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The Adult Care Licensure Section and the

Meclkdenburg Ceunty Department of Sociaf

Services conducted an annual survey on 12/14/14

and 12/12/14,

D 074 10A NCAC 13F .0308(a)(1) Housekeeping And D 074

Fumishings

10A NCAC 13F .0308 chsekeeping And

Furnishings

(a) Adult care homes shafl:

{1) have walls, csilings, and floors or floar

coverings kept clean and in good repair:

This Rule Is not met as evidenced by: )

Based on observations and interviews, the facility The Admini

i ; ‘ -

failed to assure wells, ceilings, and floors were shifis Wmme;hs-ator & ““‘%{m ¢ assigned

clean and in good repair in 1 of 1 laundry room, 1 ared] . ura w:al!s, ceflings and flogrs

of 1 common full-bathroom, 1 of 4 resident . can and kept in good

rooms, and 1 of 2 halway closat doors. repair. Al ceilings will be

cleaned and or painted by 1/26/1s, The floors

The fincings are: - Will be cleaned daily, deep cleaning win

. _ be done weekly, A daily and weekiy

Observation of the facility during tour on 12/ 11714 cleaning scheduled will be followed

betwaen 9:45 arr and 11:50 am revealed: by the designee and monitored by

the Administrator . The Hallway

A Common full bathroom: closet doors will be repaired

-The shower in the common bath had dark brown and or replaced by 1/26/15. Th

residue built up on the botiom metal rim of the Adminisirator will monit e

entrance fo the shower. weekly to ensur monitor

-The shower curtain had reddish brown buld-up Administra ¢ compliance,

on the bottom two inches of the curtain. order f ator developed work

-The right back cormer of the shower hed build-up Jrferiorm and wilt monitor weekly.

of black, brown and reddish residue that T

appeared to be mold and extended left and right

approximately 8 inches vertically on the bettorn of

the shower where the shower wall meeis the

shower pan.
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~The shower-wall had reddish brown build-up on

the back botfom wall that exdended up four inches

with the shower wall panel unsealed from the

wall.

-A round hols in the sheefrock behind the door in - The Administrator & designee

the common bathroom. will ensure doorknobs are

-Doorkneb on the enfry door to the common repaired and or replaced by 1/31/15,

bathroom was loose. Administrator wip check lngh X

-Comer basebaoard to the right of the sink was Adwinistrator developed 0bs weekly,

pulled from the wall four Inches and wal! paint form to Hist if ronaie @ CTK Order

was peeling. ‘ Tepairs are needed

and will monitor weekiy,

Additional chservations on 12/2/14 at 11:42 am
of the common bathroom ravealed:

~The dark brown/black/red rasidues on the metal
rims and on the walls and base of the shower
were unchanged sice 12/11/14

-The shower curtain had been cleaned and no
reddish brown buildup remained.

Review of the facility's sanitation report dated
03/28/14 revealed demerits for "shower collecting
residue on floor and arcund comers”.

Interview with a Nurse Aide (NA) on 12112/14 at
11:40 am revealed:

-She had only worked at the facility for three
days. .

-Her job duties included mopping residents'
rooms daily and cleaning the showers.

-She thought there was a cleaning schedule "in
the office”.

-She used shower cleaner which was available.
-She had not cleaned the shower curtain since
being employed there, but " know you can take it
down and wash it in the washing machine”,

Interview with an SIC on 12/12M4 at 1:10 pm
revealed:

-He had worked af the faciiity since June 2014,
Division of Health Service Reguiation
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primarily on third shift, but also on first.

-He was responsible for cleaning the bathrooms,
including the showers.

-He was aware of the dark buildup In the comer

and around the shower floor.

-"This is an old bullding and that could be mald in
the shower."

-He had washed the shower curtain last night and
usually does it weeldy by puting it in the washing
machine,

-He had washed the shower curtain last weel,
but could not remember which day.

Interview on 12/11/14 at 9:58 am with 2 resident
who resides in Room #4 revealed:

-He had lived at the facility since 2008.

-The black skid marks were made by a reclinar
that a former resident, who left two weeks ago,
had in the room.

-The closet door that would not open properly in
Room #4 was a former resident’s closet

-He used the shower in the common bathroom
with staff supervision.

-He did not know how often the staff cleaned the
shower.

Refer to interview with the Administrator on
12112/14 2t 1:05 pm_

B. Resident Room #4:

-A closet door (the middie of 3 closets) would not
close and the top keft hinge was pulling out of the
door jam with screws exposed.

-Around hole approximately 3 inches in diameter
in the wall behind the entrance door to Resident
Room #4 with white material covering a portion of
the hole and appeared 1o have numerous -
patches.

-Multiple black skid marks on the fioor befween 2
beds in the resident room.

Division of Health Service Reguisation )
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Interview on 12/11/14 ai 9:58 am with a resident
who resides in Room #4 revealed:

-He had lived af the facility since 2008.

~The black skid marks were made by a recliner
that a former resident, who left two weeks agp,
had in the room.

-The doset door that would not open property in
Room #4 was a former resident's closet,

-He used the shower in the common bathroom
with staff supervision. '

-He did not know how often the staff cleaned the
shower,

Refar fo intervisw with the Administrator on
121214 at 1:05 pm

C. Laundry Room

-A broken floor tile at the [aundry door enfrance.

-Doorknob on the entry door to the laundry room
was loose,

-The baseboard was loose around the wall in the
laundry room.

Refer to interview with the Administrator on
12A12/14 at 1:05 pm

D. Halbvay Closet Doors:

-The door 1o the Housekeeping Closet would hot
open or close without force due fo the tep right
hinge pulling out of the door jam with screws
exposed, and the bottom of the door scrapad on
the floor with visible {racks on the floor,

Refer fo interview with the Administrator on
12M2114 at 1:05 pm.

