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The Adult Care Licensure Section conducted an _ Ws
annual survey on January 15, 2018, Provider’s Plan of Corrections - ,
: ' : : Survey Completed on January 15, 2015
D079 10ANCAC 13F -0308(a)(5) Housekeeping and - Dove :
Furnighings :
'1: OA NCAC 13F .0306 Housekeeping and D 079 - 10A NCAC 13F .0306(a) (5)
t Furnishings ‘ ' Housekeeping and Furnishin
{a) Aduit care homes shait otiseleeping " &
(§) be maintained in an unciuttered, clean and , _
orderly manner, free of all abstructions and We plan on having all obstruction and
hazards: clutter cleaned and organized within 35
This Rule shall apply to new and existing days from receipt of our plan of
facilities. corrections.
’ : We will be implementing a new cleaning T
 This Rule is hot met as evidenced hy: checklist that will ensure that all areas ‘
fBa;;IESEdt on nbservaﬁzlns and intel!;’naws the facility are cleaned and will be maintained on 3 |
ed to maintain a clean, order and unclutterad ;
" > : H f i f
environment that was fres of obstructions and dally basks. The or-m Wil requires sta
harards throughout the facility. members preforming the tasks to be
inltizled by staff after task is
The findings are: completed. Staff members will
ObSENaﬁDIIS dm‘il‘lg fnﬂia! Tour of t.hﬂ faciﬁty an | also have to Sign & date that mey have
0171515 from 8:45em through 8:15am revealed: iewed hecklist and understand ,
i - The only hallway from the lving area leading 1o reviewe _ou“f e‘_: and unde 2
all three resident rooms ang ko the exit had two what their duties include and what is 4
folded wheel chairs and. a floor buffing machine expected of them. :
stored baside the exit door- a Jinen cari, broom, ' )
mop and bucket, and siectric sweeper; clothas
| were hanging on the hand rajl.
-Celling fan blades in ajf bedrooms ang living
area ware covered with a heavy layer of dust,
~The base of the commode in the bathroom
| shared by rooms #1 and #2 had a thick yeliow
| brawn stain on the floor tile diractly in front of the
base. i
-The shower floor In the bathroom shared by- |
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rooms #1 and #2 was yellow and contaired small
pieces of debris.

-Bedroom #2 (shared by three residents) had a
heavy coat of dast on &l furnishlngs and on &
window blinds.

-Bedroom #2 had two thick cobwebs
approximately 6 inches in length over fwo of the
residents beds near the celling.

- Bedroom #3 (shared by three residents) had a
heavy coat of dust on all furnishings and on all
the window blinds. _

- Afloor fan in room #3 (in operation) was
oceluded with a thick dark layer of dust,

- The floor vent in tha maln haliway was occluded
with a heavy layer of dark dust and debris,

- The floors throughout the fecility were splotched
with dark spots and stains.

- Ali furnishings int the living area were covered
with-a thick coat of dust.

- A large industrlal size vacuum cleaner was
sitting in the living room in front of the TV that
occluded the walkway between one couch and
TV,

~In the Tiving room in froat of the fireplace insert
there were bags of clothas and other arficles and
3 chair with a computer monitor which octiuded
the walkway into the dining ares of approximatsly
&1, long by 3 1. wide.

-A floor far located beside the kitchen stove was
occluded with athickdamk ayerafdust,
-Ths kitchen microwava handle had a yellow
brown sticky substance at the base.

~The refrigerator immediately 1o the left of the pot
and pan storage racks had a handle that was
yollowed and sticky.

Review of the local Heath Department's annual
inspection dated 03/14/14 revealed:

- A a total demerit of 10 polnts.

-1 demerit for dirty ceiling fans and biinds fn
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resident rooms.
- 2 demrits for improper miscellaneous storage.

1-Review-of the-facliity cieaning chart posted-on the -

kitchen door revealed: _

- Staff were 1o clean the all bathrooms
tub/showers, toilets, and sweap and mop the
fleors daily. .

~ The bathroom walls wers to be wiped down
weekly.

- Residept bedrooms were to be dusted, swept
and mépped, and sinks cleaned daily,

- Inthe kitchen, countertops, cahlinets, -
stove/oven were to ba wiped down daily.

~ In the kifchen, tha walls were to be wiped down
and the refrigeratorffreazer was to be cleaned
weokly,

- In the living room, clutter was to be picked up, -
dusting, and flaors swepit and mopped daily.

-in the dining room, the flaors were to be swept
and mopped after each meal and the dining
chaire wiped down dally.

~In the haliway, walls were to be wiped down
weekly,

During an interview with the Administrator on
01/15/14 at 2:00pm revealed:
- They "never” dusted.

schedule but did not.

~ After breakfast everyday staff cleaned all the
bathrooms, changed bedding that needed
changing, and swept and mopped all the floors,
- Deep cleaning was supposed to ba done on
Thursdays.

- Three staff were scheduled on Thursdays to be
able to do the desp cleaning.

- The floors were "just mopped yasterday.”

- The facility was supposed to be mopped after
brealdast and at night after the residants went to

- Staff were supposed fo follow agleaning. .. | ..
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bed.
- The dmmg room floor was supposed to be
swept and mopped after each meal.

