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C 034} Continued From page 1 C034

Fire Marshal reveaied:

-He was called by the SIC on 6/3/16 to perform a
fire safety inspection.

-He did not readily know the last time the facility
was inspected, but the facility was due for an
inspection.

-He expected facilities to call his office when they
were due for an inspection, but his office also had
a way to track facilities for inspections.

-Upon completion of his inspection that day he
would have a report available for review.

Review of Fire and Building Safety Inspection
Report dated 6/3/16 revealed:

-Condition of e building was checked as

unsatisfactory with the added comment of "Needs
Reinspection.” :
-In the Recommendations to Correct section was ’A’
documented "Replace missing junction box B» LA CE ﬁzﬁ(r
covers in crawl space; reconnect dryer duct; ; <7

service fire extinguishers; extension cords for
templorary] use only; remove flarmnmable liquids;
remove combustibles; receptacle cover broken- <l
hallway; secure crawlspace door.” ]l

Telephone interview attempt on 6/7/16 at 1:32PM
with the county Environmental Health Services
was unsuccessful.

C 059 10A NCAC 13G .0310 (b) Storage Areas C 059

10A NCAC 13G .0310 Storage Areas

(b) There shall be separate locked areas for
storing cleaning agents, bleaches, pesticides,
and other substances which may be hazardous if
ingested, inhaled or handled. Cleaning supplies
shall be supervised while in use.

Division of Health Service Regulation
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This Rule is not met as evidenced by:
R TYPE B VIOLATION

Based on observation and interviews, the facility c Dj’ i N’\D‘%mm* U‘ﬂ L 5 Q-CL\J/{/
failed to secure in a separate locked area 8 . . L. s
containers of chemicals and petroleum products &.I \ dr\p_]y“ ((Lh ]f\ ]BCK«Q &/
left outside on the premises, 14 containers of .
chemicals and petroleurn products left on the 5’*(7/ ) J( d ;

front porch, a 5 galion container of kerosene ieft : ; 062_, \JU/\\)( DU’ ; !

in the dining room and 6 containers of chemicals

left under the kitchen sink. O\!\d/ U\}]\'& ﬁ’\ﬁﬂf\'m/

The findings are: i b .
sh o dadle DUl

Observation on 6/3/16 at 8:35AM of the outside
premises of the facifity revealed:

-A wood storage shed with a door, metal handle | \Q/"\(Wt r\ D
-:md lockset-inthe l-..-m.-m—.

-The door was closed and unfocked. CJ’\QW\\(M&S O\’/L 0 u:\(
Continued observation on 6/3/16 at 8:35AM of the -
outside premises along the wall of the storage ”/\Q/ MMW LU\

shed revealed:

-An unlabeled ciear plastic contamer !

approximately 3 gallon size and half full of a black K_Qq) OL/ V\D‘I{bﬂ% O\',/l V\,
oily substance.

-A liquid laundry detergent container with the top ,/‘
cut off and full of approximately 1 galfon of a W ‘Q/h + f_/

black ocily substance.
-A 1 quart motor oil container with a black oily ’FC\(A u’}]ﬁ [ S C CV\\_[? \/\./

substance inside the container.

-A 16 ounce spray can of a lubricant feeling full of .
product when picked up, with a warning on the C}W\ CU\/Q 6}—3

manufacturer's labe! the warning in capital letters
of "DANGER: EXTREMELY FLAMMABLE.
HARMFUL OR FATAL IF SWALLOWED ._." ]T'b J’hﬂ/ \,U\% Lt \

Continued observation on 6/3/16 at 8:35AM of the ‘/Q}'V)O\l e \ X K\G Ve
outside premises along the wall of the facility

Pivision of Health Service Regulation )
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revealed:
-A 23 ounce spray hottle of wheel and tire power
cleaner containing a liquid with a warning on the h )

warrin theonin [}\&M(‘d
manufacturer's fabel the warning in capital letters -
of "CAUTION: EYE IRRITANT."
-An 8 ounce bottle of 2 cycle engine oil containing GCV u,/ ‘Q/ \A\S\Q (/\/

product feeling full of product when picked up.

Cortinued observaticn on 8/3/16 at 8:35AM cf the hU\)\j{/Keﬁ ] U.ﬂ LK
outside premises along stacked railroad ties in

the yard revealed:

-A 1 gquart container of chainsaw lubricating oil \\%’ K‘Q,P’i/ W)CLQ/,/

containing product feeling fulf of product when
picked up. . ,/ /\. N
ATquart container of retor ol containg b 1) 0 u 26 l/\_,

Lo =S 15402y COrRTT -

A ;
preduct feeting full of product when picked up. " i
| /ﬂ’\ Mo Gjtjmrﬁ

Observation on 6/3/16 at 9:15AM of the front

porch revealed: _
-A 15.2 ounce container of car wax that felt fuli \)j\ \' k ‘/h m Y

when picked up, with a warning on the

manufacturer's label the warning in capital letters ‘( CA/ C b /\,
of "WARNING: May cause dizziness, headaches C\ (./L\ C\A U‘/\ZPW)
and nausea.”

-A 16 ounce spray container of car shine h Cab }/'] /t/
protectant that felt partially full when picked up, ﬁ/ LQ:

with a warning on the manufacturer's label the

warning in capital letters of "CAUTION: May S 5—( 0 [/\-

cause eye and skin irritation.”

-A 19 ounce spray can containing glass cleaner
that felt partially full when picked up, with a
warning on the manufacturer's label the waming
in capital letters of "CAUTION: CONTENTS
UNDER PRESSURE."

-An 11 ounce can of silver spray paint that felt
partially full when picked up.

-A 21 ounce spray can of a car tire care product
that felt full when picked up, with a warning on the
manufacturer's label the warning in capital letters
of "CAUTION: CONTENTS UNDER PRESSURE.

Division of Health Service Regulation
STATE FORM a8 JOYMa1 if centinuation sheet 4 of 86
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C 059 Continued From page 4 C 059 Q o/
A ANl

MAY BE HARMFUL IF SWALLOWED.”
-A 1 quart bottle of power steering fluid that felt /]Q ﬁ f
gee C ()a Mé

full when picked up,
LT

-An 8 ounce can of spray enamel that felt partially p é
full when picked up. e@d .
-A 24 ounce spray bottle of a garden fungicide ﬂ L
that feit full when picked up, with a warning on the c. j( ﬁ

0 o34

manufacturer's label the warning in capital fetters % ‘K

of "CAUTION: KEEP QUT OF REACH OF

CHILDREN." ‘ { '
-A 1 gallon container of anitfreeze, with no cap [/J

and a clear liquid inside, with a warning on the
manufacturer's label the warning in capital letters MO‘L/
of "WARNING: HARMFUL OR FATAL IF
SWALLOWED .."

-ATT Tt ounce spray can of engine enamel Ihat 1eft
full when picked up.
-A 116 ounce metal can of car wax that felt full

when picked up-

-A 1 quart container of motor oil that was
approximately ¥z full and contained a dark oily
substance.

-A 2 quart bottle of car wash that was
approximately %4 full,

-An 8 ounce bottle of 2 cycle engine oil. 3 (/
Observation on 6/3/16 at 9:45AM of the dining (ﬂde J / )
room revealed: ) /y'l < a/’ é@’
-A five gallon red plastic container used for g {2"/ - a) () /& 3 j ﬁ
storing petroleum product, sitting against the wall /“) i { & (5'(’ /@\/
and next to the piano. J - }") U/@ ._?/ ’ {;
-The container was uncapped and out of the C/ o Iﬂ/ [p"
spout was a siphon device. Y/ © 60 '
-The container was heavy to pick up and had a ﬁp c,é ’ M
clear liquid. \P[,ﬂ WJL{W}
-Against the wall between the dining room and ﬁ )
the staff bedroom was a kerosene space heater . { pdf
that was off. { [
o
Observation on 6/3/16 at 9:46AM of the {A‘N

Division of Health Service Regulation
STATE FORM 5889 Joymiat if continuation sheet 5 of 86
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€ 059 Continued From page 5 C 059

medication room (located off the dining room)
revealed:

-There was a doorway leading into the kitchen.
-The kitchen doorway was covered with a dirty
brown curtain.

-Another doorway led to the laundry room through @6

which residents exited the house to the back &?} o
porch. Qﬁ\ ?) \ (96’((:

Interview on 6/3/16 at 10:07AM with the
Supervisor-in-Charge (SIC) revealed he did work
on his automobiles at the facility. ‘(\30

intendew an 8316 at 11:05AM with the Deputy — - , ] | il
Fire Marshal revealed the red container in the e /U"
dining room contained kerosene. . *Ci ({7" (é’

o™ I
Interview on 6/3/16 at 11:20AM with the SIC p\z’
revealed the kerosene heater was used as a
"backup” heating source and was last used in

November 2015. d ]}\05—@

SIC revealed the storage shed outside the home
had a lock and all chemicals should be stored
and locked up there. l

Interview on 6/3/16 at 12:05PM with the Relief ,/ (16[’/

Telephone interview on 6/3/16 at 12:55PM with
the Administrator revealed:

-She visited the facility "quite often™ but could not
remember the last time she visited.

-She did not store chemicals or petroleum
products in the facility but their storage was
based on what was considered safe or unsafe.
-She was sure that chemicals and petroleum

.| products should be locked up.

Cbservation on 6/6/16 at 12:50PM of the kitchen
revealed:

-The curtain that was in the doorway was gone.
Division of Health Service Regulation
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-The cabinet under the sink had no lock. -
~The sink cabinet doors were closed. ] ‘/) f (-
Confinued observation on 6/6/16 at 12:50PM of , /l/\
the contents of the sink cabinet revealed: 7 ﬂ ) ﬁ’
-A 1 quart spray bottle of all-purpose cleaner that (/ C/ jJ C/ 427

was full with a green liquid, with a waming on the
manufacturer's label with the warning in capital :
letters of "WARNING: CAUSES SERIOUS EYE

IRRITATION.” wc I3

-Two 1 quart bottles of a floor cleaning product

@f.(%
that felt full when picked up. ‘5[‘ j\/ k @ﬂ i Q’T o

-A 1 quart spray bottle of a mold, stain and
mildew cleaner that felt partiaily fuil when picked

; , /0 2 P Aol
up, with a warning on the manufacturer's label the . (7 ;

warning in capital letters of "CAUTION: EYE 60 S Cl =
AND SKIN [RRITANT." ¢
<A 1 gallon jug of heavy duty floor stripper ) A(Jé

COf -C&ﬁffﬁe-t-ha-t—feﬁ—parﬁaﬂy-fuil“whcu pib_i\t:d P, U o
with a warning on the ranufacturer's label the

warning in capital letters of "DANGER; -CAUSES
SEVERE SKIN BURNS AND EYE DAMAGE."
-A 1 gallon jug of lemon-scented household
bleach that felt partially full when picked up.

-A 1 quart bottle of pine cleaner that was
approximately % full.

Interview on 6/6/16 at 12:50PM with the Relief
SIC revealed:

-Residents were not alfowed into the kitchen.
-Since there was no door on the doorway to the
kitchen, the only way chemicals couid remain
stored under the sink would be to have a lock
installed on the cabinet doors.

Areview of resident records revealed none to
have severe cognitive impairment, none to be
severely depressed and none to have recent

suicide ideation or attempts.

Division of Health Service Regulation
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C 052| Continued From page 7 G 059
tnterviews of 6 residents revealed all to be
appropriate in interactions and cognitively intact,
A Plan of Protection dated 6/3/16 was obtained
from the Relief SIC and revealed:
-Chemicals and pefreleum products that were
outside were removed to the locked storage
building outside.
-The SIC and Relief SIC would monitor daily for
chemicals and petroleum products, storing them
in the locked storage building.
CORRECTION DATE FORTHETYPE B
VIOLATION SHALL NOT EXCEED JULY 22
2016.
€ 074 10A NCAC 13G .0315(a)(1) Housekeeping and Cov4

Furnishings

10A NCAC 13G .0315 Housekeeping And
Furnishings

{a) Each family care home shalk;

(1) have walls, ceilings, and floors or floor
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 observation and inferviews, the facility
failed to keep clean and repaired wails, floors,
ceilings and fixtures attached to them on the
outside of the home, in the living room, in the
dining room, in the laundry room, in the
bathroom, in the residents’ rooms hallway and in
3 of 3 resident rooms.

The findings are:

Observation on 8/3/16 at 8:35AM of the outside of

Division of Health Service Regulation
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the facility revealed:

-A piece of missing soffit under the edge of the
roof, approximately 1 foot by 1 % feet, exposing
the underside of the edge of the roof.

-Two pieces of soffit that are not attached
resulting in an approximately 2 inch gap.

-The left panels of the resident bedroom window
closest to the wood storage shed was dirty, had
no screen and window glazing was missing from
the entire bottom of the window where it made
contact with the wood frame.,

-The right panels of the resident bedroom window
closest to the wood storage shed were dirty, the
storm window was pushed up approximately 6
inches, the screen was popped out of the frame

el lf\

A?m\m\’w&

[ -tk Y 0!54 J
w\d\/ btumayt™

and pushed m leaving an approximately 4 inch
gap, and old leaves and a bird nest were noted in
the space between the storm window and the

\

r\dmb; unaw{})owjf

inside-window:

-in the gutter on the left side of the house, where
it made contact with a roof valley, was a large
piece of asphalt roofing material.

-The left panels of the resident bedroom window
in the middie of the left side of the facility had a
loose screen and window glazing was missing
from the entire bottom of the window where it
made contact with the wood frame.

-Numerous gaps in the soffit under the edge of
the roof on the left side of the facility.

-The brick pier on the carner of the front porch
and to the right of the porch steps was missing
numerous bricks and had other bricks that
remained in place but were loose.

~A piece of metal pipe (handrail) extended at an
approximately 45 degree angle from the grass at
the edge of the sidewalk, up the right side of the
porch steps and to the top of the brick pier on the
porch, where the pipe was bent down at an

“approxirnately 30 degree angle and attached to

the pier with a bungee cord (there was no other

pf-the
The @0\

\

oL Ccuq e
[eviv

Dw STt Poran ’E‘U/J

UL K\e/ﬁ

DY W)')m feoalel
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€ 074 Continued From page 8 G074

handrails on the porch steps).

Observation on 6/3/16 at 9:45AM of the dining
room revealed:

-A heavy concentration of dirt on the hardwood
floor in high traffic areas between the living room,
resident hallway, around the dining room tabie
and to the doorway to the medication room.

-An irregularly shaped brown-stained and peeling’
area of the dining room ceiting over the piano and
measuring approximately 4 feet at the widest
point.

Continued observation on 6/3/16 at 9:45AM of the

mcd;&at;h’l IO (II IllllCd;atUlly ddjdbcl It iU ﬁ‘lﬁ
dining room) revealed:

-A ceiling fan located partially over the medication
cart with dirty and dusty blades (the fan was on
and shut off for the observation).

-A doorway to the kitchen was draped closed with 1\)

a dirty brown curtain. @OQ ) O

Continued observation on 6/3/16 at 9:45AM of the %){)XJ ?@) m@i{@é ’b,s 0 b

! led:
aundry room reveale %LL’ e @

-Black-speckled staining in a streaked pattern on -

&
the ceiling. o ﬁ/laad'd }.)
-An approximately 1 inch gap at the bottom of the O ‘ O}“

door exiting to the back porch, with outside light ~p 1. ?/
visible through the gap. ij‘) i

‘i
Continued observation on 6/3/16 at 9:45AM of the £QP
back exit door revealed chipped and missing ’
paint on the exterior side of the door and in the
door jamb.

Continued cbservation on 6/3/16 at 9:45AM of the
back porch reveated: )
-A wood bench seat'built into the entire length of
the porch rail,

-An old can with cigarette butts on the end of the
Division of Health Service Reguiation
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bench.
-The paint on the bench was chippad and mostly
worn away.

Observation on 6/3/16 at 1:42AM of the firs C 0‘\14\ i ,L\\ (Q/?CM ¥§ \})? N

resident bedroom on the left {as walking down the

facility hallway) revealed: C l\n m
-Thick dust and debris on the top of the window Ump ‘Q, L‘V]
frame.

