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The Adult Care Licensure Section and the Pas . : 1
Cumberland County Department of Social 0 j}(b M urttl be f"f‘dﬁ alf
Services conducted an annual survey on June 7 - : 76

B, 2016. . me“ﬁ W ard W
078 10A NCAC 136 .0315(a){5) Housekeeping and core f')/(a M M M H W
Fumishings ‘ .

10ANCAC 13G .0315 Housekeeping and osing Wikl lpnsst

Furnishings ) o nd

(&) Each family cara home shall: . oupy ;c s . e

(5) be maintained in an uncluttered, clean and mﬁ; “o ap %

orderly manner, fres of alf obstructions and 51 5 W - )
haz.ards; Amﬁ W C% ‘d
This Rule shall apply to new and existing homes. Who, What, When, Where, Why, How !

| K WMW e
This Rule is not met as evidenced by: E 3 Z’.’V‘ Mﬂy %
Based on observations and interviews, the facility %) M éy
falled to maintain a clean environment free of are removy

Boxs , stackedboxes
clutter and hazards in the dining room,

Ty i

removed from Dining room area 06/24/2016

bathrooms, and kitchen, ones nextto file cabinet Removed.

) All Fome files to be kept will be
The finding are: storated in another location by the
Observations during the entrance and initial tour ?“ir;“:;ﬁrz;g;e Igﬁggi? ngfnvgi he
of the facility on 06/08/2016 from 8:30am to :
9301 TR VAAISH: _ the required number of years as stated
~There wers three cardboard boxes stacked byt t,he_ state office this wilie done by the
against the wall entering into the kitchen and administrator. These papers and boxes
located next to a fila cabinet with the top cover of will ba checked by the administrator
a box turned upside down.and containing loose and placed in another area by the

papers.
-There were four cardboard boxes sitting on the
floor in front of a chest freezer it the dining room.

-There was a folded wheelchair next to the chest monthly. Location of boxes removal of
freezer in the dining room.

_ paper items will be by the administrator
~There was a copier on tap of the cabinet in the and checked monthly.
Division of Heaith Service Regulation

LABORATORY INRECTOR'S OR PRCVD%UPPUER REPRESENTATIVE'S SIGNATURE

TLE tx8) DATE
Barbara Leach %W Administrator Llf2016
STATE FORM T : ‘l , . GZZ'I * m: M 322111 . b g [ e 'rf77mlnuatiun sheet 1ofg

adinistrator and will be checked monthly
to remain in storage area, Administrator
will asure that this done and in place

o

2

= : 1o
1“/’72%6 deily by B W W, w:fe xfa

, by Byt v iitits.. 4

.
PO P = S, S



PRINTED: 068/17/2016

bathroom.

-There was a heavy accumulation of dust on top
of the window curtain.

-There were dust particles along the wall to the
left of the window curtain.

-There was a blackish grey bug crawling on the
wall besida the tailet.

-There were eight small holes in the wall above
the toilet.

-There was a brownish colored liquidity substance
with food particles in the crevices of the bottom of

*an unlined trashcan sitting on the floor next fo a

table in the kitchen. There were brownish stains
along the sides of the trashean,

Confidential interviews with residents revealed:
-The residents were responsible for cleaning thair
rooms, the residant bathroom, and the kitchen
and dining room areas.

-The residents had no complaints about the
cleanliness and clutter in the faciiity.

-The residents cleaned the bathroom every day.
-The residents cleaned the kitchen and dining
room area every day.

