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 C 000 Initial Comments  C 000

The Adult Care Licensure Section and the 

Buncombe County Department of Social Services 

conducted an annual survey and complaint 

investigation on September 7-8, 2016 with an exit 

conference via telephone on September 9, 2016.

 

 C 078 10A NCAC 13G .0315(a)(5) Housekeeping and 

Furnishings

10A NCAC 13G .0315 Housekeeping and 

Furnishings

(a) Each family care home shall:

(5) be maintained in an uncluttered, clean and 

orderly manner, free of all obstructions and 

hazards;

This Rule shall apply to new and existing homes.

This Rule  is not met as evidenced by:

 C 078

Based on observations and interviews, the facility 

failed to assure 3 of 3 common bathrooms were 

kept clean.

The findings are:

Observation of the women's common bathroom 

on 9/7/16 at 10:39am revealed:

-The bathtub and walls of the shower were 

coated with a heavy film of gray soap scum.

-The shower curtain had mildew along the bottom 

6 inches of the curtain. 

-There was a film of pink soap scum visible on 

the rest of the shower curtain.

Observation of the handicapped accessible 

common bathroom on 9/7/16 at 10:45am 

revealed:

-The walls of the walk in shower were coated with 
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 C 078Continued From page 1 C 078

a heavy film of gray soap scum.

-The nonskid shower mat had areas of mildew 

and pink soap scum on the mat.

Observation of the men's common bathroom on 

9/7/16 at 11:02am revealed the bathtub and walls 

of the shower were coated with a heavy film of 

gray soap scum.

Confidential interviews with three residents 

revealed:

-"Staff clean the bathrooms everyday."

-"The women's [bathroom] usually stays pretty 

clean."

-"They clean, but I haven't been here long enough 

to know if they keep it up or not."

Observation on 9/7/16 at 10:40am revealed the 

Supervisor-In-Charge (SIC) was cleaning the 

handicapped accessible common bathroom.

Interview with the SIC on 9/7/16 at 10:51am 

revealed he cleaned the resident common 

bathrooms everyday.

Interview with the Property Manager on 9/7/16 at 

3:22pm revealed staff were expected to clean the 

resident common bathrooms everyday.

 C 079 10A NCAC 13G .0315(a)(6) Housekeeping and 

Furnishings

10A NCAC 13G .0315 Housekeeping and 

Furnishings

(a) Each family care home shall: 

(6) have supply of bath soap, clean towels, 

washcloths, sheets, pillow cases, blankets, and 

additional coverings adequate for resident use on 

hand at all times;   

 C 079
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 C 079Continued From page 2 C 079

This rule apply to new and existing homes.

This Rule  is not met as evidenced by:

Based on observations and interviews, the facility 

failed to provide paper towels for residents' use in 

3 of 3 residents' common bathrooms and soap in 

2 of 3 residents' common bathrooms.

The findings are:

Observation of the women's common bathroom 

on 9/7/16 at 10:39am revealed:

-There were no paper towels in the bathroom.

-There was no soap in the bathroom.

-There was one white hand towel heavily soiled 

hanging on the towel rack in the bathroom.

Observation of the handicapped accessible 

common bathroom on 9/7/16 at 10:45am 

revealed:

-There were no paper towels in the bathroom.

-There were no cloth towels in the bathroom.

-There was a pump bottle of liquid soap available 

on the sink for resident use.

Observation of the men's common bathroom on 

9/7/16 at 11:02am revealed:

-There were no paper towels in the bathroom.

-There were no cloth towels in the bathroom.

-There was no soap in the bathroom.

Confidential interviews with two residents 

revealed:

-"Sometimes we have soap and paper towels and 

sometimes we don't."

-"I have soap in my room and I have my own 

towel. I like to use my own soap."

Interview with the Supervisor-In-Charge (SIC) on 
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 C 079Continued From page 3 C 079

9/7/16 at 11:10am revealed "I've been buying 

food and supplies out of my own pocket for these 

people even though I'm not getting paid."

Interview with the Property Manager on 9/8/16 at 

3:22pm revealed "It's the SIC's responsibility to 

put out paper towels and soap and report to us if 

they need supplies."

