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Initial Comments

The Adult Care Licensure Section conducted an
initial survey on May 29, 2019.

10ANCAC 13G .0309 (e) Bathroom

10A NCAC 13G .0309 Bathroom

(e) Hand grips shall be installed at all
commodes, tubs and showers used by the
residents.

This Rule is not met as evidenced by:

Based on observations and interview, the facility
failed to provide hand grips for the commodes in
2 of 2 common resident bathrooms.

The findings are:

Observation of the common resident bathroom in
the hallway on 05/29/19 at 10:53am revealed the
hand grip for the toilet was hanging from the wall
where the two screws that originally held it had
torn out of the plaster of the wall.

Observation of the common resident half
bathroom off from the living room on 05/29/19 at
10:57am revealed there were no hand grips
beside the toilet.

Interview with a Supervisor in Charge (SIC) on
05/29/19 at 11:00am revealed:

-The hand grip for the toilet in the hallway broke
off about a month ago.

-She was going to get a quote for fixing that hand
grip on 05/29/19.

-The residents in the facility sometimes used
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hand grips at the hallway toilet, but one resident

was always accompanied to the bathroom to

assist.

-She did not know that the half bathroom was

required to have a toilet hand grip.

-She would make sure the Administrator was

aware and the hand grip was purchased and

installed promptly.

Attempted interview with the Administrator on

05/29/19 at 9:45am was unsuccessful.

C 059 10ANCAC 13G .0310 (b) Storage Areas C 059

10A NCAC 13G .0310 Storage Areas

(b) There shall be separate locked areas for
storing cleaning agents, bleaches, pesticides,
and other substances which may be hazardous if
ingested, inhaled or handled. Cleaning supplies
shall be supervised while in use.

This Rule is not met as evidenced by:

Based on observations and interviews, the facility
failed to assure cleaning products including
bleach, window cleaner, all-purpose cleaner, ant
killer spray, bed bug and flea killer spray, oven
cleaner, flooring glue, car wax, house/siding
cleaner and powder cleanser were stored in a
locked area resulting in hazardous chemicals
being accessible to residents.

The findings are:

Observation of the kitchen cabinet located below
the sink on 05/29/19 at 11:10am revealed:

-The cabinet double doors were not locked.
-There were cleaning chemicals on the cabinet
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shelf that included 40-ounce spray bleach,
40-ounce spray window cleaner, 120-ounce spray
all-purpose cleaner,17-ounce ant killer spray,
17-ounce bed bug and flea killer spray, 17-ounce
spray oven cleaner, 16-fluid ounces flooring glue,
10-fluid ounces car wax, and 1-gallon
house/siding cleaner.

-The labels on the cleaning chemicals had
various warnings including avoid contact with skin
and eyes, can be skin and eye irritant, keep out of
reach of children and pets, and harmful if
swallowed.

Observation of the laundry room located near the
resident living room on 05/29/19 at 11:15am
revealed:

-There were sliding doors that were open and had
no lock.

-The washer and dryer were in the room with a
2-gallon open container of powder cleanser on
top of the dryer.

-There was a resident sitting eight feet from the
open powder cleanser.

-There was no staff member within eyesight.

Interview with the Supervisor-in-Charge (SIC) on
05/29/19 at 11:54am revealed:

-She knew the cleaning products had to be kept
in a separate locked space.

-She was not aware that cleaning products were
stored under the kitchen sink.

-The facility had a separate cleaning supply closet
that was locked.

-She did not know why all of the cleaning supplies
under the kitchen sink were not stored in the
cleaning supply closet.

-She was going to remove the cleaning products
from under the sink and put them in the locked
cleaning supply closet located next to the dining
room.
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Observation of the cleaning supply closet next to

the dining room on 05/29/19 at 1:00pm revealed:

-The closet door handle was broken.

-There was no lock on the closet door.

-There were various cleaning agents on the

closet shelves.

Interview with the SIC on 05/29/19 at 1:10pm

revealed:

-The lock to the cleaning supply closet door and

the door knob broke that morning.