bath and after each resident takes a

the curtain area administrator assure
that this is clean and clened weekiy

All webs will be cleaned on a daily base
to assure that no insects are present and
webs removed, by the administrator and
Checked daily. the removal of the
cabinet that holes in the wall was left
has been filled by Adminstrator and
checked by the administrator to assure
that this area has no holes in the wall by
the administrator, Adminisrator has
completed checked after each bath.
The kitchen trash container has been
cleaned and replaced with a clean liner
this will be done daiy in the morning
after each meal, adinistrator will check
this daily after each each meal and
make sure the container has a clean
liner adminkstratr will assure this is
done. Resident will cont, to clean each
asigned area and administratror will
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€ 078/ Continued From page 1 8 Who, What, Whete, When, Why and Why
dining room with loose papers stacked on top of Copier is moved by the administrator
the copiar. and this will be done by the adminstrtor
-There was a folding table located in the comer and when in use t will be removed by\
entering into the dining room with four cardboard the administrator to assure that it is not
boxes stacked under the table, and loose papers located in the dinning area, copier
and an electric cooking pan on top of the tabls. removed and relocated by the
-There was a plestic bag with papers sitting on administrator, and cont, to be removed
:hglﬂ@;:e‘:_d? a chair located next to the folding after each use. Hall wayvent has been
€28 10 the-aining;room, cleaned by the administrator and
-There was a heavy accumulation of dust on the y (612812016
. o8 - - checked every two weeks.
wall vent in the hallway exiting the dining room. A Completed an moved
sign posted over the vent read "CLEAN and ’
check svery 2 weeks",
~There was soap scum on the wall of the :
tub/shower combo in the commer, resident Bath room has been cleaned after each 06/25/2018

bath. Dust has been removed from the {0 of
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'1"2“31';‘3‘" with t:’?"‘dm‘“is“"*‘” on 06/08/2016 at Administrator will clean will use cleaning os2si201s
“10pm revealed: . ) sch. to assure the total living area is
;ﬁ:ﬂ?ﬁ:’y"gﬁon staff and residents tried to clean and heaith for each resident that
-The Administrator performed monthly cleaning lives in this home the sch. willbe
which consisted of cleaning the curtains, blinds, fol[owed_ by a." staff and each area O_f the
scrubbing fioors, dusting fight fixtures, and homg will be inspecred by the '
checking the light bulbs, administrator daily. '
-The daily cleaning consisted of sweeping in the .
facility, mopping the floors, cleaning the oven and all items will be cleaned dally,
top of the stove, cleaning the sink in the kitchen, administrator will assure that the
cleaning under the sink, and wiping the kitchen cleaning is done, and check monthly.
cabinet doors and the refrigerator door:
-The cleaning of the bathroom was dene as The administrator wii assure that the
needad by the Administrator. bathroom tub, sink shower are cleaned
-The Administrator chacked behind the residents aftereach use, | the administrator will
for thorough cleaning of the shower, sink, and assure that the floor is moded and
mirrors, cleaned these areas will be done after
~The Administrator had not been in the resident each use. :
bathroom in the last "couple of days",
-The Administrator thought she had last checked
the resident bathroom on 05/24/2016.
-The Administrator tried to clean the tub/shower Adminstrator wil cont to have chores
walls svery two weeks, for the resident for each resident look
-If the Administrator tried to dlean the shower forward to the time they can return to live
every week it would be too much pressura on her, on their own, | the administrator will
-Specific resident chores included cleaning in the clean and show the resident how to i
bathreom daily. ) clean and cont to clean daily all areas of|
-The walil ﬂxtures_ over the commode in the the home. ]
resident bathreom came down leaving holes in
the wall which needed to be filled with putty. :
-The kitchen trashcan was c’eaned out as The hOIES area over lhe bathroom in the .
needed and "right now it needs to be cleaned"”. resident bathroom has been filled by the) semsmn1s
~The Administrator had noticed the kitchen administrator and there are no holes
trashean needed to be cleaned on 06/07/2018 but in the wall area where the cabinet was
had not been abile to do it. removed, completed by the '
-The Administrator needed to purchase trash admininstrator will be checked daiy,
bsgs_jm: jhf‘” ‘h; ::?hf:“-tm h " Kitchen trashed can has been ceaned
~Resident threw tn the trash can even ; : :
there were o trash bags i the o and liner placed in by the admnrstrator._
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3 4 o
~The Administrator had not had time to remove Adm'nIStra_tor_ has removed all bO)ges 06/2472018
the boxes in the dining room. from the dinning room area and wil
-Some ef the baxes in the dining room contained assure that tha){ remain removed.
shoes and clothes of the Administrator. Administrator will have the incontinen
-Some of the boxes in the dining room contained briefs p_faca_d in storage and out of
a supply of incontinent briefs that the View this will be done monthly as
Administrator panned to store under the folded received,
table, 5

Wheelchair has been removed by the

-The wheelchair had been in the corner of the admiistrator.

dining room for a couple manths.

