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On January 6-8, 2016 and January 11-12, 20186, - . P - .
e . . ot ! r
the Adult Care Licensure Section conducted an !_0' Correct: rioA “"j aur LRins
annual and follow-up survey and a complaint Were 7'! 6“’7\ Ned again // ?//é, v
investigation. a’
Evdra cuntern) Aave beor
D 050] 10A NCAC 13F .0305(e) Physical Environment D 050

10A NCAC 13F .0305 Physical Environment

(e) The requirements for bathrooms and toilet
rooms are:

(1) Minimum bathroom and toilet facilities shall
include a toilet and a hand lavatory for each 5
residents and a tub or shower for each 10
residents or portion thereof;

(2) Entrance to the bathroom shall not be
through a kitchen, another person's bedroom, or
another bathroom;

(3) Toilets and baths for staff and visitors shall be
in accordance with the North Carolina State
Building Code, Plumbing Code;

(4) Bathrooms and toilets accessible to the
physically handicapped shall be provided as
required by Volume I-C, North Carolina State
Building Code, Accessibility Code;

(5) The bathrooms and toilet rooms shall be
designed to provide privacy. Bathrooms and toilet
rooms with two or more water closets
(commodes) shall have privacy partitions or
curtains for each water closet. Each tub or
shower shall have privacy partitions or curtains;
(6) ‘Hand grips shall be installed at all
commodes, tubs and showers used by or
accessible to residents;

(7) Each home shall have at least one bathroom
opening off the corridor with:

(A) a door of three feet minimum width;

(B) athree feet by three feet roll-in shower
designed to allow the staff to assist a resident in
taking a shower without the staff getting wet;
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(C) a bathtub accessible on at least two sides;
(D) a lavatory; and

(E) a toilet. '

(8) If the tub and shower are in separate rooms,
each room shall have a lavatory and a toilet;

(9) Bathrooms and toilet rooms shall be located
as conveniently as possible to the residents'
bedrooms;

(10) Resident toilet rooms and bathrooms shall
not be utilized for storage or purposes other than
those indicated in ltem (4) of this. Rule;

(11) Toilets and baths shall be well lighted and
mechanically ventilated at two cubic feet per
minute. The mechanical ventilation requirement
does not apply to facilities licensed before April 1,
1984, with natural ventilation; A
(12) Non-skid surfacing or strips shall be
installed in showers and bath areas; and

(13) The floors of the bathrooms and toilet rooms
shall have water-resistant covering.

This Rule is not met as evidenced by:

Based on observations and interviews, the facility
failed to provide privacy in 2 of 2 toilet rooms with
4 of 5 commodes not having a privacy partition or
curtain. '

The findings are:

Observations on 1/6/16 at 9:05am revealed only
male residents lived in the facility, with a census
of 24.

Observations on 1/6/16 at 9:45am revealed:
-The "Women's" shower room had 2 toilet rooms
between stalls/partitions but no privacy door or -
curtain in front of the commodes.

-The "Men's" shower room had 3 toilets, but only
one of them had a curtain around it for privacy,
the other 2 toilets were between stalls/partitions
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D 050 | Continued From page 2 D 050
but no privacy door or curtain in front of the
commodes.
Confidential interviews with residents revealed:
-The only commode that had a privacy curtain
around it was not always available (if occupied by
another resident). )
-There had not been any privacy curtains in
"more than a year". &
-A curtain or door would give some privacy when DO 7 o &= /
doing "your business", S
-" hate'it...the curtains get torn down...have ’
almost had fights over other residents looking at T CDFT ect ‘o
or seeing me". d o e
M oVE
"l need privacy...it bothers me...we need doors." 'ﬁ;P& b been R
Clop The door ¥ he Strite PIMZ‘L
Interview with the Manager on 1/7/16 at 2:20pm bor~ b
revealed: .Kdd @qu de \H\—p& has been
-The facility did have curtains months ago, June . Cnl\d TA &CH
or July (2015). QLPA"),:OL The QUllf\ﬁ
-The residents would tear the curtains down. + %C d 00N
-No one had ever complained to her about not C‘,‘ : “h\ﬂ FDONN mj
s having a curtain. r‘r_’,MNﬂOé Arct mPlnc 4l
-Some residents had complained about a curtain P Ape e
getting in their way. . QW‘:S .
-The Manager stated she would have privacy widh | )ﬁhb
curtains placed by the next morning. L.
7o Prevent ' Ad ministr rtp e Ains
Observations on 1/8/16 at 9:00am revealed “__——E—:al é—-‘"A £& "H'YA&. ‘H\aﬂ A,
privacy curtains had been installed in each toilet ihstrue o ﬂt/
room. pot plhowed- o put “Jﬂyﬁb
— instrughled,
L& A Been |TnsTrud
'C’l R é‘l‘A Ve (o
D 074 10A NCAC 13F .0306(a)(1) Housekeeping And D 074 0DR.
Furnishings 4o rCPo prs Al bro ben dod rs,

s gkt Lderws . fhe
10A NCAC 13F .0306 Housekeeping And ceiling fans | LLq v -
Furnishings , n‘ Iy fw_’, o Lowden ‘f .

(a) Adult care homes shall: ﬂ.q,ﬂld\ab
(1) have walls, ceilings, and floors or floor
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coverings kept clean and in good repair;

This Rule is not met as evidenced by:

Based on observations, interviews and record
reviews, the facility failed to have floors, ceiling
fans and doors, clean and in good repair in the
living area, dining room, hallway and one resident
room.

The findings are:
Observations on 1/6/16 from 9:30am to 11:00am

revealed:
-A floor drain grate trap in the middle of the tiled

| floor in the hallway was covered with black tape

that had a sticky residue around the area
approximately: 12x12 inches. The edges of the
tape had come loose from the floor and cuiled
up:

-The side of the door to a resident room, on the
left just past the laundry room, was split down the
center and held together with black tape. The
strike plate on this door frame was split and held
together with black tape, ‘
-2 ceiling fans' blades in the resident living area
were covered with a thick dark coat of dust.

-1 ceiling fan was missing a blade. -

-The blades on all four ceiling fans in the dining
room were covered with a thick coat of dark dust.
-None of the fans were observed to be in use.

Review of the facility's most recent inspection by
North Carolina Department of Environmental and
Natural Resources, Division of Environmental
Health, dated 9/1/15 revealed:

-Status code "A" with a score of 96.

-A demerit for "floors easy to clean, no obstacles,
drains where needed."

-A demerit for "walls, ceilings clean and in good
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repair."

Random resident interviews revealed no’
concerns with the dirty ceiling fans, no one knew
how long the floor had been taped up or how long
the door had been broken.

Interview with the Housekeeper on 1/6/16 at
9:45am revealed:

-The ceiling fans were cleaned every month.
~-She was not sure but thought the last time they
were cleaned was around Thanksgiving.

Interview with the Manager on 1/6/16 at 4:00pm
revealed:

# -The floor drainffixture had been loose and
missing a screen for about "1 week."
-Maintenance had been working on this,

-The tape was an effort to prevent residents'
canes or walkers from getting caught in the drain.
-A resident had broken the door "a few months"
ago and maintenance was working on repairing it.
-She did not know how long the ceiling fan blade
had been missing. -The fans were supposed to
be cleaned weekly.

-She was not aware the ceiling fans were dirty.

D 076/ 10A NCAC 13F .0306(a)(3) Housekeeping And

Furnishings

10A NCAC 13F .0306 Housekeeping And
Furnishings

(a) Adult care homes shall:

(3) have furniture clean and in good repair;
This Rule shall apply to new and existing
facilities.

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

D 074
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failed to keep 2 end tables and 1 chair in the —_— .
resident's living area clean and in good repair. O}\ﬁ irs ‘H\A’l’u ntﬂd PCP{M rs /

The findings are: W d“‘ﬁ'ﬂ\ﬁ . é‘"f" '{'( ane. +U
Observations of the resident's living area on W aLL Ladten) + o

01/06/16 at 10:30am revealed:

D) ML% ¢
-2 wood finished ply board end tables with the VhMMM

entire finish worn down to the fiber board surface.

-1 cloth straight back chair with dark stains all — - . T ARS .LM t@r
over the arms and seat. The arm of the chair was [O MDn‘ ED r . Ad b /
torn loose from the seat. A& NEYRON ’ yotor D?-.S -‘ﬂ M. W7 "
Interview with the Manager on 01/06/16 at .é buj I},QM
4:00pm revealed: (lbl\d,u&b LOA’HL ‘-H\Hb 2 . j
-The tables need to be reptaced but this has to be i ‘J’D bDL Zb *CLU"I\ ' -{Uzﬂt’,\
done "as we can." m_f{__\_;___"l ]
Linyshes

-The chair won't come clean so it needs to be

Wik oo dor

replaced. b
v roleen
Random interviews with several residents .
revealed no concerns regarding the chair or [ &541’( in &J "CUJ‘I\J '&H—’r&.
.| tables.
D 079 10A NCAC 13F .0306(a)(5) Housekeeping and D 079 : _ iV
F‘umishings D D 77 a &l" l &

-

10A NCAC 13F .0306 Housekeeping and P :t :
Furnishings [O CD Pr\34

(a) Adult care homes shall r S pr
(5) be maintained in an uncluttered, clean and- ")’bi l e'b q) g'@e / ?
orderly manner, free of all obstructions and ' > &’ d [,5P€J\6 _'3‘15
hazards: o A—P@r

This Rule shall apply to new and existing

facilities. dhat are—

This Rule is not met as evidenced by:

Division of Health Service Regulation
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Based on observations and interviews, the facility
failed to maintain an environment free of hazards
in 2 of 2 shower rooms. {O prw%t’ ' ﬂ N sia £ heve
The findings are: Meena 3 nadruected < Checl
Observations of the "Women's" shower room on N SD s AN
er )
01/06/16 at 10:30am revealed: ale. Yeilet pAPeT f
- 2 toilets whose tissue dispensers were covered ~
. \ el S
with a heavy build up of rust. P(‘/P’&‘_ WQ‘Q' d SPM
-The front of the soap dispenser between two + d D ot .
sinks was broken exposing sharp edges around &i' FW G -
o the dispenser. Teé L‘- nd one “Hhad is
-No towel dispenser noted in the room. U
Jh Qre- o /@?
Observations during the entire 4 days survey b ro Lc Ny :& wr" .b;
revealed male residents used the "Women's" l N\/M PUE M eA:b N
shower room. ﬂ
Observations of the "Men's" shower room on — . T ‘PI*A‘ o]
: y AL
01/06/16 at 10:25am revealed: To Monitor”, Ad i nig
-3 toilets whose tissue dispensers were covered <
with a heavy build up of rust. AAM; ,\'\A‘PI’A Lo r ebf*—"ﬂ‘\%
-The front of the soap dispenser between two < “
sinks was broken exposing sharp edges around TON ” ’ c,m\d).u:‘/t L wlic e
the dispenser. " C
-The front cover of the towel dispenser was O_{ “he b ldi l\'j m MM‘“ v
broken off, completely missing, and exposed
‘ . - D €4
sharp edges all'around the edge of the dispenser. "’D ensSre ql'b I l (/b PP” i
Interview with the Manager on 01/06/16 at &pef "‘lLDLOd’/(
4:00pm revealed: 4 Dﬂ/P y ¥ P P
-She was not aware the soap dispensers or the M'l Y ) Pe,lf
towel dispensers were broken. d 15 PW&FJ Qe F
-She was aware of the rusty tissue holders and ob(t - P
maintenance was supposed to replace them. Wwo rki r\j Qrngte L/ A
[}
D 105 10A NCAC 13F .0311(a) Other Requirements D 105

L
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10A NCAC 13F .0311 Other Requirements

(a) The building and all fire safety, electrical,
mechanical, and plumbing equipment in-an adult
care home shall be maintained in a safe and
operating condition.

