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C 000: Initial Comments { C000
The Adult Care Licensure Section completed an - i
annual and follow-up survey on 05/17/23. [L 9- Lf ?— I H ’
C 249 10A NCAG 13G .0902{c)(3)(4) Health Care cue ! Copipm 5 -@»r W ard \H’\&
| 10A NCAC 13G .0802 Health Care &dm. . M\d B oy 2 ) “ .
(c) The facility shall assure documentation of the - Karin
! following In the resident's record: I\’\C{Jﬂw M dd ! L_Jf mt;n l\‘ﬁ ’j
" (8) written procedures, treatments or orders from | ‘he @
a physician ar other licensed health professional; | 258 d)‘ Y‘f‘j F [ir j f’é i e A
and . e Slsl g i
(4) implementation of procedures, ireatments or d()&um -’ﬂ A P ra
orders specified in Subparagraph (c)(3) of this l ‘CI’B‘nn ~ha 6 DI L% lD
| Rule. . \ I
| alse the Rdmin.g, Lo
- This Rule is not met as evidenced by: hﬁ\t-e, wee Kl J 3 %’C?'Lp“{"
" Based on interviews and record reviews, the L b _j
facillty fafled to ensure 1 of 3 sampled residents I meﬁ’\% 91& 5 LontEyn
(#1) had blood work completed, a computed ¢ &
temography (GT) scan for lung cancer screening pa (i &e Y Cu’\ﬁf_ me_"‘-ad"“
and an eye exam completed as ordered. \l__a op ‘;
: = (Ce iy Pro
The findings are: i 6 P (5) /{/ z
y
 Review of Resident #1's current FL-2 dated / 2
11/29/22 revealed diagnoses inciuded 4 dd
: hypertension, schizophrenia and prediabetes. O% Q q A Qﬂdum Pef {
3
ii\g:g;f Resident #1's Resident Register oN Ve(sa:]—fm U\)I‘-u’] My Br L(CWI o
-Resident #1 was admitted on 02/01/16. i o 920[8 e @ q SQCLF]’] EAL C
. -Resident #1 was a.smoker. ! A dminis /@m b\)‘
! 1. Review of Resident #1's physician's order dailu m Dﬂh‘-{'Dﬁ of &( L dogs
dated 11/29/22 revealed an order for a low dose p ]
" computed tomography (CT) scan for lung a,((\(& O rders spro \Lh@ Z,
sereening. | ¢ ompl 0N — Ol|80] 87~
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Review of Resident #1's record revealed there
« was no documentation the low dose CT scan had
i been completed.

Telephone interview with the medical assistant at
Resident #1's primary care provider (PCP) office
on 05/17/23 at 3:50pm revealed the CT scan was
for lung cancer screening because of Resident
#1's history of smoking.

: Interview with the Administrator on 05/17/23 at

" 11:15am revealed Resident #1 had nothad 2 CT
scan and he was not aware of the order for low ‘
dose CT scan to be completed. 1

Refer io interview with the personal care aide
, (PCA) on 05/17/23 at 4:00pm.

* Refer to interview with the Administrator on
05/17/23 af 4:05pm.

’ 2. Review of Resident #1's physician's order
dated 04/04/23 revealed an order for blood work

, including a complete blood count (CBC) with

' differential and platelets, complete metabolic

! panel 14 (CMP) plus A1C and magnesium, a
lipid panel, Valproic acid and prolactin level to be
drawn on 05/09/23.

il . b . ! l
| Review of Resident #1's record revealed there
was no documentation blood work had been
; completed had been completed.

* Telephone interview with the medical assistant at '
Resident #1'5 primary care provider (PCP) cffice
on 05/17/23 at 3:50pm revealed: i
-Resident #1 did not have labs drawn as ordered
! on 05/09/23 as ordered on 04/04/23.

, =it was important for Resident #1 to have
- bloodwork completed to ensure biood levels were |
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. enzymes that could lead to drowsiness and

appropriate, espacially the Valproic acid and A1C. |
-The A1C moniiored for blood sugar levels and
progression of diabetes.

-If the valproic acid was tco low, Resident #1's
mood may not be well stabilized and, if it was toa-
high, thare could be an increase in his llver

slurred speech.

Interview with personal care aide (PCA) on

» 05/17/23 at 4:00pm revealed:
: -Bhe fransported the residents to appointments. l

-She last fransportad Resident #1 on 04/04/23.
-She rememberad the sheet with the bloodworlc
order coming in by fax but she fhought it was
about resuits of bloodwork and not an arder.

3
: -She did not send pictures of the order for I

bloodwork to the Business Oifice Manager (BOM)

as she was supposed io.