Interview with the Administrator on 12/12/14 st
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1.05 pm revealed:
-The facilify did have a cleaning schedule that
was posted for staff reference, which included
tieaning the bathrooms and resident rooms.
-The faeility did not have 2 fulltime maintenance
staif person,
-She was aware of the door on the housecleaning
closet coming off of the hinges.
-She had moved the chemical supplies to the
office on 12711/14.
-The building had recently been purchased by the
new owners in July 2014 and it had been difficult
fo financially complete all of the repairs that were
lefi by the previous owners.
" The Admini i
D076 10A NCAC 13F .0308(a)(3) Housekeeping And Dote g nstrator will ensure
Fumnishings ' . that all furpiture and fixtures
IEfpeciﬁcally dressers in common
10A NCAC 13F .0306 Housekeaping And #th and dining room chairs are tleaned,
Fumishings rePaired or replaced by 2/10/13,
{a) Adult care homes shall: Due- t‘o existing financig| obligations
(3) have fumiture clean and in good repair; additional time g needed to obtajp ’
This Rule shall apply to new and existing fouds for new fixtures, Administrator wip
facilities. monitor weekly to ensure repairs or v
replacements are compl .
This Rule is not met as evidenced by: ' Administrator develo i:ted el
Based on observation and interview, the facilty order form and i ped a work
faited to assure that fumiture and fixtures, ' : monitor weeky,
specifically dressers in bedrooms #3 and #4, ™ .. .
bathroom fixiures and fumiture in the common Mtif:dl‘};m istrator will scheduled o Mmeeting
bath, and diring room chairs were clean and in Asd esidents and stafy,
good repair. sking all lf repairs are
The findings are; needed or identified, please
) Pt information on
Observations In resideni bedrooms #3 and £4 on Work order form for
12/11/14 from 10:15 am to 10:50 am revealed: Tepairs/or problem by 129115, Staff
. . will be instructed ¢ nefify
-Th_ree resrderfts_ occupied bedroom #3 and two - Administrator before shift ends
residents occupied bedroom #4. by text ar phone cq 1.
Division of Heakh Service Reguiation ——
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-A four-drawer dresser (#1) at the right of the
door to Resident Room #4 with the top drawer
opened and tilted downward dus to having no
support and would not open or close easily dus to

not having glides .

-The second and third drawers of dresser #1
were opened slightly and tited sideways, would
not open or close easily due to not having glides,
and contained personal contents of a resldent in
each drawer, )

-A four-deawer dresser (#2) in Resident Room #4
with the top drawer, filled to the top with resident's
clothing, slanted downward and would not open
or close easily.

~The second drawer in dresser #2 was opened at
a slamt, contained resident's personal befongings,
and would not open or close easily.

‘| -A four-drawer dresser (#3) in Resident Room #3

with the top drawer slanted open, all four drawers
were off track and would not open or close easily,
-A six-drawer dresser (#4) in Resident Room #3
with fhree drawers on each side had the left
middie drawer off frack and would not open or
close sasily.

-All drawers in Dresser #4 were empty,

-A two-door metal storage cabinet in the common
bathroorn with extensive rust on the botiom right
door, extending the ful? langth of the metal frame -

on both sides of the doors, and inside the cabinet

on the front'edge and extending into the base of
the cabinet.

-A paper towe! holder motmted to the right of the
sink In the common bathroom was pulling from
the wall with one screw fully pulled out and two
others % ofthe way out of the wall.
-Approximately @ feet overhead, was a plastic
light fixture cover hanging from the celling in the
coinmon bathroom with a light bulb expesed and
turnad on.

D o7é
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Qbservation on 12/11/14 at 10:10 am revealsd:
-7 of @ fabric-covered chairs in the resident dining
room revealed black, brown, and tan stains
spattered thre fo four inches on the front of the

seat cushions.

-2 of 9 fabric-covered chairs also had black
spotied stains that were spattered for four inches
up the back cushions of the chdirs.

Inferview with two residents in bedroom #3 on
12/11/14 at 10:55 am revealed:

-Aresident stated his dresser had been broken
since he armived at the facifity three weaks ago
and ke had a difficuit time getting his clothes in
and out of the dresser.

-A resident stated he had spoken to faility staff
about his broken dresser, but nothing was dons.

Interview with two residents in bedroom #4 on
12/11/14 at 10:20 am revealed:

-The drawers of the dressers had been “ike that”
for a while.

-They could use the chest of drawers in the
condition as they were.

Interview with the Administrator on 12/11/14 at
1:50 am revealed:

~She was not aware that the drawers on the
dressers were difficult to open and close.

-The storage cabinet in the bathroom "was here
from the previous owners and needs to be faken
out to the frash since it has ruston it

-She was not aware of the light fixture that
needed.repair. :

-The company that owned the building purchased
itin July 2014 and the fumiture was obtained in
the purchase. .

-The company had limited money to spend for
repairs,

-She would make the owner aware of the need

D076

STATE FORM
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for the dressers to be repaired and she would
cbtain a replacement for the storage cabinet in
the bathroom.
D 137 10A NCAC 13F .0407({a)(5) Other Staff D137

Qualifications

10A NCAG 13F .0407 Other Staff Qualifications
{8) Each staff parson at an adult care home
shall;

(5} have no substantiated findings Fsted on the
-| North Carolina Heafth Care Personnel Regisiry
according tc G.8. 131E-255;

This Rule is not met as evidenced by:

Based on interviews and record reviews, the
facility failed to ensure 1 of 3 sampled staff (Staff
B} had no substantizted findings listed on the
Norih Carolina Health Care Personnef Registry
{HCPR) according to G.5. 131E-256.

The findings are:

Review of Staff B's personnel records revealed:
-Mo documented date of hire.
-No documentation of a HCPR chacic

Review of Medicafion Administration Records
revealed Staff B worked at the facility on 12/02/14
and 12/11/14,

Interviews on 12/11/14 at 2:45 pm and 12/12/14
at 9:13 am with Staff B revealed:

-She had been employed at a sister facility for
about two years.

-She was permanently transferring to this facility
as soon as the Administrator hired a replacement
for her at the sister facility.

The Adutinistrator will ensure
Va!l staff have po substantiated
finings listed on the North
Carolina Health Care Personnei

Division of Haalth Service Regulation
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-She did not know anything about HCPR checks.

Interview on 12/11/14 at 1:15 pm with the
Administrator revealed:

-Staff B was employed at a sister facility and had
a HCPR check done upon hire at the sister facility
in 2013.

-Stafi B was in the process of transferring fo this
facility full time but was waiting for the
Administrator to hire her reptacement at the sisfer.
facility.

-Staff B's official hire date for this facility would be
the first day she worked at the facility, which was
12/02/14.

