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C 00D; Initi- Comments ¢ ono
| The Adult Care Licensure Section conducted an
ann. al survey and complaint investigation on
Seg amber 10-11, 2019.
C 068 | i v\ S
152: NCAC 13G .0312{g} Outside Entrance And C0s9 Dok o \9‘ v wert | g l?> . ) "
10;:? NCAC 13G .0312 Outside Entrance and ‘1\:’»%\-»-\0-4 B e\l T \
Ext .
{g) n homas with at least one resident who Is ex i p
det- mined by a physician or Is otharnwise known ‘k— A SoY'3 b v 0"“3“”’: '
to k=: disorlented or a wanderer, each exit door
for - :sident use shall be equipped with 2 ,.g-g,kq,._\_._ »
sot ding device that [s activated when the door is '
ope- ied. The sound shall be of sufficlent volume y
thar it can bae heard by staff. if a central system -E,--L S !'t-zrt! Lione N C,L\N‘EQ
of . mote sounding devices Is provided, the s
car. ol panel for the system shall be located In oM Ao o X CV"”’"" fe\ ‘
the 1edroom of the person on eall, tha office grea
or{ =@ location accassible only to staff authorized Ao Rango® A g R vy
by : 1@ administrator to operate the control pansl. M e a.\@v\ — & e
Thl. Rule is not met as evidenced by: atl
Ba; ad on observations, interviews, and record Owho ~ \ @'
rev iws, the facllity failed to assure a sounding
dei ce was activated on 3 of 3 exit doors to alert —h ey
stel- when 2 of 3 sampled residents documented
as -eing ntermittently disorientad (Residents #1 > AR
any #3) exited the faciiity. %\‘“ %
; =By et t
Th: findings are; e ¥o ?
: A PP T v
Oh ervation, upon entrance to the Tacllity, on B c E -
0% 0/19 at 9:15am revealed the kitchan door ey M O e iedn o
we opened and there was no sounding device
he. d when the when the glass storm door was Clebnt Ao R wnjusrk
5 Opl 1Ed- *,\'__Ek' W\’Q
[
OF- ervetion of the exit door next to the laundry S Lti‘—&-—\ e e Quare-S
L -
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roci on 08/10/19 during the initiat tour between
10: Jam and 10:30am revealed there was ne
aud le sounding devices when the door was
ape: ed.

Ob:. srvation of the front exit door tlose to

Res’ fent #1's bedraom on 09/10/19 at 1:45pm
revt.1led there was no audlble sounding devices
whe1 the door was opened.

1. |.eview of Resldent #1's current FL-2 dated
05/ 319 revealed:

-Bl¢ meses included hyperension, dlabetes,
seh- paffective disorder, bigolar type,

hyp: fipidemia, and diabefic neuropathy.

-Th e was documentation the resident was
inte mittently disorlented.

Ren 3w of & guardianship document in Resident
#1' record revealed:

-Ra. ldent #1 was adjucatad incompetent.

~A ¢ wnty Department of Socia! Services was
apy. inted as guardian of the person.

Re\ 3w of the Resident Register for Resldent #{
(slg ed but not dated) revealed;

-Th- resident was forgetful and needed

rem 1ders.

-Th. resident required assistance for orientation
fotl 1@ and place.

Re\ 2w of Resldent #1's Care Plan dated
127 318 revealed the resident was assessad as
forg. 4ful and needing reminders,

Rex aw of the most recent licensed health

pro. ssional support evaluation dated 08/10/19
reve3led Resident #1 contlnued to requlre
per-_dic redirection.
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) 4o /M, e

Inte- siew with the Resident Care .

Cot dinator/Supervisor (RCG/Supervisor) on W 7

09/7.)/19 at 12:10pm revealed: oy

<Th: ra were no audible alarms on the exit doore W p‘( LZ&M) W

at thra facllity.

“Thirre were no residents at the facility who ware m") m /o /clf/j 9 ﬂ%

kne in to be disoriented.

Set nd interview with the RCC/Supervisor on % %0&
09/ /19 at 1:45pm vevealed:
Sh. thought she had faoked at the saction of wl thocds Yt Ay

Re1 dent #1's FL-2 that listed the resident as

inté-mittently disoriantad but mistook that section A M M Wc

for . dicaling the resident's level of toileling

fury Jon, ”/'47 W o ;
-8t f used 1o check off on the FL-2 that a

res lent was disoriented if the resident was % 5 C .
cor Jsed.

