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Fumishings

10A NCAC 13G 0315 Housekeeping And
Furnishings

(2) Each family care home shall:

{1) have walls, ceitings, and floors or floor
coverings kept clean and in good repair;

This Rule thall apply to new and axisting homes.

This Ride is not met as evidenced by

Based on interview and ohservations, the Tacility
failed to maintain walls, ceiings, and floors in the
residents' bathrosms and bedrooms and the
residents’ living room clean and in good repair as
evidenced by holes in the walls of one resident
bedroom and bathroom, dirty shower curains in 2
regident bathrooms, scuffed walls throughout
resident living areas, and loose bathroom fodures
in 2 resident bathrooms. :

The findings are.

1. Observation of the last bedroom on the laft of
the hall on 015/05/16 at 350 am revealad:

-The bedroom door had 2 holes on the sxterior
side.

-One af the holes was in the middle of the daor
level with the door knob, crescent moon shaped,
approximately 8-8 inches in diameter,

-The second hole was horseshoe shaped,
approximately 5 inches in diameter above the first
hole closer to the doorknob jamb.

i =Both holes appeared to be caused by an abject
| striking the door with force.
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The Aduit Care Licansure Seclion and the
Onslow County Department of Social Services
conducted an annual survey on D5/05/16.
C 074 10A NCAC 13G .0315(a)(1) Housekeeping and C074 10A NCAC 13G.0315(A)(1) House

keepping and furnishings

1. A new door has been insta
sheetrock has been repaired,
grate has been replaced.

2. The shower arm flange, shower

faucet fixture repaired.

Shower curtain pending replacement] 1 Jul 16

when paint dries

3. 3x3 hole in sheetrock, towel rack, grab bar 2

have been repaired. Mildew

small bar and recess, shower curtain] tub mat &I .
have been removed, repaired and replaced.
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-On the inside of the bedroom, there was a round
hole in the waill behind the door where it appeared
that the deorknob had punched a hole through
the sheetrock.

-The grate over the heating duct above the inside
of the bedroom door was missing.

2. Observationg in the bathroom off the last
bedroom on the left side of the hall on 05/05/16 at
10;00am ravealed:

-The inside lower 1/3 of the shower curtain was
caked in a brownish-black substance.

-The shower arm flanga was missing allowing the
shower arm to wobble.

~-The shower faucet fixture was also loose in tha
shower wall.

3. Observation of the bathroom down the hallway
to the residents’ bedrooms during the facility tour
on 05/05/08 at 10.05am revealed:

-There was an approximate 3" x 3" hole in the
sheeatrock rext to the towel rack.

-The towel rack was locse, not fully secured to
the wall,

~The grab bar inside the shawerftub was not
sacured to the wali making a hole vigible in the
sheetrock where the bar should have been
secured,

~There was mold and mildew caked around the
small bar and recess inside the showerfub.

-The shower curtain had mildew steins along the
bottom haif. '

-The entire bottom of the tub area had dark,
tusted, brown stains along the edges.

~There was a tub mat inside the bottom of the
showearftubt that had mildew and mold stains.
-The shower nozzie was not firmiy secured to the
wall inside the shower, the base was Ioocse and
kanging around the nozzle.

~There was dark, black stains around the
commode and along the baseboard behind the

Core Continued from page 1, item#3

Shower nozzle, dark black stains

round commoede and along
baseboard behind commode

Black stains along the trim of the
bathtub to be repaired. Door to be
painted

4. Carpet will be shampooed

will be fixed

outdoor rug. This item was
disputed 16 June 2016.

Ripples in carpet by sliding door

No extension cord was ever under

16 Jul 1§

16 Jul 1§

16 Jul 18

11 Jul 186
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C 074, Continued From page 2 C 074

. Gommode.

-There was dark, black stains along the trim of
the bathtub.

-The door to the bathroom was sculfed around
the doorknob and in several areas, there was
spots where paint was missing.

4. Observation of the living room area during the
facifity tour on 05/05/16 at 10:30am reveated:
-The carpel in the living area had multiple dirty,
brown, biack spots.

-There was ripples in the carpet by the stiding
glass door.

-There wag a heavy duty autdoar rug inside the
kitchen area and in fromt of the siiding glass doar
that led to the smoking area that was covering an
exiension cord.

Telephonhe nterview with the Administrator on !
05/05/16 at 4:04 pm revealed: :
-They had been trying to fix things in the home.
~The damage to the door and sheetrock was
caused by a previous resident last year (2015).

i ~<The maintenance staff was in the process of
repairing the damage.

~The driver of the home and twa male staff would
occasionaily fix “minor” things.

-The staff members were responsible for cleaning
each shift, especially the bathrooms,

C 078! 104 NC_AC 133G .0315(a)(3) Housekeeping and Co76 10A NCAC 13G.0315 Housekeeping
Fumighings and furnishings '

10A NCAC 136 .0315 Housekeeping and
Fumishings

(2} Each farnily care home shall:

(3) have furniture clean and in good repair;

This Rule shail apply to new and existing homes.