-A broken window handle on the window frame. D’P ’? U(./\ L\

-Dust and debris in the space between the
window and the storm window. : m [)\
-Dust on the window mini-blinds. \1\_)\ \ \ be/ m r\—yr\-@ v

Continued observation on 6/3/16 at 11:42AM of Vs K \ /"{\ \%

the resident haflway revealed: V\f( ~T V

-A heavy build-up of dirt on the floor along the v
baseboard both sides of the hallway. . y \ i . E{ b l i (M/) (./a/
s on ides way \?vn\) U)/Q/ Wn

A-rusty-baseboard-heater cover:

-A dirty wet rag mop sitting directly on the floor ]

near the bathroom door. \M\Ll/] (LLU/ ,
Observation on 6/3/17 at 11:57AM of the comrmon \H/)
resident bathraom revealed: 0\/ ]\DJ—&ODK \m

-Two wall sconce fights, one on either side of the '

mirror over the sink, both without globes and one b Q/ ‘4 \Q/P’)’

with an unlit bulb,

-Brown staining on the floor around the base of
the commode, MW (l(ﬂ | hﬁ’%hd) )’é]

-A finen closet next to the commode with large L
patches of peeling paint and cobwebs inside the - V > -
closet (bedsheets and a comforter were present W](-A/ Q%Ou Kg WPL{«X '/l./ :
on the shelves in the closet).

-Missing paint on an approximately 6 inch long
spot of wall next to the commode.

-Black staining on the caulk between the tub and
the tub enclosure,

~Rust on the right end of a grab bar on the tub
enclosure.

-A protruding and rusted bolt on a curved grab

Divisien of Health Service Regulation
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bar ahove the spout in the tub.

Confidential interviews with b residents revealed:
-The first resident stated the
Supervisor-in-Charge (SIC) kept the house clean
and his roommate was keeping his room clean.
-The first resident stated everything was in good
repair.

-The second resident stated when things get
broken they were repaired.

-The third resident stated he cleaned his own
room and the floor was mopped every three
weeks. ’

- The third resident stated window mini-hlinds

were cleaned bl T clean them™ and it s up fo
me" {o clean them.

~The third resident stated "everything works."
-The fourth resident stated the carpet in his room
was vacuumed and everything worked in his
room.

| ~The fifth resident stated he swept floors, mopped
once a week and the SIC waxed the wood flogrs
every two months. . .

interview on 6/3/16 at 12:05PM with the Relief
Supervisor-in-Charge (SIC) revealed:

-The SIC did "what he can."

-Residents try to help with cleaning.

-She had "got behind" with cleaning and had not
had time for personal reasons.

-The wood floors were mopped with pine oil.
-There were "a few maintenance things" to
address but "there was not a whole lot.”

/| -A"little roof work" and landscaping were needing
to be done.

Phone interview on 6/3/16 at 12:55PM with the
Administrator revealed:

-The facility was "leased" to the SIC and he
"keeps it up pretty much.”

Division of Health Service Regulation
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~The SIC would buy any needad supplies for
repalrg

-Evan though the facility was leassd 1o tha SIC
und he has to do "sverything anything not done
“falls back on me.”

Chbservation on §/6/16 at 8.05AM of the dining
reom raveaied parling palnt and brown stains an
the ceiling around the ceillng fan,

Obsarvation on 6/6/16 at 9 0CAM of the iast -
resident roorn on the right belore the bathroom
tevealed:

~The half of the room closest to the door was
carpeted and the oiher half was bare hardwood
floor

{X3)
COMPLETE
DATE

C 074

-The carpst was stalned black and was dirty
-The hardwood fiooring had dirt bulld up.

-The mini-binds on the windows ware covered in
! dusgt -

Observalion on 6/5/16 at 8:45AM of tha last
resdent room on the lsft before the bathroom
revaaled:

-A smal! cscillating fan {turned off) sitting on a
resident’s bad, ihe fan blades covered with black
gnime and the fan grate covered in dust.

~The mini-blinds on the windows ware covered in
dust.

-A cracked pane of window plass with the smaller
piece {In the lower left band corner} loass i the
window frame

-A wmndow screen coversd In black grims (the
window was ciosed).

Intarview on 6/8/16 8! 2:25PM with the SIC
revealed ’ .
-Maintenance "fails on me.”

-Somalimes outside people had to come in lo
maks repsirs he was not rained lo make.

Division of Hesith Service Reguislian
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-His family member would sormetimes do repairs
bul hs waa busy

-The Adminiztrates had no role in performing
facilty malmtenancs.

-The Admimistrator did not provida funding for
mainienance,

-if reparra were more "coamiatic” and "normal
wear and tear,” he would 1ake care of thoss but if
fepais wara more "structural’ he would have the
cost of thoss repairs deducted from his rant.

Pﬁone Intarview on 8/7/16 at T0:55AM with the
Administrator revealed the SIC should tell her
what was wrong in tha facility that neseded repair,

COMTORFCAC 136 -0315{8}(5) Housekeeping and cors
Furnishings

1A NCAC 133 0315 Housakemplng-and
Furnishings

{2} Each family care home shall:

(5) be maintained in an uncluttered, claan and
orderly mannar, free of afl obstructions and
hazards:

This Ruls shal! apply 1o new and exisling homes.

This Rule is not met ag evidenced by . ; P
| TYPE B VIOLATION d S

e
Based on obaervations and intarviaws, the facility - [)Zn W ’ IJ . L}
fated to maintain a clean anvironment fres of y} P c /
alutter and hazards ralated to: petrolaum products _ (L % Vi I/
stored with combustibla iteme outside and ingide = //ﬁ : ‘ ) { [)
the home, a long handled axe left outside, & Y / (-/( 79,’)
matal pipa baing used as & handrall that was not UU! gﬁ, ﬁf
securely fastaned (o the porch, saws laft- gOP d
unsacured on tha frant porch, unsecured posis to \P

Divlsion of Healih Servics Regulalion .
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the front porch roof, an open door to the
crawlspace, dryer duct that was vented to the
crawlspace, a rotted door threshold and metal

sheets attached to the back porch decking with ¥ .

upturned edges and popped nails and boards on QD \?) m [)\}/\ U/\)( \N] lk

the back porch. i

The findings are: jﬁ Cu}/'b cd \ C I/]U]/l( ( U\J}-
Observation on 6/3/16 at 8:35AM of the outside ‘ n j’h)Y %Q U\..Y\"\,}’

premises along the wall of the shed revealed:

-An uniabeled clear plastic container,

approximately 3 gallon size and half full of a black C\y\(/\-/ \ ﬂ V\ W\ ﬁ-

oily substance.

-A liquid laundry detergent container with the top m Jr l l
cut off and full of approximately 1 gailon of a C\]\OMV\ \m

black oily substance. N ~ T
-A 1 guart motor oil container with a black oily “/\ t)/h W dO\J\ \U\/l’b

substance.

-Adjnrpnf to the confainers of black niiy qunir‘lr.:

1 n
was a stack of cut wood, pieces of plywood and % w E/ C h\ml ( C\/U

the wood wall of the shed.

Continued cbservation on 6/3/16 at 8:35AM of the O\Y{, J Q/}/LWQ/'
outside of the facility revealed a long handled axe L
lying alongside the house. mcm ]'\’\/ \}ﬂ \,
Observation on 6/3/16 at 9:15AM of the front m m »//? U\L »L

AL

porch steps revealed:
-A piece of metal pipe (handraillextended upward /P ’QCLQLL Y \QJ O\J J/
at an approximately 45 degree angle from the (5V {\ . : ' b7
grass at the edge of the sidewalk and followed

the right side of the porch steps to the top of the d &_/ C D(-u[ht Vﬁ’

brick pier on the porch.
-At the brick pier, the pipe was bent downward at

an approximately 30 degree angle and attached \ V\C [ h M
to the pier at a brick (missing mortar) with the

hooked ends of a bungee cord. { ) Jf ( | \ /D O\—/
-There was no handrail on the left side of the 3‘ i &\J 4 NQ
WwWee ki

—

porch steps.

Division of Health Sendce Regulation ’
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Continued From page 15

Continued observation on 6/3/16 at 9:15AM of the
front porch revealed:

-A metal porch roof extended from the porch
steps and brick piers to approximately 2 feet past
the fiont door.

-At each end of the metal porch roof was a 4 inch
by 4 inch wood post, which sat on the concrete
deck of the porch with no visible hardware
connecting the posts to the concrete deck nor the
metal roof.

-The wood post closest to the front door had a
small wood wedge between the post and the
metal roof.

co7s

e

-With slight outward pressure applied to each

post; theposts starting moving fromoutonderthe
metal roof.

-Lying on the brick pier was a bow saw (used for
cutting wood) and at the base of this pier on the
concrete deck was a small hand saw.

Continued observation on 6/3/16 at 9:15AM of the
side of the house revealed:

-An open door to the crawlspace under the
house.

-Dryer duct was lying in the dirt in the crawlspace.
-A rigid metal duct protruded through the floor into
the crawlspace and was coated on the inside with
dryer lint.

Observation on 6/3/16 at 9:45AM of the dining
room revealed:

-A five gallon red plastic container used for
storing a petroleum product, sitting against the
wall and next to the piano.

-The container was uncapped and out of the
spout was a siphon device.

-The container was heavy to pick up and had a
clear liquid.

-Against the wall between the dining room and
the staff bedroom was a kerosene space heater

Cﬁ"( Z”b

(Q,uﬁ)
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that was off.

Observation on 6/3/16 at 9:52AM of the back
porch revealed:

-The door knob side of the doorframe threshold
was rotted with an approximately 6 inch fong
oblong hele (when stepped on the threshold did
not give way).

-Metal sheets nailed to the wood decking with
their edges curling up.

-Angled supports to a bench built into the deck
railing, at the far corner of the deck, were popped
from supporting wood structure in numerous
places, exposing nails.

Inferview on 6/3716 at T0:07AM with the
Supervisor-in-Charge (SIC) revealed:
-He did work on his autornobiles at the facility.

_Hgs_family member hnI’r_\nd him.with \J;nrrl work
and maintenance but the family member was
busy.

Interview on 6/3/16 at 11:05AM with the Deputy
Fire Marshal revealed the red container in the
dining room contained kerosene.

Review of Fire and Building Safety inspection
Report dated 6/3/16 revealed:

-Condition of the building was checked as
unsatisfactory with the added comment of "Needs
Reinspection.”

-in the Recommendations to Correct section was
documented "Replace missing junction box
covers in crawl space; reconnect dryer duc;
extension cords for tempforary] use only; remove
flammable liquids; remove combustibles;
receptacle cover broken- hallway; secure
crawlspace door."”

interview on 6/3/16 at 11:20AM with the SIC

Division of Health Service Regulation
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revealed ]

-The kerosene heater was used as a "backup” -

heating source and was last used in November é

2015

-The Administrator visited the facility "2 to 3 times

ayear"

-He last spoke to the Administrator about 3 weeks
before the survey.

-He spoke to the Administrator on the phone
about 2 {0 3 times a month.

Pj"
Observation on 6/3/16 at 11:52AM of the resident

rooms hallway revealed a storage closet with a
lock and hasp, the portion of the hasp attached to

E3 Y =] = Pl STV R Formt kel N et 1t
[$31—] UUUI’[Famc \[Iﬁ\l[l 13 LN T OUICYY IIUIGD} wiaTul II,
one small screw, permitting the doar to open
approximately one inch.

Interview on 6/3/16 at 12:05PM with the Relief
Supervisor-in-Charge (SIC) revealed:

~The SIC did "what he can."

-There were "a few maintenance things” to
address but "there was not a whole lot."

-A "little roof work" and landscaping were needing
to be done.

Phone interview on 6/3/16 at 1:00PM with the
Administrator revealed:;

-She talked to the SIC every day or every other
day.

-She visited the facility "quite often" but she could
not remember the last time she visited.

-The facility was "leased"” to the SIC and he
"keeps it up pretty much."

-The SIC would buy any needed supplies for
repairs.

-She was sure that pefroleum products should be
focked up.

-Even though the facility is leased to the SIC and
he has to do "everything," anything not done “falls
Division of Heaith Service Regulation
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back on me."

Intorview on 6/6/16 at 2:25PM with the SIC
ravealeq:

-Mantenance “falle on me "

-Somatimes outside people have to come in to
meks repairs he was not tralneg o rake,

-His family would sometimes da reparrs but the
farmily member was busy.

-Tha Adminssirator had no role 1n parforming
facility mamterance,

-The Adminstrator owned the proparty .

-The Adminstrator did not provide funding for
maintenance,

-It repans were more "cosmetic and “normal
waar and teer,” he would take care of those but )t

TepuTE ware mora structural” he would have the
cost of thosa repairs deducted from his rent

Phone lnterview on 8/7/14 at 10 ES5AM with-the
Administrator revaalagd:

-She spoke with tha SIC "z (o1 *

-3he "goas by" the facility 2 to 3 umes a month
but "It 15 dark "

-It was har responsibilly to follow behind the SIC
and make sura they wera dong what neaded to
be done

-Tha SIC should tell her what was wrong in the
tacildy that nesded reparr.

Attempted telephong interview on 6/7/16 at
1.32PM with the county Environmenial Health
Services was unsuccessful

A Plan of Protection dated 6/3/16 was oblamed
from the Relef SIC and revealed.

-The SIC would obtain brackets an 8/3/18 to atfix
10 the posts and metal roof on the porch.

-The ketcsena was removed from the dining

foom and slored property, ‘J
Civinion of Kealth Servica Regulaban
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-Management was respensible for maintaining
ths building and would monitor.

CORRECTION DATE FOR THE TYPE B
VIOLATION SHALL NOT EXCEED JULY 22,
2018 I

C 102] 10A NCAC 13G 8317 (a) Euildmg Service C 102
Equipment

1DA NCAC 13G 0317 Building Service
Equipment

{8) The butlding and all fire sefely, elscliical,
machanical, and plumbing equipmant in a famiy

care homa shail be mainteined in a safa and
operaling condition

Thia Rule is not met as evidenced by:

TYPE B VIOLATION ﬁ
}

Based on cbsarvalions, record reviaws ang

interviewa, the facllity failed to {A) preven! use of {f\f)

&r ouldoar extension cord with axposed wiring; C,/ A ﬂ
cover an eloctrlcel junctlon box in the crawlgpace; g\[ L ﬁ/g ‘\)Q‘Q
pravent use of 8 non-surge prolacied extendion ' (), !@é} (_J

cord n the medication room: pravent unsafs Lsg ﬁ[}
of sUrge pratectors and non-surge prelacted
outiet adaptere In the living room and in 2 of 3

resident rooms; raplace broken and Misging - pJJ ) IL ﬂ/
slectrical outlet faceplates in the resident hallway p A ‘/w_b 0 CJ;/ 7, Z Z - / b

and kitchen and replace or remove a wall light ﬁg

Bconce with exposed wires In 1 of 3 regident

rooms, (B) to prevent uae of a kerosane snd o
elactric space healer durlng the winter when a . ‘ \ (LQ 0«
cantral heating furnace was not functioning and ' i (L 2
(C) hava an srnual malnteaance chack N

[)'O -
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performed on 2 of 2 fire extinguishers when they

! n

became due in July, 2015. C DJ‘ m ty {m WALL

findi :
The findings are | W\P{\;‘/ U}Qﬂ“%/h \mw 2
A. Observation on 6/3/16 at 8:35AM of the uﬁ
outside of the facility revealed: &,\ L(\‘/Q,S ‘QC\'V\ (
-An electric powered air compressor. U\/ )’]
-The air compressor cord was plugged into a df\ U-Q ?
white, non-surge protected household extension m& GU’“( M

cord. . . \IQO%,\/\ . i \Q__V\’\, U—I/Q,,

-The plug at the other end of the white, non-surge

protected household extension cord was missing R - J 7 1 2
and its wires were connected with plastic wire hf\&}l W I/]\Q\)\f \h e

nuts to the exposed wires of an orange non-surge ; K-t\ Y SV AP AT ;—L N
protected extension cord (these cords were LU’]('/\.‘ \.vu YAV, b (AN RIED VV i
draped over a riding lawnmower).

-The orange extension cord was stretched h_,l? 'ﬂ‘« )OQA
through the grass and the plug was not in an ( ]\ f\\l\ {§ \iUl l, l.

-

electrical outiet. ' \<@+ \1\71 \LI’] m m'}gy ])’

Continued observation on 6/3/16 at 8:35AM of the

outside of the facility revealed a second ( Q, ) M oN (/\., Ny (/\

non-surge protected orange extension cord, the
outlet end lying in the back of a pickup truck bed, ‘( )(;\,‘4 \/L_ thLC{—Q-/
the cord lying in the grass and the plugend - ‘L‘

entering the house through the living room
window next to the window air conditioning unit.