Interview with the Administrator on 05/17/23 at

. 4:05pm revealed he was not aware Resident #1
. had blood work ordered or that bloodwork had not|

been completed.

Refer to interview with the PCA on 05/17/23 at
4:00pm. !

Refer to interview with the Administrator on
0517123 at 4:05pm.

3. Review of Resident #1's physician's order
dated 02/28/23 revealed an order for an eye i

" exam. l

Review of Resident #1's record revealed there i
was no documentation an eye exam had been ]
completed,

Interview with the Administrator on 05/17/23
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revealed Resident #1 had not seen an eye doctor * A&mntg}{b’m ;" 'DOH 681"":?
and he was not aware of the order for an eye
, exam. Yhe QA Wl f‘aacj aer
Refer to interview with the personal care aide \n&mh5 elacem WJ-n "md', arl av}’
(PCA) on 05/17/23 at 4:00pm.
' 0L€.0T51-hjwi art  malte -P\u
. Refer to interview with the Administrator on & J,u
i 06M17/23 at 4: : L5 i 7+
| 05117123 a1 4:05pm Necssgony  offfo muly W
[} -
i 4. Review of Resident #1's record revealed : . e Loher
i e
doecumentation of an appeintment far follow-up | Q‘&S‘A‘ml—s ¥l '? ﬂ’
with his primary care provider on 05/17/23 at ; Q, '}FH' s wll b caﬂ’pw}wl oS
10:20am. i L &2
f . 1
Telephone interview with the medical assistant at | wifhe- P dege. |
Reslident #1's primary care provider (PCP) office i
on 05/17/23 at 3:50pm revealed Resident #1 had !
- an appeintment that morning at 10:20am but he
; did not attend the appointment, called to cancel 7/
: ar reschedule. : ll'c. A‘JMJ'?M}&% gf)ﬁ oref
' Interview with personal care staff on 05/17/23 at | ~f’L<, @CA— will mafle, $Me f“w’L
4:00pm revealed: ; é
-She did not send a picture of the follow-up : ,/;. Host will e
appointment to the Business office manageras | ! ¥ Qﬂ‘ d{:’\;}’ # 4w ﬂ :
she was supposed to, : : 741 Hoe T o |
-She forgot to write the follow-up appolntment for for o # / |
' 05/17/23 on the calendar as she should have. u?pn _!35,«15 aglm; /f—dc,/ 7% ;LA,,, ‘
! Interview with the Administrator on 05/17/23 at S L)£7 ; 7@{ any affﬂmfm}' _
: 4:05pm revealed he was not aware Resident #1
had an appointment that morning. i Vesdeef .,d;,.} will He temy I—f—'kr:r/ ”
; fped 23
Refer to interview with the personal care staffon | wirfun 20 oleys, %* /&
05/17/23 at 4:00pm. 51‘ l
Refer to interview with the Administrator on ? !
05(17/23 at 4:05pm.
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Interview with personal care aide (PCA) on w L {
05/17/23 at 4:00pm revealed: - -7 ! ‘
-She transported the rasidents to appointments. 7@ ’4; M dg Hfor
i -She last transported Resident#1 on 04/04/23. 2o
" -Ghe was suppose to write new appointments on ﬁ’i ﬂd’g pﬁ %Cﬂﬁ&}éfj 2
. the calendar, f
i -She was suppose to send a picture of the new spap i 1 Cerfin vn‘/i’) /h-:_ 5"5'/7’ i
‘ orders by taxt to the business office manager i ‘ﬂ‘ At L / j }
(BOM) before filing new documentation inthe | ;. . hs
resident record. ? a5 she i ¢ ""7;?”)1 e /L ¥
 Interview with the Admlmstrator on 05!1?/23 at . angd lecory }““— ‘ff’a"‘ ""‘é
i 4 05pm revealed: )
-The BOM only worked part-time and was only in ! i o ;
the facility on Mondays for part of the day. : o A Glewder as S5 ;
' <The BOM was responsible for ensuring all orders ” F D
_were completed Including the scheduling of i 4 ‘7"}7‘51- po oo P vl
. appointments. 17 4
_-The BOM reviewed resident records for , € //Vf S f?é'u\- T el S 14 /5};_ 7 2
i medication orders but did not review themona | :
waekly basls.

