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. Furnishings

10A NCAC 13G .0315 Housekesping And
Furnishings

(a) Each family care home shall:

(1) have walls, ceilings, and floors or foor
coverings kept clean and in good repair;

_ This Rule shall apply to new and existing homes.

This Rule is not met as evidenced by:

Based on observations and interviews, the facility
failed {0 ensure the fioor vents in the residents'
dining room and hallway areas were replaced and
the residents’ bathroom floor was repaired.

The findings are:

Cbservation of the floor vent in the residents’
dining room area beside the stand alone freazer
on 4/21/16 at 11:00 a.m. revealed:

-A large, dirty,dark brown rusted vent mounted in
the floor beside the stand alone freezer in the
residents' dining room area.

-The large in ficor vent was sfopped In the middie.

Observation of the floar vent in the hallway across
from the residents’ dining room area on 04/21/16
at 11:35 a.m. revealed:

-A large,dirty,dark brown rusted vent mounted in
the hallway fioor.

Observation of the residents' bathroom floor
where the commodea and shower area are located
on 04/21/16 at 12:50 p.m. revealed:

-The vinyl flooring in the commode area had
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several raised “bubbled up" areas with some
wom and lom areas.

interview with the Supervisor in Charge (SIC) on
4/21H6 at 1:00 p.m. revealed:

~The rusted floor vents and hallway vents had
been that way for a long time.

-The SIC did not claan venis as part of her
routine cleaning schedule,

Interview with the Administrator on 04/21/16 at
1:00 p.m. revealed:

-She was aware of the two floor vents in need of
replacement and the viny! fiooring in the
residents' bathroom.

~She was in the process of making those
replacements and needed repairs.

~She would have the staff clean on a daily basis
and maonitor weekly.

10A NCAC 13G .0317 (a) Building Service
Equipment

10A NCAC 13G .0317 Building Service
Equipment

(a) The building and ai| fire safety, electrical,
maechanical, and plumbing equipment in a family
care home shall be maintained in a safe and
operating condition

This Rule is not met as avidenced by:

Based on observation and staff interview: the
faciity failed to assure alt electrical, and
mechanical equipment in a family care home
shall be maintained in a safe and operating
condition related to the condition of the exisiting
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hinges on top of the stand alone freezer that hald L ‘/ ﬂ//é
the top of freezer in place. -,ﬁf e e Was k&flf)&&
The findings are: W iHe o Hay
Observation on 4/21/16 at 11am revealed:
-There was a stand alone freezer in the kitchen. : ”Pf&t’l’{”\/‘/

~Tha freezer opened from the front and 2 hinges
on the top, back of the freezer were broken.
-There was rust and debris around the hinges.
-There were only 2 hinges and the top of the
freezer could easily be moved out of position by
gentie touch.

Interview with the Supervisorin Charge (SIC) on
4/27116 at 4:15PM revealed:

~The stand slone freezer had been broken about
a month.

~The SIC had not told the Administrator (ADM);
“she lnew."

-Other staff had made the (Adm) aware of the
condition of the stand alone freezer {no detafls on
time frame).

-No food had spoiled because of the broken
hinges on the freezer.

-Staff deaned and defrosted the freezer menthly.
-The SIC had not seen any residents iy to get in
the freezer.

interview with the Administrator an 04/24/18 at
12:45 p.m, revealed:

-She was not aware the stand alone freezer was
broken.

-She did not observe that the stand alone freezer
top lid detacted, rusted, and was broken.

-No one made her aware of the condition of the
stand alone freazer,

-She further stated if she had been made aware
of the condifion of the stand alone freezer, she
would have replaced it with a larger one offsite
Division of Health Service Regulation