Divigian of Health Serdce Reguiation
STATE FORM acas MBNW11 it continuation sheet 3 of 30




Division of Health Service Requlation

PRINTED: 05/23/2016
FORM APPROVED

STATEMENT OF DEFIGIENGIES
AND PLAN OF CORRECYION

(X1) PROVIDER/SUPPLIER/CUIA
IDENTI ICATION NUMBER:

FCLOE7021

B. WING

(X2) MULTIPLE CONSTRUGCTION
A, BUILDANG:

X3) DATE SURVEY
COMPLETED

05/05/2016

WAME OF PROVIDER OR SUPPLIER

PEARL'S FAMILY CARE HOME #4

STREET ADORESS, CITY, STATE, ZIP CODE
102 ASH PLACE

JACKSONVILLE, NC 285644

(X4) 10
PREFIX
TAG

SUMMARY STATEMENT QF DEFICIENCIES
(EACH DEFICIENCY MUST BE PRECEDED BY FULL
REGULATORY OR LSC IDENTIFYING INFORMAYION)

D
PREFIX
TAG

PROVIDER'S PLAN OF CORRECTION
(EACH CORRECTIVE ACTION SHOULD BE
CROSS-REFERENCED T0O THE APPROPRIATA
DEFICIENCY)

(%51
GCOMPLETE
RATE

C 078

C D&7]

Continuesd From page 3

This Rule is not met as evidenced by

Based on observations and interview, the facility
failed to maintain 4 of 6 dining room chairs, one
love seat in the living area, one rasident's
dresser, and the bathroom cabinet in good repalr.
The findings are:

1. Observations gduring the facility tour on 5/5/06
reveaied;

-Four of 5ix dining reom chairs had torn seat
cushions with stuffing exposad.

-The black leather love seat in the living area had
a tear in the top portion of the cushion and
stuffing was exposed.

-One resident's wooden dresser was seuffed and
had numerous areas of chipped wood along the
sides and drawers of the dresser,

-The bathroom cabinet in the resideni bathreom
in the hallway had a three drawers; one drawer
was missing.

~The bathrocm cabinet had four doors and one
door was missing a knab.

Telephone interview with the Administrator on
05/05/16 at 404 pm revealed:

- -They had been trying to fix things in the home,

~The malrtenance staff was in the process of
repairing the damage.

-The driver of the home and two male staff wouid
sccasionally fix “minor" things.

-Ghe a3 not aware that the fumiture was in need
of repair,

10A NCAC 13G .0316 (b) Fire Safety And
Disaster Plan

10A NCAC 13G 0316 Fire Safety And Disaster

C o7

coe7

1. 4 dinning room chairs will be
re-upholstered. Wooden dresser
drawer and bathroom cabinet will be.
repaired.

Love seat has been replaced

Bathroom cabinet door knob has
been repaired

TYPE B VIOLATIONS

31 Jul 1§

Division of Hesth Sendce Regulation
STATE FORM

ses MBNW T

It ortinuaiion ahast 4 of 30



PRINTED: 05/25/2016
FORM APPROVED
Division of Health Service Regulation i : :
STATEMENT OF DEFICIENGIES (X1} PROVIDER/SUPPLIER/ACLIA (K2 MULTIPLE GONSTRUCTION {48y DATE SURVEY
AND PLAN OF GORRECTION IDENTIFICATION NUMBER: a. BUILDING: COMPLETED
FCLOG7021 B. WING 05/05/2016
NAME OF PROVIDER OR SUPPLER STREET ADDRESS, CITY, STATE, 2IF CODE
. 102 AGH PLACE
PEARL'S FAMILY CARE HOME #4 JACKSONVILLE, NC 28546
(4] 1D SUMMARY STATEMENT OF OEFICIENCIES o PROVIDER'S PLAN OF CORRECTION (X5}
PREFIX [EAGH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX {EACH CORRECTIVE ACTION SHOULD BE CONPLETE
TAG REGULATORY OR LSC IDENTIFYING INFORMATION) TAG CROSS-REFERENGED T¢) THE APPROPRIATE DATE
DEFICIENGY)
c o097 i C 097 :
Continued From page 4 Continued from page 4
Pian '
(b} The kuilding shall be provided with smoke
detectors as required by the North Carolina State
Building Code and U.L listed hest detectors
connecled to a dedicated scunding device
located in the affic and basement. These
deteclars shall be interconnected and be
provided with battery backup.
This Rule is not met as evidenced by
TYPE 8 VIOLATION . TYPE B VIOLATIONS
Based on interviews, record raviews, and
obszervations, the facifity failed to replaca the _
batteries in four smoke detectors in ordar to The system to interconnect detectors
maintain 2 working fire alarm system. The are in place for smoke detectors and
findings are: fire alarms. It is noted that the clients
' - remove batteries from th stem t ein
ciponarival teiine feelty on 3516 sl 94Bom, their electronic equi menet ?gereforg -
survey staff could hear smoke detectors quip :
"chirping” from outside on the porch. .
Plan of protection:
Observation of the kitchen smoke detector at 1. Smoke detectors and fire alarms
9:35am on 5/5/16 revealed: ) are checked weekly by sounding
“The fire. alarm from the smoke detector in the the alarm to ensure system is working
kitchen began alarming at 9:55am. toperl )
-There was a pot of water sitting on a hot bumer properly . ’
on the stave. 2. Fire drills will continue to be
-The Supervisor-in-Charge (SIC) was in the staff conducted quarterly and annotated oh
bedroom talking on the telephone. fire drill form. : ‘
'Th‘: ’f’*‘;"e"‘s were In their bedrooms. 3. Fire drill report has been sent to the
-At 10:02am, thg $IC came into the dining room local DSS for year 2016.
and opened a sliding glass door. 4 Clients h b ’ d
-At 10:03am, the SIC tumed off the bumer on the - Lllents have been re-insructed on
stove. what to do in the case of a fire or disgster.
-At 10:05am, the fire alarm stopped alarming. 5. Employees have been re-instructdd
on what to do in the case of a fire or disaster,
Observation throughout the survey on 5/5/16
iWsSicn of Health Sarvice Reguiation '
STATE FORM o \f continuaticn sheed & of 30
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revealed smoke detectors in the kitchen, hallway,
and resident badrooms making a "chirping” noise.