This Rule is not met as evidenced by:
TYPE B VIOLATION

Based on observations, record reviews and
interviews, the facility failed to maintain the water
fountain, (3) ceiling fans and (23) light fixtures in
a safe and operating condition.

The findings are:

A. Observations of the water fountain attached to
the wall in the hallway on 01/06/16 at 10:00am
revealed:

-No protective -covering on the front of the water
fountain. :

-Numeroeus wires, lines and tubing were exposed.
-The water spigot was turned out away from the
water bowl towards the hallway.

-The fountain was not operable.

-Random residents' interviews revealed the
fountain had been broken for a while and they
would like to have cold water to drink.

Refer to review of the facility's most recent
County's Food Establishment Inspection Report
dated 11/18/15. ‘

Refer to interview with the Manager on 01/06/16
at 4:00pm.

B. Observation of the facility dining room, living
room, and residents' rooms on 01/08/16 at
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2:45pm revealed:

-9 of 13 resident occupied rooms contained wall
lamps with missing light bulbs.

-The living room had 2 ceiling fans, and 5 of 6
light sockets on the fans had missing light bulbs.
-1 of the 2 ceiling fans in the living room had
missing blades making the fan inoperable.

-2 of 2 lamps in the living room had missing light
bulbs with empty sockets.

-The dining room had 4 ceiling fans with 4
missing bulbs out of 12 sockets.

-1 of the 4 ceiling fans/light fixtures in the dining
room was inoperable.

-1 unnumbered resident room across from the
clean linen closet had a ceiling fan with only 1 of
4 blades attached, making it inoperable.

Interview with a resident in the living room at
3:00pm on 01/08/16 revealed:

-Staff put light bulbs in the lamps and fans, but
residents steal them.

-Staff will give residents light bulbs for their rooms
if we ask for them.: ’

Refer to review of the facility's most recent
County's Food Establishment Inspection Report
dated 11/18/15. '

Refer to interview with the Manager on 01/06/16
at 4:00pm.

Review of the facility's most recent County's Food
Establishment Inspection Report dated 11/18/15
revealed: ‘

-Status code "A" with a score of 96.

-A demerit for requirements meeting lighting in

designated areas; light bulbs, protective shielding.

Interview with the Manager on 01/06/16 at

Division of Health Service Regulation
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4:00pm revealed:
-She was unsure how long the water fountain had
been broken. 0
-Maintenance had been working on it.
-Residents took bulbs out of the light fixtures.
-The ceiling fan/light in the dining room did not
work, unsure how long.
-She was not sure how long the fan blades had
been broken.
On 01/08/16 the facility provided the following
Plan of Protection:
-The facility will monitor all lighting fixtures that
are broken and do not work to ensure the safety
of the residents.
-All fixtures will be repaired within the week.
-We will ensure light bulbs are back in each light D [7(, cg..& b1
fixture. p
-The facility will place a plastic bag over the .
broken water cooler to protect residents until the 76 CDTT!"J/ .
new water cooler arrives.
-A new water cooler had been ordered and will be ﬂ- . Priu & c,u)rtﬁ nd ﬁﬂ’\)& b
in the facility the week of 01/11/16. Pl’DO :;Sed..
THE DATE OF CORRECTION FOR THIS TYPE B ae_‘, lig ‘-Fﬂnb hﬂ’O& ba'/n
B VIOLATION SHALL NOT EXCEED N 3 {
FEBRUARY 26, 2016. Q_&Pf\'i red- ov Q&P hceck. ﬂ/"'d"
— b
ijw . |.p(Pf, [+ &) Bed\
D 176| 10A NCAC 13F .0601 (a) Management Of D 176 -Cl r
Facilities emoved Erom borl-
e
10A NCAC 13F .0601Management Of Facilites (.. Tables Aroe been ired
o . Be‘l\ . ireds
(a) An adult care home administrator shall be Chair A hk& R
responsible for the total operation of an adult care Slip Covers hm& L e Db‘lﬂ" N
home and shall also be responsible to the P R
Division of Health Service Regulation and the "l’O opvers %& étl'ﬁ LN A I
county department of social services for meeting 0 :C {
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and maintaining the rules of this Subchapter.
The co-administrator, when there is one, shall
share equal responsibility with the administrator
for the operation of the home and for meeting
and maintaining the rules of this Subchapter.
The term administrator also refers to
co-administrator where it is used in this
Subchapter.

This Rule is not met as evidenced by:
TYPE B VIOLATION

Based on abservations, interviews, and record
reviews, the Administrator failed to assure the
total operation of the facility met and maintained
rules related to physical environment,
housekeeping and furnishings, other
requirements, nutrition and food service, resident
rights, pharmaceutical care, and ACH infection
prevention requirements.

The findings are:

Interview with the Resident Care Coordinator on
1/11/16 at 10:45am revealed the Administrator
was "not in the facility real often, maybe once or
twice a month."”

Interview with the facility Manager on 1/11/16 at
11:00am revealed:

-The Administrator was in the facility once or
twice a month, "unless we need him."

-When we call him, "he will come to the facility."
-When the Administrator was in the facility he
took care of maintenance issues and talked with
residents.

Areas of non-compliance identified during the
survey were:
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A. Based on observations and interviews, the
facility failed to provide privacy in 2 of 2 toilet
roems with 4 of 5 commodes not having a privacy
partition or curtain. [Refer to Tag D 050 10A
NCAC 13F .0305(e) Physical Environment.]

B. Based on observations and interviews, the
facility failed to have floors, ceiling fans and
doors, clean and in good repair in the living area,
hallway and one resident room. [Refer to D 074
10A NCAC 13F .0306(a)(1) Housekeeping and
Furnishings.]

C. Based on observations and interviews, the
facility failed to keep 2 tables and 1 chair in the

-resident's living area clean and in good repair.

[Refer to D 076 10A NCAC 13F .0306(a)(3)
Housekeeping and Furnishings.] .

D. Based on observations and interviews, the
facility failed to maintain an environment free of
hazards in 2 of 2 shower rooms. [Refer to D 079
10A NCAC 13F ..0306(a)(5) Houéekeeping and
Furnishings.]

E. Based on observations, record review and
interviews, the facility failed to maintain the water
fountain, (3) ceiling fans and (23) light fixtures in
a safe and operating condition. [Refer to D 105
10A NCAC 13F .0311(a) Other Requirements
(Type B Violation).]

F. Based on observations and interviews, the
facility failed to provide table service that included
a knife and spoon for all residents. [Referto D
287 10A NCAC 13F .0904(b)(2) Nutrition and
Food Service.]

G. Based on observations and interviews, the
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facility failed to serve water to each resident at
meal times. [Refer to D 306 10A NCAC 13F
.0904(a)(1) Nutrition and Food Service.]

H. Based on observation, record reviews and
interviews, the facility failed to maintain the rights
for 1 of 1 resident by neglecting to provide care
and services to meet residents' needs. (Resident
#4) [Refer to D 338 10A NCAC 13F .0909
Resident Rights (Type B Violation).]

|. Based on record reviews and interviews, the
facility failed to provide adequate pharmaceutical
care to identify medication related problems
related to refusal of medications, and medications
omitted during extended absences from the
facility for 1 of 4 (#4) sampled residents. [Refer to
D 400 10A NCAC 13F .1009(a)(1)
Pharmaceutical Care (Type B Violation).]

J. Based on observations, record reviews, and
interviews, the facility failed to assure adequate
and appropriate infection control procedures were
implemented for blood glucose monitoring for at
least 4 of 7 residents with orders for finger stick
blood sugars (FSBS) by borrowing a lancet
device or glucose meter from a discharged
resident for 2 of 7 residents (#5 and #6) and
borrowing lancet devices from other current
residents for 2 of 7 residents (#2 and #7). [Refer
to D 932 G.S. 131D-4.4A (b). ACH Infection
Prevention Requirements. (Type A2 Violation.)]

On 01/13/16 the facility provided the following
Plan or Protection:

-The Administrator will replace/repair all areas in
need of such (furnishings, water cooler, towel
racks, light fixtures, etc.) to ensure they are clean
and in proper working order.
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01/12/2016 ¢

NAME OF PROVIDER OR SUPPLIER

STREET ADDRESS, CITY, STATE, ZIP CODE
511 BUMGARNER INDUSTRIAL DRIVE

Service

10A NCAC 13F .0904 Nutrition And Food Service
(b) Food Preparation and Service in Adult Care
Homes:

(2) Table service shall include a napkin and
non-disposable place setting consisting of at least
a knife, fork, spoon, plate and beverage
containers. Exceptions may be made on an
individual basis and shall be based on
documented needs or preferences of the
resident.

This Rule is not met as evidenced by:

Based on observations and interviews, the facility
failed to provide table service that included a
knife and spoon for all residents.

The findings are:

T Sup
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-The Administrator has hired additional staff to oa 4: VLD IND
assist with these repairs. . are 0‘0 b" a‘b .
-Lancets/meters have been provided for each ': -‘{, ») DN 2 £
individual resident to ensure safety in blood sugar W tJL/
testing.
-The Administrator'will be in the facility no less M * &> 7 ’N U¢C.
than 2 times a week to monitor needed repairs H %e 5id ent 4 '\Pié e q eV Vo
and to assist with all issues of the facility.. : " <HA -§ﬁc:l l“ﬂj
-Additional training in bloodborne pathogens and .]ab a) iéc/ha;\_(,dp bww ¢
infection control has been scheduled for the - FE i4 Y)Cedﬁ .
second week of February to be conducted by 15 U/‘\bb‘&/ m:ct R '
staff from the local medical group to ensure that h a1
: : M e A fUeN
staff are thoroughly trained. -, f‘zfc sident 4 < pee 0]
- o L
- . ahar becakse
THE DATE OF CORRECTION FOR THIS TYPE H Dtl ee "b d ) 66 o
B VIOLATION SHALL NOT EXCEED ik 18 La Mo ‘\'_J "I‘D meet
FEBRUARY 26, 2016, dne Cheals Y
‘o Meeds.
D 287 10A NCAC 13F .0904(b)(2) Nutrition And Food D 287 %‘5
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Observations of the lunch meal on 01/06/16 at
beginning at 11:30am through 12:15pm revealed:
-All residents received a paper napkin and a
regular fork.

