 8:00 I
| am medication pass revealed the MA/SIC |‘
prepared one tablet/capsule of each solid dose
| oral medication (6 total) in a paper souffié cup
i_ IFURIBG Willl MEBIGRINL #o B Bl Naine aniu [= {9103
\ am" and stacked the soufflé cup on top of
Resident #4's cup on the desk in the MA/SIC |
l office. |
| The MA/SIC initialed the space designated for f
| 8:00 am on 09/20/18 on the September 2018 |
" MAR.

| -The MA/SIC moved on to the next resident's

D oersmaetiosationnn . X

| MA/SIC administered 6 solid dose oral

! [
| Observation on 09/20/18 at 9:41 am revealed the 5
medications from the cup iabeled with the \ l

| resident's name to Resident #3.

I
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CROSS-REFERENCED TO THE APPROPRIATE {
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C 341 I Continued From page 23

| REeTer 0 Nerview on UwiZu/iio at 1410 pm with
| the MA/SIC.

| Refer to interview on 09/20/18 at 6:25 pm with the
| Manager.

% 3..Review of Resident #1's current FL2 dated
| 05/21/18 revealed diagnoses included
e L s

| mems mmapesss s mea ]t e (e e MASLAMTREsa) Smrasa Picampess

J» Review of Resident #1's current FL2 dated

| 05/21/18 revealed medication orders included:

l -There was an order for amlodipine (used to treat

i high blood pressure) 10 mg daily.

| -There was an order for aspirin (used to treat

| circulation) 81 ma daily,

| -There was an order for atorvastatin (used treat

| high cholesterol) 40 mg daily.

| -There was an order for fluoxetine (used to treat

| mental disorders like major depression) 40 mg

| daily.

[ -There was an order for carvedilol (used o treat
high blood pressure) 25 mg two times daily.

! -There was an order for chlorthalidone (used fo

; wedl ingn wioua piessuie) <o iy aaiy.

% -There was an order for hydroxyzine {used to

| treat mental disorders) 50 mg two times daily.
-There was an order for losartan (used to treat

[ high blood pressure) 100 mg daily.

| -There was an crder for metformin (used to treat

| elevated blood sugar) 500 mg twice a day.

[ -There was an order for omeprazole (used to

I P

; -There was an order for oxéarbazepine (used to
[ treat mental disorders) 300 mg twice a day.
|

i
veafloind 20 cvnes et

1 Review of Resident #1's record revealed:
| -There was a physician's order dated 09/06/18 for
[ chlorpromazine (used to treat mental disorders

C 341

i
|

i

& X p[ CLnoX gy

N ~ < ‘

= 5/6 OJDULA{ ll
5—\~&hm—éﬂ:‘k |
S |

|

q%,,

Division of Hesith Service Regulation
STATE FORM

Ko R2Zi111

It enntinuation sheet 24 of 28

J0 / Q*SP/ /Y



RN CU. TWUSLU LG

f ilKe PSYCNOoSIS) 20 Mg twiCe Tally and £ at
bedtime.

i -There was a physician's order dated 07/22/17 to

| change metformin to 1,000 mg twice a day.

‘I Observation on 09/20/18 at 8:58 am of the 8:00
y am medication pass revealed the MA/SIC

i
N

i labeled with Resident #1's first name and "8:00
 am", and stacked the soufflé cup on top of

‘ Resident #3's cup on the desk in the MA/SIC

| office.

-The MA/SIC initialed the space designated for
8:00 am on 08/20/18 on the September 2018
Medication Administration Record (MAR).
-The MAJSIC moved on to the next recident's

| medications.

Observation on 08/20/18 at 9:32 am revealed the
MA/SIC administered 12 oral medications from
the cup labeled with the resident's name to
Resident #1 in his room.

Interview on 09/20/18 at 12:00 pm with Resident
w1 Teveadieu;

‘ -He routinely recelved his medications at the
half-door leading into the medication room/SIC
office.

! -He had not seen the MA/SIC prepare all the
medications at one time before.

\ -He did not know why the residents received their

medications in their rooms today.

‘ Refer to interview on 09/20/18 at 12:16 pm with
i the MA/SIC.

i Refer to interview on 09/20/18 at 5:25 pm with the

i Manager/Medication Aide.