Review of the Fire Inspection Report revealed the
last inspection was completed on 2/7/13.

Review of the Division of Exvironmental Health's
inspection report dated 5/7/15 revealed:

-There was a demerit score of 16.

-Comments included "fire alarm chirping.”

Confidential interview with a resident revealed.
-The fire atarms had been ¢hirping for "about a
month."

-Staff was aware of the fire alarms needing new
batteries.

Interview with the facility's transportation staff on
5/5/16 at 11:45am revealed:

-He was the driver for the facility,

-He had been notifiad that moming, 5/5/186, that
the home needed balteries.

Interview with the Administrator on 5/6/16 at
4:35pm revealed:

-There shouki have been batteries oh hand to
repiace in the smoke detectars.

-The SIC was respongible for getting new
batteries or reporting if they neaded batteries.
-The staff usually changed the batteries every
other month,

-Staff tried to keep the smoke datectors working
s0 they could tell which ones were working and
which onet were not.

<The fire inspection from 2015 tested the
detectors and there was na problem.

| -The facility did not recaive a check sheet from
| the inspector who came out last year.

Observation of the SIC at 5:10pm on &/5/16

Fire inspection occurred on 15 June 16
and fire inspection has been scheduled
for 1 June annually. Detectors were inspected
during that visit, all are working propeply.

Staff and residents have been retrained
on what actions to take in the event
of fire {fire drill) or disaster and where
t to assembly.

Staff have been retrained on how to
engage a fire extinguisher

Bivision of Health Sendce Reguiation
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PEARL'S FAMILY CARE HOME #4

€ 087 Continued From page & C 697

revealed he was replacing the batleries In all of
the smoke detectors.

The facility provided the following pian of
protection:

-The facifty wilt inspect the smoke detectars and
replace batteries that need to be replaced.

~The facility will have all deterctors inspected to
make sure they are in working order,

i “The facllity will run fire drills every manth in
addition to making sure all smoke detectors are in
proper working order and batteries are ¢changed
accordingly. We will also make sure each
resident understands what to do in a fire or
disaster.

THE CORRECTION DATE FOR THIS TYPE B
VIOLATION SHALL NOT EXCEED JUNE 19,
2018.

C 100 10A NCAC 13G .0318 (e) Fire Safety And C 100 10A NCAC 13G.0316 Fire Safety and
Disaster Plan Disaster Plan

10A NCAC 13G .0316 Fire Safety And Disaster
Plan :

(e) There shall be at least four rehearsals of the Staff has been retrained on how to
fire evacuation plan each year. Records of conduct fire drills, the frequency,

rehearsals shall be maintained and copies : reporting, and filing of these reports,
furnished 1o the county department of social

services anhually. The records shal! include the e i : b
date and time of the rehearsals, staff members Firgnspgctor spacted om 15:10n 185

presert, and a short description of what the and all facilities inspections were approved.
rehearsal involved,

Annual fire inspections have been
scheduled for 1 Jun, g

This Rule is not met as evidenced by.

Oivision of Health Senace Regidation

STATE FORM 5483 MBNW{1 11 continuation sheet 7 of 30
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Based on interviews, record reviews, and
absarvations, the facility failed to conduct fire
driliz during all shifls during 2 of 4 guariers in
2015. The findings are:

Observation of the kitchen smoke detectar at
9:55am on 5/5/16 revealed:

“The fire alarm from the smake detecter in the
kitchen began alarming af .55am.

-There was a pot of water sitting on a hot burrier
on the stave.

-The Supervizor-in-Charge {SiC) was in the steff
bedroom talking on the telephone.

The residents were in their bedrooms,

-At 10:02am, the SIC came Into the dining room
and apened g sliding glass doar.

-Al 10:03am, the SIC tumed off the bumer on the
stove,

-At 10:05am, the fire alarm stopped alamiing.

Review of the Fire tnapection Report revealed the
tast inspection was completed on 2/7/13.

Confidential interview with two residents revealed
there had not been a fire dril in "sevaral months "

Review of the Fire Drill Reports from the facility
dated 1/30/15 revealed:

-A fire drill was conducted by the lead SIC st
11:30am.

-The location of the "slleged fire" was
documented as the Xitchen,

-The evacuation time for all residents was
documented as 2 minutes and 10 seconds.
-All residents were documented as evacuating
the home in a timely manner and met at the
designated lecation,

Review of the Fire Drill Reports from the facility
dated 5/1/15 revealed:

c100

Givision of Hestth Sarvice Regulation
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-The location of the "afieged fire" was
documented as the kitchen,

-The evacuation time for alf residents was
documented as 2 minutes and 15 seconds.
-All residents were doeumented as evacuating
the home in & imely manner and met at the
designated location.

There were no other ﬁre driils recorded in 2015
and none had been recorded in 2018.

Intendew with the lead SIC on 5/5/16 at 12:00pm
reveated:

-She conducted the fire drills in the home,

-She had not conducted a fire driff sinca May of
2015.

-She was aware that fire drilts were suppased to
be conducted quarterly and on different shifts.

Interview with the Administrator on 5/5116 at
4.35pm revealzd: )

-The fire drili policy was for fire drills to be dene
monthly,

~The staff ware to record the fire drilis on the fire
drill forms,

-She was nat aware the fire drigls had not been
completed,

133 10ANCAC 13G. 0403{c) Qualfications of C 133
Medication Staff

T0A NCAC 13G, 0403 Qualifications of
Medication Staff

(c) Medication aides and staff who directly
supervise the administration of medications,
except persons authorized by state orcupational
Heensire laws to administer medications, shall
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-A fire drill was conducted by the lzad SIC at
12:30pm.