 C 102 10A NCAC 13G .0317 (a) Building Service 

Equipment

10A NCAC 13G .0317 Building Service 

Equipment

(a)  The building and all fire safety, electrical, 

mechanical, and plumbing equipment in a family 

care home shall be maintained in a safe and 

operating condition

This Rule  is not met as evidenced by:

 C 102

Based on observations, interviews, and record 

review, the facility failed to repair a smoke 

detector in the facility hallway, replace bulbs in 

various overhead lighting fixtures, and repair the 

toilet and sink faucet in the men's common 

bathroom.

The findings are:

A. Observation in the facility hallway on 9/7/16 at 

10:48am revealed:

-1 of 3 ceiling smoke detectors was not 

functional.

-The ceiling smoke detector outside Resident 

Room #3 was missing the entire smoke detector 

revealing only the mounting base and 
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 C 102Continued From page 4 C 102

disconnected electrical connector.

-The facility was not equipped with a sprinkler 

system.

Review of the Fire and Building Safety Inspection 

Report dated 8/24/16 revealed "One smoke 

detector is missing in the hallway, replace smoke 

detector head in hallway."

Interview with the Property Manager on 9/8/16 at 

3:22pm revealed:

-The Supervisor-In-Charge (SIC) was responsible 

for reporting maintenance issues to her, 

Maintenance, or the Administrator.

-She had not been made aware there was a 

missing smoke detector head in the hallway.

B. Observations during the initial facility tour on 

9/7/16 from 9:15am to 11:07am revealed:

-3 of 5 overhead lights in the main hallway did not 

work.

-1 of 2 overhead lights did not work in the dining 

room.

-1 of 2 bulbs in the overhead light in the 

handicapped accessible common bathroom did 

not work.

-The overhead light in Resident Room #3 did not 

work.

Confidential interviews with three residents on 

9/8/16 revealed:

-The overhead light in the dining room had been 

"out of order for a good while."

-2 of 3 were unsure how long the overhead lights 

in the dining room, hallway, and handicapped 

accessible bathroom had not worked.

Interview with the Property Manager on 9/8/16 at 

3:22pm revealed:

-She was unaware of the overhead lighting 
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 C 102Continued From page 5 C 102

fixtures not working in the dining room, hallway, 

Resident Room #3, and in the handicapped 

accessible bathroom.

-The Supervisor-In-Charge's (SIC) were 

responsible for reporting maintenance issues to 

her, Maintenance, or the Administrator.

C. Observations during the initial facility tour on 

9/7/16 from 9:15am to 11:07am revealed:

-The toilet in the men's common bathroom would 

not flush properly.

-No water would come from the sink faucet in the 

mens common bathroom.

-The men's common bathroom was 1 of 3 

common bathrooms available for resident use.

Interview with the SIC on 9/7/16 at 10:51am 

revealed:

-The men's common bathroom "has a toilet 

problem. The water is not filling up properly."

-"The float hasn't been fixed on this toilet."

-"We tried to get the Administrator to fix it a long 

time ago."

-"The residents don't use this bathroom."

Confidential interviews with two residents on 

9/8/16 revealed:

-The sink and toilet in the men's common 

bathroom had "been broken quite awhile."

-One resident stated he used to use the men's 

common bathroom but he hadn't used that 

bathroom "in a long time." He wasn't sure exactly 

how long the toilet and sink had been broken in 

that bathroom.

Interview with the Property Manager on 9/8/16 at 

3:22pm revealed:

-"I know at one point, Maintenance had two 

bathrooms fixed here."

-She was unaware the sink and toilet were 
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 C 102Continued From page 6 C 102

broken in the men's common bathroom.

-The SIC's were responsible for reporting 

maintenance issues to her, Maintenance, or the 

Administrator.

 C 112 10A NCAC 13G .0318(a) Outside Premises

10A NCAC 13G .0318 Outside Premises

(a)  The outside grounds of new and existing 

family care homes shall be maintained in a clean 

and safe condition. 