-Prior to beginning the transfer of Staff B fo this
facility, the Administrator contacted the county
Cepartment of Social Services (DSS) to ask if the
HCPR check had to be completed for Staff B at
this facility.

-The Adminisirator was informed by DSS that the
HCPR check was not required to be completed at
every facility when there were multiple facilities
under the same ownership.

-Since Staff B was an existing employee ata
sister facility and the HCPR check was completed
upon hire &t the sister facifity, it did not need to be
completed again upon frarsfer to this facility.

-The Administrater would have completed a
HCPR if she had known it was required.

Interview on 12/11/14 at 1:30 pm with the county
Adult Home Spesialist {AHS} revealed:

-She recently sent an email to her facilities
notifying them that HCPR checks did not need fo
be done at each individual faciiity when there
were multiple facifities under the same ownership.
~The email was intended to refer to newly hired
staiff who would be working at multiple facities
under the same ownership.

-The instruction was not meant to includs

Registry. Administrater will ensure
everyone has documented

" date of hire and documentation

of a HCPR check.
Administrator will check all staff
records and ensure areas are in compliance.
Administrator will check records monthly.
Administrator will ensure this is completed
prior to staff working at facility.
All records will be checked by 1/26/15

and monthly thereafter,

‘r.—-—-———“““_" -
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{a) Each staff person at an adult care home shall:
{7) have a criminal background check in
accordance with G.S. 114-19.10 and 131D-40;

This Rule is not met as evidenced by:

Based on interviews and record reviews, the
faciity failed to ensure 1 of 3 sampled staff (Staff
B} had a criminal background check in
accordance with G.S. 114-19.10 and 131D-40.

The findings are:

Review of Staff B's personnel records revealed:
-No documented date of hire.

-N¢ documentation of a crimina background
check.

Reviaw of Medication Administrafion Records
revealed Staff B worked at the facifity on 12/02/14
and 12M11/14.
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employees iransferring to newly acquired
facilities.
Review of Staff B's personnel records from the
sister facility revealed a HCPR check was
completed on 07/29/13 with no substantiated
findings.
Raview of a HCPR check completed on 12f12/14
for Staff B revealed no substantiated findings.
Interviews with 3 sampled residents revealed they
had no complaints or concamns with care or
services provided by Staff B.
. D 13J 10A NCAC 13F .0407(a)(7} Other Staff D 139
Qualifications
10A NCAC 13F .0407 Other Staff Qualifications .

The Administrator will ensare all
Staff have a criminal background
check in accordance G-8. 114-19 and 131D-40.
AH staff records will be checked to ensure
compliance in this rule area
and corrected immediately. Admrinistrator

. will ensure this is completed prior to staff
working at the facility. AN records will be
checked by 1/26/15 and monthly thereafter.

Divisicn of Health Service Regulation

STATE FORM

EAJITI IF continuaticn shest 10 of 33




PRINTED: 12/29/2014

FORM APPROVED
Divigion of Health Service Regulation -
STATEMENT OF DEFICIENCIES X1 PROVIDER/SUPPLIERIGLIA (X2} MULTIPLE CONSTRUCTION X3y DATE SURVEY
AND PLAN OF CORRECTION IDENTIFICATION NUMBER: A. BLILDING: GOMPLETED
HALOG0129 B.VING 121212014
NAME OF PROVIDER OR SUPPLIER STREET ADDRESS, CITY, STATE, ZIP CODE
RADBDURNE MANCR I ' 2320 CINDY LANE
CHARLOTTE, NC 28269
%4) 1D SUMMARY STATEMENT OF DEFICIENCIES D PROVIDER'S PLAN OF CORRECTION
PREFEX (EACH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX (EACH CORRECTIVE ACTION SHOULD BE COMPLETE
TAG REGULATORY OR 1.SC IDENTIFYING INFORMATION) TAG CROSS-REFERENGCED TO THE APPROPRIATE DATE
DEFICIENGY)
D 139| Continued From page 10 D13g

Interviews on 12/11/14 at 2:45 pm and 12/19/14
&t 5:13 am with Siaff B revealed:

-She had been employed at a sister facilily for
about two years.

-She was pemanertly transfening to this facility
as soon as the Administrator hired a replacement
for her at the sister facility.

-She had a criminal background chieck completed
at the sister facility but had not been had cne
compileted at this facility.

-She did not know the criminal background check
nesded to be completed again for transfer to this
facility.

Inferview on 12/11/14 at 1:15 pm with the
Administrator revealed:

-Staff B was employed at a sister facility and had
& eriminal background check dane upon hire at
the sister facility.

-Staff B was in the process of transferring to this
facility ful! time but was waiting for the
Administrator to hire her replacement at the sister
faciity.

-Siaff B's official hire date for this faciiity would be
the first day she worked af the facility, which was
12/02/14.

-Prior to beginning the fransfor of Staff B to this
facility, the Administrator contacted the county
Depariment of Sccial Services (DSS) to ask if the
criminal background check had to be completed
for Staff B at this facility.

-The Administrator was informed by DSS that the
criminal background check was not required o be
completed at every facility when there were
muttiple facilities under the same ownarship.
-Since Staff B was an existing employee at a
sister facility and the criminal background check
was completed pon hire at the sister facility, it
did not need {o be completed agaln upon transfer
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to this facility.

-The Adminlstrator would have obtained a
criminal background check i she had knows it
was required.

Interview on 12711714 at 1:30 pm with the county
Adult Home Specialist (AHS) ravealed: .
-She sent an email to her facilities notifying them
that eriminal background checks did not nead fo
he dene at each individual facility when there
were multiple faciliies under the same ownership.
-The emaif was intended to refer to newly hired
staff who would be weorking at multiple faciliies
under the same ownership. )

-The instruction was not meant fo include
employees transferring to newly acquired
faclities.

Review of Staff B's parsonnel records frém the
sister facility reveated a criminal background
check was complsted on 07/31/13.