STATE FORM s

TVBH1 It confinuation sheet 3 of 16




Jun 05 16 08:40p

p.5

PRINTED: 05/04/2016

FORM APPROVED
Division of Health Service Re ulation :
STATEMENT OF DEFICIENCIES (%1} PROVIDERISUPPLIERICLIA {%2) MULTIPLE GONSTRUCTION X3 DATE SURVEY
AND PLAN OF CORRECTION HENTIFICATION NUMBER: A BULDING: COMPLETED
FCL054065 B. WiNG 042172016
NAME OF PROVICER OR SUPPLIER STREET ADDRESS, CITY, STATE, 2P GODE
. 104 W JAMES STREET
ANT MARY'S FAMILY CARE HOME 1 LA GRANGE, NC 28551
Ko SUMMARY STATEMENT OF DEFICIENCIES o PROVIDER'S PLAN GF CORRECTION )
PREFIX {EACH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX (EACH CORRECTIVE ACTION SHOULD BE COMPLETE
a8 REGULATORY OR LSC IDENTIFYING INFORMATION) e cmsmmggys'o TO THE APPROPRIATE DaTE
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that is in working condition. C / b RO & '
~She was riot aware of any food spoiling because 18547 Puysownl Core
of the broken hinges on the freezer, — J/ 6, 'eal’
-She was not aware of hew often the stand alone Ly y: & . - et opls
freezer was cleanedordefmsladbysw[f_ ] & 5’”’3 ﬁb ﬂ'mf f_ J
-No residents had triad to open the freczer or : ‘% Wl foSe &
have been harmed, @) FD/ / f/VQJ
~She contacted a person to remave the broken " e, Po’ ST
freezer as soon as possible and to replace it with %" ules, f . a
the larger freezer in good condition, Co-Ye «ﬁg‘;ﬁ Mh' FV/
) ( Es
; Ly 1Y,
C 180 10ANCAC 136 0501 (n) Personal Care cieo | 94 Aowr F1e4
Training And Gompetency P j yam /t/f/ C/aﬁ]p Jm/
10ANCAC 13G 0501 Persanal Care Training l’,wr b fhmited 71 e
And Competency
ol Ty
(h) For the purposes of this Rule, personal care %// coot Residend” )
tasks which require a 25-hour training program l) #F = ¥ /ﬁm’“f
include, but are not limited 1o the following: HotsH & a;_o} e 7” s
(1) assist residents with toileting and maintaining 7’1 6 % s Jo/z/ Lo k77
bowel and bladder continence; Ao 4 s act s U MAd Y ;‘5‘
(2) assist residents with mobility and fransferring; s57 g  Hesi oty
(3} provide care for normal, unbroken skin: .‘l/ A Leging
(4) assist with personal hygiene to include mouth P J ArensS. Br mo sl
care, hair and scalp grooming, carp of fingernails, Provid e aoye r
and bathing in shower, tub, bed basin; 5) fus o P
(5) trim hai; pabvs i
{6) shave resident; s SE Wit DEVEE ad |
(7) provide basic first aid; v) & ] h wclide bt
(8) assist residents with dressing:. . fu»’ ¢ X Py
() assist with feeding residents with special Lot s Ond Scedp
conditions but no swallowing difficuities - Core ) love of
{10) assist and encourage physical activity: 6/‘50””'”6 : .
(1) take and record temperature, puise, \oer i ds N ferti
respiration, rautine height ana weight; d‘q "/‘P W 6 é J AG*S' '
{12) trim toanails for residents without diabetes or Y J/' P Sl
peripheral vascular disease: &, A Am Aa:rr ‘
(13} perineal care: 6 5 @ib Ves Nt
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€ 160| Continued From page 4 G 160 7, Provide ,é'a.re‘c’ Forust 2l
84) apply condom catheters; ¢ , L3505 Fes. 0/.9«{
5} tumn and position; ) -
(18} collect urine or fecat specimens; 4/ ASSIH W’LM ;0""'1’5;‘7
(17} take and record blood pressure if a registered ) Y .
nurse has determined and documented staff to posidusts W Specsel
be compatent 1o perform this task: P ML\'L RS budF
{18) apply and remove or assist with applying and C/ - //1'":5.
removing prosthetic devices for stable residents if St oslsl I~y o F"a“ Lot
4 registered nurse, licensed physical therapist or . ;
licensed occupational therapist has determined j6 Asr? 10 M A LIS
and documented staff to be competent to perform ! PR
the task; and L'oﬁlé“& ackivTy.
(15) apply or assist with applying ace bandages, }) 1 L Pl 7!
