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Furnishlngs

10A NCAC 13G 0315 Housekeeping And
Furnighings

(8) Each family cara home ghali:

(1) have wallg, ceilings, and floors or floor
coverings kept clean and In good repair,

This Rula shall apply to new and axisting hemes.

This Rule is not met as evidenced by:

Based on observations and intarviews, the facllity
falled to maintain clean fioors In 5 of 5 residents’
badrooms and living room; failed to maintain
clean walls In one bathroom and kitchen; and
failed 1o malntain dean ceilings in the Kitchen and
one resident’s room.

The ﬁndlngs are;

Observations ors 08/12/18 beglnnlng at 6 30am
through 9:00am revealed: .

< The carpet In all five residents’ b@drooms and
the living room had a heavy blild-\ ot dlrt '
debris, end stains, B
- The walls above the kitchen cabynols and the
Khichen calling had a heavy butld -t .;of thlck dark
colored dust. :
-+ The wall beslde the mlrror in tha ﬂ: si bathmom
on the right was smeared with 2 dark circular
patern approxlmately 14 Iriches In dlameier

- The ceiling in Resident #2's badrogm had a
heavy bulid-up of thick, dark colored dust,
axpanding oul from the oel{ing fan apprnxlmalely
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C 009 Initiai Comments ¢ 000 |
The Adult Care Licensure Sectlon and the !
Buncombe County Departmant of Social Services .
conducted an annual survey on August 12, 2015. l
¢ 074 10A NCAC 13G .0315(a)1) Housekeaping and C 074
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4 fast In diameter. ; _ ], “
Confldential Interviews with residents revaaled: /”'}Q K‘ HL}QV\ w\ t R !
. Staff would vacuum the floor at the resldents s

- It had been a month since anyone had g { p ‘[“Sf\ C\u’
vacuumed. ! s

ravealed Status Code "A" and no demnerits for

interview with the SIG (Supervisar in Charge} on

- He did not live at tha facility.

- "Yasterday” was his first day back sfter belng off \f\) ) ( L \¢ Lt’
4 days.

- There wag no speclfic cleaning sehedule ‘ P

{:lean :
+ She monitered the home about onca a mnnxh
- There was no dearﬂng schedu!a ' !

\}Ms

Co78 10A NCAC 136G 0315(a)(5) Hc)usekaaplng and cora
Fum]shings ' :

10ANCAC 13G Q3 5 Housekeepsng and
Furnishings ;
(a) Each famlly care homa Bhall ,
(5) be maintainad in an uncluttared claan ang :

Division of Health Service Regulalion T ) T
STATE FORM . b WLOT 14

request. 1 C \ \![UUU/IV d_f,u \ (ﬁ(ﬁ/r |

- No ong knaw when the floor was last vacuumed. . h ]

- No cancerns voiced about any anvirormental 1 \X(,LL,’\ M &ﬁ 1\ L

services. -
TR

. |
Revlew of the local Heaith Depariment's / bQ \ }}& ‘K E’Uk CUU\}‘?{)O l}

environmental Inspaction dated 04/15/16 <')VLL\H /FUV P\f o}

foors, walis or ceilings. | S/\,vru& Cm \ )}QJ j
081215 &l 8:30am revealed: J/R, Mj'hi n ‘SMIJI/ {x ')V’

-= He had no “real" angwers for why he-home was ; i (\L
not clean. : {,\\\ \ U‘QQ’Q C\j\ g)[ﬂ/ t
t
interview with the- Admln!straior on 0812115 at \Q( K |
9:00am and 8:45am, reapectively, ravealed: |
- She had put falth in ataﬁ to keep _thp homs V\L} (e

Y
H)PQ ?\,\,}"(
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i

ordetly manner, free of all obstructions and
hazards;

This Rule shalt apply to new and existing homes. /‘hﬁ, O\dﬂ\\h\Mﬂ&\ﬁ/ ),“/ ,\) }
This Rule is not met as evidenced by \ m V\ 5{ m[/\ . (\Jﬂhj P\j !