This Rule  is not met as evidenced by:

 C 112

Based on observations and interviews, the facility 

failed to maintain the outside grounds clean as 

evidenced by an overflowing trash dumpster and 

very high grass around the facility.

The findings are:

A. Observations on 9/7/16 at 2:38pm around the 

outside of the facility revealed:

-The dumpster positioned on the right side of the 

paved parking area was filled to overflowing.

-There was trash piled 3 ft. high on the ground on 

the left side of the dumpster.

-There was an unpleasant odor coming from the 

dumpster.

-The dumpster was located within 15 feet of 

where residents routinely sat outside and 

smoked.

Confidential interviews with two residents on 

7/8/16 revealed:

-The dumpster "used to be kept up" but the 

resident was unsure why the service had not 

come and emptied it recently.

-"They used to come and empty it.  They usually 

come once a month."
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 C 112Continued From page 7 C 112

Interview with the Property Manager on 9/8/16 at 

3:22pm revealed:

-"We are up to date on the payment" for the 

service.

-"The trash company has been notified by the 

Administrator and they were supposed to be here 

today to get the trash."

Telephone interview with the Administrator on 

9/9/16 at 10:15am revealed the trash company 

had been to the facility and emptied the dumpster 

at 6am that morning.

B. Observations on 9/7/16 at 2:40pm around the 

outside of the facility revealed:

-The grass was over 2 foot tall on the end of the 

building where residents routinely sat outside and 

smoked.

-The grass in the backyard was thick and 

approximately 1 foot high in the yard and on the 

bank behind the facility.

Confidential interviews with two residents on 

7/8/16 revealed:

-"Its been a little while since the grass was cut."

-"It's been two and a half weeks or more since it 

was cut."

Interview with the Property Manager on 9/8/16 at 

3:22pm revealed:

-"It's been a few months since it was last cut."

-The Administrator was responsible for getting it 

cut.

-She had spoken with the Administrator 

concerning the grass and the Administrator was 

going to arrange to get somebody up there to cut 

it.
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 C 246Continued From page 8 C 246

 C 246 10A NCAC 13G .0902(b) Health Care

10A NCAC 13G .0902 Health Care

(b)  The facility shall assure referral and follow-up 

to meet the routine and acute health care needs 

of residents.

This Rule  is not met as evidenced by:

 C 246

TYPE B VIOLATION

Based on observations, interviews, and record 

reviews, the facility failed to assure wound care 

follow-up for 1 of 1 sampled resident (Resident 

#1) with a wound and ensuring 1 of 5 sampled 

residents (Resident #2) was taken to a follow-up 

renal appointment.

The findings are:

A. Review of Resident #3's current FL2 dated 

8/24/16 revealed:

-Diagnoses of Alzheimer's, dementia, type II 

diabetes, pancreatitis, benign prostatic 

hyperplasia (BPH) and hypertension.

-Orientation documented as intermittent.

Review of the Licensed Health Professional 

Support (LHPS) evaluation for Resident #3 dated 

8/26/16 revealed: 

-Physical assessment documented as: sock on 

left foot with bloody drainage. Wound x 2 left 

lateral foot; one is 1"  x 0.5" and the other is 1.5"  

x 0.5". Area of red/warmth extends 4" . No active 

bleeding. Right foot with dime size open wound 

on lateral aspect.

-Recommendation documented as: Contact 

"FNP" (Family Nurse Practitioner) immediately to 

get order for Home Health to provide wound care. 

"Please do not wait until Monday."
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 C 246Continued From page 9 C 246

Review of the resident record revealed:

-No documentation of the FNP being notified for 

an order for Home Health.

-No documentation of Home Health visit to facility 

for wound care.

Telephone interview with the LHPS nurse on 

9/8/16 at 1:15pm revealed:

-She had discussed the importance with the 

Supervisor-In-Charge (SIC) of not delaying 

contact with Home Health for treatment.

-She had also notified the facility Administrator of 

her concerns related to wound care; especially 

since the resident was a diabetic. 

Interview with Resident #3 on 9/8/16 at 1:37pm 

revealed:

-He did not recall anyone checking his feet.

-He had no pain in his feet.