TED's and binders for stable residents i a A T kv e
registered nurse has determined angd ‘ 9 ( /ﬂ/‘fe)
documented staff to be competent to perform the -fweﬁ%’” 4 ""{ L %
task. , ‘g
v R A
£ 7 1ye#7 J
| i LJed 23
This Rule is not met as evidenced by: i, 1rim 74, epsdS 14/
Based on staff interview and record review; the - ik ot gﬂud‘!’
facilty failed to assure 1 of 4 sampled staff {Staff By 7 Jadtd B s
C) working in the home alane had 25 hours ;
personal care training. 1% 'b yr//‘ ad Vascter
The findings are: : dfesse
Review of Staff C's personnel record revealed: Per Inend Cove
-Staff C's hire date was 9/8/15. /3. Lo
~There was no documentation of any personal /q Lpp /. 4 &/\.cjbm (ot ')‘s’-
care training hours as a nursing assistant or - e
personal care aide, }j: Jory Qb d f 05
leet” Letive or
Interview with staff C (Personal Care Aide) on / 6 . d"/ b Ve
4121116 at 10:30AM revealed: fetad  Speenerd
-She worked 10-12 hour shifts 34 days a week. 1. Take apd Retord
~She worked alone on her shift with the exception Y, Wi %5 Py A
of when the Administrator came to the facilty to sland  pre :
pass medications. Re Y Etred  pouvoe
-Staff C would also come in on her days off if
Division of Health Servica Regulation
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G160 Continued Fram page 5 C 160 /) as oé )Le/)" PN Ma( ons)
o
hecessary to help out. )z EL
-Staff C and D worked most shifts, D thparntod  SIZEE A
-There was a 4th staff who only worked ; oot P S
occasionally. /aue/ cord {’#‘
-Staff C was not 2 personal care aide or nursing ’P\a‘g‘(‘"\ \)—ﬁ»; */’MK,
assistant, N
: oyl i s i
Interview with Administrator on 4/21M6 at 5PM /f fHﬂY ) OJJL KMM wus
revealed: by @soul Wil
-Staff C provided personal care to residents such .
as nall care, assisting residents with dressing, ) /,7,‘/,} g ﬁ//b ,S-//A e
assisting residents with bathing, shaving, W d/& fis
grooming, and assisting residents with toilcting if J,e,vl oS ﬂar ﬁ .
necessary. ks C o Aogi et
~The Administrator was aware Staff C did not Fes l i N
have personal trairing. Z W I’ epdiard, 771
~The other staff were qualified as personal care A,va / 1 C 1 i '{ ?
assistants or nursing assistants. WW&J 17 o ACU—(
~The Administrator would ensure Staff G got her oy Lfoareplst
PCA fraining hours. e ﬁf/‘"ﬂld’ #5 poed “y
hasy dederminel Zed
€ 178 10A NCAC 13G .0507 Training on c178 & Shate
Cardic-Pulmonary Resuscitation dﬂ to v../b
et o
10A NCAC 136 .0507 Training an Jo Yy (’/UMM
Cardio-Pulmanary Resuscitation desle 40
Each family care home shall have at least one -‘pmﬂz‘ VL \/ﬂv
staff person on the premises ot all times who has ;LSS pr =
completed within the last 24 menths a course on /4 & PP {_'3 ¢
cardio-pulmonary resuscitation and choking ¢ -
management, including the Heimlich maneuver, ‘Ld"L ﬁ/}ﬂ /J.’ ﬂ /W &M
pravided by the American Heart Association, V @
Amevican Red Cross, National Safety Counci, A@QW /! 0 3
American Safety and Health Institute and Medic . ‘ 64 f A
First Aid, or by a trainer with documented M 5 tA Q/@V e \£6 ’
certification as a trainer on these procedures < 1 «; 7y
from one of these organizations. I the anly staff ﬂd}n/"&‘L‘ te,j, "“ o
person on site has been deemed physically !/?lu tr rd
incapable of performing these procedures hy a F QL bﬁ I é?
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C176| Continued From page 6 C176 ﬁ [ f ¢ g/q’ ;-yz i
licensed physician, that person is exempt fram
therfibiieg. Hr bu C,;W 7
This Rule is not met as avidenced by:
TYPE B VIOLATION : ' ‘ / é
Slett fas ewrtle
Based on staff intarview and record review: the ! ) / é, i pﬂ/&
facilty failed 1o assure 1 of 4 sampled staff (Staff IM Ao _ ,L