-The ham served from the kitchen had been cut
into bite size pieces.

Interview with the Dietary Manager (DM) on
01/06/16 at 12:30pm revealed:

-The residents can't have a knife "because it can
be used as a weapon".

-There are no knives available for resident use.
-There are spoons available for resident use.
-The residents can only have a spoon if they ask.

Confidential interviews with alert and oriented
residents revealed:

-No one can have a knife because "they" are
afraid the residents will fight.

-"l could use a knife." ‘

-The residents never remembered ever having a
knife.

Interview with the Manager on 01/06/16 at
4:00pm revealed:

-The facility had never had knives because knives
could be used a potential weapons.

-She did not know of any time when a knife was
used as a weapon,

-She was unaware of any assessments
completed to determine if residents were safe to
use a table knife.

Observations of the lunch meal on 01/07/16 at 12
noon revealed each resident received a knife,
fork and spoon.

Interview with the DM on 01/07/16 at 12 noon
revealed she had gone to the store last night and
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bought knives for resident use.
D 306| 10A NCAC 13F .0904(d)(3)(H) Nutrition and Food D 306 l D 30(’ I" 7"(0
Service e
10A NCAC 13F .0904 Nutrition and Food Setrvice — N
(d) Food Requirements in Adult Care Homes: [o AD{T@C,t f

(3) Daily menus for regular diets shall include the
following: W ater 15 bet /\,3 Served.

(H) Water and Other Beverages: Water shall be

served to each resident at each meal, in addition 0_,‘!’, eAch M&A’! .

to other beverages.

This Rule is not met as evidenced by: '-To ‘)rw%j/ : éu,q)u'l)if_,of -
Based on observations and interviews, the facility e —

failed to serve water to each resident at meal

times. C‘)\A&l‘ﬁ& IDT“ be in *\&M’
The findings are: @,{ R 5 yoom A/b - o

1N a-p liance
Observations of the lunch meal on 01/06/16 at -FO MDA 'Lbf ‘CDT'

beginning at 11:30am through 12:15pm revealed:
-All residents received a six ounce glass of

purple/gray colored beverage, (staff stated it was ‘l/d ﬁ\ or‘_| ‘LO r " HO\N\:C I\(O‘H\/ﬂ't—o

kool-aide.) ’ Sl

-No other beverages were served or offered. . - =S 1 aNCLs
S Adrwns e tor D K

Interview with the assistant cook on 01/06/16 at .. " 4,; me.s

12:30pm revealed water was not served-because W | l\ QJ\E’C/'L' N’ ’

the residents did not drink it. l enSUr e

Confidential interviews with residents revealed:
-Water was never served with meals. M\ L NCE -

-They would like to have water with their meals
especially since the water fountain was not
working.

Interview with the Manager on 01/06/16 at
4:00pm revealed:

Division of Health Service Regulation
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-Water was supposed to be served with meals.
-She thought water was being served and did not
know why kitchen staff had not served water with
funch today.

-She was not aware water was never being
served with meals.

-The Manager showed the surveyor a large stack
e of bottled water cartons in the comner of her office
and stated residents knew this water was
available if they wanted water.

Observations on 01/07/16 of the lunch meal at 12
noon revealed each resident was served water _D 33 8 Q/a'l 6//é

with their meal.

D 338 10A NCAC 13F .0909 Resident Rights D 338 [/D 00(’ reckt :
10A NCAC 13F .0909 Resident Rights . 4 - inues ”'D bc,
An adult care home shall assure that the rights of /R csident 4 con ks
all residents guaranteed under G.S. 131D-21, oW - Com P), ant Wi 1\3

Declaration of Residents’ Rights, are maintained
and may be exercised without hindrance.

I“ed'lca,'uoﬂ “+ Rt{‘,zlxdinj medica |l
& "szg,f\"lf‘ Lo ﬂPpointM&ntéﬁndJ

This Rule is not met as evidenced by: . " aotice Jo
TYPE B VIOLATION AQO been 6}0 en & n —Cb . l('é,

. wrac Y since the Res i
Based on abservations, record reviews and disehn Ais Aeeds.
interviews, the facility failed to maintain the rights s n A—b'& "ID Mmeet

for 1 of 1 resident by neglecting to provide care
and services to meet residents' needs. (Resident ﬂ,” mcd ,'(./p.-L,'\o n r&‘cl—ld ﬁlé rTC.

#4). « . - . 7
' being reported o his physicins

)

The findings are: dﬁ] )\1 Nv& 15 54@,,3;;\3 at e

Review of Resident #4's current FL2 dated

i is oli
12/28/15 revealed: M,,Q,:c,‘ more. buwt is

-Diagnoses included alcohol use disorder-severe - Seeih
and paranoid schizophrenia. M- 0o ph(\l\.‘b W1 S
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-The resident was independent with all Activities

D238 ot :
of Daily Living {ADL), alert and oriented to -
person, place and time, no wandering, not ﬁfﬁ pa p A ne LO']-H\ k.&l'/e Vlj

: . 4
verbally or physically abusive, and not dangerous Wb reen _;S(

to self or others. "P’H\ﬁ Fabl(‘,l\‘iA‘Lflio ﬂ’PFO?A

Revieyv of Resident #4'5 current Carg Pian, dated I‘LO Q,eJud&S fH\,j othe r

and signed by the Primary Care Provider (PCP) b I\L'S PC/P_
on 10/11/15 revealed: bcé.b] A Drd ereel. ’3

~The resident was verbally abusive, received 3 _ﬁ i
medications for mental iliness, had a history of M he is F}‘t Vhe NC ¢ t‘(;‘ljr
substance abuse, and received mental health (/O en 44\0
services. A Jauia O ulbete P

-The resident was alert and oriented with PN q‘é 5

adequate memory and independent with all ADL. % [ ' é,‘% daes L.W\KS

-"[Resident's name} is still refusing all of his -
[ ] N (5 mi nute

medications except his injection. He is signing out . hiy €L

days at a time." w1Hh ' h Jo
and encosuthaqine NIM

Observations of Resident #4 on 1/7/16 at 2:05pm e el cl r 5% |

revealed the resident was lying on the ground, gprne. NS ide .

dressed in a coat, pants, socks, shoes, gloves,
reading and smoking. )

A mct‘bihﬁ whs K&'d )

Review of National Weather Service records for'

!
the location of the facility revealed the high ~19-4 WIh R raident + ﬁﬂ Yy
temperature for 1/7/16 was 57 degrees I ‘7 d)
Fahrenheit (F), with a low of 27 degrees F and a ! (+h Dnptoer—
mean temperature of 42 degrees F. P ("P) MC(\{’A KC/A ﬂ-

]
i M 5 s Lt
Interview with Resident #4 on 1/7/16 at 2:05pm B-nd < P{\ b e ¢
revealed: - - ST HQﬂ‘éﬂ/‘
, - l;( ] ns
-The resident was alert and oriented and had -CDI’ ‘1"\ e 'ﬁgc-' oy . ﬂéj m: /

been at the facility "12 years".

-The resident denied being cold and stated‘he fﬁ‘\@k« :Bu¢h s B“\d (E e id‘(/l‘\"b

used to live in the woods in a tent. _F
“The resident refused to see the facility's PCP. iv g Weter I fdt‘/ﬂ'b, mPf"j Z
-The resident agreed to see the psychiatric nirse P

who gave his injections. AL TILM

-The resident refused to answer questions about ‘H\ o 24 P% P’ A % wo
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signing out of the facility saying it was his right
and he did not like "everyone messing in my
business."

Observations of Resident #4 on 1/8/16 at 9:45am
revealed:

-The resident was lying outside an the damp
ground (it was raining), next to the facility, under
the edge of the roof overhang, by the dryer vent,

' reading and smoking.

-The resident had on a coat, pants, shoes, socks,
gloves and hat.

.| Review of National Weather Service records for

the location of the facility revealed the high
temperature for 1/8/16 was 44 degrees
Fahrenheit (F), with a low of 37 degrees F and a
mean temperature of 40 degrees F.

Interview with Resident #4 on 1/8/16 at 9:45am
revealed: )

-He had lived at the facility "about 13 years.”
-When he left the facility, he always signed out
and came back.

-He wanted a new roommate because his
roommate watched porn, "l don't like that."
-He told the facility Manager he wanted a new
roommate.

-He went to his "place in the woods" near a
convenience store and close to the interstate.

| -He got food by panhandling (begging), and had a

sign that said, "will work for food."

-Sometimes his friends gave him food.

-He had a 4 pack a day cigarette habit.

-He did not want to go to detox for his alcohol
abuse, because "they wanted me to quit smoking
too."

-He got cold sometimes when he's out of the
facility.

-Before he came to the facility, he lived outside in
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a tent. -

-He did not have a tent now, but stayed dry under "D
the trees. And. f]ﬂé been tnelle,

-He did not want a guardian, and wanted his ‘ ;‘Z , i
"freedom to come and go as | please" without any l DW PQW -

restrictions.
-He wanted to quit drinking, and had not had any

alcohol for the past 4 days. i LDiéd/\'\ Arcj@ PI’F-\ NNt V\ﬁ ToA—m

Observations of Resident #4 on 1/11/16 at has been westbel andd
9:40am revealed: -
-The resident was lying outside on the ground in % )\Pﬂ)l— L\ &t Wi 4’(\

the sun, reading and smoking one cigarette after )
another.’ B g ‘

-The resident had on a coat, pants, shoes, socks
and gloves.