Interviews with 3 sampled residents revealed they
had no compiaints or concems with care or
seqvices provided by Sitaff B,

The Administrator will ensure
residents upon admission shall
be tested for tuberculosis disease

10A NCAC 13F .0703 Tuberculosis Test, Medical in compliance with the control measures

Examination & immunizations by the commission for health services

{8) Upon admission to an adult care home, 2ach and specified in 10A NCAC 414, 0205,

resident shall be tested for tuberculosis disease The Administrator will review all residents’

in compliance with the control measures adopted - charts to ensure areas are in

by the Commission for Health Sarvices as compliance. Monthly reviews will

specified in 104 NCAC 41A .G?.O?_inc!uding ) be completed on all residents charts,

z.t:bsequent amendments and editions. Copies of All charts will be checked and corrected )
e nile are available at no charge by contacting by 1/26/15 and thiy th ‘

the Department of Health and Human Services, ¥ monthly thereafter. :

D 234 10A NCAC 13F .0703(2) Tuberculosis Test, D234
Medical Exam & Immunizatio

e r——
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Tuberculosis Control Program, 1902 Mail Sarvics
Center, Raleigh, North Carolina 276909-1902.

This Rule is not met as evidenced by:

Based on recard review and interview, the facility
failed {0 assure 1 of 3 sampled residents
{Resident #2) had documentation upon
admission for testing of tuberculosis (TB) disease
or had documentation of a history of positive TB
testing and a Record of Screening for TB dissase
in compliance with the control measures adopted
by the Commission for Health Services.

The findings are:

Review of Resident #2's FL-2 dated 7/23A14

revealed a diagnosis of abdominal zortic

aneurysm, arteriosclerotic dementia,
cerebrovascular accldent, and hypertension.

Review of Resident #2's Resident Ragister
revealed the residernt was admited io the facility
on 07/11/2008.

Review of Resident #2's record revealed:
-No docurmentation of TB testing.

-A written recommendation on the LHPS
assessment on 08/11/14 for a chest xray he
dons (TB screen). .. .
-No documentation of results of a TB symptom
screen or a chest X-ray.

Inferview on 12/11/14 at 5:00 pm with a nurse
ravealed:

-She was responsible for the LHPS assessmerniis.
-0n DB/M11/14, she assessed Resident #2, who
was new to her since the company had just
purchased the building in July 2014,

-She reviewed his previcus record which included
decumentation he had had a previous positive
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PPD skin test.

-Her procedure was ta do a TB symptom
screening assessment annually when a residant
had a previous positive PPD skin test.

-She did a TB symptom screening assessment
on 08/11/14, which she gave to a previcus SIC fo
file, and recommended that the facility ask the
physician for an order for a chest x-ray.

-She was not sure why the previous TB screens
and her TB screening assessment was not in
Resident #2's record.

Interview on 12/11/14 at 4:30 pm with the
Administrator revealed:

-She was not aware that Resident #2's TB skin
fest from his admission on 07/11/2008 was not in’
the record.

-She was sure he had one on file "because his
record has been reviewed several imes."

~The facility had been bought in July 2014 and the
previous owner "had taken some boxes of
records’.

Further interview on 12/12/14 at 1:15 pm with the
| Administrator reveaied:

-She had contacted the previous owner fo
request they see if they have the TB screen
information for Resident #2, B

-She was having the nurse do a PPD skinteston
Resident #2 today.

-She had contacted Resident #2's physician and
the health department to sse if they had a record
of a pravious PPD test, which they did not

No TB testing was provided by the facility for
Resident #2 by the end of the survey.

D273 10A NCAC 13F .0902(b) Health Care D273
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10A NCAC 13F .0902 Health Care
{b) The facility shall assurs referral and follow-up The Administrator will ensure referral
to meet the routine and acute health care needs and follow-up to meet the routine and
of residents. acate health care needs of residents are met.
The Administrator and designee will ensure
the facility referral and fallow up fo meet the
This Ruls is not met as svideroced by:- routine and acute health care needs regarding
TYPE B VIOLATION physician notification of finger stick blood
sugar results and recommendations
Based on observations, interviews, and record from the Licensed Health Professional
reviews, the facifity failed 1o ensure referral and Support nurse.
fellow up to meet the routine and acule health
care needs of 2 of 3 sampled residents {Residen: All resident records with FSBS were checked.
#2 and #3) regarding physician nofification of The residents MID was notified and a facility
fingerstick blood sugar (FSBS) resulis and policy is in place to notify residents doctor if
recommendations from the Licensed Health blood sugars exceeds the specific range.
Professional Support nurse. Although facility can not make a resident
. ) MD provide ranges for nofification, a facility
The ﬁpdmgs are: procedure is in place. A¥ identified issues were
A. Review of Resident #3's current FL-2 dated addressed and followed up immediately.
08/26/14 revealed: Documentation will be maintained
Diagnoses included diabetes mellitus type |1, in resident’s charts for review. Administrator
schizophrenia, and mild mental retardation. will monitor weekly. All med techs wili be in-serviced
~An order for FSBS testing 3 fimes daily before by 1/26/15 to ensure current system
meals. are being followed and maintained.
-No ordered parameters for physician nofification A policy is in place regarding hypoglycemia
of FSBS results. and byperglycemiz and readily available.
) . Administrator and or designee will
Observation on 12]11{14 at 11:46 am revealed: continue to monitor weekly.
teﬁgstgggﬁfoT;:’sﬁzzz? :éde’ performed FSBS All areas corrected by 1/26/15.
-The FSBS result was 417. . .
-Staff B was not observed to nofify the physician Administrator also andited
ofthe FSBS result all residents record to ensure
referral and followup are met
Observation on 12/11/14 at 4:31 pm revealed: for the routine znd acute health
-Staff A, medication aide, performed FSBS care needs of residents,
{esting for Resident #3. s
Division of Health Service Regulation
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-The FSBS result was 594,
-Staff A was not observed fo contact the
physician..

Review of October 2014 Blood Glucose Record
revealed:

-FSBS testing was scheduled three times dally at
7:30 am, 11:30 am, and 4:30 pm.

-F8B8s ranged from 218 to 519 with one resuft of
"HM. (The American Diabetes Association
recommends blood sugars be kept between 90
and 130. '

-There was no documentation the physician was
nofified of FSBS resuits,

Review of November 2014 Blood Glucose Record
revealed:

-FSBS testing was scheduled three times daily at
7:30 am, 11:30 am, and 4:30 pr.

-F8B8s ranged from 203 to 591 with one result of
"HM

-There was no docurnentation the physician was
notfied of the FSBS results.