FORM APPROVED
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4. Review 0f Resident #<'s CUITent i< daied
08/26/18 revealed diagnoses included |
schizophrenia, hypertension, dyslipidemia,

hypothyroid, and osteoarthritis and rheumatoid

e g s ) :
arthritis, D L Goove
<
Review of Resident #1's current FL2 dated

08/26/18 revealed medication orders included: 2 ;L P LG vy Q;__’j%_— 64;;’\1\.)

Th———n e I_— et el i e (i ]

! TR s NARAR mAG S ames dars Emareasid AN E e g am s am men

treat mild pain) 325 mg 3 times daily. ’

-There was an order for levothyroxine (used to ;

. treat thyroid) 137 mg daily. ‘
-There was an order for losartan (used to treat |

high blood pressure) 100 mg daily.

| ~There was an order for omeprazole (used to

treat acid reflux) 40 mg daily.

. -There was an arder for notassium chioride (used

supplement potassium) 20 mg daily.

-There was an order for Geri-kot (used to treat

constipation) 8.6 mg 2 tablet twice daily.

-There was an order for amiodipine {used to treat

high blood pressure) 10 mg daily

-There was an order for furosemide (used to treat

high blood pressure) 40 mg daily.

-There was an order for haloperidol (used to treat

meiiia ulsurueis) v Mg il Ui muining ang 2u

mg at bedtime.

-There was an order for ferraus sulfate (used to
supplement iron) 325 mg 3 times a day.

| -There was an order for clonazepam (used to

treat anxiety) 0.5 mg 2 times a day.

| -There was an order for hydrocodone 5-325

acetammophen (used to pam) twice a day.

e =
s anves Sl 2872 pesan

inhaler (used to treat breathing problems) one
puff orally each day.

P Theaare e eavedean Tonu ben

Review of Resident #2's record reveaied

| physlician's order dated 09/06/18 as follows: !
| -There was an order for Retaine eye drops (used [
Division of Health Service Regulation
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| 10 weat ary eyes) one arop in each eye 3 umes a
day. )

~There was an order for Maxitrol eye drops (used 5@/ d & )R T AP
to treat eye irritations) one drop in each 4 times a _

i day in each eye for 3 weeks.

Observation on 09/20/18 at 9:11 am of the 8:00 ' E,X l}:) \Ol nCd LQY")

am medication pass revealed the MA/SIC

inifmmma e o cmale mmild dmn-

e e rrn iy

oral medication (12 total) in a paper soufflé cup
labeled with Resident #1's first name and "8:00
am", and stacked the soufflé cup on top of
Resident #1's cup on the desk in the MA/SIC

| office.

-The MA/SIC initialed the space designated for
8:00 am 09/20/18 on the September 2018
Medication Administration Record (MAR).
-The MA/SIC moved on to the next resident.

Observation on 09/20/18 at 9:35 am revealed the
MA/SIC administered 12 oral medications from
the cup labeled with the resident's name to
Resident #2 in his room. The MA/SIC also
administered one puff of Incruse Ellipta 62.5 mg
inhaler, one drop of Retaine in each eye, and
Wailed I IHNuics apar iiGitn previous EyE Uiups,
and administered one drop of Maxitrol eye drops
in each eye.

Refer to interview on 09/20/18 at 12:16 pm with
the MA/SIC.

Refer to interview on 09/20/18 at 5:25 pm with the

B ¥ e T
o

Interview on 09/20/18 at 12:16 pm with the
MA/SIC revealed:

-She did not routinely prepare resident's
medicaticn all at one time like she had done 5
today. |
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C 341/ Continued From page 27 - C 3
-BiE ToUlnely prepared each residents’
medications, called the resident to come to the
 half door separating the medication room from
the dining room, and administered the resident's
medication.
-She routinely documented administration of the o ~  f. ,
medication when she prepared each medication, . S 00 &, SAAKIE
prior to observing the medication being L

o i imdm e L

-She did not know she was supposed to observe i _\ L
the resident receive a medication, then document @9@ P \LJL‘S’\O:&J E,/O"{u i
administration prior to administering the next

resident's medication.

Interview on 09/20/18 at 5:25 pm with the
Manager revealed she did not know the MA/SIC
routinely documented on the residents' MARs
when she was preparing the medications not after
she observed administration and prior to
administering medications to the next resident,
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