9

Observation on 6/3/16 at 9:15AM of the side of
the house revealed:

-An open door to the crawlspace under the
house.

-Attached to a floor joist was a biue plastic
electric junction box, with no cover and the wires
were visibly exposed,

Observation on 6/3/16 at 8:45AM of the
medication room revealed a wall lamp and a fax
machine (both off} were plugged into a brown
Division of Health Service Regulation
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non-surge protected household extension cord
that was draped down the doorframe to and into
the kitchen.

Interview on 6/3/16 at 10:07AM with the
Supervisor-in-Charge (SIC) revealed:

-He did work on his automobiles at the facility.
-His family member helped him with yard work
and maintenance but the family member was L[_/
busy. \

Observation on 6/3/18 at 11:05AM of the living
room revealed:
-A two plug wall outlet to the left of the firepiace.

-A non-surge protected 3 outlat adapterwas

plugged into one of the outlets.

-A surge-protected 6 ouflet extension cord was o

plugged into the second outlet. b\

-Into the non-surge protected 3 outlet adapter d ‘g/

was plugged a cordless phone charger (phone

was in the charger) and a window air conditioner 6

{off but could be turned on).

-Into the surge-protected 6 outlet exiension cord

was plugged a television (on), cable box {on),

internet wireless router (light on), a second cable J

box and a non-surge protected white household

extension cord.

-Into the non-surge protected white household

extension card was plugged a floor box fan {off),

a battery charger for power tools (no tools

attached to the charger) and a non-surge

protected orange extension cord that went out the \L

window between the window frame and the g_,
\y

window air conditioner.

ol
Review of Fire and Building Safety Inspection b‘Q/ &
Report dated 6/3/16 revealed: .-\\ '
-Condition of the building was checked as. @\
unsatisfactory with the added comment of "Needs
Reinspection.”

Division of Health Service Regulation
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-In the Recommendations to Correct section was
documented "Replace missing junction box
covers in crawl space; reconnect dryer duct;
extension cords for templorary] use only; remove
flammable liquids; remove combustibles;
receptacle cover broken- hallway; secure
crawlspace door."

Interview on 6/3/186 at 11:20AM with the SIC
revealed:

-The Administrator visited the facility "2 to 3 times
a year."

-He last spcke {o the Administrator about 3 weeks
before the survey.

-He spoke to the Administrator on the phone

u\f/éd

o

Qé’ o”w

L\s

abpout £t 5 imes a montn,

OCbservation on 6/3/16 at 11:52AM of the resident
rooms hallway revealed a-cracked electrical outlet

N

3 QG\ h'(:}

"

faceplate with a piece of the faceplate mlssmg

Interview on 6/3/16 at 12:05PM with the Relief
Supervisor-in-Charge (SIC) revealed:

-The SIC did "what he can."

-There were "a few maintenance things” to
address but "there was not a whole lot."

-A "little roof work" and landscaping were needing

| to be done.

Phone interview on 6/3/16 at 1:00PM with the
Administrator revealed:

-She talked to the SIC every day or every other
day.

-She visited the facility "quite often” but she could
not remember the last time she visited.

-The facility was "leased" to the SIC and he
"Keeps it up pretly much.”

-The $IC would buy any needed supphes for
repairs.

-She was sure that petroleum products should be

Oﬂ’ M 9‘”\ ﬂ
]\M\i géP

A FN
f
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locked up.

-Even though the facility is leased to the SIC and

he has to do "everything,” anything not done "falls

back on me."

Observation on 6/6/16 at 9:00AM of the last

resident room on the right before the common

hathroom revealed: A

-A two plug wall outlet to the left of the resident's ()/ @ . [\')

bed. \ (j iu

-The plug to the small refrigerator in the room { ‘}U /

was piugged into one of the outlets. 8 ?/ CD U

-The plug of a six outlet surge protected p

axtension cord was plugged into the second

[*1518[1 N 72 . L7
-Into the six outlet surge protecied extension cord 0\ /‘ UL}O}/
was plugged the window air conditioner {off} and- { (

two six outlet surge protecied extension cords D '

(referred to as A and B respectively).

-Into surge protected extension cord Awas _
plugged a radio {off}.

-Into surge protected extension cord B was A

plugged a television {on), a cable box {on) and & ‘ Yﬂ
clock {on). @Q

Observation on 6/6/16 at 3:45AM of the last . Q/ /
resident room on the left before the common A

bathroom revealed: : é\
-A wall light sconce with no bulb or globe, the _ 6\%

tube into which a bulb would be screwed was
bent from the arm of the sconce, exposing wires. (‘j{"\ /«}
-A two plug wall outlet behind the dresser. ] )%/d
-Into one of the outlets was plugged a six outlst -

surge protected extension cord. - @D

-Into the six outlet surge protected extension cord

was plugged a charging device (off) and another
six outlet surge protected extension cord
{referred to C).

-Into surge protecied extension cord C was
plugged & video game {off), a television (off), a
Division of Health Service Regulation
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cable box, a vacuum cleaner {(observed early as
on), a phone charger {off) and a radio {of). A
_ _ Al

Observation on 6/6/16 at 12:49PM of the kitchen MJ !

revealed:

-To the left of the sink a solid four outlet electric

plug electric outlet.
~This faceplate was easily removed by hand from

outlet faceplate hanging by one screw over a two g FL ;( DQ a (f{) 8
the outlet, exposing screw holes and old caulk in I\) @ I/J

the wood trim surrounding the outlet.

Interview on 6/8/16 at 12:49PM of the Relief
Supervisor-in-Charge (SIC) revealed:
-The SIC had repaired that outlet cover in the

past butitneeded 1o be repaired again.
-She would tell the SIC of the need to repair this
electric outlet.

interview on 6/6/16 at 2:25PM with the SIC
revealed:

-Maintenance "falls on me.”

-Sometimes outside people have to come in to
make repairs he was not trained to make.

-His family member would sometimes do repairs
but he was busy.

-The Administrator had no role in performing
facility maintenance.

-The Administrator owned the property.

-The Administrator did not provide funding for
maintenance.

-If repairs were more "cosmetic” and "normal
wear and tear," he would take care of those but if
repairs were more "structural" he would have the
cost of those repairs deducted from his rent.
-Regarding electrical concerns, he was
responsible to address them, but depending on
the problem he might have to have an electrician
perform repairs.

-The broken light wall sconce in the resident's
Division of Health Service Regulation
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bedroom did not have an electrical supply to it.

Phone interview on 6/7/16 at 10:55AM with the
Administrator revealed:

~-She spoke with the SIC "a lot."

-She "goes by" the facility 2 to 3 times a2 month
but "itis dark.”

-It was her responsibility to follow behind the SIC
and make stre they were doing what needed to
be dene.

~The SIC should tell her what was wrong in the
facility that needed repair,

Attempted telephone interview on 6/7/16 at

=32PMwith thecomnty Environmental-Health LV

Services was unsuccessful, \}( 7
B. Observation on 6/3/16 at 9:45AM of the dining _ d C d%bj
room revealed: L O

-A five gallon red plastic container used for &U\] )f%

storing petroleum product, sitting against the wail 3 @ \)

and next to the piano. l J . p

-The container was uncapped and out of the
spout was a siphon device.

~The container was heavy to pick up and had a
clear liquid.

-Against the wall between the dining room and
the staff bedroom was a kerosene space heater
that was off.

Interview on 6/3/16 at 11:05AM with the Deputy
Fire Marshal revealed the red container in the
dining room contained kerosene.,

interview on 6/3/16 at 11:20AM with the
Supervisor-in-Charge {SIC) revealed the
kercsene heater was used as a "backup" heating
source and was last used in November, 2015,

Observation on 6/6/16 at 9:45AM of the last

Division of Health Service Regutation
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resident room on the left before the bathroom
revealed in the corner of the room by a closet
door stood a black, ceramic type electric space
heater that was not plugged in.

Interview on 6/6/16 at 9:45AM with a resident in
the last room on the left revealed no knowledge
or any use of the space heater since he was
admiited to the facility (he could not remember
the date).

Interview on 6/6/16 at 2:25PM with the SIC
revealed:

-Mainienance "falls on me."

-Sometimes cutside people had to come in to

%

make repairs he was not trained to make.
-The Administrator had no role in perferming
facility maintenance.

=TheAdministrator-owned-the property-

-The Administrator did not provide funding for
maintenance.

-If repairs were more "cosmetic" and "normal
wear and tear," he would take care of those but if
repairs were more "structural” he would have the
cost of those repairs deducted from his rent.

Telephone interview on 6/7/16 at 10:55AM with
the Administrator revealed:

-She talked with the SIC "a lot"

-She would "go by" the facility 2 to 3 times a
month but "it is dark."

-The 3IC should have fold her what was wrong.

Interview on 6/7/16 at 3:00PM with the SIC
revealed the central heating furnace in the facifity
required servicing which he could not perform.

C. Review of the most current fire marshal
inspection report was not perfermed as the
Supervisor-in-CGharge (SIC) could not locate the

WA

{
joad

e

¢0/”(£30’
Y
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report.

Interview on 6/3/16 at 10:40AM with the Deputy
Fire Marshal revealed:

-He was called by the SIC that same morning to
perform a fire safety inspection. [

-He did not readily know the last time the facility
was inspected, but the facility was due for an
inspection.

-He expected facilities to call his office when they
were due for an inspection, but his office also had
a way fo track facilities for inspections.

-Upon completion of his inspection on 6/3/16 he
would have a report available for review.

Observation on 6/3/16 at 11:02AM of the hwng
room revealed;

-A fire extinguisher mounted on the wall ¢/
immediately adjacent to the fireplace. \\O/
-The phone cord was coiled multiple times and C/

found sitting on top of the extinguisher.

-The needle on the gauge on the extinguisher
was sitting in the green zone (extinguisher was %
charged)

Review of the hang tag on the fire extinguisher in
the living room reveated:

-The name and phone number of a fire 6
extinguisher. mamtenance company.

-Card punches Which indicated the extinguisher . &
was last serviced in July, 2014. i [D

-The printed statement "VOID 1 YR. [YEAR]
FROM MO. [MONTH] PUNCHED."

interview on 6/3/16 at 11:05AM with the Deputy
Fire Marshal reveated:

-He had observed the fire extinguishers were
overdue for an annual maintenance check.
-Annual fire extinguisher checks were a part of
the focal fire code.

Division of Health Service Regulation
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Review of the Fire and Building Safety Inspection
Repart dated 6/3/16 revealad:

-Candition of the building was checked ag
unsglisfactory with the adced comment of "Needs
Reinspaciion ”

t “The comment in the racomrnendations to correct
seclion of “servics for firg axtinguishers.”

Interview on 6/3/16 at 11:20AM with tha SIC C l ()Q\

revealed: mm ‘U’ﬁz M L i
-He checked the firs extinguishars “periodicalty” - ‘
bul had no s&t tims, mm /{;f r{, ! \3

-He did notknow they wers past due for an

anmal chack, Mot hly ol Iided

-The fireplaca in tha living room was used the

H
pack wintar 25 5 “back Up” hiealing source whea i “_OJ/ CA/ l G{ﬂb\.
wasg real cold, Eh 0‘( | m
{ Iy .\ - | s
3/16 at 11 52AM afth 1 ht){
s - EL116.8 11 624 ot the e, WK U’\@\M)

| residents' rooms hallway ravealad:

-A fire extinguishar mounted on tha wail f\@ﬂ{:\/\ t

mmadiately (o the left of tha comman bathroom WJ [qu(ln

doorway. % w
B T iy -

-The needle on the gauge on the axtinguighar
Was sitling in the green zong (extinguisher was
charged)

Review of the hang tag on the firs extinguisher in R i
the residents’ rooms hallway revealed:; AR
-The nama and phone number of g fire .
extinguisher maintenance company.

-Card punches which indicated the extinguighar
was last serviced in July, 2014,

-The printed statement "VOID 1 YR, [YEAR]
FROM MO, [MONTH] PUNCHED *

Phone interviaw on 8/3/18 gt 1 OOPM with the
Administeator revaaled

-The facilily was “leased” to the SIC and he
Crumion of Hoalth Servica Regulallon
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“keaps il up prefty much "
-Upon inquley nto fire axtingulsher maintenance,
she replled she had to taka another calf and the
nterview ended.
Interview on 8/6/18 at 2:25PW with tha SIC
revealsd facility malntanance "falls oh me” and
the Adminitrator had no role in feeilly
malntananca,
A Pian of Protsction dated 6/3/16 was obtainad
from the Relisf SIC and reveslad:
-The SIC will abtaln Burge prolectors for all
oullels and inspect thoze currently In use. '
-A fire safefy tompany came lo the facility on
S048-and performada maintenanca check on all
the fira extiniguishers.
-Mansgement was responsible for maintaining .
the huilding and would moniter
Anciher Plan of Pralaction dalad 6/7/16 was
obtained from the SIC and rsvealsd:
-The apace heatsrs and kerosens wers removerd
from the faciity.
~The facility's furnace would ba repalred befors
winler and tha use of space hgalers be
discontinuad
. CORRECTION DATE FOR THETYPE B
VIOLATION SHALL NOT EXCEED JULY 22,
2016.
C 112 10A NCAC 123G .0318(z) Outsida Premises C112
10A NCAC 13G .0318 Outside Premiges
{8) The outside grounds of new and exisling
tarnily care homes shalt be malntsined In 2 clean
and safe candition
-t
[ I
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This Rule is not met as evidenced by:

Based on ohservation and interviews, the facility
failed to remove from the premises trash, CI IA M U\ﬂ l L
automobile parts, containers of petroleum
products in close proximity to combustible items, g i' :

and equipment and debris, and failed to keep the \/\}P@R

N The Du’tﬁldb D QJHIS\U
' oF /pc;\u\\)m\/\b WWSr O

Interview on 6/3/16 at 8:05AM with the
Supervisor-in-Charge (SIC) revealed he would 1/\ 5 l/\ [ 3 [A./
have to lock for copies of the most recent fire and EVM_, (X_,L ’YYL\VT OUh{

environmental health inspection reports, to be

provided for review at a later time during the 1AM F\\ﬁ i (N [A-/ {0\.

Rr

survey.

Interview on 6/3/16 at 10:07AM with the SIC C W\d "h Um

oo -

:;::W% unable to find the most current D\'/ \bSDK U\ﬂ \_ L \}9 t/

-environmental health report. -
-It had been a while since the environmental \/\ )/\, W P/E/v [\_,\)J\)
heaith inspection had been done, \Q/

-He could not find the most current fire inspaction

uath, mnviing

Observation on 6/3/16 at 8:35AM of the outside
premises at the storage shed, outside of and to Y U MH'X
the right of the door to the shed, revealed:

-There were two black plastic bags, one sitting in
a cardboard box and the other on the ground and
ripped open, showing it fo be fult of househeold
trash.

-Along piece of metal leaning against the shed.
-Window screens Jeaning against the shed.
-Pieces of scrap lumber leaning against the shed.

Continued observation on 6/3/16 at 8:35AM of the
outside premises zlong the wall of the shed
revealed;

Division of Health Service Regulation
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-Stacked against the side of the shed was cut
wood and scrap lumber,

-An unlabeled clear plastic container,
approximately 3 gallon size and half full of a black
oily substance.

-Aliquid Jaundry detergent container with the fop
cut off and full of approximately 1 gallon of a
black oily substance.

-A 1 quart motor oil container with a black oily
substance in the container.

-A riding flawn mower.

Continued observation on 6/3/16 at 8:35AM of the
outside premises behind the storage shed and

urder thewirdow to g resident's room revealed:
-Grass in the yard was approximately two feet
high.

-A utility trailer on which was placed automaobile
tires, scrap wood, spray paint cans and pieces of
scrap metal, :
-Behind the utility trailer and stacked against the
facility were automobile tires, on top of which was
placed a wood plank. :
-On top of the wood plank were stacked toocls, an
air compressor and scrap wood, these items
partially covered with a blue plastic tarp.

-To the left of the utility was a plastic dog house,
partially covered by the tall grass.

Continued observation on 6/3/16 at 8:35AM of the
inside of the storage shed revealed:

-Qn the door to the shed was a metal handle and
a lockset in the handle.

-The door was closed and unlocked.

-A plywood ramp leading up to the door had a
spring-like feel to it when walked on, had an
approximately 3 inch long hole and was rotting in
places.