-She would get the lock and door knob repaired

immediately.

-The cleaning supply closet was the only locked

area that cleaning supplies were kept.

C 078 10ANCAC 13G .0315(a)(5) Housekeeping and C 078

Furnishings

10A NCAC 13G .0315 Housekeeping and
Furnishings

(a) Each family care home shall:

(5) be maintained in an uncluttered, clean and
orderly manner, free of all obstructions and
hazards;

This Rule shall apply to new and existing homes.

This Rule is not met as evidenced by:

Based on observations and interviews, the facility
failed to maintain a clean and hazard-free
environment as evidenced by a broken bathroom
mirror, exposed light sockets, chipped paint and
rusted metal on and in the microwave, and a
broken exposed burner lying in black substances
in the bottom of the oven.
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The findings are:

Observation of the common resident half
bathroom off from the living room on 05/29/19 at
10:57am revealed:

-There was a 24-inch crack in the mirror above
the sink.

-There were two light sockets, each two inches
wide, above the mirror, that were missing light
bulbs, exposing the electrical wiring.

Interview with a Supervisor in Charge (SIC) on
05/29/19 at 11:00am revealed:

-She was responsible for tracking and getting
repairs needed for the facility.

-The mirror broke in the bathroom just after they
moved in, but she had not had a chance to get a
new one.

-She would get light replacements for the
bathroom, as well as a new mirror immediately.

Observation of the kitchen on 05/29/19 at
12:21pm revealed:

-The microwave had numerous areas of black
substances, chipped paint and rusted metal on
the inside and outside.

-The oven had a black substance covering the
entire bottom and inside door.

-The burner in the bottom of the oven was broken
in two pieces and the electrical edges of the two
sides of the burner were lying in the black
substance on the bottom of the oven.

Interview with a SIC on 05/29/19 at 12:30pm
revealed:

-She was aware of the condition of the microwave
a few months ago, and had planned to replace it.
-She would buy a new microwave immediately.
-She had informed the facility owner in early April
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Qualifications

10A NCAC 13G .0406 Other Staff Qualifications
(a) Each staff person of a family care home
shall:

(7) have a criminal background check in
accordance with G.S. 114-19.10 and G.S.
131D-40;

This Rule is not met as evidenced by:

Based on record reviews and interviews, the
facility failed to assure 3 of 3 sampled staff (Staff
A, B, and C) had a statewide criminal background
check completed upon hire.

The findings are:

1. Review of Staff A's, Medication Aide (MA),
personnel record revealed:

-Staff A was hired on 04/05/16.

-There was documentation of a background
check completed on 04/05/16 through an online
database.

Interview with the Supervisor in Charge (SIC) on
05/30/19 at 4:30pm revealed:

-She knew of the requirements for completing
criminal backgrounds for Staff A.

-She did not know the online database could not
be used to complete the required criminal
background checks for employment.
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that the oven needed replacing and was told to

get pricing on it.

-She was not aware of the broken burner in the

bottom of the oven, but would inform staff to not

use the oven until they get a replacement.

-She would buy a new oven immediately.

C 147) 10ANCAC 13G .0406(a)(7) Other Staff C 147

Division of Health Service Regulation

STATE FORM

6899

7JCD11

If continuation sheet 6 of 13




PRINTED: 06/18/2019

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: ) COMPLETED
A. BUILDING:
FCL053014 B. WING 05/29/2019
NAME OF PROVIDER OR SUPPLIER STREET ADDRESS, CITY, STATE, ZIP CODE
211 RED HOLLY DRIVE
IMPACT FAMILY CARE HOME
SANFORD, NC 27330
(X4) ID SUMMARY STATEMENT OF DEFICIENCIES D PROVIDER'S PLAN OF CORRECTION (X5)
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 147 | Continued From page 6 C 147

Telephone interview with the weekend SIC on
05/30/19 at 4:43pm revealed:

-She completed the criminal background checks
through an online database for Staff A.