Qeé]dth/b J:':-L,_ é"t ‘MC’

#ﬂcj [’,bj , H& ﬁﬂs ﬁ'_{ktdb
Review of National Weather Service records for .
the location of the facility revealed the high ‘,'D % ) ..ID ]I\d}f/PW ,M‘éf

temperature for 1/11/16 was 42 degrees

Fahrenheit (F), with a low of 21 degrees F and a N .
mean temperature of 32 degrees F. ‘ i 0 i + I\ e Q

. ‘ Y [y 2 S
Interview with Resident #4 on 1/11/16 at 9:40am Lepresen Lative f)ﬁmj
revealed: '

. ﬁ«."a

-He was alert and oriented. a Kw
”\.—

-He was not cold but "loved it" (being outside).
-He was "miserable" inside because he could not

smoke. o _ D [5(‘/&\ ﬁfﬁ& (Plﬁ'!\n‘l 1\3

-He would sign out to go "beg" money for

cigarettes and alcohol. : _f\ AS P{ééurtétx %5 '-éﬁ(‘:l [l{j

-Sometimes he held a sign "please help, need

work" and people would give him money. ’ ' t pl feem (/r\.'b LOT H [)L’/

-He refused his medications because they made

P

him "sick...all | need is Cogentin and Prolixin". He - < 3 O d K.
stated he could not afford cigarettes and (Y\P(ov& w lhw\ 1A A’t‘
medicine.
-He stated he was sick because he drinks and his N P D%g Y lu,‘b‘l b AS Were
liver was bad... had been told to quit drinking and

| smoking but "they can't make me." LDW\J .
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) -He did not want to go to detox because he was WQ'

against the "AA meetings" and he could not

smoke there. . J
-"l like it here...I love them...it'is a good place to _ITD Pf' FAY) (/n'é . é”a'(:‘(; w /l
-’_____________-—'

live...they make sure | am fed, | have a bed, a

radio, cigars and | get my money every month out y "HIC ,
(pnbinue. o Noti ~(:\/

of my check... and new clothes... they offer my

meds but sometimes | refuse them.” . . ok ?_eé zduve
-The resident refused to see the facility's PCP but Pl\, 510 NS
would see "[Local Mental Health Provider]...they L‘, . ﬁ

’ Jine O

take good care of me... | am not always here u; 4 €D
when they come".
-The [Local Mental Health Provider] had worked

with the resident regarding help with housing but MWS&S f
[name of housing assistance] did not follow up

with the resident. é”ﬂ’@‘é w ” u
Review of the facility' i es id th -b
y's Behavioral Notes for ang/\_lz/ﬂx& "
September 2015 revealed Resident #4 was % ‘-CP«G-‘I l" .
documented by staff as out of facility (OOF) with Ll ’ ﬁt cr
no exact times documented, on 9/1, 9/2, 9/3 (and . l‘-:é
back the same day), 9/4, 9/5, 9/6, 9/7, 9/8, 9/9, ) w"% ‘-CBG\ j
9/10, 9/14, 9/15, 9/16, 9/17, 9/18, 9/19, 9/20, A no) ('/b‘l\v\/P ‘3 -
9/21, 9/22, 9/23, 9/24, 9/26, 9/27, 9/28, 9/29, and —G—C w 71 l
~

. 9/30. thucé. Ha

< (2
Review of the facility's Sign Out Sheet for Q 4 inwe ‘-I'D mboh 'tD L ev 1‘3

September 2015 revealed Resident #4 signed
himself out, designation "out" (no specific location
or destination) as follows:

- 9/2 at 2:35 (am or pm not indicated) for 3 days

- 9/4 at 1:05 (am or pm not indicated) for 3 days, W '»' LL Cj\@ﬁ

and signed himself back in on 9/4 at 9:30 (am or

pm not indicated.) | Wﬂ) VA \ﬂ.w"' 2; o

-9/7 at 9:30 (am or pm not indicated) and signed q’(“ .

-9/9 at 12:15 (am or pm not indicated) for 3 days ”\&3 Wi

and signed back in on 9/9 at 11:30 (am or pm not RJ/I'“/ A5-e

indicated). W%(/

-9/13 at 11:30 (am or pm not indicated) for 3 W N % -—ea_,‘;,.,&_,ﬁ 3
b ¥
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days.

-9/17 at 9:30 (am or pm not indicated) for 3 days.
-9/19 at 9:25 (am or pm not indicated).

-9/26 at 3:15 (am or pm not indicated) for 3 days.
-9/30 at 8:25 am for 3 days and sighed back in
10/4 at 8:30 am.

Review of the facility's Behavioral Notes for
October 2015 revealed Resident #4 was
documented by staff as OOF,(with no exact times
documented).on 10/1, 10/2, 10/3, 10/6, 10/7,
10/8, 10/9, 10/11, 10/12, 10/13, 10/14, 10/15,
10/16, 10/17, 10/18, 10/19, 10/20, 10/23 and
10/24. '

Review of the facility's Sign Out Sheet for
October 2015 revealed Resident #4 signed
himself out, designation "out" (no specific location
or destination) as follows: :

-10/5 at 4:00 (am or pm not indicated) for 3 days.
-10/9 at 8:45 (am or pm not indicated) for 3 days.
~10/11 at 11:45 (am or pm not indicated) for 3
days.

-10/20 at 1:30 (am or pm not indicated) for 3
days.

Review of the facility's Behavioral Notes for
November 2015 revealed Resident #4 was
documented by staff as OOF, (no exact times
documented) on 11/5, 11/6, 11/7, 11/25, 11/26
and 11/27.

Review of the facility's Behavioral Notes for
December 2015 revealed Resident #4 was
documented by staff as OOF, (no exact times
documented) on 12/6, 12/7, 12/8, 12/10, 12/11,
12/13, 12/14, 12/15, (12/16 and 12/17 at the
hospital), 12/24, 12/25, 12/26 and 12/27.

The facility's Sign Out Sheets for November and

D 338 fD W
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December 2015 were not available for review.

Review of the facility's Behavioral Notes for
January 2016 revealed Resident #4 was
documented by staff as OOF, (no exact times
documented) on 1/1 and 1/5 (survey began on
1/8.)

Review of the facility's Sign Out Sheet for January
2016 revealed Resident #4 signed himself out,
designation "out" (no specific location or
destination) as follows:

-1/1 at 11:15 (am or pm not indicated) for 3 days,
and sighed back in on 1/1 at 3:05 (am or pm not
indicated).

-1/3 at 12:10 (am or pm not indicated) for 3 days
and signed back in on 1/3 at 4:05 (am or pm not
indicated).

-1/5 at 9:45 (am or pm not indicated) for 3 days
and signed back in on 1/5 at 9:00pm.

Record review revealed Resident #4 missed
medications on a regular basis from refusals and
or being out of the facility. (Refer to D 400 10A
NCAC 13F .1009(a)(1) Pharmaceutical Care.)

Review of records from a local hospital (Hospital
A) dated 10/12/15 revealed admission History
and Physical that included:

-Resident #4 admitted 10/12/15 with chief
complaint: "I am here for detoxing."

-Well known schizophrenic, presents intoxicated,
depressed, suicidal with psychotic symptoms.
-Longstanding psychiatric disease, substance
dependence and abuse with multiple detoxes at
this facility in the past. 6
~Having lots of financial worries.

-Is disheveled and unkempt, disorganized in
thinking, suspicious and guarded, vague and
avoidant in answering questions.
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-Judges to be at risk to himself and to others and
will be admitted for evaluation and stabilization.
-Prior treatment at [name of state hospital] and
[name of psychiatric unit at another hospital].
-Smokes 3 packs a day.

-No acute distress, appropriately attired, flat
mood, depressed.

-Average intellectual functioning, memory for
recent and remote events poor.

-Weight of 170 pounds, well developed, well
nourished.

-Blood alcchol level 259, TSH 56.10 with recheck
of 25,44 (suggesting non-compliance.)
-Admitting impression included: Schizoaffective
schizophrenia, bipolar type, substance-induced
mood disorder, continuous alcohol dependence,
continuance nicotine dependence, chronic
obstructive pulmonary disease and constipation.
-Treatment plan: Start medications, monitor and
adjust as necessary given daily psychotherapy
encounters.

Review of driving directions revealed a distance
from the facility to Hospital A of 7.1 miles.

Review of the Hospital Discharge Summary from
Hospital A, dated 10/20/15 included:

-Diagnoses of acute exacerbation of paranoid
type schizophrenia, alcohol intoxication, alcohal
dependence, alcohol withdrawal, nicotine
dependence, provisional personality disorder, and
hypothyroidism, under replaced.

-During hospitalization he was detoxed without
complication, remained chronically psychotic,
cooperative, and not aggressive to others or
himself.

-At discharge he was free of any suicidal ideation.

Review of records from Hospital A dated 12/16/15
revealed admission History and Physical that
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included:

-Resident #4 presented to emergency room (ER)
with complaints of chest pain (was in ER
approximately 2 weeks ago with same complaint.)
-Past history significant included: paranoid
schizophrenia, gastroesophageal reflux disease,
and hypothyroidism.

-Vital signs stable, afebrile,. chest pain most likely
secondary to alcohol abuse and alcohol gastritis.
-Will be admitted and placed on detox protocol.

Review of records from Hospital A dated 12/17/15
revealed a Discharge Summary that included:
-Diagnoses included chest pain, alcohol abuse,
paranoid schizophrenia, alcoholic gastritis,
tobacco abuse and hyponatremia.

-Negative nuclear stress test, and normal ejection
fraction, myocardial infarction ruled out.
-Discharged home to follow up with his PCP in
one week.

Review of records from another local hospital's
(Hospital B) ER dated 12/23/15 at 3:50pm
revealed admission History and Physical that
included:

-Resident #4 presented with complaints of
difficulty sleeping, denied suicidal or homicidal
plans, stated he drank a 12 pack of beer daily
and last drank 4 beers at 12 o'clock today .
-The resident requested alcohol detox.
-Diagnoses of alcohol addiction, alcohol
intoxication and history of schizophrenia (stable).
-The resident was "medically clear for detox."

Review of driving directions revealed a distance
from the facility to Hospital B of 2.5 miles.

Review of Hospital B's psychiatric admission
evaluation dated 12/24/15 revealed:
-Resident #4 presented with history of mental
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disorder causing inability to care for self, chronic
and continuing self destructive behavior
associated with alcohol consumption.

-Resident #4 was well known for repeated
hospitalizations, "several this year... drinks
daily...has very little insight or concern about his
ongoing substance abuse problem....is often
observed not far from this hospital crossing the
street obtaining alcohol at a nearby convenience
store...his assisted living is not far away.... says
voices are bothering him significantly. This is a
little bit different from his last hospitalization here
in September, when he presented to the ER
several times over a couple of days appearing to
just be seeking admission with limited psychiatric
complaint. This time he comes in saying he is
having bad suicidal ideas and voices."

-The resident has had "multiple psychiatric
admissions to [name of mental hospital] and
[local hospital] for chronic schizophrenia as well
as alcohol abuse, and is outpatient at [name of
Behavioral Health (BH).]"

-The resident lived in [name of faclility] for about
12 years, is non-compliant with medications but
takes all psychotropic given to him (received
Prolixin yesterday).

-Resident #4 was "alert and oriented to person
time and place, disheveled, smelled strongly of
body odor and feces, seemingly obvious."
-Severe pervasive mental illness but supportive
ALF (Assisted Living Facility).

-Discussed benefits of taking medication and
risks of not taking medication.

Review of the Psychiatric Discharge summary
dated 12/28/15 revealed:

12/27/15: The resident took medications "fairly
well"...agreed to stay until tomorrow where the
resident wanted to be discharged back to the
facility who would be able to pick him.
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-12/28/15: The resident "has done fairly
well...sleep and appetite are good...compliant and
cooperative....[Facility name] was told about his
discharge and will pick him up later today." The
resident was advised to follow up with outpatient
provider for medications and therapy and to avoid
future relapse, hospitalizations and use of drugs
and alcohol.

Interview with the facility's Manager on 1/7/16 at
2:20pm revealed:

-Resident #4 had been at the facility for 12 years
and signed out several times every week.
Sometimes he would be gone a few hours,
sometimes for days.