Based on obaervations, record review, and |
Interviews the faciity failed to malntain the home S[_ {(\ .
in a ¢lean end orderly manner in 5 of 5 residents’

Lc;t;!r;z,o mg‘llving roorm and both resident Dn& \M%L\\j b\/ C/\M |
The findings are: : (LQ(JU’\ 0‘\_ EO‘»L[/\ } OWI

gbsewatifans on 08N 2!1&? beginning at 8:30am } \U‘\\u,\ (\D(\,\V}’)QV‘* C\/h 14 /
rough 9:00am revealed: : o D\\U\\\
o i, wichncuded s < Yo Teflod tmplehun

residents’ badroems had a heavy accumulation of i B
dust. /Y }\{j {,\l\m \ h\SM [\fhl\/ WAl \

- The furpiture in the living room which Inciuded .
the center table, elavision and stand and shelves % \9 [ \\-‘2 \n n
had a heavy accumulation of dust. NATRAY (N

- The celling fan blades in the dining room and

ons et b v et e Weekly
| /U\g, boé(lww Wit \:Jt:/

~ All five residents' bedroom doors and both
resident bathroom doors had a heavy build-up of
smearad, dark smudges above and below the
door handles all along the edges,

- The bathroom on the left had: a heavy build-up ( h(\m o\, [\(u\ CU/\(‘L

i
|
|

of debrls In the tub and sink with small pleces of (,\ \l - ;
. ] 3

hanging by only a few hooks; a dark ring around QL/\J\W) th ’ \J\\ \ _

I

|

soap, grime and grit; a shower curtain barely 1

the Iniside of the tollet bow!. ! - h{/

«The bathroom on the right had: missing lights E \( E{ \.Q()( /\ &SK- ’ \ ™
! : ‘

ahove the sink; no light in the showaer stall; a \ni J( Y{}\;)W Y ik | "\P['Y\ ,

heavy buitd-up of soap scum on the showsr door |
and walls; a dark black substance all along the L L

Divislon of Health Senvica Regulation i m ' i
STATETORM = WLOT1 W\AJ SQO*’ (h'?[t, If conlinuation ehaal 3 of 8




Sep.24.201%

10:5C AM

PAGE .

2

Divigion of Health Service Regulation

5/

PRINTED: 08/14/2015
FORM APPROVED

STATEMENT OF DEFICIENCIES 1) PROVIDER/SUPPLIERICLIA {X2) MULTIPLE CONSTRUCTION (X3) DATE SURVEY
AND PLAN OF CORRECTION IDENTIFICATION NUMBER: A. BUILDING: COMPLETED
FCLOT344 B, WING 08/12/2018

NAME OF PROVIOER OR SUPPLIER

NORTH RIDGE ASSISTED LIVING # 1

ASHEVILLE, NG 2BBU4

YYREET ADDRESE, GITY. 8TATE. ZIP CODE
43 MELODY ROSE LANE

ey 1>
PREFIX
TAG

SUMMARY BYATEMENT OF DEFICIENGIES
(EACH DEFICIENCY MUSY BE PRECEDED BY FULL
REGULATORY CR LSC IDENTIFYING INFORMATION)

[
PREFIX
TAG

PROVIDER'S PLAN OF CORRECTION
(EAGH CORREGTIVE ACTION S8HOULD BE
CROS9-REFERENGED TO THE AFPROPRIATE
OEFICIENCY)
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C 084

Continued From page 3

edges of the tile grout in the shower floor and a
heavy bulid-up of thick dust that cccluded the
caillng axhaust fan vent.

Review of the locel Health Department’s
environmentlal Inspection, dated 04/15/15
revealed Status Gode "A" and (2) demaerits for
migsing light bulbs In the bathroom and dirty fans.

interview with the SIG (Supervisor in Charge) on
08/12/15 at 8:30am revealed:

- He did not iive at the faciily.

- "Yesterday" was his first day back after being off
4 days.

- There was no specific cleaning scheduie.

- He had no “real” answarsa for why the home was
not clean

Interview with the Adminisirator on 08/12/15 et
9:00am and 9:45om, respectlvaly, revealed:

- She had put faith in staff to keep the home
clean.

- She monitorad the home about once & month,
- There was no cleaning schedule.

104 NCAC 136G .0315(b)(1) Housekesaping and
Furnishings

10A NCAC 13G .0316 Housekeeping-and
Furnishings

{b) Each bedroom shall have the following
furnishings in good repalr and clean for each
resident

(1) A'bed equipped with box springs and mallreas
or solld link springs and no-sag innerspring or
foam mattress. Hospital bed appropriately
equipped shall be arranged for as needed. A
water bed iz allowed if requested by a residant
and permitted by the home. Each bed is to have
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the following: N “L t L\dﬂ’\\f\l(“\m m/ Wi l [

This rute apply lo new and axisting homes.