Review of December 2014 Biood Glucose Record
revealed:

-FSBS testing was schedulad three times daily at
7:30 am, 11:30 am, and 4.30 pm. S
-F3B8s ranged from 288 o 594,

-There was no documentation the physisian was
notified of the FSBS resulis.

Review of Resident #3's record revealed:

~There was no documentation the physician was
notified of any of the FSBS resulis.

-There was documentation of one visit fo the
resident's medical doctor since admission in
August 2014.

-The resident was seen on 12/02/14 for "followup”
and "diabetes”, at which time ihe physician
Bivigion of Health Service Reguiation
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increased the resident's cusrent insulin orders.

Interview on 12/12/14 at 9:13 am with Staff B

reveated:

-She was "not sure" what would be sonsidered
Y00 high or too low for FSBS readings. .

~If 's fike 500, I'd ask how they're feeling"”.

-Staff B stated she would call the Administraior
for direchion if the resident was feeling bad.

-5taff B confimed she did not notify the physician
regarding FSBS results.

Interview on 12/12/14 at 10:40 am with Staff A
revealed:

-8he had worked.af the facllity since July 2014,
-She considered FSBS of 500 and 600 to be too
high and she would notify the physician.

~Staff A did not know why she did not notify the
physician of the FSBS of 504 the previous day.
-Staff A stated she attempted fo nofify the
physiciar: on onie occasion of a high FSBS result
but did not get a czll back from the physician's
office, so she left a message for the next shift o
follow up.

-Staff A stated she did not know why she did not
routinely nofify the physician of high FSBS
results. | . -

Interview on 12/12H4 at 8:45 am with the
Administrator revealed:

-She had been the Administrater of the facllity
since July 2014 when the company she worked
jor acquired the facility.

-She had worked for the company for “almost 2
year”, ’
-She did not know what the facilify policy was
regarding physician nolification of abnommal
F5BS resulfs.

~She was unable to locate a facility policy
regarding hypoglycemia and hyperglycemis.

Division of Health Service Regulation
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-She did not know whather or not the physician
had ordered parameters for notification.

-When the resident was seen in the doctor's
office, a copy of his MAR and FSBS results were
sent with him for the physician fo review.

-She reviewed sach resident's record and MAR
"about twice 2 month" fooking for holes in the
documentation, medications circled as not
administered, and accurate franscription of
orders.

-During her review of Resident #3's record and
MARs, she did not observe high FSBS readings
that would have promgted a call to the doctor or
she would have called him or instructed staff to
call.

Telephone interview on 12/12/14 at 5:12 pm with
Resident #3's physician revealed;

-He recertly increased Resident #3's insufin in an
attemnpt fo marage his high FSBSs.

-He had not ordered parameters for notification of
FSBS results, but would expect the facility to
notify him if 3 FSBS was below 60 or above 400.

Interview on 12/12/14 at 2;20 pm with Resident
#3 revealed:

-He relied on the fadility staff to perform his FSBS
monitoring. ’ .
-Staff checked his FSBS four imes daily and
administered insulin three times daily.

-He was not abls {0 tell if his FSBS was oo high
or foo low; he always felt “nomal”.

B. Review of Resident #2's FL2 dated 7/253/14
revealed a diagnosis of abdominal gortic
aneurysm, arferiosclerotic dementia,
cerebrovascular accident, and hypertension.

Review of Resident #2's Resident Register
revealed the resident was admitted fo the facility
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on 07/11/2008.

Review of Resident #2's record on 12/11/14
revealed:

-Awritten recommendation on the LHPS
assessment on 08/11/14 for a chest x-fay (TB
screen),

-MNo order for or results of a chest x-ray wera in
the record,

interview on 1271114 at 5:00 pm with a nurse
revealed:

-She was responsible for the LHPS assessments.
~0r: 08/11/14, she assessed Resident #2, who
was new to her since the company had just
purchased the building in July 2014,

-She reviewed his previous record which included
documentation that he had had a previous
positive PPD skin fest.

~On 08/11/14, she recommended that Residsnt
#2 have a chest x-ray based on the previous PPD
skin test,

~She saw the resident for re-gssessmant an
1111914, but did not realize that the facifty had
not contacked Resident #2's physician with a
request for a chest x-ray.

-The Supsrvisor in Charge was the person that
she made aware of her recommendations, but -
the SIC that was in charge on 08/11/14 and
11/18/14 was no longer employed =t the facility.

Interview on 12/12/14 at 1:15 pm with the
Administrator revealed:

-"I don't do anything with LHPS. The SIC handles
this.” -

-The facility had not had a person in the SIC role
since November 28, 2074,

-She was in the process of raining a new parson
for the SIC role, :

-5he was not aware that Resident #5 had

D273
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previously had a positive TB skin test.

-She was not aware of the recommendation from
the LHPS on 08/11/14 that a chest x-ray was
needed for Resident #5.

-She was not aware that the physician had not
been contacied to request an order for a chest
x-rey for Resident #5.

On 12/12/14, the Administrator submitted a Plan
of Protection as follows:

-The Administrator or assigned SIC would
immediztely review resident records o identify
any heatlth care issues requiring referral or follow
up.

-All identiffed Issues would be followed up
immediately.

-The Adminisirator or assigned SIG would audit
records monthly to identify any health care issues
requiring follow up.

CORRECTION DATE FOR THE TYPE B
VIDLATION SHALL NOT EXCEED JANUARY 28,
2015.

10A NCAC 13F .0904(c){1) Nutrttion And Food
Service

10A NCAC 13F 0804 Nutrition And Food Sarvice
{&) Menus in Adult Care Homes:

{1) Menus shall be prepared at least one week in
advance with serving quaniities specified and in
accordance with the Daily Food Requirements in
Paragraph {d) of this Rule.

This Rule is not met as evidenced by:
Based on observations and interviews, the facility

D273

D 290
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failed fo assure menus were available for

guidance of foud service staff with serving
quartities spacified for regular and therapeutic
diets, o

The findings are:

Observation on 12/11/44 at 12:15 pm of the
kitchen revealed;

-A posted menu for regular and therapeutic dicts
for FalliWinter Lunch Week Four.

Review of the posted menu for Junch for 12/11714
revealed:

-Diets listed were Regular, Mechanical Soit,
No-Added Salt, and Balanced Garb.

-No serving quanifies, sizes, or measuremnents
for food or beverages were specified on the
mentl.