-"We have talked to [Behavioral Health] about it"
(Resident #4's noncompliance) however, could
not provide any written documentation to verify.
-"We can't make him stay here...he always signs
out...he always comes back within 3 days"...if the
resident did not come back in 3 days, law
enforcement was notified to "be on the
lookout"...he always returned "eventually".

-The resident never left the facility unless he
signed out but had been doing it more and more
aver the past several months.

-While they did not know the exact location the
resident may be while he was out, they could
usually find him near the facility at local service
stations, restaurants or at homeless folks'
hangout.

-They had discussed Resident #4
situation/behaviors with the County's Department
of Social Services, the Ombudsman and the
Behavioral Mental Health team many times had
been advised it was against Resident's Rights to
restrain or restrict Resident #4 from going out
since he was his own responsible party and did
not have a guardian.

-The manager did not know when guardianship
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had last been attempted but believed it was a
long time ago.

Further interview with the facility's Manager on
1/7/16 at 4:00pm revealed:

-Even when Resident #4 was at the facility he
often refused his medications and refused to be
seen by the facility's Primary Care Provider
(PCP).

-The facility had many PCPs over the years and
Resident #4 had refused to see them as well.
-The Primary Care and Local Mental Health
Providers were aware of Resident #4's outings
and medication refusals.

-When Resident #4 was at the facility, the facility
provided meals, laundry, medications, and
assistance with activities of daily living (if needed
when he returned to the facility inebriated which
happened about once a week).

-The resident had been encouraged regularly by
the facility staff to comply with taking medications
and seeing the PCP but this had not been
successful.

-Resident #4 had several different roommates
over the years through efforts of the facility to
find a roommate Resident #4 would like, but the
resident had never been content no matter who
his roommate had been.

Follow-up interview with the facility's Manager on
1/11/16 at 10:00am revealed:

-Resident #4 had signed the House Rules policy
(updated on 9/16/11), but there had been no
consequences for failing to comply with the rules.
-The resident drank several times a week, but not
at the facility since May 2015, when he had been
drinking outside and told he could not have
alcohol on the grounds, got mad and left but
came back before dark.

-The facility policy was to hold medications any
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* time a resident was inebriated or smelled of

alcohol but there had not been any efforts/plans
to see ifiwhen Resident #4 could have
medications if he refused or came back after
routine dose times.

-Many times while he was out, the resident went
to the local Mental Health Provider or to the local
hospital asking for help.

-Each referenced hospitalization was as result of
the resident taking himself to the hospitals.

-The resident went to Hospital A on 10/12/15, was
admitted. The Manager was not aware the
resident was in the hospital until she received a
call on 10/19/15 alerting her the resident was
being discharged and needed to be picked up.
-The resident went to Hospital A on 12/16/15 and
kept for observation. The Manager was not aware
the resident went to the hospital until she
received a call 12/17/15 alerting her the resident
was being "discharged" and needed to be picked
up.

-The resident went to Hospital B on 12/23/15 and
was admitted.

-The Manager received a call on 12/24/15
inquiring whether the resident could come back to
the facility when discharged. The resident was
discharged back to the facility 12/28/15.

-The Manager did not know what else to do, she
had "thought about it so much".

-The Manager had not thought about discharging
Resident #4 because there was no safe place to
discharge him.

Review of the House Rules for Residents signed
and dated by Resident #4 on 9/16/11 revealed in
part:

-Take medication as prescribed.

-Keep scheduled doctor's appointments and
comply with doctor's recommendations.

-When leaving the facility for any reason, please
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make sure you have signed out. Failure to sign
out results in you being considered a missing
person and law enforcement will be notified.

Telephone interview on 1/8/16 at 10:00am with
the Team Leader at the local Behavioral Health
(BH) Provider for Resident #4 revealed:
-Resident #4 was seen 2 or 3 times a week by
someone on the team and one time a month by
the psychiatrist.

-The nurse would be coming out “today" to
administer the resident's injection of psychiatric
medication that was scheduled every 2 weeks.
-The resident was often not at the facility but the
team tried to find him at alternate places where
the resident hung out.

-"We have a good relationship with the facility,
they call us if he has been gone and does not
come back" [after signing out].

-"Facility staff were good to know where the
resident is."

-Sometimes the resident could not be found.
-The resident "has done this for years."

-The resident "knows where he is and where he
wanis to go".

-The resident "is very resourceful...he is not
stupid...does not make good decisions when he is
drinking."

-Resident #4 often came to the Mental Health
facility and would be given a shower, clean
clothes (if needed) and then brought back to the
facility by the BH team.

-"We have given him a sleeping bag....we try".
-In cold months, the resident stayed at the facility
more.

-The resident "gets very depressed and had been
in the hospital recently”.

-She was unsure about guardianship efforts.
-"We have looked for placement (for Resident #4)
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but no one wants him....[Local Mental Hospital]
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won't keep him...he goes into the hospital...he's
been arrested for panhandling out by the
interstate.”

-Other placement options have been
tried/considered for [the resident] but they always
failed either because the resident would not be
able to leave (would be locked up) or could not
smoke.

-[If not for the facility], "Our concern is: where
would he go...where would he have a roof over
his head...?"

Record review revealed no BH documentation
other than the Prolixin injection administration.

Interview with a representative from the county
Department of Social Services on 1/8/16 at
12:26pm revealed:

-The facility Manager had talked with her about
guardianship, but she could not remember when.
-The county records went back 2 years and there
had not been a formal assessment of Resident
#4 for guardianship in that time.

Telephone interview with the former facility's
Ombudsman on 1/8/16 at 1:45pm revealed:
-She was not the current Ombudsman for the
facility.

-She did not remember Resident #4 (specifically)
but did recall past discussions with the facility in
reference to Residents' Rights if a resident was
their own responsible party, the facility could not
restrain or stop him/her from going and coming
as they pleased.

Interview with the local BH's Registered Nurse
(RN) on 1/8/16 at 4:45pm revealed:

-The RN had known Resident #4 for more than
13 years, however, the RN had only seen the
resident (as a client) over the past 5 years.
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-Resident #4 was "down to be seen 3 times a
week" by the BH team and the team "tried to see
him at a minimum of 1 time a week".

-Resident #4 was scheduled to get an injection of
Prolixin every 2 weeks but sometimes it would be
more than two weeks (due to not being able to
locate the resident).... the resident "maybe
missed 4 injections in the last year".

-Resident #4 "knows the area very well....is safe
in the community....is a survivor....likes to and
used to live in a tent.... chooses what he does...is
capable of making good decisions...is not safe
when intoxicated.”

-The RN believed it was "more than 11 years ago"
when guardianship for Resident #4 was
petitioned. At that time it was determined the
resident made bad decisions, however, that did
not qualify him for a guardian, "nothing would
change if he had a guardian."

-The RN stated during the Mental Health Reform
about, 13 years ago, Resident #4 was placed in
this facility and was told he could choose to stay
at the facility or continue to live in the woods,
however, the facility was where his money would
come.

-The RN stated the fact that the facility "keeps it's
door open [for Resident #4], is a huge support.”
-BH had often tried to get the resident into detox
but the resident refused.

-BH had made efforts to get the resident into
individual housing but the resident would not
agree to stop drinking.

-The RN stated "the facility is the best place for
him...he knows he can come here.... staff will
treat him nice....and try to keep his dignity
intact....where else could he go?....no other
facility will have him".

Telephone interview with the facility's Primary
Care Provider (PCP) on 1/8/16 at 5:30pm and
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1/12/16 at 10:00am respectively, revealed:

-She had been the PCP for "close to a year".
-She visited the facility once or twice each
month.

-Resident #4 always refused to see her, however,
she would stop and talk to the resident "almost
every time | visit" because he would be outside
lying on the ground; sometimes he would talk,
other times he would just curse her.

-The PCP stated she had "long conversations"
with Resident #4 about his medications and care,
but all the resident would talk to her about would
be money or cigarettes.

-The resident was his own guardian.

-The resident continually asked the PCP to
discontinue his medications so he would have
more money at the end of the month.

-The PCP tried to encourage the resident to take
his medications and she would not discontinue
them.

-The resident refused to take his medications,
refused to see her, left the facility and went " off
drinking a lot",

-She was not sure when she had last seen
(assessed) Resident #4.

-She had not assessed the resident in the past
three months.

The resident was scheduled to see her on 1/5/16
(after his last hospitalization) but he refused.
~Facility staff were good with Resident #4.

-With his noncompliance, she did not know what
the difference would be for Resident #4 being
homeless or living in a shelter.

-She had never thought about discontinuing
Resident #4 from her practice and had never had
a meeting with the facility or BH to discuss how to
better meet the needs of Resident #4.

Telephone interview with the RCC on 1/12/16 at
10:20am revealed no documentation on a
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Physician Note Sheet where Resident #4 had

been seen by a PCP since December 2014.

The facility provided a Plan of Protection on

1/11/16 that included:

-The facility will contact Resident #4's primary

physician, mental health provider and the

pharmacy consultant to try to figure a way to

better provide services for the resident.

-A meeting will be scheduled as soon as possible

with these providers and if it is determined the

needs of Resident #4 can't be met, the facility will

seek other safe placement.

THE CORRECTION DATE FOR THIS TYPE B

VIOLATION SHALL NOT EXCEED FEBRUARY

26, 2016. ‘

D 400 5367/
D 400; 10A NCAC 13F .1009(a)(1) Pharmaceutical Care D 400 s ®

10A NCAC 13F .1009 Pharmaceutical Care

(a) An adult care home shall obtain the services
of a licensed pharmacist or a prescribing
practitioner for the provision of pharmaceutical
care af least quarterly. The Department may
require more frequent visits if it documents during
monitoring visits or other investigations that there
are medication problems in which the safety of
residents may be at risk.

Pharmaceutical care involves the identification,
prevention and resolution of medication related
problems which includes the following:

(1) an on-site medication review for each resident
which includes the following:

(A) the review of information in the resident's
record such as diagnoses, history and physical,
discharge summary, vital signs, physician's
orders, progress notes, laboratory values and
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X

medication administration records, including
current medication administration records, to
determine that medications are administered as
prescribed and ensure that any undesired side
effects, potential and actual medication reactions
or interactions, and medication errors are
identified and reported to the appropriate
prescribing practitioner; and

(B) making recommendations for change, if
necessary, based on desired medication
outcomes and ensuring that the appropriate
prescribing practitioner is so informed; and

(C) documenting the results of the medication
review in the resident's record.

This Rule is not met as evidenced by:
TYPE B VIOLATION

Based on record reviews and interviews, the
facility failed to provide adequate pharmaceutical
care to identify medication related problems
related to refusal of medications, and medications
omitted during extended absences from the
facility for 1 of 4 (#4) sampled residents.

The findings are:

Review of Resident #4's previous FL2 dated
10/20/15 revealed:

-Diagnoses included schizoaffective disorder
bipolar type, chronic obstructive pulmonary
disease, mood disorder, and alcohol
dependence.