-The Administrator thought it “was back in
mid-March” when hall vent was last dusted and
she had placed the sign over the vent to remind

Vent will be ceaned every two weeks

: 06/24/2016
to assure that the area remain clean

‘ The administrator will assure this is
herseif to dust the vent - cleaned. checked daily and clean
":he Ad";'“.'w:;m would clean r:“’ facility when every two weeks Administrator will
She was finished with paperwork, : assure this is done.
C 387| 10A NCAC 13G .1008(a) Controlled Substances C 367
10A NCAC 13G 1008 Controlled Substances Contfrol Substance

{a) Afamily care home shall assure a readily
fairievabie record of controlled substanices by
documenting the recaipt, administration and
' disposition of controlled substances, These

Log will be cont. and administrator will | 0711272018
retum any medications that are over
counted this will assure that the number

count will be in place and not over count|

records shaif be maintained with the recideite in the future. Agmfnistrator will count
record and in su.cI:.h:m order that there can be and log in at the time the medictions
acturate reconciliation. received, administrior will assure that
This Rule is ot met as evidenced - medications are counted when receive
Based on observations, interviews, and record and cont to count da”y'
reviews, the facility failed to assure accurate P : . 0771222018
reconciiation of otgntro!!ed substances, Medlc‘.”ltlons will be i.as received by the
Clonazepam and Lorazepam, for 2 of 2 residents adm!mstrator and w'!l l.)e counted when
(Residents #1 and #2) samplad, received by the administrator, and

_ counted daily as given. The Clonazepam
The findings are: and Lorazepam will be counted by adm,

and will be ordered after counting of each.

1. Review of Resident #1's current FL-2 dated other will be returned to drug store
03/04/16 ravealed:

and amount will be on hand fo match
counted amount :
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€ 367 Continued From page 4 C 357

’ - Diagnoses included schizephrenia, ailergic
rhinitis, hypertension, and prostate cancer.
~There was aphysician's order for Clonazepam
0.5 mg tablet % three times a day (Clonazepam js
used 1o treat seizures, panic disorders and
anxiaty).

Review of the April 201 6, May 2018, and June
2016 Medication Administration Racords {(MARs)
revealed: As the administrator | will cont to give 08/29/2015
~Clonazepam 0.5mg take % tablet by mouth three the medication as ordered the order
times daily as directad was printed to the MARSs, reads TID (8am, 4 and 8pm.

~The Clonazepam was scheduled for . | administrator will give as ordered by the
administration at Bam, 4pm, and 8pm daily, Doctor,

~There was documantation of administration for
the Clonazepam daily at 8am, 4pm, and 8pm
form 04/01/2016 at 8am through 0B/O7/2016 at
Bam.

Review of the controlled substance log for
Clenazepam 0. Smg tablets for Resident #1
revealed 2 pharmacy label on the controlied drug
record indicated 45 tablats of Clenazepam 0.5mg
i tablels was dispensed on 05/04/2018, Medication are given as ordered by the | 07/12/201
' doctor and | the administrator give the
medications as the doctor orders,
medication does not conme on the

Further review of the controlled drug record for
Resident #1's Clenazepam 0.5mg tablet reveajed
examples of inaccurate documentation to the

Same day of each month but are in place
controlled drug record included the following: the week of. | the administrator have all
~0On 05/01/2014 at 8:00am a handwritten entry . the medication on hand, and count the
was mada for amount on hand of 8, amount meds as received, | will cont to count th
oosved 45 tablets, amount given % tablet, medication as recived. All meds will be
ameunt remaining 44 ang 1/2 tablets. There was : :
no documentation adding the 9 tablets remaining counted when recelveq f:‘md again when
to the 45 tablets received. The amount remaining reordered, by the administrator.

should have been 54 tablets.