10A NCAC 13G.0403 Qualifications
of medication staff

Divielon of Haalth Senace Reguiation
STATE FGRM L
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complete six hours of continuing education
annually retated to medication administration.

This Rule is not met as evidenced by:

Based on interviews and record reviews, the
facility failed to ensure staff performing
Medication Aide duties had met the reguirements
to administer medications as gvidenced by 3 of 4
sampled staff (Staff B, D, and E) had nat
completed 6 hours of annual medication aide
training.

The findings are:

1. Review of Staff B's personnal file on 5/5/16
revealed:

-Staff 8 was hired as a Supervisor-in-Charge
{SIC) on 8/18/08.

=Staff B passed the writen Medication Aide test
on 1/13/09.

-Staff B completed 4 hours of continuing
education related to Medication Administration
during 2009.

-Staff 8 completed 1 hour of Gontinuing education
related to Medication Administration during 2010.
-There was no documentation that Staff B
compieted any Medication Administration
sontinuing education in 2091, _

-Siaff B completad 7 hours of continuing
education related to Meadication Adminiatration in
2012,

-Staff B completed 14 hours of continuing
education in Medication Administration in 2013
and 10 hours in 2014,

-in 2015, Staff B compieted 3 haurs of continuing
education in Medication Administration,

Interview with Staff B on 5/56/16 at 4:56pm
revealed:

. & HOME 4 102 ASH PLACE
PEARLS FAMILY-CAR JACKSONVILLE, NG 28848
) : ECTION (X8}
4 SUMMARY STATEMENT OF DEFICIENCIES 1T PROVIDER'S PLAN OF CORR
g:z’;:'& {EM;H BERICIENCY MUST BE PRECEDED BY FULL i\ PREFIX (EACH CORRECTIVE ACTION SHOULD uaTE cog:%gm
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€ 133 Continued From page 9 C 133

1. Staff B completed this year
Infection Caontrol 4/22/16
Anxiety Meds 4/15/16
Antidepressant Meds 3/16/16

2. Staff D completed this year
Infection Control 4/22/16
Medication Administration 2/10/16
Medication Nen-Compliance 5/20/18
Hoarding Disorder 1/13/16
Anxiety Meds 4/15/16
Antidepressant Meds 3/16/16

3. Staff E completed this year
infection Control 4/22/16

Medication Non-compliance 5/20/16
Anxiety Meds 4/15/16

Antidepressant Meds 3/16/16

Civision af Raalth Service Reguiation
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~3he had been empioyed at the facility for almast
8 years,

-Sie was the lead SIC for this family care home.
~She had completed continuing education in
Madication Administration over the ysars, but she
did nat recall how many hours she had completed
each year.

-Al of the training certificates would be in the
personne files.

2. Review of Staff O's parsonnal file on 5/518
revealed:

-Staff D was hired as a SIC on 5/27/13.

~Staff D passed the written Medication Aide test
on 101413,

-Staff D completed 9 hours of continuing
education related to Medication Administration
during 2013 and 2014.

-There wag no documentation that Staff D
completed any continuing education related to
Medication Administration in 2015.

-Staft D had completed 3 hours of continuing
education relzted to Medication Administration in
2018.

Stalf D was not availabie for interview during the
sUVEY,

Interview with the SIC on 5/5/16 at 4:56pm
revealed; -

-Staff D usually worked on Wednesdays only in
the facility.

-Staff D worked at the other family care homes
prirnariy.

-Any continuing education or training that Staff D
had completed would be in hia personnel fila,

3. Review of Staff E's personnel file on 5/6/16
revesled: :
-Staff E was hired as a SIC on 11/30/12.

All new employees will meet requirements
for emioyment before hiring. Training
will continue to be provided monthly fo every
staff member to enrich thenselves bdth
in the classroom and online,

A Medication Administration class
has been scheduled for Staff D&E
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-Staff E passed the written Medication Aide test
on 6/17M13.

Staff E completed 2 hours of continuing
education related to Medication Administration
during 2013.

-Staff E completed 10 hours of continuing
edueation related to Medication Adminigtration
during 2014,

-There was ng documentation that Staff £
comphated any continuing education related ta
Medication Administration in 2015,

~Staff E had completed 2 hours of continuing
education related to Medication Administration in
2018,

Staff E was not avallable for interview during the
survey.

Interview with the SIC on 5/5/16 at 4,56pm
tevealed:

-Staff E was not scheduled to work uniil this
weekend, 5/9/16.

-Any continuing aducation or training that Staff £
had completed would be in her personnei file.

10A NCAC 13G .0406(a)(7) Other Staff
Qualifications

10A NCAC 13G .0408 Other Staff Qualifications
(#) Each staff person of a family care horne
shall:

(7) have a criminal background check in
accordance with G.S. 114-18.10 and G 5.
131D-40;

This Rule is not met as svidenced by

Based on observation, interview and review of
personnel files, the facility failed to assure 2 of 5
sampied sta¥ (D, E) had a criminal backgraund

c133

G147

10A NCAC 13G.0408 Other Staff
Qualifications
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check in accordance with G.S. 114-19.10 and
1310-40, The findings are:
1. RE\Iri%w of Staff D's personnel file on 05/06/16 Staff D & Staff E both have background
revealed: . 4 iall
i i checks on file. Because of the configentially,
-5 Supervisor-ln-Charge "
ostf?;ffl?s\tms e asa Sup 98 on these files were in a sealed, brown anvelop,
-Consent was signed for a criminal background in the file drawer.
check by Btaff D on 5/27/13.
-There was no documentation of a criminal
backgrouna check fof the state of North Carclina. Criminal background checks will be conducted
Review of the slaff schedule revealed Staff D prior to any future employee being hjred.