-She knew of the requirements for completing
criminal backgrounds.

-She was the person responsible for completing
the criminal background checks.

-She did not know the online database could not
be used to complete the required criminal
background checks for employment.

2. Review of Staff B's, MA, personnel record
revealed:

-Staff B was hired on 01/05/18.

-There was documentation of a background
check completed on 01/16/18 through an online
database.

Telephone interview with the weekend SIC on
05/30/19 at 4:43pm revealed:

-She completed the criminal background checks
through an online database for Staff B.

-She knew of the requirements for completing
criminal backgrounds.

-She was the person responsible for completing
the criminal background checks.

-She did not know the online database could not
be used to complete the required criminal
background checks for employment.

3. Review of Staff C's, MA, personnel record
revealed:

-Staff C was hired on 03/23/16.

-There was documentation of a background
check completed on 03/23/16 through an online
database.

Interview with the Supervisor in Charge (SIC) on
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05/30/19 at 4:30pm revealed:

-She knew of the requirements for completing
criminal backgrounds for Staff A.

-She did not know the online database could not
be used to complete the required criminal
background checks for employment.

Telephone interview with the weekend SIC on
05/30/19 at 4:43pm revealed:

-She completed the criminal background checks
through an online database for Staff C.

-She knew of the requirements for completing
criminal backgrounds.

-She was the person responsible for completing
the criminal background checks.

-She did not know the online database could not
be used to complete the required criminal
background.

10A NCAC 13G .0905 (d) Activities Program
10A NCAC 13G .0905 Activities Program

(d) There shall be a minimum of 14 hours of a
variety of planned group activities per week that
include activities that promote socialization,
physical interaction, group accomplishment,
creative expression, increased knowledge and
learning of new skills. Homes that care
exclusively for residents with HIV disease are
exempt from this requirement as long as the
facility can demonstrate planning for each
resident's involvement in a variety of activities.
Examples of group activities are group singing,
dancing, games, exercise classes, seasonal
parties, discussion groups, drama, resident
council meetings, book reviews, music
appreciation, review of current events and
spelling bees.

C 147

C 292
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This Rule is not met as evidenced by:

Based on record reviews, observations and
interviews, the facility failed to assure the 14
hours of planned group activities per week were
made available for the 2 residents residing at the
facility.

The findings are:

Interview with a resident on 05/29/19 at 10:00am
revealed:

-She had lived at the facility for 14 years.

-No one had offered her to participate in a group
activity in at least the last six months.

-The facility offered structured activities back
when there were more residents,

-She liked to sit on the front porch and watch the
rabbits and the deer.

-She wished they would have group activities like
playing cards.

Interview with a second resident on 05/29/19 at
10:30am revealed:

-He had lived at the facility for "many years".
-He usually watched television.

-He would like to have activities, but they were
not offered.

Observation of the facility's activity calendar
showed April 2019 calendar posted on the wall
near the kitchen on 05/29/19 at 2:35pm revealed:
-There were six hours of activities for the week of
04/01/19-04/06/19.

-There were eight hours of activities for the week
of 04/07/19-4/13/19.

-There were eight hours of activities for the week
of 04/14/19-04/20/19.

-There were eight hours of activities for the week
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of 04/21/19-04/27/19.

Observation of the facility's activity calendar for
May 2019 on 05/29/19 at 2:40pm revealed:

-The May 2019 activity calendar was not posted.
-The Supervisor-In-Charge retrieved the May
2019 calendar from a file in a desk drawer.
-There were six hours of activities for the week of
05/05/19-05/11/19.

-There were eight hours of activities for the week
of 05/12/19-05/18/19.

-There were eight hours of activities for the week
of 05/19/19-05/25/19.

-There were eight hours of activities for the week
of 05/26/19-05/31/19.

Observations made on 05/29/19 (between
10:00am-1:30pm, and 2:15pm-7:15pm) revealed
no activities were offered to the residents.