-0On 05/05/2016 at 4:00pm a handwritten entry
was made for amount of 39 tablets, amount given
¥ tablet, amount remaining 39 tablets. There
was no accurate documentation for subtracting
Division of Health Service Regulation
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C 367 Continued From page 5 C 367
" | the amount given from the amount on hand.
-0n 05/13/2016 at B:00pm a handwritten entry
was made for amount on hang of 26 and 1/2
tablats, amount given 14 tablet, amount remaining
26 tablets, On 05/ 4/2018 at 8:60am a Administrator will coynt medication before oreder| 7/1 212016
handwritten entry was made for amount on hand is made and will count again when received to
of 35 tablets, amount given % tablet, amount assur that the amount of medication on hand is
remaining 34 and-% tablets. There was no not ever the amount to be on hard,
documentation for any amount received to . 4
increase the amount from 26 on 05/ 3/2016 at %ﬂﬁq/ 4o 'ﬁ%u) [fﬂ%)
8:00pm to 35 on 05/14/2016 at 8:00am. wdZ

!
/
-On 05/17/2016 at 4:00pm there was a s 9’\) 7 5 e d/’ ;%J'
handwritten entry was made for amount on hand ~ 72[ W il (5 71— g:j; 28, A
of 30 tablets, amount given % tablet, amount e . S ‘W -
remaining 29 tablets. Thers was no accurate hedicony 2r o Lo Adtesuesd

documentation for subtracﬁng the amount given

from the amount on hand. The amount V27 /{W . %/ (ourt witd
remaining shouid have been 29 and % tablets. Y ﬂJ/ MW
-On 05/17/2016 at B:00pm there was a
handwritten entry was made reflecting 9 tablets - &W M
were added to the 29 tablats documented as ; ¥ -
remaining on 05/17/2018 at 4:00pm. It could not @D Mfm\mﬁ

be determined where the § tablets were received 7 i . N ﬁ (
. from.
~On 05/31/2016 at 8:00pm there was a Yo (ridrstte d
handwritten entry for 15 tablets remaining. .
Written on the controfied drug record on the next 2 ‘%, WV
line was "June script #15344" 8 ang % tablets on ke MW%
hand, amount received was documented as 45 5
tablets. The total remaining was documented as A Mﬁ
53 and % tablets. The amount remaining shoutd * . B :
have been documented as 61 tablets (45 + 16 = V% &"‘“‘m wll Agran

51) DTl

=On 08/01/2016 at 8:00am there was handwritten

entry was made for amount on hand of 53 and 4 L{F Lw‘v,)é@7 ﬁ ot nw
tablets, amount given % tablet, amount remaining W

was docurnented as 53 and 1/2 tablets. There . W ot ﬂu

Was no documentation subtracting the 1/2 tablet % ; b@ a

documenting as administered. The amount ‘ﬂ,,;

remaining should have bean 53 tablets, VY4 W ’d{{ Mz"
Division of Health Service Regutation P ’W MW
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Continued From page 6

Qbservation of Resident #1's medications on
hand an 06/08/2016 at 8:45am revealed thera
were 46 and 1/2 (93 halved Clonazepam 0.5myg)
Clonazepam tablets on hand, not 43 as indicated
on the controlled drug record.

Interview with thef Administrator on 06/08/2016 at
9:05am revealed:

~The Administrator did not know why there were
more Clohazepam tabiets on hand than indicatad
on the Controlled Sybstance Record.

-A mistake may have been made when the
Admimistrator initiated the Controlled Substance
Record for Resident #1.

-The Administrator thought 45 tablats of
Clonazepam 0.5mg was dispensed each time
from the pharmacy.

-The Administrator added the 08/2016 supply of
45 Clonazepam 0.8mg tablets to the May 2016
controlled substance record because she did not
have blank controlied drug record for uss.

-The Administrator counted the Clonazepam each
time she administered from the medication.