-Inside the shed was a motorcycle, a black plastic
bag full with an undetermined number of objects,
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bedding and clothing faying on the wood floor, a
dresser, an automobile seat and a bag partiafiy
full of fried pork skins.

Observation on 6/3/16 at 8:15AM of the ouiside
premises on the front porch revealed:
-Numerous containers of paint, automobile and
household cleaning chemicals and automobile
petroleum products, in a row on top of a brick pier
on the porch.

-Pieces of scrap lumber and cut stacked wooed.
-Numerous hand and power tools.

-On a wood deck off the concrete porch, its
entrance blocked by a hand truck, was a wood
ladder, circular wood table with peeling veneer,

window air conditfoner parts, a white rocking chair
covered in a green substance, a piece of carpet,
a bedspread draped over the raifing, a black

{elevision;-hosing-to-a-vacuum-and-a-metal box

with hinged lid.

Continued cbservation on 6/3/16 at 9:15AM of the
side of the house revealed:

--A door to the crawlspace under the house that
was fully open.

-Dryer duct was laying on the dirt fioor in the
crawlspace.

-Damp cardboard boxes were laying on the dirt
floor in the crawlspace,

-A piece of foam (like that used for a mattress)
measuring approximately 3 feet by 6 feet by 6
inches thick was laying on the dirt floor in the
crawlspace.

-A wheelchair with the wheels and lower frame
covered in mud in the crawlspace.

Confidential interview with one resident revealed
the clutter outside did nof bother him and he had
not seen residents get injured from it.

Division of Health Service Regulation
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Interview on 6/3/16 at 10:07AM with the
Supervisor-in-Charge (SIC) revealed:

-He worked on automobiles.

-He had a family member who helped with
maintenance and yard work but he was busy.,
-He was unable to find the most current
environmental health report,

-It had been a while since the environmental
health inspection had been done.

Interview on 6/3/16 at 10:40AM with the Deputy
Fire Marshal revealed: :

-He was called by the SIC that same morning to
perform a fire safety inspection.

C 112

-He did not readily know the last Bme the facility

was inspected but the facility was due for an
inspection.

-Upon completion of his inspection on 6/3/16 he
would have a repart available for review.

Review of Fire and Building Safety Inspection
Report dated 6/3/16 revealed:

-Condition of the building was chacked as
unsatisfactory with the added comment of “"Needs
Reinspection.”

-In the Recommendations to Correct section was
documented "Replace missing junction box
covers in crawl space; reconnect dryer duct;
extension cords for temp[orary} use only; remove
flammable liquids; removs combustibles:
receptacle cover broken- hallway; secure
crawlspace door.”

Interview on 6/3/16 at 11:20AM with the SIC
revealed the Administrator came to the facility 2
to 3 imes a year.

Telephone interview on 6/3/16 at 1:00PM with the
Adrministrator revealed:
-She visited the facility "quite often” but she could
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not remember the last time she waz al the tacility,

-The SIC "leased" the facellty and dig "everything,” -

but 25 the Adminiatrater keeping the faciity clegn

fell back {o har.

Telephone nterviaw on 8/7118 at 12:10PM with
the Administrator reveaiad,

-She spoke with the SIC "4 ot

-She would "go by" (he facillty 2 f0 3 times a
month but "It is dark, "

-She knew it was her respenelbility to loliow
behind the SIC and make sure they were doing
what they ware supposed to do.

Attemplad telephone Interviawy on 87116 st
1.32PM with Ihe county Envionmantal Health

SOIVICEE WaE unsuccessful,

c 148 T0ANCAC 13G 0405(a)(b) Test For C 140

Tubercuicsis A’
+ P \lsr
10A NCAC 13G 0405 Tes! For Tubsreulosfa /(QE/} @ M Z/
{a) Upan amployment or tving in a family cara ’{ /l"b
home, {he administrator, all other staff and any -
live-:n non-residents shai be tested for

luberculosis disease in comphiance with control ' 1 i
Messures adoptad by the Cormmission far Haskh [}} !

Services a3 specifiad In 10A NCAC 414 0205

Including subsequent amendments and editions. ‘%Zﬁg/'\h

Copies of 1he rule are avallable 81 n0 chara by
contacling the Dapertinent of Haalth and Human
Services. Tubssculosss Control Program, 1802

Mali Service Center, Raleigh, NC 27899-1902

{) There shall be documentation on file in the \w}/ !
home thal the administratar, &l other staff and f{\] (s)

any five-in nor-rasidents are frea of tuberculosis ) J \

disgasa that poses a direct thraat to the haalth or &_/ ; (\/

safaty of othars,

Blyislon of Health Service Regutaton 8~,
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Continued From pege 35

This Rule is not mat as evidenced by:

Based on record review and interviews, the
facllity failed to assura 1 of 2 sampled staff (Stsff
B} was tested for Tubercidosis ({TB) disease m
comphance with Tubarculosis (T8} control testing
usIng 8 2-step tosting method.

Tha findings are:

Interview on 6/3/16 at 12.05PM with tho Rehef
Supemsor-in-Charge (SIC) revaaled:

-She wee i the homs "daily."

-She was rallef to the SIC and had another job st
a neerby fong-term care facility.

C 140

f
= [=5-

Telaphone interview on 6/3/16 at 12.55PR with
the Admirnistrator revaaled:

-She talked to the SIC svery day or avery othar
day.
~The facility was "leased” to the SIC.

Intarview on 6/6/18 at 8.30AM with the Rehef 5IC
revealed.

-Her date of hire wes Maey, 2009

-She nor tha SIC could find her personnal record,
-The last time sha saw i was when it was on the

| coftee table ir: the living room.

-The only document that she could provida at that
time was a madication aide training coursae, done
on 111615

-Her most recant tubarculosis (TB) skin test thet
she could recall was done by another employer
she currently worked for,

Rewviaw of document, provided by the Reilef SIC
83 oblalned from her other emplayer, raveaied &
T8 okin test wes placed in her left am on 10/8/15

and read as negaliva on 10/10/15
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Interview on 5/6/16 af 12:45PM with the SIC
fevealed

-He and the Relief SIC wars responsible for
maintaining their personnel racords,

-He did have her pargonnal record af one time byt
he did not know where It wasg.

-He would have to “recreale” har personnal
record

Telsphona Intarview o S/T/16 at 12:10PM with
the Administrator revaaleq:

-She had not looked 3l pergonnal records and
could not remembar thes Jasi trne ghe did,

-Sha knaw it was har responsibility {o follow

behind the SIC and make swre things warg being -
done : -
-The SIC should have baen checking an the T8 ( ﬂ Wﬁd& % :
testing for the Rehsf SIC. 'h {‘M \,a- { ;
C 185 10A NCAC 13G -0801(a) Management and Othar C 185 ﬂ//' 4 £ {
Staff Vl/ / / Q < /0
’

10ANCAC 13G .0601Mangement and Other s /fg
Statf C@A/ by C(’ m . .
(3} Afamily care home adminisirator shall be '

rasponslbla for the total operation of 4 family care ' 266—/285\3
home and shall alsg be responsible to the m Z

Divislen of Heallh Service Ragulalion and the

and maintalning the rules of this Subchapler. é/ " W

The co-admimistrator, whan there 12 che, shali _ W\)
h 1 tbil fth Inigtral Z (

Share equal responsibllity with the administra or W{ / s‘ [

N
N
Y
o~

county dapartment of socis| s8rvicgs for meeting
for the operation of the home and for meeling
and maintaining the rules of thig Subchapter,

The tarm admunistrator also refarg 1o
co-zoministrator where L is used in this . - o e
Subchapter. / ) £ '/LS ¢

J e

nf‘ (Al
M

v
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G 185} Continued From pags 37 C 185

This R;Jie 13 nol met a3 evidenced by:
TYPE B VIOLATION

Based on observations, intérvlews, and record
review, the Adminlstrator tailad to a83ure the tofal i '
operation of the facllity related to design and
construction, storage areas, housekeeping and
furnishinge; building servica equipment; oulside
pramises, lest for tuberculosts; residant ragister,
resident contract; resident gasessment, residant
care plan, medication ordars: phamacy cars,
medication storage, resident rights and adull care

homa medicstonaldas tretningard competency.

The findings are

Intarview on 6/3/16 at 11.05AM with the
Supanvisor-in-Charga (SIC) revealad:

-The Administrater visited the faciity "2 {g 3 times
a year”

-He 1851 5poks to her about 3 weaks ago and
spoke 1o her about 2 to 3 imes a month.

Interviaw on 6/3/16 at 12:05PM with tha Relief
SIC svealed

-The nama of the Administator

-The SIC did "what he can.”

-The Administrator was a vary "hands off person "
~She did not know how often the Adminlstrator
visited the facliity but sha ga«d the SIC had told
her about 2 to 3 times & year,

Tetephana interview on 8/3/16 at 12.55PM with
tha Administrator was attempted but the

automsted messags siated thal vorce mazil was
not set up and 3 measage was not laft, J
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Telephone interview on 6/3/16 at 1:00PM with the
Administrator revealed: :
-She was the Administrator of the facility.

-She spoke with the SIC about every day or every
other day. '

-She visited the facility "quite often” but could not
remember the last time she had visited.

-The facility was "leased" to the SIC.

-"{ should have had them change it out" (change
the license) as the SIC kept up the facility "pretty
much.

~The SIC bought any needed suppiies and "he

| just uses my license."

-Even though the SIC had "leased” the facility, as
the Administrator everything feli back on her.

Interview on 6/6/16 at 2:25PM with the SIC
revealed:

=The Administrator had no role in maintenance-
-He spoke to the Administrator every 2 to 3 weeks
and "20 fimes" since the start of the survey.

-The Administrator owned the property.

~The Administrator visited once a month to cellect
rent due on a neighboring house ghe also owned.
-He thought the iast time the Administrator was at
the facility was in April,

-Regarding maintenance, if repairs were more
“cosmetic" or normal wear and tear, he would
take care of these but if they were more
"structural” then he woutd have the cost deducted
from his "rent."

Telephone interview on 6/7/16 at 12:01PM with
the Administrator revealed:

-She talked with the SIC "a jot."

~She would go by the facility 2 to 3 times a month
but "it is dark” (it was dark outside).

~She went through resident records every "couple
of months” looking at medications.

-She had not looked at FL-2s for the past 2 to 3

Division of Health Service Regulation
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-She had not checked for resident registers, care
plans or assessments for 2 monihs.

-She could not remember the last time she
locked at personnel records.

-She knew it was her responsibility to follow
behind the SIC and make sure they were doing
what they were supposed fo do.

-She had never changed the license {o the facility.
-The SIC should have been telling her what was
wrong.

Telephone interview on 6/7/16 at 3:26PM with the

Administrator fo invife her to listen in during the

exit conferernce of the survey)y was attemptedand
unsuccessful (a voice message was left).

Based on observation, interviews and record
reviews, non-compliance was identified in the
following areas:

A. Based on record review and interviews, the
facility failed to maintain on the premises the
most current fire and environmental health
inspection reports [Refer to Tag 0034, 10A NCAC
13G .0302(n), Design and Construction].

B. Based on observation and interviews, the
facility failed fo secure in a separate locked area
8 containers of chemicals and petroleum
products left outside on the premises, 14
containers of chemicals and petroleum products
left on the front porch, a 5 gallon container of
kerosene left in the dining room and 6 containers
of chemicals left under the kitchen sink [Refer to
Tag 0059, 10A NCAC 13G .0310(b), Storage
Areas (Type B Violation)].

C. Based on ohservation and interviews, the
facility failed to keep clean and repaired walls,
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floors, ceilings and fixtures attached to them on
the outside of the home, in the living room, in the
dining room, in the laundry room, in the
bathroom, in the residents’ rooms hallway and in
3 of 3 resident rooms [Refer to Tag 0074, 10A
NCAC 13G .0315(a}(1), Housekeeping and

Furnishings]. bgﬁ \
D. Based on observations and interviews, the X\‘&J/ z

facility failed to maintain a clean environment free
of clutter and hazards related to: petroleum Q\g o
products stored with combustible items outside ,ﬂl\ UD
and inside the home, a long handled axe left C\\

outside, a metal pipe being used as a handrail \,/ ' A :
that was not securely fastened to the parch, saws B\\/ Nt

Teft unsecured on the front porch, unsecured LR
posts to the front porch rocf, an open door to the ‘N\.

crawlspace, dryer duct that was vented to the f—.@ L&
crawlspace, a rotted door threshold and metal

sheets attached to the back porch decking with V
upturned edges and popped nails and boards on Q A{
the back porch [Refer to Tag 0078, 10A NCAC y
13G .0315(a)(5), Housekeeping and Furnishings A/ @

(Type B Violation)]. ’ J\)

E. Based on observations, record reviews and
interviews, the facility failed to (A) prevent use of Q
an outdoor extension cord with exposed wiring; , Qj’/
cover an electrical junction box in the crawlspace; C{D
prevent use of a non-surge protected extension /
cord in the medication room; prevent unsafe use \
of surge protectors and non-surge protected \/\/ \p
cutlet adapters in the living room and in 2 of 3

resident roorns; replace broken and missing - \
electrical outlet faceplates in the resident haliway \\ '
and kitchen and replace or remove a wali light J\) : }éx
sconce with exposed wires in 1 of 3 resident \
rooms, (B} to prevent use of a kerosene and
electric space heater during the winter when a
central heating furnace was not functioning and
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(C) have an annual maintenance check
performed on 2 of 2 fire extinguishers when they
became due in July, 2015 {Refer to Tag 0102,
10A NCAC 13G ,0317(a), Building Service
Equipment {Type B Violation}].

F. Based on observation and interviews, the
facility failed to remove from the premises trash,
automobile paits, containers of petroleum
products in close proximity o combustible items,
and equipment and debris, and failed to keep the
grass cut [Refer to Tag 0112, 10A NCAC 13G
.0318, Outside Premises].

G—Based-ontecord-review-and-interviewsthe
facility failed to assure 1 of 2 sampled staff (Staff
B) was tested for Tuberculosis (TB) disease in
compliance with Tuberculosis (TB) control testing
using a 2-step testing method [Refer to Tag 0140,
10A NCAC 13G .0405, Test for Tuberculosis].

H. Based on record review and interviews, the
facility failed to complete a Resident Register
upon admission in March, 2016 for 1 of 6
reviewed sample residents (Resident #1)[Refer to
Tag 0212, 10A NCAC 13G .0703, Resident
Register]. '

1. Based on record review and interviews, the
facility failed to complete a Resident Contract
upon admission in March, 2016 for 1 of 6
reviewed resident records {Resident #1) [Refer to
Tag 0214, 10A NCAC 13G .0704, Resident
Contract].

J. Based on record review and interviews, the
facility failed to either complete a resident
assessment upon admission or annually for 3 of 6
reviewed resident records (Resident #1, #4 and -
#5) [Refer to Tag 0231, 10A NCAC 13G .0801,
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Resident Assessment].

K. Based on record review and interviews, the
-facility failed to complete a care plan upon
admission in November 2015, March, 2016
and/or annually for 4 of 6 sampled residents
(Resident #1, #2, #4 and #5) [Refer to Tag 02386,
10A NCAC 13G .0802, Resident Care Plan).

Based on record review and interview, the facility
failed to verify medication orders for Resident #1
upon admission on 3/17/18 within 24 hours and to
seek clarification regarding an order for seroquel
for Resident #2 [Refer to Tag 0315, 10A NCAC
13G .1002(a), Medication Orders (Type B

Viotatiom)}

L Based_ on record review and interviews, the
facility failed to have filed in resident records

physician orders for medications administered for
2 of 3 residents reviewed for medication
administration (Resident #1 was missing orders
for Aricept, Crestor and Prilosec and Resident #3
was missing an order for Seroquel) [Refer to Tag
0316, 10A NCAC 13G .1002(b), Medication
Crders]. :

Based on record review and interviews, the
facility failed to take action in response to a
medication review for Resident #1, specifically, to
confirm the Aricept dosage and change in a
medication from Zocor to Crestor [Refer to Tag
0381, 10A NCAC 13G .1009(b), Pharmaceuticat
Care (Type B Violation)].

M. Based on observation, record review and
interviews, the facility failed to lock up 1
prescription storage cassetie of zonisamide

| awaiting return to the corporate pharmacy, 17
containers of overstock medications and failed to
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secure the key to the medication cart [Refer to
Tag 0353, 10A NCAC 13G .1006{b), Medication
Storage (Type B Violation)].