Observation of Resident #3's bilateral lower 

extremities on 9/8/16 at 1:35pm with the Property 

Manager present and the resident's permission 

revealed:

-There was a Band-Aid with multiple areas of 

dried blood on it loosely stuck to the resident's left 

lateral foot from the toes to the instep.

-The first area was 3/4 inch long by 1/4 inch wide 

on the lateral side of the ball of the foot where 

there was tissue loss. The area was reddened 

around the outside of the wound.  The bed of the 

wound was yellow in color.  There was no 

drainage present.

-The second area was 1/2 inch long by 1/4 inch 

wide on the lateral side at the base of the 5th toe 

where there was tissue loss. The area was 

reddened around the outside of the wound. There 

was no drainage present.

-On the right foot, at the base of the 5th toe, there 

was a 1/2 inch long by 1/4 inch wide reddened 
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 C 246Continued From page 10 C 246

area with intact skin.

Interview with the Property Manager on 9/8/16 at 

1:40pm revealed:

-She was unaware of any wound care for 

Resident #3.

-The Supervisor-in-Charge for this facility left 

yesterday and would not be returning, "So if 

there's nothing in the record then it probably did 

not happen."

-It was the responsibility of the SIC for each 

building to follow-up on any LHPS 

recommendations and to document their contacts 

in the resident record.  

Telephone interview with the facility Nurse 

Practitioner on 9/9/16 at 9:17am revealed:

-She was familiar with Resident #3. 

-She was not aware of the recommendations by 

the LHPS nurse.

-She would be concerned and would expect the 

facility to assure contact was made for Home 

Health to treat.

-She would contact the facility to assure follow-up 

on this was not delayed. 

Telephone interview with the facility Administrator 

on 9/9/16 at 9:47am revealed:

-She was not aware of the request for wound 

care for Resident #3.

-It was the responsibility of the SIC to follow-up 

on all recommendations made by the LHPS 

nurse.

-The Property Manager were responsible for 

assuring all SIC responsibilities were carried out. 

-She was currently working at the facility and 

would assure Home Health was contacted for 

evaluation of Resident #3's feet. 

B.  Review of Resident #2's current FL2 dated 

Division of Health Service Regulation

If continuation sheet  11 of 386899STATE FORM ORRW11



A. BUILDING: ______________________

(X1)  PROVIDER/SUPPLIER/CLIA

        IDENTIFICATION NUMBER:

STATEMENT OF DEFICIENCIES 

AND PLAN OF CORRECTION

(X3) DATE SURVEY

       COMPLETED

PRINTED: 09/19/2016 
FORM APPROVED

(X2) MULTIPLE CONSTRUCTION

B. WING _____________________________

Division of Health Service Regulation

FCL011312 09/09/2016

C

NAME OF PROVIDER OR SUPPLIER

SERENITY HEART FAMILY CARE HOMES #232

STREET ADDRESS, CITY, STATE, ZIP CODE

232 COUNTRY TIME CIRCLE

LEICESTER, NC  28748

PROVIDER'S PLAN OF CORRECTION

(EACH CORRECTIVE ACTION SHOULD BE 

CROSS-REFERENCED TO THE APPROPRIATE 

DEFICIENCY)

(X5)

COMPLETE

DATE

ID

PREFIX

TAG

(X4) ID

PREFIX

TAG

SUMMARY STATEMENT OF DEFICIENCIES

(EACH DEFICIENCY MUST BE PRECEDED BY FULL 

REGULATORY OR LSC IDENTIFYING INFORMATION)

 C 246Continued From page 11 C 246

4/8/16 revealed diagnoses included respiratory 

failure, schizoaffective, and gastroesophageal 

reflux disease.

Review of Resident #2's renal physician visit 

summary dated 5/5/16 revealed a diagnosis of 

chronic kidney disease stage 3.

Review of a physician's order dated 5/5/16 

revealed "Follow 3 months with labs."

Review of Resident #2's record revealed an 

appointment was scheduled with the renal 

practice for 8/2/16 at 1pm.

Interview with Resident #2's Home Health Nurse 

on 9/8/16 at 10:40am revealed:

-Resident #2 had "missed the bus" to go to his 

renal physician visit in August.