{A) al least one pillow wilh clean piliow case,

(B) clean top and bottom sheets on the bed, with
bed changed as often as nacessary but at east
once & week; and

{C) clean bedspread and other clean coverings
as needed;

This Rule is nol met as evidenced by

Based on observalions and Interviews, the Tacillty
talled to provide sheets for 4 of & resldents’ bede.
(Residents #2, #3, #5, and #8).

The findings are:

Dbservations and interviews on 08/12/15
beginning at 8:30am through 8:00am revealed:

- Resident #2's bed had no top or bottom sheets,
|uat & comforter/apread; (he rarident voicad no
concarns at this time regarding the missing
sheets.

. Resident #3's bad had no tep sheet; the resldent

voiced no concerns at this time regarding the
missing top sheet.

- Resldent #5's bed had a torn boltom sheet but
no top sheet (the resident was out of the faciity at
this time. not avallable for Interview.)

- Resldent #8's bad had a top sheat only (the
resident was ouf of the fachity at this tims, nol
avallable for interview.)

Observation of the inen cioset on 08/12/15 at

| 10:00am revealed:

- Some shests were wadded up and stuffed into
the shelves.

I - There were (4) bottom sheets, no top sheets,

i and (1) full set of sheels avallable.

Divislon of Health Senvica Regulation
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08/12/15 at 8:30am revealed: ; |
- He did not live at the facility. { :
- "Yasterday" was his first day back after balng off ; i
4 days. l
- He changed lfen at least weekly and up to } t
thee timee a weeX as needed for some ‘|
residents. !
- He did not know why thers wers no sheets § |
i anffor the beds. : \.
inteview with the Administrator on 08/12/15 at
10:00am revealed:
- Some residente did not want sheeta on their bed E
and had not documented thie anywhere. - '
- The sheels an hand were not enough for al six
beds. |
G 256

10A NCAC 13G .0804(a)1) Nutrition and Food
Searvice :

10A NCAC 136G .0804 Nutrltion end Food Service
(a) Food Procurement and Safety in Family Care
Homes:

{1) The kitchen, dining and food storage areas
shall be claan, orderly and protected from
contaminalion.

This Rule is nol met as gvidenced by:

Based on observations, intatviews, and record
review the facllity falled te maintsin the kitchen
and food storage areas clean and protacted from
contamination In two refrigerators, the cablnets,
oven and microwave.

Thae findings are:

Observatians in the kifchen and food pantry
storage room on 08/12/16 at 8:30am revesled:
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Continued From page 8

- The refrigerator In the food atorage pantry had:
a missing boftom bin and nc working
drawers/bing and the shelves were dinty with food
spills and debris; & iarge bowl of dried spaghettl
an aluminum pan with three pleces of frosted
cake: a medium bowl of yellow chunky subsiance

(all uncovered, unfabeled, ana undated), one

: [arge green, slimy cucumber, and two carlong of

eggs stored on the top shelf.

- The rafrigerator In the kitchen had a missing
bottom shelf and one missing bottom bln and the
shelves and bins were dirly with food spliis and
debria,

- The grooves in the tops of the cabinet doors had
8 heavy build-up of driad, slicky debrls. ‘
- The cabinat door under the gink would not close

and the top of one cablnet door was missing &

i large chunk/piece of wood, broken off.

- A moderate amotnt of a white granular
substance had accumuiated deep into ohe
cablnet corrier sheff.

- The plastic flour and meet contalners had a
build-up of debrls, smudges and sticky substance
ort the lids and exteriors.

- The intarior of the microwave was covered with
drisd spatlerad food debr!s and spills,

- The Interlor oven door and oven floor was

compietely covared with blackened and baked on
food debris:

Review of the local Health Dspariment's
anvironmental ingpection dated 04/15/15
ravealed Status Code "A™ and {4) demarifs for

cabinets In poor repalr and dirty microwave.

interviaw with the Supervisor in Gharge {SIC) on
08/42115 at 10:00am revaaled:
- The bowl of yellow chunky substance in the
refrigeralor was egg salad thal had been made
"yestorday”.
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- The spaghatti had been in the refrigerator “a ?
couple of days”
- He knaw aggs should be stored on the bottom -
shelf. )
- There was no specific cleaning zchedule and he
was not the only SIC who worked in the home, t
- He had cleaned the microwave "4 days ago”.
!
1
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i |
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