D) working alons in the facikity, had 4 :
Candio-Pulmonary Resuscitation {CPR) w g C‘J w Yé(u ﬂ/ _{
certification. Loty c‘} o brrTy
The findings are: “, v, c& ying 0/05 fd
A -
Review of Staff D's (Personal Care Aide) Ly / .
personnel record revealed: o—p &/f /
-Staff D's hire date was 2/28/13 .
-Staff D's CPR last cersfication was 3/2013. . ‘
-Staft D's CPR certification axpired 3/2015, C / 7 )
! 048
Interview with the Administrator 4/21/16 at 5SPM / a A NC A CJ /96 5 7
revealed: ) — s
-Staft D worked 10 to 12 hours shifts 34 days a TR4INIVSE op
week. N Y
-Staff D was the only staff member in the facilty Lardio - Pu /fhof"f)
during her shifts. ¢
-The Administrator was respensible for ? eS A 55!&7‘10 7‘/‘ o)
maintaining personnel records of her staff. p Dines
~The Administrator had no set system for auditing Eﬂ&'/ ‘ﬁﬂ/’“ _ZQ Cero 4
pesonnel! records. 2255
-The Administrator believed she was behind in ' &xﬂ// | heve of [east
this area due to her health problems in the last 2 ] No évLQv%C /0 oS ;)
years . .
~The Administralor was aware of the rule area ) %ﬂ/ pf etnises LI
r:'ggr;g thcepl?;\e;ﬁﬁm for all staff working all ;[/; el b o Aas
2 _ .
~The Administrator thought Staff D was cusrent lo M /L/‘W Li ‘{-f._[‘ /) Her
with her CPR certification.
Division of Heaith Service Reguiation i
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C 176} Continued From page 7 c17s /@ ‘{4 J//’)' .”'\JDA//’/“/ L2
-Staff D had not taken a CPR dlass since 2013,
-Staff D would not work afone until she had her Criavs~ pp Clavrdh
CPR cerfification. pu / mo NATY e SBSC Rty 1)
;l;gefplan ;f;mtecﬁon provided 4/21/16 included ord 5‘?4’ iy )r\ﬂi\/% epafd
0’0\“ Gk . r
-There would be someone on the premises with /)1, L/[ufxf //6" #V ;Ue./l_n/ )/l
CPR cerfification when scheduled to wark. i ,J w’
~Staff D would not work until she is certified in 4 J 70y,
CPR certified. M {’/&UWY/ /
-The Administrator will audit staff personnel A Y V’A’u W{)‘Mp ’UM
tecords quarterly to ensure staff qualifications are
in compliance. A’ <7 0;‘ ﬂ/’/’a ij 74/7\0}"&/)
~The Supervisor in Charge will audit the staff *
personnel records every six months. 4
~Staff D was scheduled for CPR training 4/23/16. £od Crpds ) Mﬁ‘a/’f b 5@%
) q , j‘a 4 5,
CORRECTION DATE FOR THISTYPEB & Mﬂw} ¢ i w)
VIOLATION SHALL NOT EXCEED 8/5/16. Cowtyet! il foc) HO
1] N
C 254 10A NCAC 13G .0803(c) Licensed Health con | Tas 74}4‘7‘ o Qud Medi's
Professional Support ‘ inagr
Frst fid. or by & Frei
- 1
10A NCAC 13G .0903 Licensed Health L)fg-'i/ i WM Coerdilie fint
Professional Support e, -
{c) The faciiity shall assure that participation bya }Ll‘rﬂ ,W ﬂﬂq\, J’JGM 2
registered nurse, occupational therapist or & ‘
physical therapist in the on-site review and g (/1 ;L/' 2 /3 Qs L& ‘/’W’j a0
evaluation of the residents’ health status, care ﬂcﬁé ﬁ (/28 e,al ye)
plan and cafe provided, as required in Paragraph . W /}’}’ 2L Wi
(a) of this Rule, is completed within the first 80 Ir v
days of admission or within 30 days from the date Jom. §pe i el
a resident develaps the need for the task and at , Yol 48 2 e
least quarterly thereafter, and indudes the 15 F %M ! O . J}B
following; frf, SHEfd  pussn
(1) performing a physical assessment of the j J J alz%w/
resident as related to the resident’s diagnosis or P f;lr) A as
curent condition requiring one or more of the : f)\(»"//) })V eff@ﬁ Z/
tasks specified in Paragraph (a) of this Rule: p }\‘) '
Division of Hestth Sarvice Reguiaton
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C 254/ Continued From page 8 C254
{2) evaiuating the resident's progress to care
being provided:
{3) recommending changes in the care of the
resident as needed based on the physical