N. Based on obsarvation, record review and Z NAC C,]/- 7@5
interviews, the facility failed to assure residents C)ﬂ & &

received care and services that are adequate, / W /L/ Ld j
fcare o sences that 02/ NG Wik

appropriate and in compliance with federal and

state laws and rules and regulations related to 9 pe, (.%3’ C7 é © /) -\/éd/

storage areas, housekeeping and furnishings,

building service equipment, medication /‘J \ / A \./7} '/\/Q
administration competency evaluation and 74 /Z 7
medication storage [Refer to Tag (912, G.S. i

1310-21{2} Resident Rightsl. /}
toh-PesiteR-Righist ;/ﬁ{)/ﬁé’jvp er.—v

O. Based on record review and interviews, the

facility failed to assure a medication /
administration competency skills validation was pfj@é’@ V2 A aX 7/ V4 &
completed for 1 of 2 staff (Staff B) [Refer to Tag o

0935, G.S. 131D-4.5B9B), Adult Care Home

Medication Aide, Training and Competency (Type
B Violation}].

and telephone call addendum from the

APlan of Protection was obtained by facsimile ’ IO ﬂ’// w
Administrator on 06/7/16 which included: &{/?: / / / g

-The Administrator would monitor the facility more A€
closely and assure everything was in order. ,q Oj /W /

-The SIC would report to the Administrator any

problems. {)
-The Administrator would monitor records every , /0 Fﬂ (f
three months. 0/}4‘ i g
-The Administrator would check medications ) Z) /f f 69
every month. d g i '
-The Administrator would work closely with the
SIC and staff to address problems to get them
taken care of.

CORRECTION DATE FORTHE TYPE B
VIOLATIONS SHALL NOT EXCEED JULY 22,
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C 212 10ANCAC 130 .0703 {a) Resident Register Cz212

10ANCAC 13G .0703 Resident Reglstar '

| 721G

{2) Afamily care home's admunisirator or } L e ] ZZ (
supervisor-n-charga and (he resident or tha m/{_ N /

' M

residen!'s responsitla perzon shall complete ang

sign tha Reaidert Reguster within 72 hours of the f [ W{ 6/}{'/
1l

resident’s edmission 1o lhe homs. The Rezidan]
Regisler is gvailable on the Inlarnet websle,
hitp:ifactity-services, staba,nc.usfgcpage‘ him, or
atna charge from the [hvision of Facility

Services, Adult Care Licangure Sectlon, 2708 I /]C} 0 ; [l
Mail Service Canter, Ralaigh, NC-2769%-2701: < = C
The faciity may use & resident informatlon form a r\

other than the Resident Register as Iong as it
conlams at least ths pame information as the

1 & :
Resnlentt Register. 7:20, ,{l “ 7 ;Ck ] 7'ZZ ) /é
This Rule Is not met as svidenced by. (/(/ﬂ’]ﬂ 1‘9;546 }G[L&

Based on record reviaw and interviews, tha
facility fallsd to complete a Resident Register .
upon admisslon i March, 2015 fortofg Wt/
reviewed sampla residents (Resident #1),

The findings arp,

Review of Resident #1's record revesieg no 7! - :

Resident Register, 7/ gt I 7,4 A {9
L 4 . (/ /) N Z Z

Raviaw of Resldent #1's current FL-2 dated L/M

10/29/18 {frcm & previous facility) ravealed: & :

-An admission at another tacility on 10/29/15.

-Diagnoses Included a serzure disorder, , /é 7

hypartension, long-standing aicono: consumption

e
and organic braln syndroma, // .

A
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documented on the FL-2.

Review of Resldant #1°s current assessment and / é & ‘

cara plan, dated 10/28/15, revesled: o
-The same ramae of another facility as MA, D & 7 L /A
-The Resident at that time was noy facaiving F] w

mental heallh or substancea abuse services.
-No documanted Licansed Health Professiongl

Suppon tasks. ' 7&){}/’&/ ‘ 7*2‘}6

Review of Resident #1's tacilty contract (from the

T
previous faclity) raveatsd; fé) . JL e
“The same namae of another facikly as (t é ﬂ '/ (?d'b{

documented on the FL-2 ang tha assassment,

. : {
-An admissicn dete at tha! facility of 10/29/15. ‘9‘ (&
lerview-or 57676 st S 5ANTWITT Residant #1 ! d-)/l./ ) T(j/] f
revaaled (’ /
-He lived at the facility for “a year " A /ﬁ"
-He had no curent care concerns, V4 i N ( ] f
o]

Telaghons interview cn 6/8/16 s 11:45AM with
the Pharmacist from the contracied pharmacy

revealed QCZU U

-Her records documented Resldent #1 as slarting

pharmacy services in June, 2014, Q P
-An FL-2 dated 3/24/14 was on file thal was used - Q

to start the Resident's prascriptions, with other

prescriptions filed after that date.

-A note in her records documented that on
3417116 the resident was moved lo the currant
facility,

Interview on 6/6/16 at 12:00PM with the Relief
Supervizar-in-Chargs (SIC) revealed

-The SIC was responsibla for processing new
adrmissions to the faelilty

-A temily mamber of the SIC told her tha FL-2 1n
Resident #1°s record was current

Intarview on 6/8/18 al 2:25PM with the SIC | i

Crvision of Meslth Bervica Rugulalion .
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revealad: /]
-His family member handlad new admissions to ﬂt' 5
the faciity but he coulg nol "pass the buck,” . p @
-He liled Resident #1'g record without fooking af & f? 7//{
it 6
Resident #1's admission date o the facility wag . / 2 ’
In "January"” 2016, Ut]} / 51 C
Telephone irtarviaw on B/7116 8t 8:T0AM wilh the ' m/(/

Pharmacy revisw nurse from the contracted [
pharmacy ravegled.

. w2
*5he remambared Resident #1 from anolher 0 éiﬂ) 6? 0% /2 th )/L

facilily and he was in the process of moving from

that faciity 1o the current facility in late Febryary, Z// /
2018. ;4

When she was lag al the facility for pharmacy

reviews on 5/10/46—thm faCey ™ O not hava his / // /f
| chart togather.” ' /Oaf ﬁﬂy

| Perer

Telephone interview on 677/16 ar 12:010M with T / ;7

the Administrator revealed: ! )L/ il/f

-She would "go by” the facility every 2 10 3 ] W,& & 655

manlha but "tis dark” (i was dark outside). J /e

-8he reviewad rasiden] records “every couple of { Z)é

months "and would look ag their medications.

~She had not checked resident Fi__2 forms for the /VL’ ﬁ

past "2 to 3 monthg -

-The SIC would hava completed the Resident
Ragister, cara Pan and agsessment bul she had
nol checked thesa for “two monthg

-She knew it wag her responsibility to foilow
behind the SIC and make surg things wera being
dona,

€214 10ANCAC 3G 0704 (a) Residant Contract And CZ14
information On Home

10A NCAC 13G .0704 Rasldant Contract Ang
infortnation On Home

— ]
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The sdministrator or Supervisor-in-charge shall /
furnish and review with the resident or his W}‘ /

home upon admission and when changes are
mads to thal information. A stalement Indicating
that this Infermation has bean received upon
admission or amendmant ae required by this Rule &M

responsibla person informalion art the family care .-

shati be signed and dated by each person o
whom it is given. This statement shall ba é) 0

retained In the resident's record In the home. /ée ' D m
The Information shalt include: ﬁ

{1} acopy of the home's resident contract

specfying rates for resident servicas and ﬁ

accommodations, ncluding the cost of differant ]
levais of service, if spphcabie, any othar cherges
or fess, and any haaith resds or conditions the
nome has determined It cannaoy mael pursuant fo
GS 131D-2ta1i4) In addifion, tha following

Apphiag.
{8) The contract shall bs signed and dated by the ’
administrator or Superviger-in-charga and the \

resldent or his responsibie parsan and a copy
given to the rasident or his respansible person;
(b} The resident or his responsible parson shall
be notified a5 soon as any changa ig known, but
net jess than 30 days for ratg changes initiated by
the home, of any rate changas or olher changesa
tn the contract affecting the resident services and
accommodations and be prowidad an amendsd
copy of the contract for review and signature;

() A copy of each signed contract shall be kept
In the resident's record in the home;

{(d) Gratutties in addition o the established ratea
shall not be accapted, and

(8) The maximum monthly rata that may be
charged to Spaciat Assistance reciplents is
estahlished by the North Carofina Social Services
Commusslon and the North Caralina General

Onialon of Health Sorvics Ragulalion )
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Assembly;
Note: Facilities may accept payments for room
and board from a third party, such as family .
member, charity or faith community, if the

payment is made voluntarily to supplement the .
cost of room and board for the added benefit of a
private room.

This Rule is not met as evidenced by:

Based on record review and interviews, the
facility failed to complete a Resident Contract
upon admission in March, 2016 for 1 of &
sampled residents (Resident #1).

The findings are:

Raviouraf Racidoant
MEVITNY - OFMCSIOSTT

Resident Register.

Review of Resident #1's current FL.-2 dated
10/29/15 {from a previous facility) revealed:

-An admission at that facility on 10/29/15.
-Diagnoses which included a seizure disorder,
hypertension, long-standing alcohol consumption
and organic brain syndrome.

Review of Resident #1's current assessment and
care plan, dated 10/29/15, revealed:

-The same name of another facility as that noted
on the FL-2.

-The Resident at that time was not receiving
mental health or substance abuse services,

-No documented Licensed Health Professional
Support tasks.

Review of Resident #1's facility contract revealed:
~The same name of another facility as that noted
on the FL-2 and the assessment.

Division of Health Service Regulation
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-An admission date af that facility as 10/29/15.

Interview on 6/6/16 at 9:45AM with Resident #1
revealed:

-He lived at the facifity for "a year."

-He had no current care concerns.

Telephone interview on 6/6/16 at 11:45AM with
the Pharmacist from the contracted pharmacy
revealed documentation in her records that on
3/17/16 the resident was moved from a sister
facility o the current facility.

Interview on 6/6/16 at 12:00PM with the Relief

Supervisor-inrChange revealed:
-The SIC was responsible for processing new

admissions to the facility. i W

-Afamily member of the SIC told her the FL-2 in ! K/w/
Resident #1's record was current. ) } ) l\)

Interview on 6/6/16 at 2:25PM with the 5IC w 9 /r( d
revealed: K

-His family member handled new admissicons to Q ﬁ/

the facility but he could not "pass the buck." ‘ \/\A lﬂ w 0

-He filed Resident #1's record without looking at

it. f,
-Resident #1's admission date to the facility was ”{-)r 3
in "January." . P ﬁ‘l S

Telephone interview on 6/7/16 at 9:10AM with the a
pharmacy review nurse from the contracted ' e *
pharmacy reveated: ﬁ

-She remembered Resident #1 from another

facility and he was in the process of moving from
that facility to the current facility in fate February.
-When she was last at the facility for pharmacy
reviews on 5/10/16, the facility "did not have his
chart together.”

Telephone inferview on 6/7/16 at 12:01PM with

Division of Health Service Regulation
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the Administralor revesleg: £ .€ p 0 £
-She would "go by the facility every 2 10 3 R , . e/((y
months but "t la dark” {Iit was dark oulside), ’ l e
-She reviewed resident recorde "every couple of m )
months” and would logk at their medicationg, ‘ / Cl
-She had not chacked resident Fl..2 forms for the /—g 7 Z - / é
past "Z 1o 3 months.” ﬂ "
-The SIC would have completed the Resident é ﬁ
Register, care Pian and szsessment byt she had
not checked {hese for “two months.” [/l/l_,x N
-Sha knew It was her responsibility to foliow 'g z
behind the SIC and make sure things wera being ‘
done, @
C 231 10A NCAC 136G 0801(b) Residant Assessmant C2Nn

10A NCAC 136 0801Resident Asssssmant 0
(b) The facility shall assure an assaessmant of
each resident is completed within 30 days ] ] J

neresHar using an asssssment Instrument

/).
| following admission and at least annually W I ;// /R !

eslablished by the Deparimant ar sn insirumant V}i—/

approved by the Department based on it 0/“'/
conlalning at least the sama information ag (_, i g) #

required on the establisheg meltument. The .

assesamant to be complelad within 39 days
following admizslan and annually theresfler shall

be a lunclional assessmant 1o determine a . ! - @

residenl's iavel of functioning 10 include . A
peyChosoclsl well-being, cogniliva status and
physical funclioning in activities of deily living. 7/
Activities of daily living are bathing, drazsing, W . ?/ éz/
personal hygiens, ambulation or iocomotior,

transferring, toileting and ealing. The M
asseasment shall indicate if the resident raquires
referral to the residents physic@an or othar
licansed health cars professional, & provides of

mantal health, developmental disabilitles or
subslance abuse services or a comsmunjty
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résourca,
Thes Rule 15 not met as evidenced by:
Based on record review and inferviews, the

facity failed to erther compiete a residant
aszassment upon admisson or annually for 3 of B
resicent racords reviewed (Resident #1, #4 and
®5). )

The findings are

A. Review of Ragident #1's current F1.-2 dated (j '/5 0 A“T

10/29/16 {from & previous faciity) revealed:
-An admission at another facllity on 10129115,
-Dlagnoses which Included a seizura disorder, // 49)'

.
N
o~
o
\
e—
3 2

hyperension {erg-standing sicoho! consumplion ’ f [ .
e

and orgeanic brain syndroma.

Review of Resident #1'g racord revealed no
Regident Ragiater,

care plan, datag 10/29/15, revealsd:

-The same name of snother facility as that noted
on the FL-2,

~The Resident at thai time wais notf recaiving

mental health or substance abyge sgrvices ﬁ ﬁ
-No documented ticensed Health Professional ; . l €
Support tasks , M)/L i ﬁ/O ,@

Interview on 5/6/18 &t 9-45AM with Resident #1

revaaied. : /Q Oﬂ 9
-He itvad at the facllity for "a year” . / f :
-Ha had no current care concerns. O{); / 0; !

Telephona interview on 68/6/16 at 11 45AM with W{ ﬂﬂ T

e
U
Review of Resident #1's curien! assessment and ﬁ ﬂ/)/QCJ
A

the Phamnacist from the contracted pharmacy
revealed It wes documented in har recorda that
on 3/17/16 the resident was moved to the currant ’
tacility. _ i
Divislon of Heaith Ssrvice Requintion
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Interview on 6/6/18 at 12:00PM with the Relief
Supervisor-in-Charge revealed:

-The SIC was responsible for processing new
admissions to the facility.

-A family member of the SIC told-her the FL-2 in
Resident #1's record was current.

Interview on §/6/16 at 2:25PM with the SIC /

revealed:

-His family member handled new admissions to 2 ¢ lé/
the facility and their required paperwork but he ] /

could not "pass the buck.” i }

-He filed Resident #1's record without looking at ﬂM b
it. ; Vs !J A¥ - 'Tf\

Telephone interview on 6/7/15-at 8- 10AM-with-the
pharmacy review nurse from the contracted
pharmacy revealed:

£}
-Resident #1's admission date to the facility was i f/ ot I~
in "January." 2016. ﬁ% P 0 ¥ @(
per o
p | V

-She remembered Resident #1 from another

facility and he was in the process of moving from . p ﬁ )0 U/p }

that facility to the current facility in late February, .
2016. //,éf

¥

-When she was last at the facility for pharmacy ¢ )L/

reviews on 5/10/16, the facility "did not have his ) !

chart together.” : : M) f p A ]\/\
Refer to the telephone interview on 6/7/16 at )

12:01PM with the Administrator, ‘

B. Review of Resident #4's current FL2 dated
3122116 revealed diagnoses which included
schizoaffective disorder and anxiety disorder.

Review of Resident #4's Resident Register
revealed an admission date of 11/25/15.

Review of Resident #4's record revealed no

Division of Health Service Regulation
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current assessment or care plan.
Refer to confidential resident interviews.

Refer to interview on 6/6/16 at 2:30PM with the
SIC.

Refer to the telephone interview on 6/7/16 at
12:01PM with the Administrator.

s .
C. Review of Resident #5's FI.2 dated 3/10/16 .l)/‘?/K (/Ul
revealed diagnoses which included ) ‘\D}\,
schizoaffective disorder, mild mental retardation, 1 A
i idi A
abesity and hypothyroidism 74 e

Review of Resident #5's record revealed:

-An assessment and care plan dated 4/1/14.
-The Resident at that time was not receiving
mental health or substance abuse services.
-No documented Licensed Health Profassional
Support tasks.