-The Administrator did not knew why she had not
recegnized the inaccurate count unless she had
been interrupted while counting and made an
error,

Telephone interview with the Provider Pharmacy
Reprasentative (PPR) on 06/08/2016 at 11:45am
revealed;

-The PPR dispensed the Clonazepam as % of a
0.5mg tablet,

-The pharmacy dispensed a quantity of 45
Clonazepam 0, 5mg tablets for Resident #1 to the
facility on 04/G4/2016 and 05/04/2016 which
would ba a 30 day suppiy for scheduled
administration three times a day,

~The PPR deliverad medication to the facility

C 387
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2. Review of Resident #2's current FL-2 dated
3/10/18 revealed:

-Diagnoses included Schizeeffective Disorder
Bipolar Type

~Thera was a physician's order for Lorazepam
1mg two times a day (Lorazepam is used to treat
anxiety).

Review of the May 2016 controlled substance log
for Lorazepam for Resident #2 revealed:

-A phamacy label on the controlled drug record
indicated the supply of Lorezapam was dispensad
on 5/6/16 with 60 tablets,

-The first dose from the supply was on 5/6/16 at
8:00am.

g -There were 52 doses of Lorazepam documented
as administered from 5/6/16-6/1/1 6.
-Documentation on the controtled drug record
after the 8:00am dose of Lorazepam on 6/1/16
indicated 9 tablats remained.

Observation of Resident #2's medications on
©/8/16 at 12:15pm revealed:

-One supply of Lorazepam 10mg tablets
dispensed on 6/1/16 with a handwritten entry of
8:00am on the eard and had 9 tablatg remaining
-Last dosaga of Lorazepam 10mg tablet given
was on 6/8/16 with a handwritten entry of 8:00am
on the card with 54 tablets remaining

-There were a totat of 66 tablats of Lorazepam
10mg on hand, .

-The documentation on the Lorazepam controlled

month for each resident as ordered. All mes
are ordered and receivad between the 1 angd
12/13 of teach month,

_ FORM APPROVED
Division of Health Servics Regulation
STATEMENT OF DEFICIENCIES K1) PROVIDER/SUPPLIER/CLIA {X2)} MULTIPLE CONSTRUGTION {X3) DATE SURVEY
AND PLAN OF GORRECTION IDENTIFIGATION NUMBER: A BUILDING: GOMPLETED
FCLO26037 e 08/08/2018
NAME OF PROVIDER OR SUPPLIER STREETADORESS, GITY, STATE, ZIP copE
413 COUNTRY CLUR DRIVE
CH'S ILY CARE HOME
LEA FAMILY e FAYETTEVILLE, NC 2830
X$ 1D SUMMARY STATEMENT OF DEFICIENCIES D FROVIDER'S PLAN OF CORRECTION 5)
PREFIX {EACH DEFIGIENCY MUST BE PRECEDED BY FulL PREFIX {EACH CORRECTIVE AGTION SHGULD BE COMPLETE
TAG REGULATORY OR LSC IDENTIFYING INFORMATION;) TAG CROSS-REFERENGED TO THE APPROPRIATE DATE
' DEFICIENGY)
€ 387| Continued From page 7 C 387
3
avery month.
-The PPR contacted the facility Administrator
every month to review medication need before As of 06/08/2016 all medications received wili be| 07/1 22018
sending a supply of medications. counted as received and legge as ordered 1o be
-The PPR was not aware of and did not know why given to each resident. Administrator will nat have
i o ; X ; edication on hand that is aver the required
there were any medication discrepancies with any m
. nt eed f

Resident #1's Cionazepam 0.5mg tablets. ot 1od to cover the naed amount for tha
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drug record for Resident #2 of 66 tablots
remaining at 8:00am on 6/8M6 did not match the
orhand amount of 54 tablats of Lorazepam.

Telaphonse interview with the Pharmacy Provider
Reprasentative (PPR) on 6/8/2015 at 11:25am
revealed the pharmacy contacts the group home
to determine what and how many pills are needed
for each resident and medications were sent to
the group home on 6/5/18.

Interview with the AdministratorMed Aide on
6/8/18 at 12:35pm revealed:

Administrator will have on hand the arnount that | 07/12/2016
-The Administrator diet not know why Resident %

will supply the erder for the month for each residant
#2's controlled drug record count for Lorazepam and will be counted at the time recived and at the
10mg did not match the quentity on hand. time of order to assure te amount on hand is not

over the the amount required for the mont for each

residet monthly supply. Meds will be countad
twice at order time and at time received .
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