-She had drawn the labs for the appointment a 

week or 2 weeks before his appointment was 

scheduled.

Interview with Resident #2 on 9/8/16 at 10:15am 

revealed:

-"That day, I was in the process of moving from 

one house to another when the bus came, I 

couldn't go."

-The staff were responsible for rescheduling the 

appointment, however "I guess everybody was 

busy and forgot to call and reschedule the 

appointment."

Interview with the Property Manager on 9/8/16 at 

10:30am revealed:

-"I don't know what happened with that 

appointment. I was off for a week."

-"The SIC (Supervisor-In-Charge) who is in the 

home would have been responsible for 

rescheduling the appointment."
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 C 246Continued From page 12 C 246

-"If [transportation company name] came while he 

was moving, staff should have gotten the resident 

on the bus to go."

Interview with Resident #2 on 9/8/16 at 1:32pm 

revealed:

-"If they don't remind me of my appointment then 

I'll miss it."

-"They keep that appointment calendar in the 

office."

-"If you miss three times with [transportation 

company name], they won't come back up here 

for another month. The facility may have to take 

me."

Telephone interview with Resident #2's renal 

physician's office on 9/8/16 at 1:29pm and 

2:42pm revealed:

-Resident #2 had missed appointments on 8/2/16 

and again on 8/31/16.

-Both missed appointments were "no show."

-The practice had received the results of all the 

lab work ordered for the resident.

-She did not feel the missed appointments were 

detrimental to Resident #2, because there were 

no changes to his lab work.

__________________

A plan of protection was received from the facility 

on 9/8/16 as follows:

-Missed appointments were rescheduled.

-Labs to be verfied and copies faxed.

-Home Health called in to evaluate resident and 

steps taken as needed ordered by Home Health 

or facility physician.

-Review of all resident records will be performed.

-Staff training on appointments, labs, and all 

follow-up procedures.  Communication with all 

involved health care personnel.
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CORRECTION DATE FOR THE TYPE B 

VIOLATION SHALL NOT EXCEED OCTOBER 

24, 2016.

 C 259 10A NCAC 13G .0904(a)(4) Nutrition and Food 

Service

10A NCAC 13G .0904 Nutrition and Food Service

(a) Food Procurement and Safety in Family Care 

Homes:

(4)  There shall be at least a three-day supply of 

perishable food and a five-day supply of 

non-perishable food in the facility based on the 

menus, for both regular and therapeutic diets.

This Rule  is not met as evidenced by:

 C 259

Based on observations, record reviews and 

interviews, the facility failed to maintain a 3 day 

supply of perishable food and a 5 day supply of 

non-perishable food for a census of 6 residents.

The findings are:

The facility on 9/7/16 had a census of six 

residents.

Confidential interviews with five residents on 

9/7/16 and 9/8/16 revealed:

-"We didn't have fruit juice this morning."

-"I had a bologna sandwich with 1 piece of 

bologna and 2 pieces of white bread and milk" for 

breakfast this morning.

-"All we get for lunch is one sandwich."

-"Breakfast today was 1 egg, 1 piece of thin 

turkey, 2 pieces of toast, and coffee."

-"Supper last night was 1 bone-in porkchop, 1 

piece of bread, cut up potatoes, and greens or 

spinach. All they have to drink is milk."

-"It's not fair to us. The government gives enough 
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 C 259Continued From page 14 C 259

money to buy food for us, so we don't have to go 

to bed hungry."

-"Sometimes there's not enough food."

-"Breakfast today was a scrambled egg sandwich 

and milk. There was no meat on the sandwich."

-"Lunch yesterday was a ham sandwich with 

mayonnaise and tea, nothing else."

-"Everyday is a sandwich for lunch."

-"The meals are pretty good. For lunch we usually 

get a sandwich."

-"Breakfast today was an egg sandwich, 1 piece 

of ham on 2 slices of toasted bread."

-"Lunch yesterday was bologna sandwich and 

crackers, and milk."

Interview with the Supervisor-In-Charge (SIC) on 

9/7/16 at 11:10am revealed "I've been buying 

food and supplies out of my own pocket for these 

people..."