-All residents were to be served breaded pork
cutlet, sweet potatoes, braceofi, roll or bread, and
beverage of choice.

-All residents, except those on a Balanced
Carbohydrate diet were o be served frostad
cake.

-Residents on a Balanced Carbohydrate dist were
to be served cake without frosting.

-The menu specified if a resident on a Balanced
Carb diet received no cake, hefshe could have 2
rolls.

Observation of plate preparation and serving of
residents at unch on 12711714 at 12:30 pm
revealed:

-8ix male residents were served in the dining
roon. '

-All residents were served one pork loin
(approximately & ounces), broceoli (approximately
6 ounced), sweet potatoes (approximately 6

ounces), and a rof,

The Administrator will ensure

Menus are avaiiable for guidance

of food service staff with servicing quantities
specified for regular and therapeutic diets.
Administrator will ensure dietician revised
menus t6 reflect foed portions for staff reference
and guidance for service. Administrator will
ensure all cools/staff are trained and
nndersiand measurements

are required for food portions.

Administrator will ensare training and

menas are available by 2/15/15, Administrator
or designes will monitor weekly to ensure compliance,

#Edu Administrator guestioned Survey Team leader,

since menys have not changed since fost 2 STATE surveys.

Previons owner used the some menys for the past

2 vears and this area was poi o problem using the exact

same MENUS — Same Team Leader was apart of the previous suryeys.
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-Staff B, who was plating, used a large slotted
spoon for the vegstables and utilized no
measuring {ools.

-Pudding or jelio was offered to two residents for
dessert.

-Four residents had left the dining room prior to
dessert baing offered.

Water (10 ounces) and beverage of chaice (10
ounces) was served to all residents.

Interviews with residents during the initial tour on
12111714 from 10:18 am fo 11:00 am revesled
that they received snacks three imes a day and
were pravided three meals a day with no
complaints as fo the quantity of food provided.

interview on 1211714 at 12:40 pm with Stafi B,
Nurse Aide (NA), revealed:

~She had worked at the faciliy for two days and
was "leaming the residents".

-She worked first shift and was responsible for
meal and snack preparations.

-She prepared and served the food according fo
what was listed on the posted menu for the
regutar and therapeuic diets for that meal.

Further interview on 12/12/14 at 12:20 pm with
Staff B, NA, revesled:

"I don't know how much to put on the plate
because there arer't any measuremenis on the
menu.”

-"For the vegetables, | usually give them ons
speonful using this spoon™ (She demonstrated
with a large slotted spoon used in food
preparation). :

~This moming | did not know how much catmesl
fo give them, so [just gave them 2 % spoons of
oalmeal using a farge serving spocn.”

-"They can always ask for second helpings.”
-She had not had training at the time of her

D 290
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employment at the facility and prior to'prepaﬁng-
meals for the residents of the facility.

Interview on 12/12/14 at 1:05 pm with the
Administraior revealed:

-A registered distician wrote the menus for diets
cunently being used and posted in the kitchen for
staff reference.

-She was aware there were no measurements for
food portions.

-Bhe and the Superviser in Charge (SIC) were
responsible for fraining new staff regarding meal
preparation.

-The facility currently did not have an SIC at the
presert time, .

-She would contact the dietician and request
menus with food pertions for staff reference and
guidance for serving.

10A NCAC 13F .0904(e}{4) Nuirition and Food
Sernvice

10A NCAC 13F .0904 Nuirition and Food Service
{e) Therapeutic Diets in Adult Care Homes:

(4} Ali therapeutic diets, including nutritional
supplements and thickenad liquids, shall be
served as ordered by ths resident's physician.

This Rule is not met as evidencad by:

Based on observation, interview, and record
review, the facility failed to assure therapeutic
diets were served as ordered by the physician for
1 of 3 sampled residents (Resident #4),

The findings are:

Review of Resident #4's current FI-2 dated

D 290

D310

Administrator will ensure facility therapeutic

diets, including nuiritional supplements and
thickened liquids are serviced as ordered

by residents physician. Administrator will audit all
residents® diets to ensure diets are followed.

All identified areas wiHl be corrected immediately.
'Will have area in compliance by 2/15/15

and monitored by Administrator or designee weekly.
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0712414 revealed: )
-Diagnosis of hypofension and congestive heart
failure
-An order for a regular dief,

Review of Resident #4's record revealed a
subsequent diet order signed by the physician
dated 8/26/14 for a2 “jow carbohydrate diet -
breakfast one serving, lunch fruit and vegetables
only, dinnher one serving, and no snacks "

Review of the diet menu posted in the kitchen
revealed a "balanced carb”, but no menu for a
low carbohydrate diet.

Review of the diet board on 12/41/14 at 12:15 pm
posted in the kitchen near the serving station
revealed Resident #4 was fo be served a regular
diet as well as instructions under “likes and
dislikas" for Resident #4 to have breakfast one
serving, lunch frult and vegetables only, dinner

{ one serving, and no snacks.

QObservation of the Junch meal served to Resident
#4 on 1211714 at 12:25 pm revealed:

- Resident #4 was served one breaded pork
cuilet, sweet potatoes (approximately 6 ounges),
broceoli (approximately 6 ounces), and 2
sugar-free pudding.

-The resident ate 100% of the meal served from
the dietary staff.

-Another resident offered Resident #4 his sweet
potatoes, which Resident #4 accepled ard ate
(approximately 4 ounces).

-~thera was no staff in the dining room atf the ime
that Resident #4 accepfed the additional swest
potatoes.

Interview on 12/11/14 at 12:40 pm with Staff B,
Nurse Aide (NA), revealed:
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-She had worked at the facility for two days and
was "learning the residents”.

-She worked first shift and was responsible for
meal and snack preparations,

-She was aware there were residents on
therapeutic diets, specifically balanced
carbohydrates, "bul they all get the same th:ng
today on the menu."

-She was not aware, and had not received
orientation to the use of the diet board posted
with each msiden{'s diet orders.

Interview on 12/12/14 at 12:30 pm with Resident
#4 revealed: '

-He had recently been to the doctor because of
high blood pressure and "my doctor told me to
just have fruits and vegetables for lunch and no
meats at funch.”

-Hi= doctor had told him he needed to lose
welght

=" had pork yesterday. It is up to whoeveris
fixing my plats fo just give me fruits and
vegetables."