-St -thought the primary care provider completed ; -%

the Patlent Information” section of the FL-2.

.
iy

Int¢ view with the Administrator on 09/10/19 al
2:1: pm ravealed: 7 {,&c&ww

-St rwas aware of the rule about "constantly
dis- fented or wanderers” requiring & sounding |~
dev.ce on the exit doars.

-TF .re wera sectlons on the FL-2 {hat provided
inf¢: mation,

-Tk: 1 facility used the physician orders and FL-2
to 1 rmutate a plan of care for the residents.

Ath. npted telephone interview with Resident #1's
pril -ary care provider on 08/10/19 at 2:50pm was
b unt recessful.

Re :r to the Interview with the RGC/Supervisor on
09 0/19 at 1:45pm.

Re irto the interview with the Administrator on ;
09;.0/19 at 2:10pm. i
Divisian of Heah & rvica Regulation
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2. I-eview of Resident #3's curent FL-2 dated
04/: 3119 revealed:

-Di1noses included bipolar disorder, teukopenia,
anc schizoaffeclive disorder.

-Thote was documentalion the resident was

inte: nittently disoriented.

Rel rto the interviaw with tha RCC/Supervisor on
09/: 3119 at 1:45pm.

Rel rto the Interview with the Administrator on
09/..0/19 at 2:10pm.

Intesvlew with the RCC/Supervisor on 09/10/19 at
14 pmreveated: .

-SF - coutd not recall but remembered the faclilty
he\ 1g alarms around 2 years ago.

-Tw 1ysars ago, atarms would alert when front
ant hack deor were being used.

-Tts. faclity did not have any residents who had
wa.-Jering behaviars.

-8t +was keeping an aye on the residents.

<N one used the front door.

-8t recalied wiring and battery issues with the
pre. lous alarm.

-TF ralarm was loud and waking the residants at
nig t.

-8i-» reported the alarm being loud and waking
the 'esidents up at night.

-Tt. 1 deor alarms weare chacked by the fire

mz. shal because they were going off, and that
wa the last ime she remembered hearlng the
doi * alarm sounding davice.

-8f 2 was not awara there was a rule requiring the
fag_Ity to have a sounding device on the doors if
the 2 were residents who were disoriented.

Int *view with the Administrator on 09/40/19 at
2:1.1pin revealed:
-Ti ira were no zlarms on the exit doors.
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| -If {2 facllity had wanderers, then the alarms

- wou 1 be used.

-Tin. "e were no reports of residants walking out of
the " scility,

-8h- would only consider getiing door alarms if
she .eceived consistent reports of wandering
frort staff.

-If 5, fety was questionable then she would
gonilder using alarms.

-Shiz was aware of the rule about "constantly
dist~iented or wanderers” requiring a sounding
dev.:a on the exit doors.

<Th~re were sections on the FL-2 that provided
infd-nation.

<Th facility used the physician orders and FL-2
to fi- 'mulate a plan of care for the residents.

C 176 10 NCAC 13G .0507 Training on C 176 ﬁ«“ %‘v—@\»t&&
Car io-Pulmonary Resuscitation

(RO s wpio daelalils

10£. NGAC 13G .0507 Training on

Cai.Jo-Puimonary Resuscitation \
Eac+| family care home shall have at [east one i
stal; person on the premises at ali times who has P—Ahﬂt\n \&\w\'\w \ A'e?»"j\'"‘f’" O .
caory dleted within the last 24 months a course on T}
car o-pulmenary sesuscitation and choking g\.@ \"f_ walML L2,
ma. agement, Including the Heimlich maneuver,
pro-ided by the American Heart Association, yes r n-g\JaK_u.
Am: rican Red Cross, National Safety Councl, J A *b_\ )
. Am. rican Safety and Health Institute and Medic Q/\,\U,LL—L\-"“& e\ N ’&"T
Fir{ Aid, or by a tralner with documanted Sk W
cer. ‘lcation as a iralner on these pracedures !“Q’M O ﬁ
fror one of these organizations. (fthe only staff a,
per. ori on site has been deemed physically Vootelg A4S RS
ina Jable of performing these pracadures by a ; .
lice. sed physician, that person is exemnpt from C_JQL\.ou_‘\\ el -
the raining.
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Thi Rule is not met as evidenced by:
TYl-E B VIOLATION

Bas 1d on observations, record raeviews and

Inte slews, ihe facility failed to assure at least ong
stal. member was on duty who had {raining within
the _ast 24 months in Cardlo-Puimonary

Res iscitation (CPR). The firdings are:

1. F. svlew of Staft B's personnel record revealed:
-Bli: f B was hired 03/20/19 as the main live In
stal

-Th re was no documentation Staff B had

corj dleted CPR training within the last 24

moi hs.