: worked as the SIC from 3:00pm-11:00pm every
Wedneeday during Apri! 2016 and was scheduled
avery Wednesday in May 2018,

Refer to interview with the Administrator and SIC
on 05/05/18.

Staff D was not available for interview during the
survey.

2. Review of Staff E's persaonnel file on 05/068/16
revealad:

-Btaff E was hired a3 3 Supenvisor-In-Charge on
11/30/12.

~There was no congent for a criminal background
chack signed by Staff E in the perscnnel file.
-There was no documentation of a criminal
background check for the state of North Carglina.

Review of the staff schedule revesaled Staff £
worked as the SIC from 7:00am-11:00pm every
: weekand (Saturday and Sunday) during April

1 2016 and was scheduled avery weekend
(Saturday and Sunday) in May 2016,

| Refer to interview with the Administrator and SIC
on 05/05/16.
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Staff € was not available for interview during the
survey.

Interview with the Administrater on 5/5/16 at
4:35pm ravealed:

~The lead SIC was responsible for all of staff
trainings and personnel files.

-The lead SIC was respansible for ensuring that
the raquired paperwork was completed and
placed in each staffs personnel file.

-She was not aware that steff had nat had
crimina! background checks completed upon hire.

Interview with the SIC on 05/05/16 at 4:56pm
revealed that she was the lead SIC for the home,
but another SIC wha was working at another
home on 05/05/16 was respoensible for staff
trainings and personnel files.

C 155 1 ini 1
o bt e Personal Care Training| G155 | 44 NCAC 13G.0501 Personal Care
: Training and Competency
10A NCAC 13G 0501 Personal Care Training
And Competency

{c) The facility shall assure that training specified
i Paragraphs (a) and (b) of this Rula is
successfully completed six months after biring for
staff hired after July 1, 2000. Staff hired prior to Staff D & Staff E completed Personal Care
July 1, 2000, shall have completed at least a Training on 24 May 2018.
20-hour {raining program for the performance or ;

supervision of tasks listed in Paragraph (i) of this
Rule ar a 79-hour traini rogram far the : oA -
o TTATOR Or supem:?aﬁ s e All new hires will given 25 hours PC training
Paragraph {j) of thia Rule. The 20 and 75-hour .

fraining shall meet all the requirements of this
Rute except for the interpersonal skills and

Staff A is not a current empioyee
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this Ruile, within six months after hiring,

{31C) and Personal Care Aide (PCA} on 11721114,

: Professional Support (LMPS) competency

| Review of the LHPS competency validation and

Continued From page 14
behaviorai interventions listed in Paragraph (j) of

This Rule is not met ag evidenced by:

Based on observation, interview, and record
review, the facility faifed to assure 3 of 5 staff
{Staff A, D, and E) amployed by the Tacility after
July 1, 2000 completed a 25-hour personal care
training and competency program for performing
personal care. The findings are:

1. Review of StaffA's
(Bupervisor-in-Charge/Personal Care Aide)
personnel file on 05/05/15 revealed:

-Staff A was hired as a Supenvisor-in-Charge

«He had completed the Licenzed Health

vafidation and clinical skills checklist on 12/19/414.
-Thera was no documentation that Staff A had
baen a Nurse Aide or Personal Care Alde.

-There was no documentation of Staff A
completing the 25-hour personal care training
course approved by the Department.

clinical skills checklist revealed:

-The tasks included: transfer techniques,
ambulation, measuring height and weight, intake
and output, bed making, infection control, vital
signs, personal care skills, nutriionat care,
elimination care, communication, and
documentation. '

-The certificats was signed by a registered nurse.

Interview with Staff A on 05/05/16 at 3:34pm
revealed:

-He had never received cerlification as 2 Nurse

C 185
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Aide.

-The snly personal care training he had
campleted was the clinical skills checklist that the
nurse completed.

-He did not recall completed a 25-hour training in
personal care.

-Peraonai care tasks that he currently provided to
residents included: assistance in grooming with
haircuts and taking vital signs and weighis,

Refer to interview with the Administrator and SIC
onh 08/05/186.

2. Review of Staff D's (Supervisor-in-Charge)
persennel file on 05/05/16 revealed;

| -Staff D was hired as a Supervisor-in-Charge

(SIC} on 05/27743.

-He had enmplated the Licensed Health
Professional Support (LHPS) competensy
validation and clinical =kills checkiist oh 06/01/13.
~There was no documentation that Staff D had
been a Nurse Aide or Parsonal Care Aide.

«There was no documentation of Staff D
completing the 25-hour personal care training
course approved by the Department.

Review of the LHPS competency validation and
clinical skills checldist revealed:

-The tasks included; transfer techniques,
ambulation, measuring heighl and weight, intake
and output, bed making, infection control, vital
signs, personal care skills, nutritional care,
elimination care, communication, and
documentation.

-The certificate was signed by a registered nurse.

Staff O was not available for interview during the
survey.

Refer to interview with the Administrator and SIC
on 05/05/16,
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3. Review of Staff E's (Superviser-in-Charge)
personne] file on 05/05/16 tevealed:

-Staff E was hired as a Supervisorin-Charge
(8IC) on 11/30112.

-She had completed the Licensed Health
Professional Support (LHFS) competency
validation and clinical skills checklist on 11/27/12.
-There was no documentation that Staff E had
been a Nurse Aide or Personal Care Aidg.
-Thera was no documentation of Staff £
completing the 25-hour personal care training
course approved by the Department,

Review of the LHPS competency validation and
clinical skills chaecklist revealed:

-The tasks included: transfer techniques,
ambulation, measuring height and weight, intake
and output, bed making, infection contrel, vita|
signs, persanal care skills, nutritional care,
elimination care, communication, and
documentation. .
-The cerlificate was signed by a registered nurse.