assessment and evaluation of the progress of the
resident; and

{(4) documenting the activities in Subparagraphs
(1) through (3} of this Paragraph.

This Rule is not met as evidenced by:

Based on staff interview and record review; the
facility failed to assure quarlerly assessments by
a Licensad Health Support Professional for 2 of 3
sampled Residents( Resident #1.#2,) who had
tasks for injections, Ted hose, and capillary blood
giucose testing.

The findings are:

1.Review of Resident#1's current FL-2 dated
9/15H5 revealad:

-Diagnieses included Schizophrenig,
COPD/Asthma, Hypertension, Obesity, PTSD,
Hyperfipidemia, and impaired Fasting Glucose.

Review of Resident #1's Licensed Health Support
Professional Support review date 11/3/15
revealed:

-Diagnosas induded Atrial Fibrillation,
Osteoarthritis, Insomnia, Vitamin D deficiency,
Anxiety, and Depression.

-LHPS tasks included an Intramuscular injection
of Depo-Testosterone every 2 weeks, '

Interview with Administrator on 4/24/18 at 5PM
revealed:

-She thought there was more recent
documentation of LHPS evaluations in her
Resident #1's chart,
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Observation on 4/21/16 at4PM revealed the
Administrator called the LHPS nurse that
performed her quarterly LHPS reviews and put
the conversation on speaker phone.

-The Administrator requested the curent
documentation of LHPS reviews for Resident #1
that was due 2/2018.

~The LHPS nurse reminded the Administrator of a
previous communication between herself and the
Admiristrator that assessments could not be
dorie untl payment was made.

~The LHPS nurse did not indicate when she
wouid be out to the facifity but made i very dear
she was available o continue services at the
faclity once she was paid.

~The Administrator denied any previcus
Conversation belween the LHPS nurse and
herssif regarding payment.

~The Administrator said she wolld make payment
4/21116 for the servica,

2.Review of Resident #2's current FL-2 dated
8729/15 revealed diagnoses included
Hypoglycemia, Acute on Chronic Renal Failure,
Vascular Insufficiency in bilateral lower
extremities, lower extremity celtulitis.

-Review of Resident #2's LHPS review dated
11/3115 revealed:

“Tasks included checking capiflary blood glucose,
applying compression hose avery AM and off
every PM.

Interview with the Administrator on 472116 at
4PM revealed:

-She thought she was up ta date on Resident #2's
LHPS quarterly review.

-She put Resident #2's compression stockings on
every AM and ook them off every PM.

-She was trained on how to check blood sugars
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-She had been behind on some training and "SL @éd C’% / éx/ ﬁiJ/
assessments since having health problems over
the past 2 years. (’/ﬂr& f)"b Vided 25
~She would arrange for an LHPS nurse 10 come . :
to the facility and evaluate all her residents, £e g red s /ﬂﬁt‘ SMA
€259 10ANCAC 13G .0904(a)(4) Nutrition and Food C 259 (é? ) b (« #:"f M “ .
Seris ' Lomplstad 5NN Y4, Ist
10ANCAC 13G .0904 Nutrition and Food Service : i .
{a) Food Procurement and Safety in Family Care 3/? Dlp‘f-a( 5-‘[’ ﬂCL)"’rJ’J‘ 1y
Homas; ¢ Q
(4) There shall be at least a three-day supply of YA k/ /%6/ y 7 c/&-’f—f
perishable food and a five-day supply of . y
non-perishable food in the facility based on the He Jatwr & R s

menus, for both reguiar and therapeutic diets,

dopelips Vo wesd e

This Rule is not met as avidenced by: )
Based an observations and interviews, the faciity Jesl fud Lf oot
falled to ensure a 3 day supply of perishables and % J /
a 5 day supply of nonparishables were availabla : oy 7,
in the facility for the residents. Gherierty Honat
“The findings are: LAPS il Drus | {//2(,//‘
Observation of the refrigerator and stand-alone /K@V'LW W ere Cd A‘FW
freezer on 04/21/16 at 10:00 am. revealed: .
~There were no perishable items in the 5 q
refrigerator except one gallon of milk, & half L A
dozen of eggs, and a large coverad bowi of rice.
-Thpmweremreetofourlargefrozenziplodc : /O~ NCAC /36 . ifd‘z
bags of vegetables in the stand alone freezer,