~"The doclor told me one serving is enough and |
can't have seconds "

Further inferview on 12!12!14 at 12:20 pm with
Staff B revealed she was unaware on 12/11/14
when serving lunch that Resident #4 was to only
have fruit and vegetables and not meat.

Irderview on 12712114 at 1:10 pm with the
Administrator revealed: )

-The "menu for the diets” posted in the kifchen
was developed by a registerad dietician.

-Bhe provided a lefter, with ne date, stating that a
licensed Registered Distician in the state of North
Carolina had prepared menus in accordance with
guidslines set for by the state of NC for the
previous owner's of the facility.
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-She was unaware that Resident #4's diet was
posted as a regular diet on the diet board in the
kitchen. :
-The facility offered a balanced carbohydrate diet,

not a low carbohydrate dief. }

-She had informed Resident #4's physician at the
time he wrote the order on 8/26/M14 for the low
carbohydrate diet that the facility only offered a
balanced carbohydrate diet and he said "they are
the same". :
-She had not received an order for a Balanced
Carbohydrate diet for Resideni#4 as of 12/12/14.
-Resident #4 was being served a Balanced
Carbohydrate diet "because the doctor said it is
the same as a Low Carbohydrate diet".

~To her knowledge, the facility not have a
therapeutic diet spread sheet with specific porfion
sizes for staff reference.

-Staff B had only worked 3 days at this facility.
-Staff B worked as a NA/cook at another fagility
owned by the company. :

-Staff B had not received formal training
regarding preparing resident's therapeutic diets
prior to preparing meals for this facility's
residents. . )

-The SIC position was responsible fof providing
dietary staff with-initial and subsequent dfet ™ -
orders for residents; however, this position had
been vacant since 11/28/14.

-"No one has been updating the diet board since
the SIC has been vacant”. '

D 317] 10A NCAG 13F .0805 (d) Activities Program
10A NCAG 13F .0905 Activities Program
{d} There shall be 2 minimurm of 14 hours of a

variety of planned group aclivities per week that
include aclivities that promote socialization,

D310

D317
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physical interaction, group accomplishment,
creative expression, increased knowledge and
learning of new skiils. Homss that care
exclusively for residents with HIV disease are
examnpt from this requirement as long as the
facility ¢an demonstrate planning for each
resident's involvement in & variety of activiies,
Examples of group activities are group singing,
dancing, games, exercize classes, seasonal
parties, discussion groups, drama, resident
councll meetings, book reviews, music
appreciation, review of current evenis and
spelling bees.
This Rule is not met a8 evidenced by:
Based on observefions, interviews, and record
reviews, the facility failed to ensure gt least 14
hours of planned group activiies were provided
each week that promoted socialization and
physicai irteraction for the 10 residents per
census residing in the facility,
The findings are:
) The Administrator or designee
Observations on 12/11/14 at 11:00 am of the will ensure at least 14 hours of planned
Decernber 2014 activity calendar rev.eaied: group aclivities are previded each week
- 14;0?F§é1f5626d_;§f43m95 during-each | that promotes secialization and physical
week o ember : : s - . e
3 hours out of the 14 hours each week were Interaction for all residents in the tacility,
fvztﬁ:;nrg :Jtng:[;’e 14 hours sach week were The Ajiministratot‘ or designee will encourage
visiting a Ioeal church all rasu:!euis to participated and document
- 2 hours ot of the 14 hours each week were Aecordingly.
bible study.
- The remainder of the 14 hours included bingo, Activity items were purchased and stored in the front closet.
nature walks, and arts and crafts. Detail documentation will be kept and available for review,
- Administrator will have meeting with residents by 1/26/15,
Interview with one resident revealed- and meet monthly fo encourage participation.
- The resident stated, "There are no activiies at .
the facilify." : S St —— —
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- The only aciivities done by residents is playing
bingo at & local church and watching television,~ -
- The resident stated that the facility never takes
him on outing in the community. :

- The resident stated he has never parhctpa‘fed in
any aris and crafis achivities at the facility.
- The resident stated there Is a checkerboard
game but many of the pleces are missing.
~ The resident stated that the faclity he just
moved from had activities for residents.

Interviews with two addiional residents revealed:
-A resident stated "there is nothing to do at the
facility.”

-A resident stated that watching television is the
only acfivity done by residents,

-A resident stated that the last facility he lived at
always had activities for residents.

- A resident stated he does not fike the facility
becauss of the lack of activities.

- A resident stated that he has lived at the facility
for five years, and has never seen any activifies
done with residents.

Interview with a fourth resident revegled:

~The facility does not have activitias for the
residents.

- "All 1 want 1o do Is lay down and watch TV. "
~The resident did not know who was responsible
for activities for the facility.

Interview with Staff B on 12/11/14 &t 2:25 pm
revealed:

- Staff B has oniy worked at the faciity for two
days.

- Staff B is scheduled to work on 15t shift.

- The only activities Staff 8 has observed
residents doing Is watching television,

- Staff B has never facilitated any activities for the
rasidents,
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- Staff B has never observed any other staff
members facilifating any aclivities. :

- Siaff B is aware that the activities calendar is
lacated outside of the siaff office. -

- Staff B iz unaware of who is responsible for~ - -
compléting the activities calendar,

- Staff B has never heard residents complaining
about not having anything to do.

Interview with Administrator on 12411/14 at 2:34
pm revealed: - .

- Administrator stated the facility does not have
an Aclivity Director.

- Adminisirator stated that she was aware that the
facility had to have an Activity Director.

- Administrator stated she is responsible for
completing the monthly activities calendar.

- Administrator stated staff are responsible for
faciitating the activities on the calendar.

- Administrator stated that a current staff member
wilf be hired as the Activity Director.

- Adrministrator statad that facility has the
appropriate supplies ta complete activities.

Observation of facility supply closet onr 12711114
at 2:51 pm revealed no activity supplies,

Interview with a resident's family member
revealed:

- Family member stated the resident has been
living at the facility for three or four menths.
-Famity member stated she visits the facility
monthly.

~Family member stated her last visit to facility was
on Thanksgiving Day.

-Family member stated the resident appears to
be in good spirits when visitad.

-Family member stated that her major complaint
with the facility is their fack of achvities.