-Medications orders as follows;

Aspirin 81mg, 1 tablet once daily. (Low dose
aspirin is a medication used to prevent blood
clots in conditions such as coronary artery
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disease.) /

Benztropine 0.5mg, 1 tablet twice daily. e a i _423 z l

(Benztropine is a medication used to treat P(Lp Wd

| fremors associated with antipsychotic use.)
X| Brintellix 10mg, 1 tablet once daily. (Brintellix is a

.
(é"i

medication used to treat depression.)

. Docusate 100mg, 1 capsule twice daily.

(Docusate is used as a stool softener with
constipation.)

4 Fluphenazine 5mg, 2 tablets by mouth at

bedtime. (Fluphenazine is a medication used to.
treat the psychotic manifestations of
schizophrenia.),

Fluphenazine Decancate 25mg/m; 37. 5mg
intramuscularly every 2 weeks. (Fluphenazine
Decanoate. 25mg/mi is a long acting injectable
form of Fluphenazine used to treat the psychotic
manifestations of schizophrenia.) -
Levothyroxine 100mcg, 1 tablet twice daily.
{Levothyroxine is a synthetic form of thyroid
hormone use to treat hypothyroidism.)

yPo!yetherne Glycol 3350 powder, 1 capful
| (17grams) by mouth once daily. (Polyethylene

Glycol 3350 is a laxative used to treat
constipation.)

Simvastatin 20mg, 1 tablet at bedtime.
(Simvastatin is a medication used to treat

_elevated cholesterol levels.)

Trazodone 50mg, 1 tablet at bedtime. (Trazodone

' is a medication used to treat depression and

insomnia.)

Review of the Resident #4's signed physician's
order sheets dated 09/8/15, 10/20/15, and
11/05/15 revealed additional diagnoses of
hypothyroidism and coronary artery disease.

Review of Resident #4's Medication
Administration Records (MARs) for November
2015 revealed:

WM Make 4
Ao pbnt ek Med
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-21 days out of 30, Resident #4 refused some of

- T
his medications. 1’) Lot 4 6{_ ';D 'é—t_)

-7 days out of 30, Resident #4 missed .
@ medications due to being out of the facility. - « ’ﬁ
-18 doses of Aspirin were documented as MJ
administered out of 30 opportunities. . . . f
-35 doses of Benztropine were documented as M L{YW&_KO\\/ mm)

administered out of 60 opportunities.

-14 doses of Brintellix were documented as w \H\J\JJ_/ Cw %

administered out of 30 opportunities.

-34 doses of Docusate were documented as ‘ M are %L,ULM OL

administered out of 80 opportunities.
-16 doses of Fluphenazine were documented as

administered out of 30 opportunities.
-1 dose. of Fluphenazine Decanoate were

administered out of 60 opportunities.
-13 doses of Polyethylene Glycol 3350 were @ D - :Q—Ul W
documented as administered out of 30 , G&W

opportunities. /

-16 doses of Simvastatin were documented as W "')’O ‘/w;c%v&

administered out of 30 opportunities.

-19 doses of Trazodone were documented as p¢ P _ ‘: Wt /u,t

opportunities. Q’ ) ‘ Q E
-34 doses of Levothyroxine were documented as % .ﬂ ) @&@ Q‘Lb

administered out of 30 opportunities.

« ¢ < -
Review of a signed physician's order sheet dated “\J’O L,Hu/ M W)"’LDC( &;t
¢ 9/8/15 revealed the following medication orders:
-Docusate 100mg, 2 capsules twice daily. 9 f L ()ULJAA) .
-Fluoxetine 20mg, 1 capsule daily in the morning.

(Fluoxetine is an antidepressant in the same . e D’\I\M
family of medications as the Brintellix.) w (,(_ﬂj-/
-Levothyroxine 100mcg, 1 tablet daily.

-Linzess 290mcg, 1 capsule daily. (Linzess is a "”O M WMJG ‘iLO

medication used to treat irritable bowel

syndrome.) ” J
~Therem M, 1 tablet daily. (Therem is a M ﬂ/‘& ""L.e, %&w‘d—ﬂ( .

multivitamin/multimineral supplement.)
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Continued From page 37

Review of Resident #4's October 2015 MARs
revealed:

-Resident #4 was out of the facility and in the
hospital for 4 days.

-10 days out of 27, Resident #4 refused some of
his medications.

-22 days out of 27, Resident #4 missed
medications due to being out of the facility.

-5 doses of Aspirin were documented as
administered out of 27 opportunities.

-12 doses of Benztropine were documented as
administered out of 54 opportunities.

-3 doses of Brintellix were documented as
administered out of 10 opportunities.

-10 doses of Docusate were documented as
administered out of 54 opportunities.

-6 doses of Fluphenazine were documented as
administered out of 27 opportunities,

-1 dose of Fluphenazine Decanoate were
documented as administered out of 2
opportunities.

-9 doses of Levothyroxine were documented as
administered out of 38 opportunities. The dose of
Levothyroxine was changed to 100mcg twice
daily on 10/20/15.

-3 doses of Polyethylene Glycol 3350 were
documented as administered out of 11
opportunities. Polyethylene Glycol 3350 was
started on 10/20/15.

-16 doses of Simvastatin were documented as
administered out of 27 opportunities.

-19 doses of Trazodone were documented as
administered out of 27 opportunities.

-1 dose of Fluoxetine was documented as

{ administered out of 16 opportunities.

-1 dose of Linzess was documented as
administered out of 16 opportunities.

-2 doses of Therem-M were documented as
administered out of 16 opportunities.
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Review of Resident #4's September 2015 MARs
revealed:

-Resident #4 was out of the facility and in the
hospital for 7 days.

-16 days out of 23, Resident #4 refused some of
his medications.

-16 days out of 23, Resident #4 missed
medications due to being out of the facility.

-4 doses of Aspirin were documented as
administered out of 24 opportunities.

-7 doses of Benztropine were documented as
administered out of 47 opportunities.

-5 doses of Docusate were documented as
administered out of 47 opportunities.

-3 doses of Fluphenazine were documented as
administered out of 23 opportunities.

-No doses of Fluphenazine Decanoate were
documented as administered out of 2
opportunities.

-2 doses of Levothyroxine were documented as
administered out of 24 opportunities.

-4 doses of Simvastatin were documented as
administered out of 24 opportunities.

-3 doses of Trazodone were documented as
administered out of 23 opportunities.

-4 doses of Fluoxetine were documented as
administered out of 24 opportunities.

-1 dose of Linzess was documented as
administered out of 24 opportunities.

-4 doses of Therem-M were documented as
administered out of 24 opportunities.

Review of Resident #4's records revealed an
injection medication administration sheet from the
local mental health provider that revealed:
-Fluphenazine Decanoate documented as
administered on 09/2/15 and 09/22/15.

-The mental health provider noted on 10/6/15,
10/7/15, and 10/9/15, "unable to locate resident.”
-0On 10/13/15, Fluphenazine Decanoate 37.5 was
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documented as administered at a local hospital.
-Another dose of Fluphenazine Decanoate was
documented as administered on 10/30/15.

-The only dose of Fluphenazine Decanoate
documented as administered in November 2015
was on 11/24/15, 25 days after the last dose in
October 2015.

Review of Resident #4's record revealed:

-Drug Regimen Reviews (DRRs) were completed
on 03/02/15, 06/02/15, 09/02/15, and 12/02/15.
-No recommendations were made on any of the
above DRRs related to Resident #4's refusal of
medications, missed doses of medications while
on extended absences from facility, and
medications held due to resident's intoxication.
-No recommendations were made in the DRRs
suggesting discontinuation of non-essential
medications, increased monitoring of Resident
#4's behaviors due to missed antipsychotic
medications, or increased lab monitoring due to
missed thyroid replacement hormone and
elevated cholesterol medication.

-No recommendations were made in the DRRs to
suggest which medications would be safe to give
when Resident #4 returned to the facility
intoxicated.

-No recommendations were made in the DRRs to
suggest which medications would be safe to give
when Resident #4 returned to the facility after the
scheduled administration times.

-Under the assessment section of the DRRs, all
noted "med refusals, or med/lab refusals noted;
NP (Nurse Practitioner) aware, available VS (vital
signs) reviewed."

-Under the lab section of the DRRs, all noted a
normal TSH (thyroid stimulating hormone is a
measure of the effectiveness of thyroid hormone
replacement therapy) of 4.2 (no normal range
given) from a lab performed on 10/16/13.
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-Depending on the lab, a normal range for TSH
would be 0.5 to 5.0.

Review of Resident #4's record revealed elevated
TSH levels of 23.6 on 12/24/15, 56.10 on
10/12/15 (with a recheck of 25.44), 42.8 on
07/26/15, and 78.18 on 10/27/14.

Interview with the facility Manager on 01/11/16 at
3:45pm revealed:

-She had talked to the Consultant Pharmacist
about Resident #4's medication refusals and
"what we (facility staff) could do to encourage him
to take his medications."

-The Manager was told by the Consultant
Pharmacist, "it's his right to refuse," with no other
recommendations.

-The Manager could not remember any
recommendations from the Consultant
Pharmacist DRR concerning Resident #4's
refusal of medications.

-The facility Manager did not feel it was safe to
give Resident #4 his medications to take while he
was on leave of absence because he might take
them all at once, or try to sell them.

-The facility's policy regarding refusal of
medications was to call the doctor after three
missed doses.

Interview with the Consultant Pharmacist from the
provider pharmacy on 01/12/16 at 8:15am
revealed:

-During DRR, she looked at medication changes,
labs, MARs, and vital signs.

-She did not have any specific recommendations
she would make for residents who come back to
the facility late, or come back to the facility
intoxicated, except to call their physician.

-If a resident refused medications, she would
recommend encouraging residents to take their
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medications and to call the physician.

-She did not recall ever seeing Resident #4 at the
facility, either in his room or outside laying on the
ground smoking.

-The pharmacy would work with the facility to
provide leave of absence medications for any
resident, if requested.

-She stated residents do have the right to refuse
medications.

A second interview with the same Consultant
Pharmacist from the provider pharmacy on
01/12/16 at 10:55am revealed:

-She did not see the elevated TSH levels from
July 2015, or October 2014.

-She made a recommendation on 9/13/13 to the
facility to make Resident #4's physician aware of
an elevated TSH (no level specified) at that time.
-On the next DRR in December 2013, she noted
a normal TSH of 4.2 from a recheck of Resident
#4's TSH in October 2013.

Telephone interview with the facility’'s Primary
Care Provider (PCP) on 01/8/16 at 5:30pm and
01/12/16 at 10:00am respectively, revealed:

-She had been the PCP for Resident #4 for "close
to a year".

-She visited the facility once or twice each
month.

-Resident #4 always refused to see her, however,
she would stop and talk to the resident "almost
every time | visit" because he would be outside
lying on the ground; sometimes he would talk,
other times he would just curse her.

-The PCP stated she had "long conversations"
with Resident #4 about his medications and care,
but all the resident would talk to her about would
be money or cigarettes.

-The resident was his own guardian.