~Th re was documentation of completion of CPR
trali. ng on 01/03/17.

Atl¢ npted telephone interview with Staff B on
09/ 1119 at 1:43 pm was unsuccessful.

{nfe vlew with the Administrator on 08/10/19 at
2:3:-am revealad:

-8ts f recards were checked every quarter to
ens, re compllanca,

-Re - ords were reviewed two weeks during the
pro ass of thinning personne! charts and during
tha' iime, she identified some of the information
mis Ing.

-Th -l was when she realized Stafi B ¢id not have
cur:int CPR certification.

~Th CPR fraining was only a renewal and the

| kng rledge remained, although the CPR had

| exg ed.

-In nemergancy. she expected staff to use the
koe. fadge they had to address the smergency
ant all emergency management and

suf: rvisory staff.

i 2. i.aview of the Resident Care

mo 10fo5)i5 ot N

'5//&%1/,@%%/.
l//»n,a%aﬂw ?/,rlciﬂq
Ay tnp ol afHe focth
K Bounitids. | doigiutot
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Cot. dinator/Supervisor (Staff A} personnel record
rev: aled:

~Th re was & hire date of 05/20/16.

~Thi- "2 was documentation of suceassfully

cori leting a CPR course on 08/28/17 which was
vall for 2 years.

-Th;: '@ was no documentation Staff A had

com Jleted GPR training within the last 24

moi: hs.

Inte -iew with Staff A on 09/10/19 at 9;30am

ravé iled:

8h¢ was a supervisor and medieation aide for
the vicility.

-Shu was the relief live-In staff for the facllity.
-Shi: was currently tha live-in staff on duty for the
faci y.

-Tht "malfn" live-in staff stayed in the facllity for
thre weeks and then off one week.

-Six. esidents lived In the facility.

-Five residents were at a day program,

-The- e was one resident at the facility today.
~Tht. facility was in the process of getting the
resit- 2nt, who was at the facility today, In to a day
prag. am.

intel tew with the Adminlstrator on 09/10/19 at
3:3C m revealed:

-Shé recantly found out Staff A'a CPR had

expl 1.

~Thé ‘acility had planned for a CPR class to be
cone 1cted on 09/06/19 but dus fo weather

cong ons, the trainer was not ablo to come to the
faclly r.

-The arlilty had rescheduled the CFR class for

| 09/0- 119 but the trainer was not able to come to

the {-cillty to conduct the CPR class.

Inter lew with Staff A on 09/10/19 at 3:35pm
reve’ ‘ed:
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«Sh- found out her CPR had expired one day last
wet- (when she and facility staff were transierring

par: :nnel records from folders to notebooks.
~8h;: had not bean told prior to last week that her
CPIs fralning needed ranswal.

Sec nd interview with the Administrator on

089f1 119 at 2:30pm revealed;

-Shr- checked staff records quarterly.

-8h: ‘had reviewed staff parsonnel records fwo
weE: ago.

-In ¢.1 amergency she would have expacted staff
to u; & the knewledge they had fo address the
eme? gency end call emergency management and
sup visary staff.

we., acllify failed to assure thero was one staff
mer.-3er on duty in the facility at all times who had
com, letad & courss on CPR and choling
mah-gement within the last 24 months. The

facll: {'s failure was detrimental to the health and
safe! * of the resident in the event of an

eme jency requiring CPR or management of a
thol 1g resident. This non-compllance

cong- tutes a Type B Violation,

The - wllity provided a plan of protection in
acce- Jance with G.S. 131D-34 on 09/10/19 for
this ' olation,

COF ECTION DATE FOR THE TYPE B
VIOL \TION SHALL NOT EXCEED OCTOBER
26,2 9.