Observation on 9/7/16 at 11:35am of the deep 

freezer revealed:

-No frozen milk.

-3 loaves of wheat sliced bread.

-2 loaves of white sliced bread.

-3 loaves of honey wheat bread.

-8 1 lb. packages of ground beef.

-2.74 lb. of boneless pork loin.

-1 24 oz. turkey breast.

-Chicken leg quarters no label or weight.

-1.17 lb. of chicken breast strips.

-2.70 lb. chuck pot roast.

-5 packages of bacon. No label.

-1 quart bag of chicken thighs.

-1 2 lb. package of chicken breast.

-5 pieces of precooked breaded breast tenders.

-1 chimichanga

-2.23 lb. chicken drumsticks.

Observation on 9/7/16 at 11:45am of the dry 
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 C 259Continued From page 15 C 259

storage area revealed:

-2 lb 10 oz. container of quick oatmeal with 1/2 c. 

remaining in the container.

-1 28 oz. box of pancake mix.

-1 24 oz. bottle of syrup.

-1 bottle of ketchup.

-3 bottles of mustard.

-1 bottle of ranch dressing.

-1 48 oz. bottle of vegetable oil.

-2 24 oz. cans of pasta sauce.

-2 15 oz. cans of black beans.

-1 15 oz. can of chili.

-1 15.3 oz. box of instant potatoes with 1/4 box 

remaining (20 servings per box).

-1 cup of raisin bran cereal.

-1 24 oz. container of quick grits.

-4 24 oz. jars of applesauce.

-1 5 oz. can of tuna.

-1 5 oz. can of chicken.

-2 8 oz. cans of greenbeans.

-13 14.5 oz. cans of carrots.

-6 15 oz. cans of diced potatoes.

-5 15 oz. cans of Manwich.

-1 15 oz. can of beef ravioli.

-1 bottle of barbecue sauce.

-1 bottle of hot sauce.

-3 14 oz. cans of cranberry sauce.

-6 20 oz. cans of chunk pineapple in heavy syrup.

-6 13.58 oz cans of apple slices.

-8 15 oz. cans of green peas.

-10 14.5 oz cans of green beans.

Observation of the lunch meal service on 9/7/16 

at 12:20pm revealed:

-The residents received a tuna fish sandwich on 

white bread, 3/4 cup of applesauce, and 8 oz. 

milk.

-The facility menu had called for peanut butter 

and jelly sandwich on whole grain bread, celery 

stalk, 1 medium carrot sliced, 2 plums, 2" x 2" 
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brownie, and 8 oz. beverage.

Observation of the breakfast meal service on 

9/8/16 at 8:40am revealed:

-The resident received 3/4 cup of scrambled 

eggs, 1 cup of grits, and 8 oz. of milk.

-The facility menu had called for grapefruit half, 

corn flakes 3/4 cup, 1 scrambled egg, 1 slice of 

whole grain toast, 2 tsp margarine, 2 tsp of jelly, 

and 8 oz. of milk.

Review of the facility menu for 9/7/16 through 

9/11/16 revealed the following items were not 

available:

-9/7/16 10am snack: carrot juice or grape 

tomatoes.

-Lunch 9/7/16: celery, plums, and brownie.

-Dinner 9/7/16: rice, brussel sprouts, mandarin 

oranges, and margarine.

-9/7/16 2pm snack: orange juice or orange.

-Breakfast 9/8/16: grapefruit, corn flakes, and 

margarine.

-9/8/16 10am snack: prune juice or fresh broccoli.

-Lunch 9/8/16: turkey ham, American cheese, 

lettuce, banana, and cookies.

-9/8/16 2pm snack: mixed fruit juice or fresh 

peach.

-Dinner 9/8/16: polish sausage, sauerkraut, and 

German potato salad.

-Breakfast 9/9/16: orange/pineapple juice, Rice 

Krispies, banana, bran muffin, and margarine.

-9/9/16 10am snack: V-8 juice or cauliflower

-Lunch 9/9/16: bologna, V-8 juice, pear, and 

pretzels.