~Family member stated she has néver seen any
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activities done at the facility. ,
-Family member siated that she is also fustrated
that the facility never provides transportation for
activities outside of the facility {ex: shopping).
D812 G.5. 131D-21(2) Declaration of Residents' Rights Do12
G.S. 131D-21 Declaration of Residents’ Rights
Every resident shall have the following rights:
2. To receive care and services which are
adequate, appropriate, and in compliance with
relevant federal and state laws and rules and
regulations.
This Rule is not met as evidenced by The Administrator will
Basad on observations, interviews, and record ensure residents
reviews, the facility falled to ensure residents :
. receive ¢
received care and services which were adequats, . are: and
appropriate, and in compliance with relevant services which are
federal and state laws and rules and regulations adequate, appropriaie,
regarding {ubereulosis testing, Licensed Health and in co . .
Professional Support recommendations, and 1 mpliance with
physician notification of fingarstick blood sugar relevant federal and
results. state laws and rules and
regulations i
‘The findings are: Eu . rega‘r ding
tuberculosis testing,
Based on observations, interviews, and record Licensed Health
reviews, the facility fajled {0 ensure referral and Professional Sp
follow up to meet the routine and acute health . pport
care needs of 2 of 3 sampled residents (Resident recommendations
#2 and #3) regarding physician notification of and physician
fingerstick blood sugar (FSBS} resuits and notification of fi i
recommendations from the Licensed Heakh blood ngerstick
Professional Support nurse. ¢od sugar results.
[Refer to Tag 273, 10A NCAC 13F .0802(b) {Type
B Violation).]
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Coniinued From page 30
G.5.§ 131D-45 Examination and screening

G.5. § 131D-45. Examination and screening for
the presence of confrofled substances required -

for applicants for emplayment in adult care
homes.

(=) An offer of employment by an adult care home
licensed under this Article to an applicant is
conditioned on the applicant's consentto 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 Stafuies, A screening
procedure that utifzes a single-use fest device
may ke used for the examination and screening
of applicants and may be administered on-site. If
the resulis of the applicant's examination and
screening indicate the presence of a conirolled
substance, the adult care home shall not employ
the applicant uniess the applicant first provides to
the adult care home written verification from the
applicant's prescribing physician that every
controlled substance identifled by the
examination and screening is prescribed by that
physician fo treat the applicants medical or
psychological condition. The verification from the
physician shall include the name of the conirolled

substance, the prescribed dosage and frequency.. -

and the condition for which the substance is
prescribed. If the result of an applicant's or
employse's examination and screening indicales
the presence of a controlled substancs, the adult
care home may require a second examination
and screening to verify the resulis of the prior
examination and screening.

This Rule is not met as evidenced by;

Dog2
Dgg2
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Based on interviews and record reviews, the -
facifity failed to complete an examination and
screening for the presence of controllad

substances for 1 of 3 staff (Staff B) prior to hire.- - —

The findings are:

Review of 5taff B's personne| records revealed:
-No documented date of hire.
-No desumentation of screening for controfled

i substances.

Review of Medicaﬁon Administration Records
revealed Siall B worked at the facility on 12/02/14
and 12/1114.

Imterviews on 12/11/14 at 2:45 pm and 12/12/14
&t 8:13 am with Staf B revesled:

-She had been employed at 3 sister facility for
about two years.

-She was permanently transferring to this facility
as socn as the Administrator hired a replacement
for her at the sister faciliy.

-She was drug fested at the sister facility but had
not been tested at this facility.

-She did not know the drug testing needed to be
compieted again for iransfer to this facility.

Interview on 12/11/14 at 1:15 pm with the

"| Administrator revealed:

-Staff B was employed at a sister fachity and had
drug testing completed at the sister facility.

-Staff B was in the process of fransfeming fo this
facility full ime: but was waiting for the
Administrator to hire her replacement at the sisfer
facility. )

-Staff B's official hire date for this facility would be
the first day she worked at the facility, which was
12/02/14.

-Prior to beginning the fransfer of Staff B to this
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facility, the Administrator contacted the county
Depastment of Social Services (DSS) to ask if the
drug testing had to be completed for Staff B at
this facility.

-The Administrator was informed by DSS that the
screening for controlled substances was not
required to be completed at every facility when
there were muitiple facilities under the same
ownership. _

-Since Staff B was an existing employee at a )
sister facility and the drug testing was completed
at the sister facility, it did not need to be
completed again upon transfer to this facility.
-The Administrator would have obtained a
screening for controlled substances if she had
known it was required.

interview on 12/11/14 at 1:30 pm with the county
Adult Home Specialist (AHS) revealed:

-She sent an email to her facilities notifying them
that screening for controlled substances did not
need to be done at each individual facility when
there were multiple facilities under the same
ownership.

-The email was intended to refer to newly hired
staff who would be working at multiple facilities
under the same ocwnership.

-The instruction was not meant to include
employees transferring to newly acquired
facilities.

Review of Staff B's personnel records from the
sister facility revealed a screening for conirolled
substances was completed on 10/24/13.

Interviews with 3 sampled residents revealed they
had no complaints or concerns with care or
services provided by Staff B.
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Shook, Linda

From:; Moore, Bonnie

Sent: Friday, February 13, 2015 7:19 AM

To: 'nina.anderson@meckienburgcountync.gov'

Ce: Shook, Linda -

Subject: Radbourne Manor I POC

Attachments: Radbourne Manor If 2014-12-12 POC EAJI11 . pdf

Please find attached to this email the approved Plan of Correction for Radbourne Manor {il, HAL-060-129,
Forsyth County.
Thank you,

Bonnie Moore, RN

N.C. Department of Health and Human Services

Facility Survey Consultant - Division of Health Service Regulation
Adult Care Licensure Section

12 Barbetta Drive

Asheville, NC 28806

Phone: 336-341-8130

Fax: 828-260-5040

Bonnie.moore@dhhs.nc.gov

www.ncdhhs.gov/dhsr

Email correspondence to and from 1his address is subject to the North Carolina Public Records Law and may be disclosed to third parties by an authorized State
official. Unauthorized disclosure of juvenile, health, legally privileged, or otherwise confidential information, including confidential information relating to an ongoing
State procurement effort, ks prohibited by law. if you have received this e-mail in error, please notify the sender immediately and delete all records of this e-maik.