-The resident continually asked the PCP to
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discontinue his medications so he would have
more money at the end of the month.

-The PCP tried to encourage the resident to take
his medications and she would not discontinue
them.

~The resident refused to take his medications,
refused to see her, left the facility and went " off
drinking a lot". )

Review of Resident #4's care plan signed by the

| PCP on 10/11/15 revealed "Resident #4 is still

refusing all of his medications except his
injection. He is signing out days at a time. "

Interview with Resident #4 on 01/11/16 at 9:40am
revealed:

-He was alert and oriented.

-He would sign out to go "beg" money for
cigarettes and alcohol.

-Sometimes he held a sign "please help, need
work" and people would give him money.

-He refused his medications because they made
him "sick (no specifics)..all | need is Cogentin and
Prolixin". He stated he could not afford cigarettes
and medicine.

-He stated he was sick because he drinks and his
liver was bad... had been told to quit drinking and
smoking but "they can't make me."

-He did not want to go to detox because he was
against the "AA meetings" and he could not

‘smoke there.

-"l like it here...l love them...it is a good place to
live...they make sure | am fed, | have a bed, a
radio, cigars and | get my money every month out
of my check... and new clothes... they offer my
meds but sometimes | refuse them.”

On 01/11/16, the facility provided the following
Plan of Protection:
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-The facility will set up a meeting as soon as
possible with the Consultant Pharmacist to learn
how to assist Resident #4 with taking his
medications.

-The meeting will address how to give Resident
#4 his medications while he is out of the facility.
-The meeting will address how to give Resident
#4 his medications when he returns to the facility
late, after the medication pass has been
completed.

-The meeting will address how to give Resident
#4 his medications when he returns to the facility
intoxicated.

THE DATE OF CORRECTION FOR THIS TYPE
B VIOLATION SHALL NOT EXCEED
FEBRUARY 26, 2016.

D912 G.S. 131D-21(2) Declaration of Residents' Rights

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:

Based on observations, record reviews, and
interviews, the facility failed to provide care and
services which were adequate, appropriate, and
in compliance with relevant federal and state laws
and rules and regulations in the areas of other
requirements, management of facility,
pharmaceutical care, and infection prevention
requirements.
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The findings are:

A. Based on observations, record review and
interviews, the facility failed to maintain the water
@ fountain, (3) ceiling fans and (23) light fixtures in
a safe and operating condition. [Refer to D 105
10A NCAC 13F .0311(a) Other Requirements
(Type B Violation).}

B. Based on observations, interviews, and record
reviews, the Administrator failed to assure the
total operation of the facility met and maintained
rules related to physical environment,
housekeeping and furnishings, other
requirements, nutrition and food service, resident
rights, pharmaceutical care, and ACH infection
prevention requirements. [Refer to D 176 10A
|-NCAC 13F .0601(a) Management of Facilities
(Type B Violation).]

C. Based on record reviews and interviews, the
facility failed to provide adequate pharmaceutical
care to identify medication related problems
related to refusal of medications, and medications
omitted during extended absences from the
facility for 1 of 4 (#4) sampled residents. [Refer to
D 400 10A NCAC 13F .1009(a)(1)
Pharmaceutical Care (Type B Violation).]

® D. Based on observations, record reviews, and
interviews, the facility failed to assure adequate
and appropriate infection control procedures were
implemented for blood glucose monitoring for at
least 4 of 7 residents with orders for finger stick
blood sugars (FSBS) by borrowing a lancet
device or glucose meter from a discharged
resident for 2 of 7 residents (#5 and #6) and
borrowing lancet devices from other current
residents for 2 of 7 residents (#2 and #7). [Refer
to D 932 G.S. 131D-4.4A (b) ACH Infection
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residents.

b. Sanitation of rooms and equipment, including
cleaning procedures, agents, and schedules.

c. Accessibility of infection control devices and
supplies.

d. Blood and bodily fluid precautions.

e. Procedures to be followed when adult care
home staff is exposed to blood or other body
fluids of another person in a manner that poses a
significant risk of transmission of HIV, hepatitis B,
hepatitis C, or other bloodborne pathogens.

f. Procedures to prohibit adult care home staff
with exudative lesions or weeping dermatitis from
engaging in direct resident care that involves the
potential for contact between the resident,
equipment, or devices and the lesion or
dermatitis until the condition resolves.

(2) Require and monitor compliance with the

.| facility's infection control policy.

(3) Update the infection control policy as
necessary to prevent the transmission of HIV,
hepatitis B, hepatitis C, and other bloodborne
pathogens.

This Rule is not met as evidenced by:
TYPE A2 VIOLATION

Based on observations, record reviews, and
interviews, the facility failed to assure adequate
and appropriate infection control procedures were
implemented for blood glucose monitoring for at
least 4 of 7 residents with orders for finger stick
blood sugars (FSBS) by borrowing a lancet
device or glucose meter from a discharged
resident for 2 of 7 residents (#5 and #6) and
borrowing lancet devices from other current
residents for 2 of 7 residents (#2 and #7).
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The findings are:

Interview with Staff A, Medication Aide (MA), on
01/06/16 at 11:05am revealed:

-She had been a MA since September 2015.
-All residents had their own glucose meters and
lancet devices.

-They do not share glucose meters and lancet
devices between residents. ‘

-She did not believe the glucose meters or lancet
devices were labeled with residents' names, but
the plastic totes the FSBS supplies are kept in
had residents' names on them.

Observation of a FSBS for Resident #6 on
01/06/16 at 11:07am revealed:

-The facility kept FSBS supplies for each resident
in a small plastic tote in the medication room.
-Each tote was labeled with the resident's name.
-Staff A remaved a lancet device and glucose
meter from Resident #6's tote and prepared to
perform a FSBS. ‘

-Neither the glucose meter or lancet device
appeared to have any resident names on them.
-Staff A gloved, placed a new lancet needle in the
lancet device, swabbed Resident #6's finger, and
obtained a FSBS of 115mg/dl.

-Staff A did not clean the glucose meter or Iancet
device after obtaining the FSBS.

QObservation of the glucose meter and lancet
device used on Resident #6 at 11:09am on
01/06/16 revealed:

-A small dirty sticker on the back of the glucose
meter used on Resident #6 with a partial name of
another resident.

-A small dirty sticker on the back of the lancet
device used on Resident #6 with the partial name
of Resident #2.
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Observation of the other resident's FSBS totes at
11:10am on 1/6/16 revealed:

-Resident #5's lancet device was'found in
Resident #7's FSBS tote.

-Resident #5's initials were on a small sticker on
the back of the lancet device.

-Resident #5's tote contained a lancet device with
the same initials found on the glucose meter used
on Resident #6.

Interview with Staff A on 1/6/16 at 11:20am
revealed:

-She was not sure how the lancet devices got
switched around.

-Staff were using a discharged resident's glucose
meter for Resident #6 because his insurance had
not started and he did not have his own FSBS
supplies.

-The lancet device found in Re3|dent #5's FSBS
tote, and the glucose meter found in Resident
#6's tote were from a resident who had been
discharged over a year ago.

-She cleaned the glucose meters and lancet
devices weekly with an EPA approved disinfectant
wipe.

-She had infection control training at the facility,
but “not related to medications."

-Staff A was unaware lancet devices could not be
disinfected.

Review of Staff A's personnel record on 01/11/16
revealed she had the state approved infection
control training on 11/2/15.

Review of the manufacturer's recommendations
for the glucose meter used on Resident #6
revealed:

-The glucose meter could be disinfected weekly
with an EPA approved disinfectant.
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-The glucose meter was designed for single
patient use only and was not to be shared.

Interview with the facility's Manager on 01/06/16
at 1:55pm revealed: .
-The policy of the facility was for each resident to

-| have their own glucose meter and lancet device.

-The glucose meter and lancet device were not to
be shared between residents. .

-She was not aware MAs were sharing the
glucose meters and lancet devices between
residents and from discharged residents.
-Resident #6 had a new glucose meter of his
own.

-Resident #6's new glucose meter was found in
the medication room and placed in his FSBS tote
on the afternoon of 01/06/16.

Interview with facility's Resident Care Coordinator
on 01/06/16 at 2:03pm revealed no residents in
the facility had diagnoses of human
immunodeficiency virus or hepatitis.

Interview with Resident #6 on 01/08/16 at
11:25am revealed:

-The MA had always used the same glucose
meter and lancet device to obtain his FSBS.
-He believed the meter and lancet device were
his.

-He's only been at the facility a few months,

Attempted interviews with Reéidents #2 and #5
on 01/08/16 at 2:40pm and 2:45pm respectively
were unsuccessful. \

On 01/06/16, the facility provided the following
plan of protection:

-The facility obtained disposable lancets for all
residents with orders for FSBS.

(X4) 1D SUMMARY STATEMENT OF DEFICIENCIES D PROVIDER'S PLAN OF CORRECTION *5)
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)
D932 Continued From page 49 D932

D413 Lt

Aot —

A4 r~i A stna bor /ﬂd)m
Nesignree. 40 Lonlong

4o mahe Detiao adeeer
o, heo HFalen

&ogéﬂﬁ»¢0'$‘”“ o
. M

profetials o

/ planisfratsr Des

\ Fors

AAmin it otatn Prai
e FoeBS device

Last Ol Theal weehly &

Dabtise 0L Meatsbon

MLV g e W&L‘/@

m +5 PAdminis)

lqt\ﬂ;‘; W

e + Heedo
y ﬁAm“&l\'&c‘l’fu\"\'or/

sakaedl
2 1
24
Mo,
Fw'aj-
v resd
x@)\l—‘

1i\cc;'/

s mdhly

0

Division of Health Service Regulation

STATE FORM

6899

BMXI11 If continuati

on sheet 50 of 51



PRINTED: 02/04/2016

FORM APPROVED
Division of Health Service Regulation
STATEMENT OF DEFICIENCIES (X1) PROVIDER/SUPPLIER/CLIA (X2) MULTIPLE CONSTRUGTION (X3) DATE SURVEY
AND PLAN OF CORRECTION IDENTIFICATION NUMBER: ) COMPLETED
s A. BUILDING:
C
HAL018023 B. WING 01/12/2016
NAME OF PROVIDER OR SUPPLIER STREET ADDRESS, CITY, STATE, ZIP CODE
. 511 BUMGARNER INDUSTRIAL DRIVE
AUSTIN ADULT CARE
CONOVER, NC 28613
(X4) ID SUMMARY STATEMENT OF DEFICIENCIES D PROVIDER'S PLAN OF CORRECTION (X5)
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)
D932 Continued From page 50 D932 \ 4 /A W
/

-All the old lancet devices were discarded.

-All glucose meters were labeled with resident
names.

-New lancet devices will be obtained for all
residents as soon as possible and labeled with
resident's names.

-A new lancet device and glucose meter will be
kept on hand in the event of a new admission of a
resident with orders for FSBS so they will have
the supplies they need.