Refer to confidential resident interviews.

Refer to interview on 6/6/16 at 2:30PM with tha
SIC.

Refer to the telephone interview on 6/7/16 at
12:01PM with the Administrator.

Confidential resident interviews revealed they had
no concerns regarding personal care received at
the facility.

Telephene interview on 8/7/16 at 12:01PM with
the Administrator revealed:

-She would "go by" the facility every 2 10 3
months but "it is dark” (it was dark outside).
-She reviewed resident records "every couple of
months" and would look at their medications.

Division of Health Service Regulation
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~-The SIC would have compteted the Resident
Register, care plan-and assessment but sha had
not checkad these for “two manths.”

-She knew 1t was her responsibilily o follow
behind the SIC and make sure things wera being

done. /
C 238 ' /

T0ANCAC 13G D802 (3) Resident Cars Plan €236 {
10A NCAC 13G 0802 Resident Care Plans Vi C/ fq
(@) Atamily care home shall assure g care plan ’ /0

s developad for each resldant In conjunction with S
the resident assessment (o be compieted within ﬁ é

30 days following admission according to Rule
-0801 of this Saction The care plan shal)l be an

This Rule I3 not met aa svidencad by: # [ ﬂ P
1 Based-urrarord Teviow and mterviaws, the . @ U /(’ W
faclity fmiled 1o complete & care plan upon g
&dmission in November 2015, March, 2018 )
andior annually for 4 of § reviewad samplad

residents (Resident g1, #2, B4 snd #5), g/ K é,’
The findings are: D d/ ﬂg

individuglized, written program-of parsomaicare b ~ “ i ‘
for each regidant. o 0 | 7 ZZUI é

A Raview of Resldent #1's record revealad no

Residenl Ragster d m

Raview of Resident #1's current FL-2 dated A .

10/28/16 (fram a pravious facllity) reveaiad: i (/‘ A -
~An admission at another {acitity on 10729115, ‘ »
-Diagnoses inclyded a Eelzure disordar,

hypertenslon, iong-standing alcohol consumptlon W b .
and organic brain syndroma. (\_, ; - % )

\/ ’ Q.
Raview of Readent #1's record revealad no % N

Resident Register to determine his admission N &
W

lee Ragulston )§
D""’:{':”:’é:::'”‘ . ' i JOYMTE If contnuaiion shemt 55 of
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care plan, datad 10/28/15, revealad:
-¥he same name of the faciiity as that noted on (/(

date /
Review of Resident #1's curren! assessment and \ﬁ/}«/ {,ﬁi/

the FL-2,

-The Rasident at that time was not recaiving
mental hegith or substanca abuse servicas, i (/
-No dacumented Licensed Health Professionat '
Suppor tasks.

Intarview ON 6/6/18 at 9.45AM with Reasident #1
revaaled- .

-He lived at the facility for "a year"

-He had no currant care concarns.

Telephone interview on 8/6/18 at 11:45AM with !
the Fhamacist from the contracled pharmacy 1
revesied documentation in her racords that on

3/17/18 tha resident was movad fo the current
facility.

Interview on 6/8/16 at 12:00PM with the Ralief
Supemaor-in-Charge (SIC) raveatsd:

-The SIC was respongibla for procsssing naw
admissions io the facility.

~A tamily member of tha SIC told her the FL-2 In
Residant #1°s record wag currgnt. :

Interview on 6/6/18 st 2:25PM with the SIC
raveaiad;

-His family member handled naw admisslona to
the facility but he could not “pase the buck.”

-Ha filed Resident #1's recorg without locking at
il.

-Resident #1's admisslon date to the facihty was
n "January "

Telephons interview on 8/7/16 at 9:10AM with the
pharmacy review nurse from the contracted !

Bivikien of Haslth Servics Ragulahon . )
STATE FORM - s JOYMY # tonlinustion sheet S8 of 88
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pharmacy revealed:

-She remembered Resident #1 from another
facility and he was in the process of moving from
that facility to the current facility in late February.
-When she was last at the facility for pharmacy
reviews on 5/10/18, the facility "did not have his -
chart together.”

Refer to confidential resident interviews.

Refer to the telephone interview on 6/7/16 at
12:01PM with the Administrator.

B. Review of Resident #2's current FL2 dated
3/1/16 revealed diagnoses included bipolar

disorder, impulse contral disorder, personality
disorder and fraumatic brain injury.

Review-ef-Resident #2'srecord-revealed:

-A current assessment and care ptan dated
2/17/16 which had not been signed by a
physician.

-The Resident at that time was not receiving
mental heaith or substance abuse services.
-No documented Licensed Health Professional
Support tasks.

Refer to confidential resident interviews.

Refer to interview on 6/6/16 at 2:30PM with the
SiC.

Refer to the telephone interview on 6/7/186 at
12:01PM with the Administrator.

C. Review of Resident #4's current FL2 dated
3/22/16 revealed diagnoses which included
schizoaffective disorder and anxiety disorder.

Review of Resident #4's resident register

Division of Health Senvice Regulation
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reveaied an admission date of 11/25/15.

Review of Resident #4's record revezled no
current assessment or care plan.

Refer to confidential resident interviews.

Refer to interview on 6/6/16 at 2:30PM with the
SIC,

Refer to the telephone interview on 6/7/16 at
12:01PM with the Administrator.

D. Review of Resident #5's FL2 dated 3/10/46
D-—Reviewof Re 371016

revealed diagnoses which included
schizoaffective disorder, mild mental retardation,
obesity and hypothyroidism.

Review of Resident #5's record revealed:

-An assessment and care plan dated 4/1/14,
-The Resident at that time was not receiving
mental health or substance abuse services,
-No documented Licensed Health Professional
Support tasks.

Refer to confidential resident interviews.

Refer to interview on 6/6/16 at 2:30PM with the
SiC.

" Refer to the telephone interview on 6/7/16 at
12:01PM with the Administrator.

Confidential resident interviews revealed they had
no concerns regarding personal care received at
the facility.

Telephone interview on 6/7/16 at 12:01PM with
the Administrator revealed:
-She would "go by" the facility every 2 to 3

Division of Health Service Reguiation
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manths but "t is dark” (1t was dark oltsida),
-She reviewed resident records "every coupla of
monlhs™ and would laok at theyr medications,
-The SIC would havs completad the Resident
Registar, care plan ang asgessmant but she had
not chacked thase for "two months,”

-Sha khew It was her rasponsibility to follow
behind the SIC ang maks Bure things were baing
done,

C 318 10A NCAC 136G -1002(e) Medicalioh Orders €318 / /((‘;‘

T0ANCAC 13G 1002 Medicaton Orders w f / O’d

{2} Afarnily care homs shall ensura contact with d %

tha resident's physician or prescribmg praciltioner / YAy 4 £
for vanification or clarification of ordars far ~ 4

madicalions znd treatments: }D

(1} If orders for admission or resdmlasion of the ﬁé - d, C
714

resident are not dated and signed within 24 hours

ol edmissionorreadmmssion o1 Tacility: poﬁ'
{2) If orders are nol clasr of complete’ or Ze

(3} if multiple admisslon forms are racaived upon

Bdmission or readmission and orders on the | L/ )0 é

forms are not the same. M . ‘
The facilty shail ensuse that this verification or ,{ ﬁb !
clarification 13 documented in the resident's 98 D U'\')
record.

{ | o
Thig Rule is not met as evidenceg by: \}) 0 P(/ 11‘?3
TYPE 8 VIOLATION . UJ ) P ﬂ 0\)
Based on record reviaw and interview, the facility 1% M
falied to verity medication orders for Resldant #1 0 I/Lﬁ
upon admission on 3/17/16 within 24 hours and to &}D Oﬁ/ R
seak clanfication regarding an order for seroguel 0/

for Resident #2. N\(N'D \ﬁ)?j

! t Ith Service Regulation
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The findings are

A. Review of Residant #1's racord raveslad no
Resident Register.

Reviaw of Rasldent #1's current FL-2 dated
10/28/15 (from a previous facility} revaalsd:

-An admigsign at another facliny on 10/29H5.
-Dragnoses includad a seizure disorder,
fyperanslan, long-afanding alcohol consumption,
hyperlipidemia, gastroesophageal ieflux disease
(GERD) ard organic brain syndrome.

Review of Rasident #1' medlcahon orders on tha
FL-2 dated 10/28/15 reveslsd:
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-An-ord et T ie reatnen] of

dementia), 10mg tabiet, one table! evary day.
-An ordar for Zocor (a lpid-lowering agent), 40mg
tsbist, ona tablat at badiime,

Review of & prmted physicisn ordar sheet ugad
for phammacy review for Residant #1 dated 2/4/16
revealsd:

-An order for Aricept, 23mg ablet, one tablet daily
8l 8:00AM.

-Handwrittan balow this order was "10rmg."

-Al the bottomn of order sheet was handwritien
"Please obtaln current order or place orger In
chart (arrow up symbol] ArlceptDonapezit
{generic name for Aricapt] to 23mg "

-An order for Zocor, 40mg 1ablat take ona daily at
8:00PM.

- -No signature on the order sheet

Review of a printad physician ordar sheel used
for pharmacy review for Resident #1 daled
4/21116 revaalad:

-An ordar for Aricept, 23mg tablet, lake one {ablet
everyday

-Handwrltten next (o this ordar was “-need order

|
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[delta symbal for change] [arrow up symbol]
23mg."

-An order for Crestor (a lipid-lowering agent),
20mg tablet, take one tablet at bedtime.
-Handwritten next to the order for Crestor was
"-need [delta symbol for change] from Zocor."
-Handwritten on the bottom of the order sheet
was "FL2 10/29/15."

-The signature of a nurse (from the contract
pharmacy) performing the pharmacy review with
the date of 5/10/16,

Review of a handwritten prescription for Resident
#1 dated 5/19/16 revealed "D/C [discontinue]
simvastatin [generic name for Zocor].”

Review of Resident #1's medication
administration record (MAR) for May 2016

o genem o -
-An entry for Crestor, 20mg tablet, take one tablet
at bedtime, documented on all days of the month

as administered.

-An entry for Aricept, 23mg tablet, take one tablet
every day, documented on all days of the month

as administered.

Review of Resident #1's MAR for June 2016 to
date revealed:

-An entry for Crestor, 20mg tablet, fake one tablet
at bedtime, documented on all days of the month
as administered.

-An entry for Aricept, 23mg tablet, take cne tablet
every day, documented on all days of the month
as administered.

Interview on 6/6/16 at 9:45AM with Resident #1
revealed:

-He lived at the facility for "a year."

-He had no current care concerns.

-He received all the medications he thought as
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ordered by his doctor.

Telephone interview on 6/6/16 at 11:45AM with
the Pharmacist from the contracted pharmacy
revealed:

-An FL-2 dated 3/24/14 was used to establish
phamacy orders for Resident #1 with follow-on
orders from that date forward.

-The pharmacy received physician orders to
change the dosage of the Aricept from 10mg fo
23mg on 12/7/15.

-Documentation in her records showed that on
311716 the resident was moved from a sister

facili ity
mi.y_to_th&cu:;eni_facm V-

-Thé pharmmacy receéived physician orders 1o
discontinue Zocor and begin Crestor on 3/28/16.

Interview on 6/6/16 at 12:00PM with the Relief
Supervisor-in-Charge revealed:

-The SiC was responsible for processing new
admissions to the facility.

-A family member of the SIC told her the FL-2 in
Resident #1's record was current.

Interview on 6/6/16 at 12:00PM with the Relief
Supervisor-in-Charge (SIC) revealed:

-The SIC was responsible for processing new
admissions to the facility.

-A family member of the SIC told her the FL-2 in
Resident #1's record was current.

Interview on 6/6/16 at 2:25PM with the SIC
revealad:

-His family member handled new admissions to
the facility but he could not "pass the buck.”

-He filed Resident #1's record without looking at
it.

-Resident #1's admission date to the facility was
in "January” 2016.

-He was not aware of orders for the Aricept dose
Division of Heaith Service Regulation
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change nor aware of new orders for the Crestor,

Telephone interview on 6/7/16 at 9:10AM with the
Pharmacy Review Nurse from the contracted
pharmacy revealed:

-She remembered Resident #1 from a sister
facility and he was in the process of moving from
that facility to the current facility in late February,
2016.

-When she was last at the facility for pharmacy
reviews on 5/10/18, the facility "did not have his
chart fogether"

-When she did her medication review, she started
with the most current FL-2 orders, but most of the
residents were seen at the veteran's hospital so

for accuracy she sometimes would also use the
last medication list provided by the veteran's
hospital.

When-there-were-discrepancies-between-the
physician orders and the MAR she wouid
document comments and she reviewed this in
person with the facility staff while she was at the

facility.

Observation on 6/7/16 at 3:00PM of the
medication cart revealed all the medications on
Resident 1's MAR for June 2016 present

Refer to the telephone interview on 6/7/16 at
12:01PM with the Administrator.

B. Review of Resident #2's current FL2 dated
3/2218 revealed:

-Diagnoses which included schizoaffective
disorder and anxiety disorder,

-An order for Serogquel 200mg in the morning.
(Seroguel is used in the freatment of major
depressive disorder).

Review of the May and June 2016 Medication
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Administration Records (MARSs) revealed an entry
for Seroquel 200mg, 2 tablets at bedtime.

Observation of the medication on hand revealed
Seroquel 200mg, 2 fablets at bedtime was in
stock.

Continued review of Resident #2's record
revealed no current order for the bedtime
Seroquel or an increase in dosage.

Observation on 6/6/16 at Q:OOAM of Resident #2
revealad:
-A calm affect, alert with no behaviors.

-Alert and criented to time, place and person
p

-Appropriate interactions with other residents and A

staff. Q
Interview on 6/6/16 at 9:00AM with Resident #2 \‘\}) Q/

revealed: : ! P\
-He received all of his medications on ime. ; \J ) ‘
s\
3

-He had no concerns about his care.

Interview with the Relief Supervisor-in-Charge on ' : 0% ; Q/@

6/6/16 at 2:30PM revealed: 3 Q/
-She had been administering the Seroquel at \\
bedtime.

-Resident #2 had an order for the nighttime

Seroquel on the previous FL2 dated 3/18/15.
-The doctor should have reviewed the FL2 for ’ \
errors before he signed it. -
-She would call the doctor's office and confirm the
order.

Review on 6/7/16 of Resident #2's new Seroque]
order received by the facility on 6/6/15 revealed:
-An order for Seroguel 200mg, 2 tablets at
bedtime.

-No order clarification for 3/22/16 through 6/6/18.
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Refar to the lelephane interview on 6/7/16 at T
12:01PM with the Adminsirator, e U J\)
——
Telephona Interview on 6/7/18 at 12:01PM with @D Q
tha Adrmunlatrator ravealad; !
-She reviawad resigent records “every couple of
months" and would Iack a¢ their medications and ~€/
thelr FL-2 forma @
-She had not chacked residan! FL-2 forms for the "
Past "2 o 3 months " ‘
-Residents should have current FL-2 forms, ’ l )
-She knaw it was het responslbilty to follow

behind the SIC and make sure things were being i R
penn | T &g 72216
A i

T
A Plan of Protection was requasted from-the - } |
Admnistrator via telaphone massegs on 6/27/16. ‘)J i

CORRECTION DATE FOR THETYPERB

VIDLATION SHALLNOT-EXCEED ULy 27 \5 {
2016

€318 10ANCAC 136G -1002{b) Medicalion Orders C 31§ f{dﬁ é

' | 1 J
10A NCAC 13G 1002 Medication Ordars ‘ @ ,

{b) Al orders tor medications, prascription eng
noa-prascription, and treatments shal) ba

maintained in the resident's racord in iha faciiiy. \ L(/ g/?/ N(ﬂ
This Rule 1s not met gy evidenced by; GO }’\ A
U\j P\ C 7’2 ?’( -

Based on record review and interviews, the
facility failed o have fited in resldent recorda
physician orders for medications administerad for
2 of 3 residaents raviewed for medicalion \
admimisiration {Resident #1 was missing orders - l

|

for Ancept, Crestor and Prilossc and Resident #2
Was missing an order for Seroqual

The findings are. é“{/ @ (/O
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A Reviaw of Resident #1'¢ record revealed no
Resident Registar,

Raview of Residant #1's current FL-2 dated
10/25815 {from a previous facility) revealed:

-An admigslon st another facifity on 1028715
-Dlagnoses included a seizure disorder,
hyperlansion, long-standing skcohol consumption,
hyperiipldermia, gastroesophageai reflux dlsease
(GERD} and organic brain syndroma.