Staff D was not available for interview during the
survay.

Refer to interview with the Administrator and SIC
on G5/05/16,

Interview with the Administrator on 5/5/16 at
4:35pm revealed:

-The lead SIC was respansible for all of staff
trainings and personne| files.

-The lead SIC was responsilile for enstiing that
the required paperwork was completed and
placed In aach staff's parsonnel file.

-5he was not aware that staff had not had

G 155
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personal care fraining.
Intarview with the SIC an 05/05/16 at 4:56pm
revealed that she was the lead SIC for the home,
but ancther SIC whe was werking at another
home on 05/05/16 was résponsible for staff
trainings and personngl files.
€ 178| 10A NCAC 13G .05807 Training on c 178 i TYPE B VIOLATICN

Cardio-Pulmonary Resuscitation

10A NCAC 136G 0507 Training on

Cardio-Pulmonary Resuscitation

Each family care home shall have at least one
staff person on the premises at all times whe has
camgleted within the |ast 24 months a course on
cardio-pulmonary resuscitation and choking
management, including the Helmlich maneuver,
provided by the American Hearl Association,
American Red Cross, National Safety Couneil,
American Safety and Heatth institute and Medic
First Ald, or by a trainer with documented
certification as & trainer on these procedures
from one of these organizations. If the gnly staff
person on site has bean deemed phyaically
incapable of performing theae procedures by a
licensed physician, that person is exempt from
the training.

This Rule ia not met as evidenced by
TYPE 8 VIOLATION

Based on interviews and record reviews, the
facility failed to have at least one staff person on
the premises for 1Q of 35 shifts between 4/1/18
and 5/5/16 who had completed within the 1ast 24
months a course on cardio-pulmonary
resuscitation (CPR) and choking management.

Cardio-Pulmonary Resuscitation

certification/re-certification training
was compieted (passed) by all currept
employees on 12May 2016.

All future new hires will be required o have
CPR current before being hired,
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The findings ane:

Observation during the facility tour begirining at
8:45am revealed that Staff A was the only staff
presenl.

interview with Staff A on 5/5/16 at 10:00am
revealed:

-Staff Awas the only staff working in the facility on
5/5/16.

-Staff A wag the only staff present in the home
unless it was time to administer medications.
-Another staff wouid come from the sister facility
to administer medications since Staff A was not
certified to administer medications,

Review of the April and May 2016 staffing
schedule revealed:

~There was one staff scheduled for 16 hour shifts
from 7:G0am until 11:00pm.

-On Wednesadays, one staff was scheduied from
7:00am until 3:00pm, and another staff was
scheduled from 3:00pm until 11:00pm.

Review of the personnal file for Staff A reveated:
-Staff was hired as a Personal Care
Aide/Supervisor-in-Charge an 11/21/14.

-There was no documentation that Staff A had
completed CPR training since employment,

Review of the perscnnel files for Staff B, C,D,
and E revealed these staff were all certified In
CPR,

Review of tha April and May 2018 staffing
schedule ravealed:

-Staff A had worked 9 shifts in Aprit 2018 fram
. 7:00am untit 11:00pm,

-Staff A was schaduled 1o work 8 shifts in May
2018 from 7.00am untl 11:00pm.
Diviaion of Heafth Sendce Regulation
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Interview with Staff A an 5/5/16 at 3:30pm

revealed:

-Staff A had 10 call another SIC if a resident
necdad medications.

-8taff A did not have access to the medication
cart,

-Staff A had taken CPR but it had expired.
-5taff A could not recall when he took CPR, but
knew that it had been "a long time.”

~Staff A did not know if he was schedule (o take
CPR in the fulure,

Telephone interview with the Administrator on
5/5/16 at 4:35pm revealed:

-If Statf A was alone and a resident needed CPR
or any emergency intervention, Staff A would calt
g1,

-Then, Staff Awould call for back-up from one of
the sister facilities.

-This was on the Administrator's "list” to address.
-Tha SIC who acted as the Activity Dirgctor was
respensiblie for handling staff tranings.

Interview with the SIC on 5/5/16 at 4:56pm
revealed;

-Staff stayed overnight in the facility.

~-Staff that was scheduled to work 5/5/16 and
5/6/16 would stay overnight and be on duty until
the next staff was scheduled to come in on 5/7/16
at 7:00am.

-Siaff A was acheduled to work from 5/8/16 unti
5/7HB at 7.00am.

~Staff A was the only siaff in the home unless sha
or another staff came in to administer
medications,

-The SIC was not aware that Staff A was not
certified in CPR.

-Staff A would not be working agaih until his GPR
course was re-taken,
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The facility provided the following Plan of
Protection on 5/5/16:

-The facility has a CPR class for
re-certification/certification shcaduled for May 12,
2016.

-The facility will make sure all staff on duty has
CPR training.

-The facility will make sure that all staff currently
on duty have CPR training,

THE CORRECTION DATE FOR THIS TYPE B
VIOLATION SHALL NOT EXCEED JUNE 19,
2016,

10A NCAC 13G .0904(e)(1) Nutrition And Food
Service

10ANCAC 13G .0904 Nutrition And Foed Sendce
{¢) Menus in Family Care Homes:

i (1) Menus shall be prepared at ieast one week in

advance with serving quantities specified and in
accordance with the Daily Foad Requirements in
Paragraph {d) of this Rule.