-The BOM would need to review ali !
documentation to ensure no orders or appoints
are missed. .
. ~-Personal care aide {(PCA} were supposed 1o i I
write new appointments on the calendar and send,
a picture of the new order to the BOM for ’
i follow-up. :
-He did not know why the PCA had not wrilten ' |
appointments on the calendar or sent the pictures i
of the orders to the BOM but thought she may ;
have been distracted. :
1
C 257 10ANCAC 13G .0904{a)(1) Nutrition and Food ' €257
Service

i 10A NCAG 13G 0964 Nulrition and Food Service |
(a) Food Procurement and Safety in Family Care s
Homes:
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! PROVIDER'S PLAN OF CORRECTION

(1) Food services shall comply with Rules i
Governing the Sanitation of Residential Care
Facilities set forth in 16A NCAC 184 .1600 which -
_are hereby incorporated by reference, including
| subseguent amendments, assuring storage,
* i preparation, and serving food under sanitary
: conditions.

This Rule is not met as evidenced by:

Based on observations and Interviews the facllity !
failed to ensure foods belng stored and served to
residents were protected from contamination '
related to cbservations of unlabeled, and undated |
foods.

 The findings are:

_Observation of the refrigerator freezer in the i
kitchen on 05/17/23 at 9:35am revealed:;
=There were sausage links stared in a slide )
closure storage bag that was not dated or |
lebeled. '
~There was chicken stored in a slide closure

, storage hag that was not dated or labaied.

. Observation of a cupboard on 05/17/23 at 9:37am
revealed there were 3 plastic storage bins of
breakfast cereal that was not dated or labeled.

9:43am revealed:
-There were several bags of meat stored ina
i slide closure storage bag that was nat dated or

i Observation of the chest freezer on 05/17/23 at II

X410 SUMMARY STATEMENT OF DEFICIENCIES D 8
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)
. - 5
€257 Continued From page 5 't C 257

The Admin, will bﬁ
é500n3 (ble for- making
Stipe et @ ) Jé%f_ﬁu
'COOOﬂ bmb’ﬁh-} }_1’]7‘27 .
fogi by il he dated
anrd |abelsd .

“Theid min . ol a!/sa

Nabhe Siere Hwet a0 Y
1284 pver \{;@ﬁf Lol é—é.-
Pleced in a zip loCk

bﬁﬁ , doafect avd l@(ﬁ?f"f&i.

Rom Lot Ll b& T’eﬁpoﬂt’);ﬁf’
Lo all Spodds beiny
Sheped and labefd,
and mopi tor reloderatad
(ool Stowe € angf .
expirtion cfate &
a2 of:ééff{lg brs's

b/’

Division of Health Service Regulation

STATE FORM . EB

D4YJ11 1 continuation sheet 6of 7



PRINTED: 05/30/2023

. . . FORM APPROVED
Division of Health Senvice Regulation
STATEMENT OF DEFICIENCIES {X1} PROVIDERISUPPLIER/CLIA {X2)} MULTIPLE CONSTRUCTION (%3) DATE SURVEY
AND PLAN OF CORRECTION IDENTIFICATION NUMBER: ABTBG: COMPLETED
R
FCL033009 B. WING 05/M17/2023
NAME OF PROVIDER OR SUPPLIER STREET ADDRESS, CITY, STATE, ZIP CODE
‘ 514 COKEY ROAD
WY GUARDIAN ANGEL FAMILY CARE HOME
ROCKY MOUNT, NC 27801
{X4)iD SUMMARY STATEMENT OF DEFICIENCIES i D PROVIDER'S PLAN OF CORRECTION (%5}
PREFIX {EACH DEFICIENCY MUST BE PREGEDED BY FULL PREFIX (EACH CORREGTIVE AGTION SHOULD BE COMPLETE
TAG REGULATORY OR LEC IDENTIFYING INFORMATION) TAG CROSS-REFERENCED TO THE APPROPRIATE DATE
DEFICIENCY)}
C 257 Confinued From page 6 G 257

labeled. i
1 ~There was a meat item that was covered in frost i

i and the original package was torn open, exposing
| the meat.

Obsarvation of the stand up freezer on 05/17/23
at 9:58am revealed:
. ~There was a plastic grocery bag that contained
- meat that was partially wrapped in aluminurm foil
that was not dated or labeled.
-There was a meat item that was covered in frost !
- and the original package was tom open, exposing I
the meat.

interview with personal care aide {(PCA) on i
« 06/17/23 at 9:40am revealed:

-She and other staff cooked the food for the :
residents. :
-The Administrator was responsible for storing I
food. '
~She was not aware items that were not stored in |
the original package shouid be dated and labeled. | ;

Interview with the Administrator on 05/17/23 at
4:05pm revealed: ,
-He was responsible for the storage of food.
-Foods were bought in bulk when possible.
-Meats wers separated and stored in zip closer
storage bags.
-He knew items that were not in the original
package for storage should be dated and labalad.
_~He thought he may have goften distracted and
i forgot to date and label the stored items.
j ~He did not have a process for checking items
| after they were stored.
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