Interview with the Supervisor-In-Charge (SIC) on
05/29/19 at 3:00pm revealed:

-She was responsible for completing the activity
calendar each month.

-She did not know that 14 hours of group
activities were required each week.

-She had never had any activity training and had
never completed an activity director's course.
-Another staff member came to the facility
everyday to offer an activity.

-That staff member would be attending the
training to become a licensed activity director.
-That staff member was supposed to be at the
facility at 3:30pm on 05/29/19 but called and said
she could not make it due to an appointment.
-There were no activity supplies on site, she
thought they may had been in the staff member's
car.

-Usually the two residents just liked to sit outside
and not do any activities.
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Attempted interview with the staff member who
performed the activities was unsuccessful on
05/29/19 at 3:30pm.
C992| G.S. § 131D-45 G.S. § 131D-45. Examination C992

and screening for

G.S. § 131D-45. Examination and screening for
the presence of controlled substances required
for applicants for employment in adult care
homes.

(a) An offer of employment by an adult care home
licensed under this Article to an applicant is
conditioned on the applicant's consent to an
examination and screening for controlled
substances. The examination and screening shall
be conducted in accordance with Article 20 of
Chapter 95 of the General Statutes. A screening
procedure that utilizes a single-use test device
may be used for the examination and screening
of applicants and may be administered on-site. If
the results of the applicant's examination and
screening indicate the presence of a controlled
substance, the adult care home shall not employ
the applicant unless the applicant first provides to
the adult care home written verification from the
applicant's prescribing physician that every
controlled substance identified by the
examination and screening is prescribed by that
physician to treat the applicant's medical or
psychological condition. The verification from the
physician shall include the name of the controlled
substance, the prescribed dosage and frequency,
and the condition for which the substance is
prescribed. If the result of an applicant's or
employee's examination and screening indicates
the presence of a controlled substance, the adult
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care home may require a second examination
and screening to verify the results of the prior
examination and screening.

This Rule is not met as evidenced by:

Based on record reviews and interviews, the
facility failed to assure 3 of 3 staff sampled (Staff
A, B and C) had completed an examination and
screening for the presence of controlled
substances upon hire.

The findings are:

1. Review of Staff A's, Medication Aide (MA),
personnel record revealed:

-The test results did not include a date, time or
the type of controlled substances tested.

-The test did not have a company's name listed.
-Staff A's name had been handwritten on the test
results.

Interview with the Supervisor in Charge (SIC) on
05/29/19 at 5:03pm revealed:

-Staff A's control substance screening was
completed prior to the SIC hire.

-The agency purchased controlled substance
screening kits from a local retail store.

-She was not aware the method used for control
substance screening did not properly identify
those staff being tested.

Refer to the telephone interview with the weekend
SIC on 05/29/19 at 5:07pm.

2. Review of Staff B's, MA, personnel record
revealed:

-The test results did not include a date, time or
the type of controlled substances tested.
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-The test did not have a company's name listed.
-Staff B's name had been handwritten on the test
results.

Refer to the telephone interview with the weekend
SIC on 05/29/19 at 5:07pm.

3. Review of Staff C's, MA, personnel record
revealed:

-The test results did not include a date, time or
the type of controlled substances tested.

-The test did not have a company's name listed.
-Staff C's name had been handwritten on the test
results.

Interview with the Supervisor in Charge (SIC) on
05/29/19 at 5:03pm revealed:

-Staff C's controlled substances screening was
completed prior to the SIC hire.

-The agency purchased controlled substance
screening kits from a local retail store.

-She was not aware the method used for
controlled substance screening did not properly
identify those staff being tested.

Refer to the telephone interview with the weekend
SIC on 05/29/19 at 5:07pm.

Telephone interview with the weekend SIC on
05/29/19 at 5:07pm revealed:

-The control substance screening kits were
purchased from a local retail store.

-She was the person responsible for maintaining
personnel records and ensuring staff completed a
controlled substances examination and screening
upon hire.

-She was not aware the method used for
controlled substances screening did not properly
identify those staff being tested.
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