This Rule s not met as evidenced by:
Based on obgervation and interviews, the facility
failed to enaure menus were prepared at least

‘| ene week in advance with serving quantites

specified and in accordance with the Dady Food
Requirements. The findings are:

Observation on 05/05/16 at 11:40 am revealed
there was a menu anly for the breakfast meal
posted.

Interview with the Supervisor in Charge (SIC)

C 176

C 264

the

10A NCAC 13G.0904
Additional communcation was held w
menus in advance.

Serving quantities will be added to
these menus

ith

caterer. Caterer is supplying weekly

15 Jul 18
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revealed:

-Lunch and supper meats were usually catered by
a local restaurant,

-The restauran did not provide a menu.

-On days the restaurant did not cater, the staff
cooked or take out was provided for the
rasidents.

Observation of the lunch meal senvice on
05/06/16 at 1:20 pm revealed:

-The meal was prepared by the SIC,

~The meat eonsisted of a ham sandwich, peas,
coih on the cob, peaches, tea and water,

Confidantial interviews with residents revealed;
-The only good meal is breakfast which is cooked
by staff,

-Since we don ' { have a menu, we never know
what we are going to get.

-The food here is terrible, there was this pan of
meat, | think # was beef, but it stunk,

-We never get juice.

-1 buy my own juice so | will have some {juice).

Telephone intervizw with the Administrator on
05/05M16 at 4:04 pm revealed:

-Food service was managed by the Administrator
" 5 family member.

-The Administrator thought menus were provided
by the caterer.

~The caterer could have left menus at another

, facility nearby, also owned by the Administrator,

with the expectation the menus would be shared.
-The Administrator stated that she would discuss
the lack of menus with the family member in
charge of focd service.
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Food Service

10A NCAC 136 .0904 Nutrition and Fasd Service
{d)} Food Requirements in Family Care Homes:
(3) Daily menus for regular diets shall include the
fallawing:

{A) Homogenized whole milk, low fat milk, skim
milk or buttermilk: One cup (8 ounces) of g
pasteurized milk at laast wice a day.
Reconstituted dry mifk or diltted evaporated milk
may be used in cooking only and not for drinking
purposes due to risk of bacterial contamination.

This Rule is not met as evideneed by
Based on observetions and interviews, the facility
failed to assure that 8 ounces of pasteurized milk

was sarved at least twice a day. The findings are:

Observation of the lunch and dinner food service
on 05/05/16 at 1:20 pm and 5:30 pm revealed
that milk was not served or offered,

Confidential interviewa with residents revealed
the following:

-The breakfast meal 05/05/16 consisted of grits,
sausage, toast and water.

-Milk was served in a glass once a month,

-Milk is only served on cereat.

~Residents stated they would like milk to drink
with meals or shacks,

Observations of the facilities’ refrigaratar contents
oh 05/05/16 at 11:42 am revealed two thirds of a
galion of whole mitk.

| Telephone interview with the Administrator on

Q05/05/18 at 4.04 am revealed that:
-The Administrator did not know that mitk was not
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C 273 10ANCAC 13G .0804(d)(3)(A) Nutrition and C273 | 10A NCAC 13G.0904 Nutrition and

Food Service

The facility will ensure adequate sup;iies
of milk is on hand and each cleint receives
he daily requirement of milk; 8 ounces
twice each day.

SIC's have been retrained on daily milk
requirements.
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being served as required.
-The Supervisor in Charge was responsible for
ordering foed and supplies need in each facility.
-If somathing is needed it will be provided.
C 288 10A NCAC 13G .0805(a) Activities Pragram C 208 10A NCAC 13G.0905
10A NCAC 13G 0905 Activities Program ) . : B
{a) Each family care home shall develop a Client, family and community activitigs
program of activities designed to promote the | are highly encouraged by managemgnt.

residents’ active involvernent with each other,

their families, and the community. Parents are invited to cook-outs, birthdays,

This Rule is not met as evidenced by. and hpliday functions. At each fur?c_tion
Based on observation, interview, and review of there is at least one parent to participates
the facility's activity calendar, the tacility fafled to and bring something for everyone.
develop a program of activities designed to : 4

| g:'%"_:‘gf:amr:_ residents’ active involvement. The Clients constantly engage in basketball

=

games, video games, and they watc
movies together.

Ohservation during tour of the facility starting at
9:45 a.m. on 5/5/18 revealed there was an activily . L ]
calendar posted in the facility in the kitchen area. While activities may vary, we will ensure
that all of our family, client, and community

Review of the May 2018 activity calendar activities are reflected on the activity

revealed:

| »Activities fisted on the calendar included church, caleqdar.
music, cards and board games, movie, outdoor ) !
activities, shopping, watking, and resident's We do encourage all clients to partigiapte,
choice. however, not all clients want to participate..

-Each week the activibes were the same as the
previous week's activities for that given day.
-zach week averaged 19.5 hours of planned
activities,

-Oh &/5/16, from 9:30 a.m. to 1100 a.m., the
residents were scheduled Bingo.

Observation throughout the survey an 5/5/16
revealed:
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~Nao activity occurred from 9:30 a.m. to 11:00 a.m.
-The residents were walking in and out of the
facility at their leisure,

~Twn residents stayed in their room until lunch or
Supper was served,

=There wete no supplies or games for activiies in
the facility

Confidential interview with a resident revealed:
-There were no activities going on other than
going shopping.

-He want to the mall oncee a month,

Confidential interview with a second revegled:
-it had been a long time since the residents had
played Bingo.

-The resident stayed in his room and watched
television.

Confidentlal interview with a third resident
revealed:

~He went to the sister facility and played
basketball. :

-The staff who worked weekends did most of the
activities.

-The etaff working weekends gave the residents a
“Super Sowl party."