THE DATE OF CORRECTION FOR THIS TYPE
@ A2 VIOLATION SHALL NOT EXCEED
FEBRUARY 11, 2016.
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G.S. 131D-21 Declaration of Residents' Rights . Lk
Every resident shall have the following rights: non - Com P, idnt Wi 4h y y ij
4. To be free of mental and physical abuse, . - 'bL'.U\A ing ME tepe |
neglect, and exploitation. me—d ' O’AFL‘D Nt A j P
And paychiftric appoiatments.
This Rule is not met as evidenced by: F @ .
Based on observations, record reviews, and He ﬁ% been Q! den a “N oliee
interviews, the facility neglected to provide care . -C e 'L
and services meet a resident's needs. 4o 'DI:SCJ\P\TQ el Sihee 4’\.'(_» et
. et < Nee
Based on observations, record reviews and %) U-f\ﬁbl& Yo mee ht 43.
interviews, the facility failed to maintain the rights . .
for 1 of 1 resident by neglecting to provide care A‘\ MCA : ‘-—“b‘ on m::!m ) Al:’) Are
and services to meet residents' needs. (Resident - | .
QA
#4). [Refer to D 338 10A NCAC 13F .0909 bei g reEdrted +o his p s
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D932 G.S. 131D-4.4A (b) ACH Infection Prevention D932 molre buiz is wtill

Requirements

G.S. 131D-4.4A Adult Care Home Infection
Prevention Requirements

(b) In order to prevent transmission of HIV,
hepatitis B, hepatitis C, and other bloodborne
pathogens, each adult care home shall do all of
the following, beginning January 1, 2012:

(1) Implement a written infection control policy
consistent with the federal Centers for Disease
Control and Prevention guidelines on infection
control that addresses at least all of the following:
a. Proper disposal of single-use equipment used
to puncture skin, mucous membranes, and other
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10A NCAC 13F .0311(a) Other
(Type B Violation).]

total operation of the facility met and mainta
| rules related to physical environment,

housekeeping and furnishings, other

requirements, nutrition and food service, resident
rights, pharmaceutical care, and ACH infection
prevention requirements. [Refer to D-176 10A
NCAC 13F .0601(a) Management of Facilitie
(Type B Violation).]

C. Based on record reviews and interviews, the
facility failed to provide adequate pharmyaceutical
care to identify medication related problems ‘
related to refusal of medications, and medications
omitted during extended absences/from the
facility for 1 of 4 (#4) sampled regidents. [Refer to
D 400 10A NCAC 13F .1009(a)(1)
Pharmaceutical Care (Type iolation).]

D. Based on observations/record reviews, and
interviews, the facility fajfed to assure adequate
and appropriate infectjon control procedures were
implemented for blogd glucose monitoring for at
least 4 of 7 residents with orders for finger stick
blood sugars (F$BS) by borrowing a fancet
device or glucgse meter from a discharged
resident for 2/of 7 residents (#5 and #6) and
borrowing |Ancet devices from other current
residents for 2 of 7 residents (#2 and #7). [Refer
to D 932/(G.S. 131D-4.4A (b) ACH Infection
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residents.

“b. Sanitation of rooms and equipment, including

cleaning procedures, agents, and schedules.
¢. Accessibility of infection control devices and
supplies.

‘d. Blood and bodily fluid precautions.

e. Procedures to be followed when adult care
home staff is exposed to blood or other body
fluids of another person in a manner that poses a
significant risk of transmission of HIV, hepatitis B,
hepatitis C, or other bloodborne pathogens.

f. Procedures to prohibit adult care home staff
with exudative lesions or weeping dermatitis from
engaging in direct resident care that involves the
potential for contact between the resident,
equipment, or devices and the lesion or
dermatitis until the condition resolves.

(2) Require and monitor compliance with the
facility's infection control policy.

(3) Update the infection control policy as
necessary to prevent the transmission of HIV,
hepatitis B, hepatitis C, and other bloodborne
pathogens.

This Rule is not met as evidenced by:
TYPE A2 VIOLATION

Based on observations, record reviews, and
interviews, the facility failed to assure adequate
and appropriate infection control procedures were
implemented for blood glucose monitoring for at
least 4 of 7 residents with orders for finger stick |
blood sugars (FSBS) by borrowing a lancet
device or glucose meter from a discharged
resident for 2 of 7 residents (#5 and #6) and
borrowing lancet devices from other current
residents for 2 of 7 residents (#2 and #7).
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The findings are:

Interview with Staff A, Medication Aide (MA), on
01/06/16 at 11:05am revealed:

-She had been a MA since September 2015.
-All residents had their own glucose meters and
lancet devices. :

-They do not share glucose meters and lancet
devices between residents.

-She did not believe the glucose meters or lancet
devices were labeled with residents' names, but
the plastic totes the FSBS supplies are kept in
had residents' names on them.

Observation of a FSBS for Resident #6 on’
01/06/16 at 11.07am revealed:

-The facility kept FSBS supplies for each resident
in a small plastic tote in the medication room.
-Each tote was labeled with the resident's name.
-Staff A removed a lancet device and glucose
meter from Resident #6's tote and prepared t
perform a FSBS. :
-Neither the:glucose meter or lancet device
appeared to have any resident names on them..
-Staff A gloved, placed a new lancet needle in the
lancet device, swabbed Resident #6's finger, and
obtained a FSBS. of 115mg/dl.

-Staff A did not clean the glucose meter or lancet
device after obtaining the FSBS.

Observation of the glucose meter and lancet
device used on Resident #6 at 11:09am on
01/06/16 revealed: »

~-A small dirty sticker on the back of the glucose
meter used on Resident #6 with a partial name of
another resident.

-A-small dirty sticker on the back of the lancet
device used on Resident #6 with the partial name
of Resident #2.
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Observation of the other resident's FSBS totes at
11:10am on 1/6/16 revealed:

-Resident #5's lancet device was found in
Resident #7's FSBS tote.

-Resident #5's initials were on a small sticker on

the back of the lancet device.

-Resident #5's tote contained a lancet device with
the same initials found on the glucose meter used
on Resident #6.

| Interview with Staff A on 1/6/16 at 11:20am

revealed:

-She was not sure how the lancet devices got
switched around.

-Staff were using a discharged resident's glucose
meter for Resident #6 because his insurance had

.not started and he did not have his own FSBS

supplies.
-The lancet device found in Resident #5's FSBS

‘tote, and the glucose meter found in Resident

#6's tote were from a resident who had been
discharged over a year ago.

-She cleaned the glucose meters and lancet
devices weekly with an EPA approved disinfectant
wipe.

-She had infection control training at the facility,
but "not related to medications.”

-Staff A was unaware lancet devices could not be
disinfected.

Review of Staff A's personnel record on 01/11/16
revealed she had the state approved infection
control training on 11/2/15.

Review of the manufacturer's recommendations
for the glucose meter used on Resident #6
revealed:

-The glucose meter could be disinfected weekly
with an EPA approved disinfectant.
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-The glucose meter was designed for single'
patient use only and was not to be shared.

Interview with the facility's Manager on 01/06/16
at 1:55pm revealed:

-The policy of the facility was for each resident to
have their own glucose meter and lancet device.
-The glucose meter and lancet device were not to
be shared between residents. .~

-She was not aware MAs were sharing the

| glucose meters and lancet devices between

residents and from discharged residents.
-Resident #6 had a new glucose meter of his
own. ,

-Resident #6's new glucose meter was found in

;| the medication room and placed in his FSBS tote

on the afternoon of 01/06/16.

interview with facility's Resident Care Coordinator
on 01/06/16 at 2:03pm revealed no residents in
the facility had diagnoses of human
immunodeficiency virus or hepatitis.

Interview with Resident #6 on 01/08/16 at
11:25am revealed:

-The MA had always used the same glucose -
meter and lancet device to. obtain his FSBS.
-He believed the meter and lancet device were
his.

-He's only been at the facmty a few months.

Attempted interviews with Residents #2 and #5
on 01/08/16 at 2:40pm and 2:45pm respectively
were unsuccessful.

On.01/06/16, the facility provided the followmg
plan of protection:

~The facility obtained disposable lancets for all
residents with orders for FSBS.
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Bloodborne Pathogen

On Febuaray 4,2016 we held a class at Austin Aduit Care
on Biocodborne Pathogen with the medaides.

those Attened Is as follows,

Juanita Rotenberry

Rachael Helton

Shirley Barrett

Shirley Register

Shelly Little
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Follow Up Report of Infection Control Breach Notiﬁ_qation

County: (\ WY Aol B (_,buhif\i‘ﬂ
Date of report to LHD: |- 24~ (.
Notified by: H7 Vi mr*a.ﬂ: d?’}") drri Smr\ Nurse lem Shﬂ'ﬁ:w-’(‘”
" Facility name: U\.'ﬁ‘h A M+ (Al e ‘ . -y
Facility contact: eche/ Mil+on, "Mf"" ute Ketense Y
Shir | vrekt <
Breach iden 1ed (check all that apply)
Sharing of blood glucose meters without cleaning and disinfection between residents.
- Sharing of ﬁugarsnck devices
- Sharing of injection equipment (e g insulin pens, needles, or syringes)
Other:
Specific information (e.g., tlrnch‘ame, number of residents exposed) )

3 aesidents-(D) Fime .

- Actions taken: (check all that apply)
*Note: Appropriate actions will vary depending on the nature of the breach and setnng,

not all actions listed are required in all cases :

- Visit to facility
Surveillance for evidence of clinical or lab findings suggestive ()f acute hepatms among
exposed residents
Search NC EDSS for reported HBV events among exposed residents
Lab testing of exposed residents for bloodborne pathogens
Education re: best practices for assisted blood glucose monitoring & insulin administration
Education re: infection prevention requirements for adult care homes (Session Law 2011-99,

gvailable ag ncleg net/Sessions/201 1/Bills/House/PDF/H474v6.pdf)
Other: _%“ﬁun deads Fuc abl mD)crmzaA

Specific information ;

)L/Ilc\_f_{) Car A revdent &mﬁ.me — f@hﬂ fodf - e ._j Foeote—tmatens "fd/jfd’sab/c‘:_ :
| Lanee s, : o
| 1

QOutbreak identified? Yes |
Ivid Ay kST e e el got 5hew breo - ot il
dispesable faicets, ot
Fo llovsing {UWmQ No res:alm (5SILK ef &meﬁ» 6{5)%’1%1«15.

|
l

Addltmnal notes: reid 025 '/L
er i?;t’?‘m Vﬁc*-?‘&rfs- I n Case oA L rz el

ﬂm;{:ﬁl /N
J’L,Z%%W%?ﬂ@ v’fu’mmﬂw 4 LLmith5+C,s

Findings: | : /
Is there clinical and/or laborato?r,e_\gi%ence that transmission has occurred?  Yes
No L

W—%@— |
Report completed by: &MM&WM&) Date:‘ A £ s S LO @

PT/BT 3594 J__II'](I“’ NILS £88899r378 BEIBT 9IBS/2 /28