D 255 10A NCAC 13F .0BO1(c)(1) Resident Assessmant | D 255

J0ANCAC 13F 0801Resident Assasement

(c} The facilty shafi aseure an assessment of a
rasident is completed within 10 days following a
significant change In the resident's condition
using the assessment instrument required in

Paragraph (b) of this Rule. For the purposes of 1D 255 — 10A NCAC 13F 0801 (¢} {1) Resident

this Subchapter, significant change fn the Assessment !
rasident's condition is determined zs follows: 5
ggj;g:;ﬁcant change is one or more of the Resident # 1 — We have had a new care plan
(A} deterioration In two or more activities of daity and FL-2 signed and dated by the primary
living, physician to show significant change. This E
(B) change in ability 1o walk of transfer; was completed on 01/24/2015 and was i
{C) ohange” in b?hit ablity to use one's hands to signed on 01/23/2015-checked ‘
grasp smali objects: 15.

(D} deterioration in behavior or mood to the point ton 02/13/2015 ( A:luH’ H sme S Pwa(.s'f)
where dally problems arise or relafionships have . :
become problematic; : f
(E) no rasponse by the resident to the treatment ) !
for an identified problem; We are now aware of what clarifies s |
(F)initiel onzet of unplannad weight less or gain significant change and will ensure that

of ﬂ_ve parcent of body weight within a‘ao-e_!ay within 10 days of any significant change a
E;n:g r?trh 1;) mnl welght lozy or gain within a new Care Plan will be filled out and signed
(G) threat 1o life such as stroke, heart condition, by the primary physician. This wil be

or matastatlc cancer; | implemented by the Administrator or

(H) emergence of a pressure ulcer at Stege JI, Administrator in Charge.

which i3 a superficial ulcer presenting ap
abrasion, bllster or shallow crater, or higher,

(1) a new diagnosis of a candition likely to effect
tha redident’s physical, mental, or psychosocial
well-belng such as Inlflal dlagnosis of Alzhelmer's
diseasa or diabetos,
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{J) impraved behavlor, mood or functional heaith
status to the extent that the established plan of
care no longer malches what is needed:

T Ky e Onget &f ipalred decisich-riaking,

{L) continenca to incontinerice or Indwelling
catheter; or :

(M) the residant's condition indicates there may
be a need fo use a restraint and there Is no
curent restraint order for the resident.

This Rule is not met as evidenced by:

Basad on observations, record review, and
interview the facility failed to complete an
assessment within 10 days followlng a significant
change in condition for 1 of 1 residents whose
congition had declined. (Resident #1).

The findings are:
| Review of Resldent #1's most current FL2 daied

07/14/14 revealed diagnoses that Included acute
renal insufficiency and debility.

Review of the most current care plan dated
06/09/14 revealed Resident #1 neadad:

- Limited assistance with eafing, toileting.
embulafion, bathing and transfers,

- Extensive assislance with dressing and
grooming.

OChservations and interview on 01/16/15 at
8:452m revealed:

- Resldent #1 was ina geri-chair with a table top
in place. :
- The resident had an indweliing urinary catheter.
- The resident was ajert but confused to tme and
place.

é
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- The resident independently drank water from a
bottie that sat on the table top.

summary dated 06/10/14 revealed: .

- Resident #1 had gone to the ED June 10, 2014
with "weakness.”

- No specific recommendations ware made at that
fime.

Recard review of an ED summary dated 12/07/14
revealed:

- Resident #1 had a urinary tract infection and
urirary retention. '

- An indwelling urinary catheter was placed a that
time.

An interview with Staff A (Resident Assistant) on
01/15/15 at 9:40am ravesled:

- Resident #1 was totally dependant on staff for
standing and transfemring. :

-~ Resident #1 could not walk but could bear
weight,

An interview with the Administrator on 01/15/15 at
2:00pm revesled:

- Resident #1 had declined in abllity to walk and
transfer since September of Jast year.

| ~Theresident was now:totally depandent on steff

for alt ADL (Activitiesiof Daily Living) except
eating.

- Resident #1 had recelved physical therapy in
September 2014 (for decline in ambulation) but
the therapy had not helped, sa in October 2014, 5
whee! chair wes used to help with mobility.
- November 2014 the physician ordered a
geri-chair for positioning and safety.

- The catheter had been in place since 12/07/14
and home health was seeing the resident every
weak.

D 255

i em—

RBTOrd review of A ED{EThergancy Deprartivanty;

el
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- The Administrator stated she was not aware of '
the need for a sigrificant change assessment. - l
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POC accepted per addendum to POC for Chestnut Park Rest Home #1 regarding monitoring component:

Telephone conversation with Administrator on 2/25/15 at 10:45am:
- Administrator will review the cleaning schedule checklist once a week to ensure staff are initialing

when task are done and will observe areas to be cleaned.
- Administrator will review folder of cleaning schedule once a month to ensure the same.

Date of correction will be 2/15/15.

{ltze) L) SN

CHESTNUT PARK REST HOME #1
HAYWOOD COUNTY - HAL-044-002

POC Attachment (1pg.}
Date Survey Completed: 01/15/2015




Shook, Linda

A R I R
From; Shook, Linda
Sent: Wednesday, February 25, 2015 12:01 PM
To: Bradley, Lisa (Ibradley@haywoodnc.net)
Cc: Wilson, Rita; Burns, Pam S .
Subject: ' CHESTNUT PARK REST HOME #1 - HAYWOOD COUNTY
Attachments: Chestnut Park Rest Home #1 2015-02-13 POCA-SXGL11.pdf

Piease find attached copy of the approved “Amended” Plan of Correction {(POC) for the
above referenced facility.

Thank you.

Linda Y. Shook, Processing Assistant
Adult Care Licensure Section

NC Department of Health and Human Services
Division of Health Service Regulation

12 Barbetta Drive, Asheville, NC 28806
Phone: (828)670-33921 x 149

Fax: (828)670-5040

Linda.Shook@dhhs.nc.gov
www.ncdhhs.gov/dhsr

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