Tetephone interview with the Administrater on
5/5M6 at 4:38pm ravealed:

-There was a Supervisor-In-Charge {SIC) who
was responsible for activities, but each SIC was
responisble for working on activities with the
residents,

-The residents had cookouts al the sister facility
for the holidays where all the residents would be
served dinner.
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Registry
10A NCAC 13G 1206 Health Care Personnel Plan of Correction:
Registry '
Although HCPR's were found for all
The tacility shajl comply with G.8. 131E-256 and employees with no findings; we will
supporting Rules 10ANCAC 130 0101 and

ensure all future employee will have
a Health Care Personnel Registry check
prior to employment at Pearl's
This Rule is not met as evidenced by: Family Care Home.

TYPE B VIOLATION

Q102

Basad on record review and interviews, the
tacility failed to comply with G.3. 131E-266 and
supporting Rules 10A NCAC 130 .1001 and
.1002 by not completing a Health Care Personnel
Registry (HCPR) check upon hire for § of §
sampled staff (A, B, C, D, E). The findings are:

1. Review of the personnel fila for Staff A on
5/5/16 revealed: :
-Staff A was hired as a Personal Care
Aide/Supervisor-in-Charge on 11/21/14.

-There was an HCPR verification in the personnel
file far Staff A completed on 11/M1M5,

~Staff A was ot listed on the HCPR Registry or
the Nurse Aide | registry.

-The HCPR verification read that Staff A had no
findings ksted on the registry.

Refer to Interview with the Adminigtmator on 5/5/16
at 4:35pm.

2. Review of the personnel file for Staff B on
5/5/16 revealed:

-Staff B was hired as a Supernvisor-in-Charge on
8/18/08.

~There was an HCPR verification in the personnel
Division of Health Service Ragulation
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file for Staff B completed on 10/9/08.

-Staff B was listed on the Nurse Aide | registry.
-The HCPR verification read that Staff B had no
findings listed on the registry.

Refer to interview with the Administrator an 5/5/16
at 4:35pm,

3. Review of the parsonnal file for Staff C on
5/5116 revealed:

-5taif C was hired a8 a Supenvisor-in-Charge on
4/28/10.

-Thera was an HCPR verification in the personnel
file for Staff C completed on BH5/10,

-Staff C was listed on the Nurse Aide | registry.
-The HCPR verfication read that Staff C had no
findings listed on the registry.

Rafer to interview with the Administrator on 5/5/18
at 4:35pm,

4. Review of the personnel file for Slatf D an
5/5/18 revealed;

-Staff D was hired as a Supervisor-in-Charga on
52713,

-Therae was an HCPR verification in the personnel
file for Staff D completed on 5/28/13.

-3taff D was not fisted on the HCPR Registry or
the Nurse Aide | registry.

-The HCPR verification read that Staff O had no
findings listed on the registry.

Refer to interview with the Administratar on 5/5/16
at 4:35pm.

5. Review of the personnel file for Staff E an
5/5/18 revealed:

=Stafl E was hired as a Supervisor-in-Charge on
11730112,

-There was an HCPR verification in the personnel
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fite for Staff E completed on $1/11/15.

-Staff E was not listed on the HCPR Registry or
the Nurse Aide | registry.

~The HCPR verification read that Staff £ had no
findings isted on the registry.

Telephons interview with the Administrator on
8/5M18 at 4;:35pm revealed:

-The Administrator wag aware that the HCPR
verifications were to be completed upan hire of
new staff.

-The SIC for the home was respansible for
completing the HCPR verification for new staff
that were hired.

«She did not know why the HCPR verifications
were not completed upon hire,

The faciiity provided the foliowing Plan of
Protection:

| ~All new hires will have their health care

personnel regisiry check ran on them upon hire,
-All new hires will have their health care
personnel ragistry check completed and placed in
their file.

THE CORRECTION DATE FOR THIS TYPEB
VIOLATION SHALL NOT EXCEED JUNE 19,
20186.

5.8, 131D-21(2) Declaration of Residents’ Rights

G.5. 1310-21 Declaration of Resident's Rights
Every resident shall have the following rights:
2. To receive care and services which are
adequate, apprepriate, and in compliance with
refevant federai and state laws and rules and

- C 428

co912
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regulations,

Thig Rula is not met a= evidenced by:

Based on inlerviews, observatians, and record
reviews, the facility failed to provide care and
services to the residants which are adequate,
apprapriate, and in compliance with refevamt
federal and state rules and regutations as it
relates to fire safety and disaster plan, training on
cardio-pulmanary resuscitation, and health care
personnel registry, The findings are:

1. Based on interviews, record reviews, and
abservations, the facility failed to replace the
batieries in four amake detectars in order to
maiptain a working fire alarm system, [Refer to
Tag C 0087, 10ANCAC 13G. 0316 Fire Safety
and Disaster Flan (Type B Violation)],

2. Based on interviews and record reviews, the
facility failed to have at [east one staff person on
the premises for 10 of 35 shifts betwean 4/1/16
and 5/5/18 who had completed within the last 24
months a cotirse on cardio-puimonary
resuscitation (CPR) and choking management.
[Refer to Tag C 0176, 10ANCAC 13G. 0507
Training on Cardic-Pulmonary Resuscitation.
{Typa B Viclation)].

3. Based on record review and interviews, the
facility failed to comply with 5.8, 131E-256 and
supparting Rules 10A NCAC 130 .1001 and

-1002 by not completing a Health Care Personnel

Registry (HCPR) check upon hire for 5 of 5
sampled staft (A, B, C, D, E). [Referto Tag C
0428, 10A NCAC 13G. 1208 Health Care

Cat2
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