-9/9/16 2pm snack: grape juice or banana

-Dinner 9/9/16: tossed salad, garlic bread, and 

melon cup.

-Breakfast 9/10/16: grape juice, Cherrios, English 

muffin, and margarine.

-9/10/16 10am snack: tomato juice or grape 
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tomatoes

-Lunch 9/10/16: hotdogs, baked beans, macaroni 

salad, blueberry cobbler, and margarine.

9/10/16 2pm snack: citrus blend juice or raisins.

-Dinner 9/10/16: noodles, squash, margarine, and 

peaches.

-Breakfast 9/11/16: cranberry juice, rice Chex, 

and margarine.

-9/11/16 10am snack: carrot juice or cucumber 

slices.

-Lunch 9/11/16: steak, gravy, rice, turnip and 

mustard greens, coleslaw, cornbread, margarine, 

and pears.

-9/11/16 2pm snack: citrus blend juice or plums.

-Dinner 9/11/16: mashed potatoes, gravy, dinner 

roll, and margarine.

Interview with the Property Manager on 9/8/16 at 

3:22pm revealed:

-"We have told staff to go by the menu and use a 

substitution list."

-"Some staff just won't do it."

-The Administrator was responsible for 

purchasing food for the facility.

-The Supervisor-In-Charge was "supposed to let 

me or the Administrator know if they don't have 

the food they need."

-"No one in this house had let me know the food 

supply was low."

 C 272 10A NCAC 13G .0904(d)(2) Nutrition and Food 

Service

10A NCAC 13G .0904  Nutrition and Food 

Service

(d)  Food Requirements in Family Care Homes:

(2)  Foods and beverages that are appropriate to 

residents' diets shall be offered or made available 

to all residents as snacks between each meal for 

 C 272
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a total of three snacks per day and shown on the 

menu as snacks.

This Rule  is not met as evidenced by:

Based on observations, interviews and record 

reviews, the facility failed to assure food and 

beverages were available to residents as snacks 

3 times daily between meals. 

The findings are:

Confidential interviews with five residents during 

the initial facility tour on 9/7/16 revealed the 

following comments:

-Snacks were available "sometimes." "We didn't 

get none last night though."

-The residents got three sugar free cookies and 

"no drink" for 10am snack time on 9/6/16, but no 

other snacks were offered on 9/6/16.

-"We are supposed to get snacks at 10am, 2pm 

and 7pm. We didn't get none yesterday. We only 

get peanut butter crackers" for snack.

-"Snacks have not been being served for 3 days. 

They have graham crackers, but I don't like 

them."

-"We get snacks about 7pm after dinner...We had 

those cookies last night, graham crackers. The 

evening before that we got crackers."

-"No we usually don't get morning or afternoon 

snacks."

-"We do not get snacks regularly."

-"I do get hungry between meals and would like a 

snack, especially before bedtime."  

Confidential interview with one resident on 9/8/16 

revealed he had not received a snack the evening 

of 9/7/16.

Observation of the food supply on 9/7/16 at 

10:00am revealed:  

 

Division of Health Service Regulation

If continuation sheet  19 of 386899STATE FORM ORRW11



A. BUILDING: ______________________

(X1)  PROVIDER/SUPPLIER/CLIA

        IDENTIFICATION NUMBER:

STATEMENT OF DEFICIENCIES 

AND PLAN OF CORRECTION

(X3) DATE SURVEY

       COMPLETED

PRINTED: 09/19/2016 
FORM APPROVED

(X2) MULTIPLE CONSTRUCTION

B. WING _____________________________

Division of Health Service Regulation

FCL011312 09/09/2016

C

NAME OF PROVIDER OR SUPPLIER

SERENITY HEART FAMILY CARE HOMES #232

STREET ADDRESS, CITY, STATE, ZIP CODE

232 COUNTRY TIME CIRCLE

LEICESTER, NC  28748

PROVIDER'S PLAN OF CORRECTION

(EACH CORRECTIVE ACTION SHOULD BE 

CROSS-REFERENCED TO THE APPROPRIATE 

DEFICIENCY)

(X5)

COMPLETE

DATE

ID

PREFIX

TAG

(X4) ID

PREFIX

TAG

SUMMARY STATEMENT OF DEFICIENCIES

(EACH DEFICIENCY MUST BE PRECEDED BY FULL 

REGULATORY OR LSC IDENTIFYING INFORMATION)

 C 272Continued From page 19 C 272

-Two packages of unopened graham crackers (9 

per pack) and one opened package containing 7 

graham crackers.