@ ) [q ) Ndyfbrog g
Interview with the Supervisor in Charge (SIC) on )
421116 at 10:15 am. revealed she stated, thats Fosd {“m"s ,
all there is." Isa Neae 136 .098¢
Observation of the kitchen siorage areas on th-{-r/ /-‘fé'ﬂ aﬂd a 5o

04/21/16 at 10:15 a.m. revealed: <
Syt e K _Fonte (oye
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-There were no canned goods in the kitchen
cabinets or on the storage shelving unit,

Interview with the Supervisor in Charge (SIC) on
421116 at 10:15 a.m, revealed:

-She stated, “there are canned goods right over
there® as she pointed to the same shelving unit.
~She could give ng explanation why there was an
inadequate supply of foad on hang.

Interview with the Administrator on 04/21/18 at
1030 a.m. revealed: .

-She was not aware 3 three day supply of
perishables and a five day supply af
nonperishables were required.

~She said "no one had told hey about the three
day and five day rule "

-She was scheduled to 90 grocery shopping that
day and would purchase those gems. '

10ANCAC 13G 1 008(a)(1) Phamaceutical Care

10A NCAC 133 .1004 Pharmaceutical Care

{28} The facility shall obtain the services of 2
ficensed phamacist, prescribing practitioner or
registered nurse for the provision of
pharmaceutical care a1 least quarterly for
residents or more frequently as determined by
the Department, based on the documenfation of
significant medication problems identified during
monitoring visits or other investigations In which
the safety of the residents may be at risk.
Pharmaceutical cara involves the identification,
prevention and resolution of medication related
problems which includes at least the following:
{1) an on-site medication review for each resident
which includes at least the following:

(A) the review of information in the resident's

C 259
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C 375) Continued From page 12 cars 61'575 /“q,
record such as diagnoses, history and physical, ‘

discharge summary, vital signs, physician's
orders, progress nofes, labaratory values and
medication administrafion records, including
current medication administration records, to
determing that medications are administered as
prescribed and ensure that any undesired side
effects, potantial and actual medication reactions
or interactions, and medication errors are
idertified and reported to the appropriate
prescribing practitioner; and,

(B) making recommendations for change, if
necessary, basad on desired medication
outcomes and ensuring that the appropriate
prescribing practitioner is 50 informed; and,

(C) documenting the resulis of the medication
feview in the resident's record;

This Rule is not met as evidenced by:

Based on staff interview and record review: the
facility failed to'asswe quarterly pharmaceutical
reviews for 3 of 3 sampled residents (1, #2, #3).

The findings are:

Review of Resident #1's current FL-2 datead
9/15/15 revealed:

-Diagnoses inciuded Schizophrenia,
COPD/Asthma, Hypertension, Cbesiy, PTSD,
Hyperlipidemia, and Impaired Fasting Glucose.

Review of Resident #1's Licensed Health Support
Professional Support review date 11/3/15
revealed:

-Diagnoses included Atrial Fibriltation,
Osteoarthritis, Insomnia, Vitamin D deficiency,
Anxiety, and Depression.
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Review of Resident #1's current Pharmacy i 3 4
f;ef;n;usrs revealed the last visit for review was m : J/W / d(M
) e 3 3 'LD ﬂ’ N
Review of Resident #2's current FL-2 dated 01"“":/ M 4
6/29/15 revealed diagnoses includag VLS")J')' Y o o’
Hypoglycemia, Acute on Chronic Renal Falure, ¢ . . ;N
Vascular Insufficiency in bilateral lower NV # W’ ons
extremilies, lower exdremity ceflulitis, M :
i 1 Sefuby
Review of Resident #2's current Phammacy N /C’() ¢ 02 M
Reviews revealed the last visit for review was / 2 % Resrdeds 07
11/3M86.
st
Interview with the Administrator on 421116 at A'/ @’// /f/ : are)
4:30PM revealed: Lorma Copticed (are
~She knew she was behind on the pharmacy ? G ‘#u {cl Uf/‘l{ ety
reviews for her faciity. < 1o dves / .
~She would arrange through another pharmacy IIJ V j Y ,‘wj,w,,
for quarterly pharmacy reviews for her facility. ? N W) @\,t’/ E/f/
, LEZVARE o hed
' b Rk
5+ pradi _ el »
1
The findings are: P(D ‘31 Gpd LJA*C’;') //J( ‘
[ 2as Ao Aok
Review of Resident #3's current FL-2 dated a;// ;3
1017111 revealed: Sife predlcaiio
: : , . N Site
-Diagnoses included Schizophrenia, 0 ) Y St
Hypertensian, Obesity, and Borderline Intsllectual ) P eE e LS
Functioning. ﬂ_l/v / . d ‘JL/Q af— / .
Review of Resident 3's Liconsad Health Support hito nUeE
Professional Support review date 08117115 7’;//”‘”%'
revealed: . -,
~Diagnoses included Obesity and Hypertension. @ j ?b s mf‘— /)\30(1 4 WJP
¢ Do CF Jedls
Review of Resident #3's current Phammacy il S Josid
Reviews revealed the last visit far review was
Division of Health Service Regoiaton
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diagwose; hisky a
Interview with the Administrator on 4/21/16 at Lo Jis d/«rya/
4:05 p.m. revealed: S/ m/ ; .
P 1
-She was aware the pharmacy reviews were past ] % /"/’4‘/ 45/ 2‘//\4{,
due for the facility. .QWW"”U i Jers
~She had called the pharmacy a few weeks ago [ ¢t nants U Ldev> _
regarding the need for the pharmacy reviews and f 14 / /ﬂ bor afij;
had not received them. pr S 7SS Nty 12F
-She was in the process of contacting another . ’
pharmacy to complete the reviews for her facifity. ‘/d 4o M Mﬂmﬂ
~She would make arrangements with another A ¢ C/ A Zﬁ/ 3 dtret”
pharmacy to complets the quarterly phamacy Loto?eS 1n
reviews for her facility. Tl ;@LCDVJ s o
Dbservation of Administrator on 4/21/16 at 4:15 JJ et pirans il #edieshn
P-m. revealed she called another phamacy to
secfure services for timely quarterly pharmacy Qe @ :Zlh )M)’JWJJJ as
raviews, b
- ol asar~
C 912 G.S. 131D-24(2) Declaration of Residents' Rights con2- P{ cred
G.S. 131D-21 Declaration of Resident's Rights S" Lo e Ffeds, ‘Da Lkt &t
Every resident shall have the following rights: 6'-1 - a
2. To receive cane and services which are oA aehed  padsoar
adequate, appropriete, and in compliance with - § 4 /Wﬂ,&h/ﬁi(
relevant federal and state laws and rules ang ff'.z.é ot L erys Rr
rosuiatons G med %ﬁ; feprikt
= 17
utiyed o e
This Rule is not met as evidenced by: Ly fe S :
Based on staff interview and record review, the ) . /
facility faliled to assure every resident A,;‘J,' UV .
received care and services which are adequate, f LV 24) _(/ Ab // ;
appropriate, and in comphance with relevant -.4;/ d/’ Wy d
federal and state laws and rules and regulations, JM o o | M;
The findings are:
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Basad on staff interview and record review; the ¢ v
facility failed th assure 1 of 4 sampled staff (Staff _DLL}MM"'(M) rd l?.a/S/JanJ
D) working alone in the facility, had
Cardio-Pulmonary Resuscitation (CPR) Righ s
certfication [Refer to Tag 176 10C NCAC s, /131 D-2f
13G.0507 Training on Cardio-PuImonary C‘T{ ' 3 ! c}-zﬂ' e
Resuscitation (Type B Violatien)}, D ecloxatiy~ b # /24«5- ’
CORRECTION DATE FOR THIS TYPE B Kighu.
VIOLATION SHALL NOT EXCEED 6/5/1 6.
have o Eollnsig
Bt W S-
r{)ls-‘cl/ CSW’LGU'S L)/’} fal
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Gad - €O NP/%M
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