c 27zJ 10A  CAC 13G .0904(d)(2) Nutrition and Food c2r2
Serv- e

| 10A | CAC 13G .0504 Nutrition and Eood
] Servl &

Diviston of Health Sen :a Regulation
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{dj-Food Requirements in Family Care Homes:
(2)- =oeds and beverages that are appropriate to
ves; lents' diets shall be offered or made available
{0 ¢ residents as snacks belween aach meal for
a f¢: al of three snacks per day and shown on the
me; U as snacks,

Thl: Rule is not met as evidencad by:

Bat-2d on observations, interviews, and record
rav-w, the facility failed to assure snacks ware
offé- ed or made avallabla to all residents three
fim{:3 a day.

The: findings are:

Ret 2w of the facility’s posted week three menu
revi: aled:

-TH: re were no listed snacks or snack options 1o
be 1 srved.

| ~The e were no times listed for snacks to be

' senid.

Inte:./iew with a rasfdent on 09/10A19 at 10:20am
reve Wled:

-He. ot & snack "before dark™.

-ifh. asked staff for a snack, the staff would give
him. 1 snack.

Inte" dew with the Resident Cara

Coc dinatorfSupervisor (RCC/Supervisor) on
09/ 1119 at 10:30am revealed:

-8 ks were made available at 3:00pm-3:20pm
whe. the residents at the day program retumed
to if. facility.

-Rei .denis ware provided snacks at other times if
the t sldents asked for & snack.

-Sor-slimes after dinner, & regident would ask for
a s ok

-The..2 was one resident (named) who was

typle: iy asked if he wanted a snack after the

L"x.%t' e.cg gh.:\tu 1o
b fenved Wl beon
&L& G\\O—H O

Sratls gl Vo
Medn, anelaie
Oyl © B—aq’té te
resdeds  bebean

ool g -

AL et Cave
%&\3( \Vasg bheen
wawdlu—d e
g“,e,( T‘&%—\M‘S
Grotles Lebton
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U reyvwesd

din. :er meal, S\(" b e

<Th, re was no specific time of the day that 4 Ayina=
sni: ks were offered. o\ \}{) &B:l'Q i

Ob. zrvation of a resident on 09/10/19 at v ),.J_j \roit
11:. Gam revealed the RCC/Supervisar served the Q V=
| tes: lent a bag of popcom and water.

\ % INYY N
Ob arvation of avallable snacks on 09/0/19 at QRU v ‘ %&&

1% pm revealed;

~Th- RCC/S lald individual bags of cheesa %’0 £ gt i)

dac Tles on the kitehen countertop,
~Tih. 1 of the six residents In the facilty took a bag

of t-2 snack left on the Kitchen countertop.

e Hilerclann 10 g 7elphond topriertieid
Inte' view with a second resident on 09/10/19 at
4;2{.om revealed: /VM?![J M. Mﬂﬁ) ﬂé@u /é%m
- Sinicks were offerad wice a day. /
~ 81 10ks were provided at night time. M&%’" M/ AV?’Z} 14 / % .
- Sracks were given after he retumed fram the . > .
day rogram, L M wnll Ao mad,
Inte:-flaw with & third resident on 09/10/19 at
4:279m revealed: Wﬂ Zé MM
-Sr:cks were given twice a day, W M/
-8n,3ks were given in the evening when he
vetu-1s from the day program. &% 4/
-Sni-2ks were given at bed fime. ,2 /

Inte. lew with a fourth resident on 08/10/19 at " /S( b?éﬁs i 44) W tw ,7‘ l

4:30:1m revealed;
~He:, ot a snack when he retumned to the facllity

fronr: the day program.

-He ot ane snack a day. : \ .

~He: ould get 2 snack If he wanted a snack. \
~

Inter, iew with fifth resident on 09/10/19 at 4:36pm !

reve. led:

-8n-.cks were given twice a day. i
~5n¢ ks were ks were given In the afternoon when he i
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ULTIMATE FAMILY CARE HOME INC.

817 SOUTH SECOND STREET

SMITHEFIELD, NC 27577
Phone: (919) 880-3144. Fax: (919) 550-2163

October 22, 2019

Dear Ms. Forte,

Please find attached plan of correction on the annual and
complaint investigation completed on September 11, 2019 on
FCL 051-038.

For more questions or any clarifications please call 919-880-3144

Administrator UFCHomes