Review of Residant #1's medication orders on the
FL-2 dated 10/28/15 ravealed:
-An order for Aricapl {used in the freatment of

- tet oretatE every day
-An order for Zacor (a llpid-lowering agant), 40my
tablet, one tabiet at bodtima.

*-An ordar for Protanix (used i the {reatment of
GERD), 40mg, one tabiet evary day.

Review of a printed physlcian order sheef used
for pharmiacy review for Resident #1 dated 2/4/16

ravealsd: : =
-An order for Aricapt, 23mp tebiat, one {ablel daily

at 8 00AM

-Handwritten below this order was "10mg." d’ﬁ/ﬁ’f L/ [
/

-At the bottom of order sheet was handwnitien
"Please obtain current order or place order In

chart {arrow up symbol] AricaptDonepezil d ] 3
Igsnerlc name for Ancept] to 23mg.” 6 / K ‘7’2 K:
-An order for Zocor, 40mg tablat take one dally at

8.00PM, | WMU '

-An order for Protonlx, 40mg tablet take one daily
at 8:00AM
-No signature an tha order shast, u

Review of & printed physician order shast used
for phammacy review for Resident 1 dated
4/21/16 reveasled,
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-An order for Aricept, 23mg tablet, take one tablet
everyday

~Handwritten next {o this order was "-need order
[delta symbol for change] {arrow up symbol]
23mg."

-An order for Protonix, 40mg tablet, take one
tablet once daily.

-An order for Crestor (a lipid-lowering agent),
20mg tablet, take one tablet at bedtime.
-Handwritten next to the order for Crestor was
"-need [delta symbol for change] from Zocor.”
-Handwritten on the bottom of the order sheet
was "FL2 10/29/15."

~The signature of a nurse (from the contract
pharmacy} performing the pharmacy review with

the date of 5/10/16.

Review of a handwritten prescription for Resident

#4' dated EHa/i4e - Aok

DT TO TV eIt aT

-"BIC [discontinue] simvastatin [generic name for
Zocor]."
-"D/C Protonix."

Review of Resident #1's medication
administration record (MAR) for May 2016
revealed:

-An entry for Crestor, 20mg tablet, take one tablet
at bedtime, documented on all days of the month
as administered.

-An entry for Aricept, 23mg tablet, take one tablet
every day, documented on alf days of the month
as administered. ‘

-An entry for Protonix, 40mg tablet, take one
tablet once daily, documented on all days of the
month as administered.

Review of Resident #1's MAR for June 2016 to
date revealed:

-An entry for Crestor, 20mg tablet, take one tablet
at bedfime, documented on all days of the month
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as administered.

-An entry for Aricept, 23mg tablet, take one tablet
every day, documented on all days of the month
as administered.

-An eniry for Prilosec, 20mg capsule, take one
capsule every day, documented on all days of the
month as administered.

Interview on 6/6/16 at 8:45AM with Resident #1
revealed:

-He lived at the facility for "a year."

-He had no current care concerns,

-He received all the medications he thought he

had nrdg;ed_by_hjg doctor.

Telephone interview on 6/6/16 at 11;45AM with
the Pharmacist from the contracted pharmacy
revealed:

-An FL-2 dated 3/24/14 was used to establish
pharmacy orders for Resident #1 with follow-on
orders from that date forward.

-The pharmacy received physician orders o
change the dosage of the Aricept from 10mg to
23mg on 12/7/15.

-Documentation in her records that on 3/17/16 the
resident was moved to the current facility.

-The pharmacy received physician orders to
discontinue Zocer and begin Crestor on 3/28/16.
-Staff at the facility should have verified the MARs
printed and provided by the pharmacy against
current physician orders to determine accuracy.

Interview on 6/6/16 at 12:00PM with the Relief
Supervisor-in-Charge revealed:

-The SIC was responsible for processing new
admissions to the facility.

-A family member of the SIC told her the FL-2 in
Resident #1's record was current.

-When new printed MARSs from the pharmacy
arrive for the new month, she checked them
Division of Health Service Regulation

STATE FORM e JOYM11 If continuation sheet 68 of 86




PRINTED: 06/22/2016

FORM APPROVED
Division of Health Service Regulation
STATEMENT OF DEFICIENCIES (X1) PROVIDER/SUPPLIER/CLIA {X2) MULTIPLE CONSTRUCTION {(%3) DATE SURVEY
AND PLAN OF CORRECTION IDENTIFICATION NUMBER: A BULLDING: COMPiETED
FCLO11038 B. WING 06/07/2016
NAME OF PROVIDER OR SUPPLIER STREET ADDRESS, CITY, STATE, ZIP CODE
PLEMMONS FAMILY CARE HOME # 2 215 MONTE VISTA RGAD
CANDLER, NC 28715 -
(X4) 1D SUMMARY STATEMENT OF DEFICIENCIES D PROVIDER'S PLAN OF CORRECTION X5}
PREFiX (EACH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX {EACH CORRECTIVE ACTION SHOULD 8E COMPLETE
TAG REGULATORY OR LSC IDENTIFYING INFORMATIGN} TAG CROSS-REFERENCED TQ THE APPROPRIATE DATE

DEFICIENCY)

C 316 Coniinued From page 68 C 316

against the previous month's MAR and not
against the orders in the resident's records.
-The nurse that completed the pharmacy review
on &10M6 told the SIC that everything was
"okay" and no st of concerns was left.

Interview on 6/6/16 at 2:25PM with the SIC
revealed:

-His family member handled new admissions to
the facility but he could not "pass the buck.”

-He filed Resident #1's record without fooking at
it.

-Resident #1's admission date to the facility was
in "January" 2016.

-He was not aware of orders for the Aricept dose

change nor aware of new orders for the Crestor
and the Prilosac.

Telephone-interview-on-6.7/16-at 8:10AM-with-the
Pharmacy Review Nurse from the contracted
pharmacy revealed:

-She remembered Resident #1 from another
facility and he was in the process of moving from
that facifity to the current facility in late February,
2016.

-When she was last at the facility for pharmacy
reviews on 5/10/16, the facility "did not have his
chart together"

-When she did her medication review, she started
with the most current FL-2 orders, but most of the
residents are seen at the veteran's hospital so for
accuracy she sometimes will also use the last
medication list provided by the veteran's hospital.
-When there were discrepancies between the
physician orders and the MAR she would
document comments and she reviewed this in
person with the facility staff while she was at the
facility.

Observation on 6/7/16 at 3:00PM of the

Division of Health Service Regwiation
STATE FORM 859 TJoYM1I If conrtinuatien sheet 69 of 86




PRINTED: 06/22/2016

FORM APPROVED
Divigion of Health Service Regulaticn
STATEMENT OF DEFICIENCIES (X1} PROVIDER/SUPPLIER/CLIA {X2) MULTIPLE CONSTRUCTION (%3) DATE SURVEY
AND PLAN OF CORRECTICN IDENTIFICATION NUMBER: A BUILDING: COMPLETED
FCLO14036 B. WING 06/07/2016
NAME OF PROVIDER OR SUPPLIER STREET ADDRESS, CITY, STATE, ZIP CODE
215 MONTE VISTA ROAD
PLEMMONS FAMILY CARE HOME # 2
CANDLER, NG 28715
(X4) 1D SUMMARY STATEMENT OF DEFICIENCIES 0 PROVIDER'S PLAN OF CORRECTION e
PREFIX (EACH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX (EACH CORRECTIVE AGTION SHGULD BE COMPLETE
TAG REGULATORY OR LSC IDENTIFYING INFORMATION) TAG CROSS-REFERENCED TO THE APPROPRIATE DATE
DEFICIENCY)
C 316} Continued From page 69 C 316

medication cart revealed all the medications on
Resident 1's MAR for June 2016 present.

Refer to the telephone interview on 6/7/16 at
12:01PM with the Administrator.

B. Review of Resident #2's current FL.2 dated
3/22/16 revealed:

-Diagnoses which included schizoaffective
disorder and anxiety disorder.

-An order for Seroquel 200mg in the morning.
(Seroquel is used in the treatment of major
depressive disorder).

Review of the May and June 2016 Medication

Administration Records (MARs) revealed an entry
for Seroquel 200mg, 2 tablets at bedtime.

Observation of the medication on hand revealed
Seroquel 200mg, 2 tablets at bedtime was in
stock.

Continued review of Resident #2's record
reveated no current order for the bedtime
Seroguel or an increase in dosage.

Observation on 6/6/16 at 9:00AM of Resident #2
revealed:

-A calm affect, alert with no behaviors.

-Alert and oriented to time, place and person,
-Appropriate interactions with other residents and
staff,

Interview on 6/6/16 at 9:00AM with Resident #2
revealed:

-He received alf of his medications on time.

-He had no concems about his care.

Interview with the relief Supervisor-in-Charge on
6/6/16 at 2:30PM revealed:
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-She had been adminlstering tha Seroquel at
bsdiime.

-Resldent #2 had an order for the nighttime
Serague! on the pravious FL2 daled 3/18/15.

-The doctor should have revigwed {he FL2 for
errors before he signed it,

-She wouid call the doctar's ofics and ¢onfirm the
order,

Review on 6/7/16 of Resrdent #2'8 new Seroqus|
crder received by the faciily oh 6/8/16 revesled:
-An order for Serogqusl 200mg, 2 tablets at
badtimes.

-Na order clarification for 3122/16 through 6/6/18.

Refer to the telephong inlerview on 6/7/16 at

TZUTPM with the Administrator

Telephone interview on 6/7/16 at 12.01PM with
the Sdrunist

-uuu:UI luvcnlrﬂd .
-She reviewed rasident records "avery couple of
montns™ and would look at their medications and
thawr FL-2 forms.
-Sha had not checked residant FL-Z forms for tha
pas!“2 to 3 months.”
-Rasidents should have current FL-2 forms.
-She knew |l was her responsibility to follow
behind the SIC and meke sure things were baing
done,

€353 10A NCAC 13G -1006(p) Medication Storage C 353 m édé Uﬁ

10A NCAC 133 . 1008 Medlcation Storags ﬂ% ﬂ?%

{b) All prescription and non-prescription

medicalions stored by the fachlity, including thase . /’ %

requinng refrigaralion, shall ba maintainad in I} ﬁ [/U 7ZZ‘I£
safe manner under locked security xcapt when _ D{j\o _

under the immedlate or direct physical d/ 2% CCC- b) q
supefvision of staif in charge of medication I q&@ A/(g !

; . [l
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admimatration.

This Rule is not met as evidanced by
TYPE B VIOLATION

Based on observation, record review and
interviaws, the faclity failed to toek up 1
prazcriplion slorege cassetta of zonisamids
awaKing return to the corporate pharmacy, 17
contsinets of oversiock medications and failed fo
2acure the Key 1o the medication cant.

The findings ara:

Observation on 6/3/16 al 9-48AM of the
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MeEUCation room raveaied

-The presence of a locked meaication cart with
no key in the lock.

“Entrance into tha medication room-was-frem-of

the dining room.

-Thers was no door lo the medication room

-A regiden! was obsarved walking through the
medication room 1o get 1o the laundry room, from
which residsnts exltsd the buiiding to a back )
porch where the designated smoking araa for tha
faciilty was focated.

-On the floor and to the right of the medication
cart was an open cardboerd box, partially covared
with a plecs of bubble wrap packing with
numaroys contalners of medications.

-On the fioor and 1o the ielt of the medication can
was g biue dulfla bag, unzipped and with
numerous reusable plastic medication containers
(called caseettes) with affixad prescription labals,

vy

Observation on §/3/16 at 10:05AM of the
medicaton room revaaled

-A sacond resident welking through the
medication room to exit the facility ‘o the back
porch,
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-A third resident entering the medication room to
place something in a black trash bag sitting on
the floor.

interview on 6/3/16 at 10:07AM with the .
Supervisor-in-Charge (SIC) revealed:

-The facility's contract pharmacy arrived about the
first week of every month to pick up discontinued
medications and empty cassettes and they were
due to arrive the current week.

-The medications in the cardboard box were
overstock medications for a current resident
which were mailed in a cardboard box and would
normally be transferred to a locked orange tool
box.
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-It had been "not long" that the cardboard box
was sitting on the floor by the medication cart,
"perhaps since Wednesday" (or two days prior to

theobservation).

Observation on 6/3/16 at 10:07AM of the contents
of the cardboard box (the inventory witnessed by
the SIC), revealed:

-One seated box of combivent respimat inhaler {a
bronchodilator}, 20meg/100mceg, 120 metered
doses, with a prescription label in place.

-One sealed bottie of omeprazole {used to reduce
stomach acid production), 20mg capsules, 60
capsules printed on the bottle and with a

. prescription label in place.

-One sealed box of fluticasone propionate nasal
spray (a corticosteroid used in respiratory
treatment), 50mcgfspray, 120 metered sprays
and with a prescription label in place.

-One sealed bottle of gabapentin (an
anticonvulsant used in treating nerve pain),
300mg capsules, 180 capsules printed on the
bottie and with a prescription label in place.
-One pharmacy-filled pill container with a
prescription label in place documenting

\
AV
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furosemide (a diuretic), 80mg tablets, 15 tablets
in the container.

-One pharmacy-filled pill container with a
prescription label in place documenting
potassium chioride (a supplement), 20meq
tablets, 15 tablets in the container.

-One sealed bottle of cetirizine hydrochloride (an
antihistamine used for seasonal allergies), 10 mg
tablets, 30 tablets printed on the bottle and with a
prescription label in place.

-One sealed box of bisacodyl (a stool softener), ‘ E/ é/ &

10mg suppositories, 50 suppositories printed on (/ Q

the box and with a prescription label in place.
-Two sealed bottles of guaifenesin (an

expectorant)y 200me-tablets100-tabletsprinted

on each bettle and with a prescription label in
piace. -

-Three sealed bottles of acetaminophen (an
analgesic), 325mg tablets, 100 tablets printed on
each bottle and with a prescription label in place.
-One sealed bottle of aspirin (an analgesic used
for heart health), 81mg tablets, 90 tablets printed
on the bottle and with a prescription label in
place. .

-One pharmacy-fiiled pill container with a
prescription label in place documenting lisinopril
{an antihypertensive), 20mg tablets, 15 tablets in
the container.

-Cne sealed canister of prevalite for oral
suspension (an agent to lower high cholesterol
levels), 42 measured doses in the container and
with a prescription label in place.

- One pharmacy-filled pill container with a
prescriplion label in place documenting
simvastatin (an agent to lower high cholesterol
levels), 80mg tablets, 15 tablets in the container.

Continued observation on 6/3/16 at 10:07AM of
the contents of the blue duffle bag (the inventory
witnessed by the SIC), revealed:
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-One cassette wilh a prescription fabgl in place
documenting zonigamide {an enliconvulaang,
100mg capsules, 7 capsules in the cassetie,

=37 empty castettes with prescription inbels
sitached. '

-On the handle of the dufile bag was affixed a lag
with the facility’s nama,

lnterview on 873116 at 10.40AM of the SIC
revealed:

-The blus duffla bag would heve Lsually been
locked end piacad m the SIC's room untif the
contract pharmacy staff arrived to pick it up.
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(X2) MULTIPLE CONBTRUCTION
A. BUILDING:

{X3} DAYE SURVEY
COMPLETED

B.wing

oefgrizne

PROVIDER'S PLan OF CORRECTION (xz)

(EACH CORRECTIVE ACTION SROULD BE COMPLETE
CROB8-REFERENCED TO THE APPROPRIATE DATE
QEFICIENCY;
b e

d :
g o e

-Thg Zoneamide wes discontinued foraresidant”

~He did ret have s lock for the bag and the bag

wae detlvered to him with g plaatic red cabla toelk
wilh a printed numbaer,

-He dld ot have a lock for the bag as it wag
“always” ampty except for the currant day.

-Residents had o waik throughthe rmedication

reem to get o the back porch to smoke..

Telephone interview on B/3/16 &t 1:00PM with tha
Adminigtrator ravealsd

~She visited tha facinty "quile often” but could pot
remember the lasl time she wag there

-She expecied all madications io be locked up,

Observation of the medication cart on 5/6/16 gt
1 15AM revealad:

-The medication cart key was lied to the
medication cart with a heavy string.

-The key was stuek behind the madication can,
-The relief Supawlsor—m-Charge cut off the key at
that lima.

Interview with tha Supervisor-in-Charga on §/8/46
at 2:45PM ravealed he tled the key to tha can
because he kept losing i,
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A Plan of Protection dated 8/3/16 wasg dbtained
from the SIC and revealed
-Medications were removeq to alocked area In

overflow storage .
-The SiC and Relief SIC will montor that
medications are propsriy locked up.

-The key to the medication cart has been

removed from the carn.

CORRECTION DATE FOR THE TYPE B b
VIOLATION SHALL NOT EXCEED JuLY 22, \

2018 , \ \

the faciy ' “Q A
-Alock hasp will be replaced by 6/4/18 on g
hatiway closat which will be usad for medrcation w 0

N
C 383 10ANCAC 13G 1008(5) Pharmaceutical Care ¢ 381 \‘A \}\
e

10A N cal-Care B
(b} The facilly shalt agsurg achon 1g taken gg

needed In response to the madication review and
documentad, Including (hat the physician or .
appropriete health p’rofesslonal hes been ) Q/

informed of the findings when necaseary
This Rule is not mat as svidencad by @
TYPE 8 VIOLATION % ?

e

Based on record review ang interviews, the \
facllity falled fo take action in raEponzs to & C/p

medication revisw for Resident #1, spacifically, to

confirm the Aricep! dosage and change in &
madication from Zocor {0 Cresior. ?\ d\J\L
The lindings are: g/ .

A. Ravisw of Resident #1's record reveslad no ;
Resident Reglster, ‘ . ;\L V\Q

72zt
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Review of Resident #1's current FL-2 dated
10/29/15 {from a previous facility) revealed:

-An admission at another facility on 10/29/15.
-Diagnoses included a seizure disorder,
hypertension, long-standing alcohol consumption,
hyperlipidemia, gastroesophageal reflux diseass
(GERD) and organic brain syndrome.

Review of Resident #1's medication orders on the
FL-2 dated 10/29/15 revealed:

-An order for Aricept (used in the treatment of
dementia), 10mg tablet, one tablet every day.

-An order for Zocor {a lipid-lowering agent), 40mg
tablet, one tablet at bedtime.

Review of a printed physician order sheet used
for pharmacy review for Resident #1 dated 2/4/16
revealed:

Arrorder fui’As;L.cpt, 23rng%abie’t,—ﬁﬂeiab¥e%daély
at 8:00AM.

-Handwritten below this order was "10mg."

-At the botfom of order sheet was handwritten
"Please obtain current order or place order in
chart [arrow up symbol] Aricept/Donepezil
[generic name for Aricept} o 23mg."

-An order for Zocor, 40mg tablet take one daily at
8:00PM.

-No signature on the order sheet.

Review of a printed physician order sheet used
for pharmacy review for Resident #1 dated
4/21/16 revealed:

-An order for Aricept, 23mg tablet, take one tablet
everyday

-Handwritten next to this order was “-need order
[delta symbol for change] [arrow up symbol]
23mg."

-An order for Crestor (a lipid-lowering agent),
20mg tablet, take one tablet at bedtime.
-Handwritten next to the order for Crestor was

Division of Health Service Regulation
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"-need [delfa symbaol for change} from Zocor."
-Handwritten on the bottom of the order sheet
was "FL2 10/29/15."

-The signature of a nurse (from the contract
pharmacy) perferming the pharmacy review with
the date of 5/10/16.

Review of a handwriten prescription for Resident
#1 dated 5/19/16 revealed "D/C [discontinue]
simvastatin [generic name for Zocor]."

Review of Resident #1's medication
administration record (MAR) for May 2016
revealed:

-An_enfry for Cresfor, 20mg tablet take one tablet

at bedtime, documented on all days of the month .
as administered.

-An entry for Aricept, 23mg tablet, take one tablet
every day, documented on all days of the month
as administered.

Review of Resident #1's MAR for June 2018 to
date revealed: '

-An entry for Crestor, 20mg tablet, take one tablet
at bedtime, documented on all days of the month
as administered. )

-An entry for Aricept, 23mg tablet, take one tablet
every day, documented on alt days of the month
as administered.

Interview on 6/6/16 at 9:45AM with Resident #1
revealed:

-He lived at the facility for "a year."

-He had no current care concerns.

-He received all the medications he thought he
had ordered by his doctor.

Telephone interview on 6/6/16 at 11:45AM with
the Pharmacist from the contracted pharmacy
revealed; )

Division of Health Service Regulation
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An FL-2 dated 3/24/14 was used to establish ‘ ,[,) pC
pharmacy orders for Resident #1 with folidw-gn ‘ L'i’ ‘ 5
| orders from that dale forwarg . 2. ' d/ .
-The pharmacy recaved physician orders 1o ! é H 6 0 ’ZZ"/'{’
change the dosage of the Aricept frorm 10mg to : | ﬁg@
23mpgon 1212115

-Documentation n her records showsd that on u p ée ~ I\J u

317118 the resident was moved from a sister W" [ [ !

tacility to the curren facility d !
“The pharmacy received physiclan orders to . {

discontinue Zocor and begin Crestor on 3/28M6. é(/ h ’

Intarview on B/6/18 at 12:00PM wilh tha Refia{
SupeMsor-m-Charge ravealed:
-When new punted MARS from ihe pharmacy

SYEmsIINe Srevious monin's MAR and not
ageinst the orders In (he resldent’s racords. J

| arrived for the new month, she chacked tham [ . !
-Tha nurse that completed the phammacy review

an 5/10“5 told the SIC thgt eycl’:hulu was
“okay" and ng hst of concerns was isff.

Interview on 6/6/16 at 7 25PM with tha SIC
revealed he was nol aware of orders far the
Aricept dose change nor aware of new ordars for
the Crestor.

Talephone interview an B/7116 at 8:10AM with the
Pharmacy Raview Nurss from the contracted
' pharmacy revealed:
-She remambered Resident #1 from gnother
sistar faciity and he was in the process of moving
trom that facility 10 the current facitty In jale
February, 2016.
-When she was Jast at the faciity for pharmacy
reviews on 5/10/16, the faciity "did not have his
chart together,"
-When she did her medication raview, she glared
with the most current FL-2 orders, but mast of the "
residenis wera seen at the veleran's hospital so J |
Olvision of Heaith Servica Requlation
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for accuracy she sometimes used the last
medication list provided by the veteran's hospital.
-When there were discrepancies between the
physician orders and the MAR she would
document comments and she reviewed this in
perscn with the facility staff while she was at the
facility.

Chservation on 6/7/16 at 3:00BM of the
medication cart revealed ali the medications on
Resident 1's MAR for June 2016 present.

Telephone interview on 6/7/16 at 12:01PM with
the Administrator revealed:

-She reviewed resident records "every couple of

months” and would look at their medications and
their FL-2 forms.

-She knew it was her responsibility to follow
behind the SIC and make sure things were being
done.

A Plan of Protection was requested from the
Administrator via telephone message on 6/21/16.

CORRECTION DATE FCR THE TYPE B
VIOLATION SHALL NOT EXCEED JULY 22,
2016.

C 912 G.S. 131D-21(2) Declaration of Residents’ Rights cgai2

G.S. 131D-21 Declaration of Resident's Rights
Every resident shall have the following rights:
2. To receive care and services which are
adequate, appropriate, and in compliance with
relevant federal and state laws and rules and
regulations.

This Rule is not met as evidenced by:
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Basad on abservation, record review and
interviews, the facllity falled to assura residents
received care and services that are adaquate,
appropriate and in comphance with faderal and
state faws and rules and raguiations related lo
storage areas, housekeaping and furnishings,
building service equipment, 'management ang
ather staff, medication orders; pharmacautical
care, medicalion storage and medication
adminislration Cornpetency avalustion,

Tha findings are

A. Based on observation and Interviaws, the

o KNG 2
. ﬁ L
fJol0 T d foc)

C/é'd

77,\/02{)/// J

[ £

facility faited to sacure in a separsta locked area
8 containers of chemicalg and petrolaum
products left outaida on tha premises, 44
containers of chemicals and patroteum products

Iaft on tha #ont !'Jnrr'hl as gallon contalner of
kerosenas Ieft In the dining oom and 6 containers
of chamicals left under the kitchen sink [Refer to
Tag 0059, 10A NCAC 136G -0310(b), Storage
Areas {Type B Violation)].

B. Based on observations and interviews, tha
Tacilily faiiad to maintain a clean envlranment frae
of clutter and hazards relsted to. patrolaum
products stored with combustible lterns ouiside
and Inside the home, 2 long hangled axa lef(
oulside, 3 metat pipe being used as a handrgj]
thet was not securaly faslened to tha porch, saws
ieft unsecured on the front porch, unsacurad
posts to the front porch roof, an open door o tha
crawlapace, dryer duct that was vanted to the
crawispaca, & rofted door thrashold and metal
ehaets attached 1o the back porch daciang wilh
Uplurned edges and popped nals and boards on
the back porch [Reler to Tag 8078, 104 NCAC
13G .0315(a)(5), Housekeeping and furnishings
(Type B Vialation))

_
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elaclrical oullet facapiates in the residant hallway d

and kilchen and replace or remove a wail light & 6

sconce with exposed wires in 1 of 3 residenz &Q d ,r L@
iooms, {B) to prevent use of a kerosens and fi@ ﬂ~ o

eleclric space heater duning the winter when a !

Civision of Heallh Service Requlaban
STATEMENY OF DEFICIENGIES (X1} PROVIDER/SUPPLIER/CILIA (X2) MULTIPLE CONSTRUCTION (X3) DATE SURVEY
AND PLAN OF CORRECTION JUENTIFICATION NUMBER- A BULDING: COMPLETED
FCLOT1036 BNG 06/07/2018
NAME OF PROVIDER QR SUPPLIER SYREET ADDRESS, GITY, STATE. 7IP COQE .
' 215 MONTE VISTA ROAD : J
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TAG REGULATORY OR LEC IDENTIFYING INFORMATIC N} TAQ CRGSS-REFERENCED Y0 THE APPROPRIATE DATE
- DEFICIENCY)
Co12( Conjinued From pepa 81 Ce12
C. Based on observations. racord reviews and ' g
interviaws, the facliity failed to (A) prevent usea of - U{ )
an outdoer extenslon cord wilh exposed wiring; t} H
Cover an electrical junclicn box in the crawlspace: ' { @ - Z_"L K
prevent use of a non-surge protecled extanslon 7 Z
cord in the medication room; prevent unsafe uge "F L
of stirge proleclors and non-syrge protacled cg !0 5 t\( ({‘
oublel adeptars in the hving room and in 2 of 3 C 1 [/U Ve
resident rooms; replace broken and misslng y @

cendral heating furnace was not functioning and
(C} have an annual mainlenance chack

becama due in July, 2015 [Refer g Tag 0102,
T0A NCAC 13G .0317(a), Building Servica ﬂ
Equipmaent (Type B Viotalion)].

perormed o 2 0f 2 Tre extinguishers whan thay ! )0’8}@) 4

D. Based on observations, inlerviews, and record
review, the Administrator falled to asaure the total
operation of the facility related o design and
consiructlon; storage areas, housekeeping and
furpishings, building service equipment; outslde
premises, tost for tuberculosis; resident regisler;
rasident contract, residant assessment: residant
care plan, medication orders; medication slorage;
pharmaceulical cars: resident righls and adult
care horme medication aides training ang
competancy [Reler 1o Tag 0185, 10A NCAC 13G
.0B04{a). Management and Olher Staff (Type B
Violation)j.

£ Based an record review and intarviaw, the
facility failed to verlly medication arders for
Reswdent #1 upon admigsion on 34 7118 within 24
hours snd to sesk clarification regarding an order
far seroquel tor Resident #2 [Refer to Tag 0315,
10A NCAC 13G  1002(a), Medlcation Orders
Division of Health Service Ropulafion = {7
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: i ("yra B \iolation)] !
| . |
| F. Bosed on recrd raview and Interviswe, the '
; faziily fmited to Wake octior in responise 0 g t
| madicatian review for Resident #1, sheoically, o |
conflrm the Ancept dosoga ang change m = !
imedication from Zocer ta Crestor [Refar to Tag
1384104 NGACT 132 10I38(b), Phermaceutca!
" Cars {Typs 8 Viclation)), ;
f
i

| G. Based on observatien, record review and
Ireryews. ing fachity fRiled 16 lock un 1

t pragarigtion slorege cassaits of Jonisamide

I awalihg return to the corporsta phermany, 17

carfalners of ovaratock medicallona and faiad (o

secura e Koy 10 e tredisgten ea™ (Yafer in

Tug 0383 104 NCAC 136G 1003{b) Mediantan !

j Storsgs | Type 8 Viclation)].

H Based o rocord review and Ingrvigat, the
fodi ity falad 1o 398Uma & Trusrar

St LY Yrrneter oy Bxlls vaadatur vas
i conplated for 1 042 sualf (Stalf L) [Reter o Tag
837 L8 1MN4E YD, Asar Care tin s
Medicaiion Aiger, Tramning #nd Dornatingy
(Typs B Viclaben)).

] ‘
cms{ G.6. § 131 D9 58 (b) ACH Mediextion
; AidesTralming ars Sofipiviacy

! ! Q.5. § 13 0.2 55 (b) Ak Tare iony:
' | Medication Aides; Training and Compars:cy
lr i Evelagton Requisnmonts, :
! :
: | {1y Beginning October 1, 013, an soult carg
i home is pronibited from sllowing 2taf 'o perform
[ any unsiparvisad medicaiion aldm duties uniesa

1 thet individuz! nad praviausly woikad &8 4
I marication sida during the previous 24 moantha in
]
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STATEMENT OF DEFICIENCIES (X1) PROVIDER/SUPPLIER/CLIA
AND PLAN OF CORRECTION

IDENTIFICATION NUMBER:

FCL0O11036

" FORM APPROVED
{X2) MULTIPLE CONSTRUCTION {X3) DATE SURVEY
A. BUILDING: COMPLETED
B. WING 06/07/2016

NAME OF PROVIDER OR SUPPLIER

PLEMMONS FAMILY CARE HOME # 2

CANDLER, NC 28715

STREET ADDRESS, CITY, STATE, ZIP GODE
215 MONTE VISTA ROAD

The findings are:

Interview on 6/3/16 at 12:05PM with the Staff B,
Relief Supervisor-in-Charge (SIC) revealed:
-She was in the home "daily."

-She was refief to the SIC and had another job at
a nearby long-term care facility.

-She was a medication aide.

Telephone interview on 6/3/16 at 12:55PM with
the Administrator revealed:

-She talked to the SIC every day or every other
day.

-The facility was "leased" to the SiC.

(X4) 1D SUMMARY STATEMENT OF DEFICIENCIES D | PROVIDER'S PLAN OF CORRECTION (X5)
PREFIX (EACH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX (EACH CORREGTIVE ACTION SHOULD BE COMPLETE
TAG REGULATORY OR LSC IDENTIFYING INFORMATION} TAG CROSS-REFERENCED TO THE APPROPRIATE DATE
DEFICIENCY)
€935 | Continued From page 84 €935

Review of residents' medication administration
records revealed Staff B had administered
medications.

Interview on 6/6/16 at 8:30AM with the Relief SIC
revealed. :
-She nor the SIC could find her persennel record.
-The fast time she saw it was when it was on the
coffee table in the living room.

-The only document that she could provide at that
time was a medication aide training course, done
on 11/16/15.

Review of training documentis, provided by the
Relief SIC, did not include documentation of
completion of a medication administration
competency skills validation, medication aide
verification, or completion of the written
medication aide exam.

Interview on 6/6/16 at 12:45PM with the SIC
revealed:

-He and the Relief SiC were responsible for
maintaining their personnel records.

i
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-He did have her personnel record at one time,
but he did not know where it was.

-He would have {o "recreate” her personnel
record.

Telephone interview on 6/7/16 at 12:10PM with
the Administrator revealed:

-She had not looked at personnel records and
could not remember the last time she did.

-She knew it was her responsibility to follow
behind the S1C and make sure things were being
done.

A Plan of Protection dated 6/6/16 was obtained
from the SIC and revealed:

-The SIC was working with a nurse to get the
Relief SIC to complete the medication
administration competency evatuation and get
proper paperwork in place.

-The Relief SIC would not be administering
medications until proper documentation was in
place.

-Staff personnel records would be maintained in a
file cabinet.

CORRECTION DATE FOR THE TYPE B
VIOLATION SHALL NOT EXCEED JULY 22,
2016.
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