-1/2 jar of 15 ounce peanut butter and another ¼ 

full 15 ounce jar.

-6 boxes of expired dry gelatin mix.

 

Review of the Summer Menu Guide revealed the 

following snack items to be served: 

-Between breakfast and lunch: a variety of juices 

(V-8, tomato and carrot) or celery stick, carrot, 

fresh broccoli or cucumber slices. 

Observation of the food supply on 9/7/16 at 

10:00am revealed:  

-The snack menu items were not available for 

serving.

Interview with the Supervisor-in-Charge on 9/7/16 

at 10:15am revealed:

-"I go with what I have."

-"When I get paid I tried to buy some snacks for 

the residents, but have not been paid myself 

lately."  

-"Sometimes we have snacks but lately no 

snacks."

-"I am tired of trying to cover up and make do."

-"It has been several days since I had snacks to 

offer."

-"Unless they buy their own then they are not 

getting 3 snacks a day."

-"They brought a few snacks last week but they 

do not last long."

-Management is aware.  

-"I try to feed them a good supper so they won't 

get hungry before breakfast."  

Observation on 9/7/16 at 2:00pm revealed a food 

supply was delivered to the facility by another 

staff person and included snack items.
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 C 272Continued From page 20 C 272

Observation on 9/7/16 from 10:10am until 4:00pm 

revealed no snacks were offered to the residents. 

Interview with the Property Manager on 9/8/16 at 

3:22pm revealed:

-It was facility policy that snacks were to be 

served or made available 3 times a day.

-Staff knew that was the policy.

-She was not sure why staff had not been giving 

snacks out to the residents 3 times a day.

 C 288 10A NCAC 13G .0905(a) Activities Program

10A NCAC 13G .0905 Activities Program

(a)  Each family care home shall develop a 

program of activities designed to promote the 

residents' active involvement with each other, 

their families, and the community.  

This Rule  is not met as evidenced by:

 C 288

Based on observations and interviews, the facility 

failed to assure 14 hours of scheduled activities 

were offered to the residents.

The findings are:

Observation in the facility dining room on 9/7/16 

at 12:12pm of the activities calendar revealed:

-The calendar was for August 2016. 

-There was no activity calendar for September 

2016.

Observations in the facility on 9/7/16 revealed:

-No activities were offered to residents between 

9:00am and 12:45pm.

-No activities were offered to residents between 

2:00pm and 4:15pm.

Observations in the facility on 9/8/16 revealed:
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-No activities were offered to residents between 

8:30am to 11:30pm.

-No activities were offered to residents between 

12:45pm to 4:15pm.

Review of the August 2016 Activity Calendar for 

8/21/16 to 8/28/16 revealed:

-There were 12 hours of planned activities.

-On 8/21/16, Rejoice and Relax was listed with no 

start and end times for the activity.

-On 8/22/16, Crafts was scheduled for 9am to 

11am.

-On 8/23/16, Bingo was scheduled for 1pm to 

3pm.

-On 8/24/16, Talk Shows was scheduled for 9am 

to 12pm.

-On 8/25/16, Free Day was scheduled.

-On 8/26/16, Movie and Popcorn from 6pm to 

8pm. 

-On 8/27/16, Baseball was scheduled 1pm to 

4pm.

-On 8/28/16, Rejoice and Relax was listed with no 

start and end times for the activity.

Confidential interviews with five residents on 

9/7/16 and 9/8/16 revealed the following 

comments about activities:

-"They offer playing with cards. Uno."

-"We don't get no activities."

-"All we do is sit and look at TV."

-"We don't do much. We don't do nothing."

-"No activities are offered."  

-"Who is supposed to lead activities?"

-"I might participate depending on what was 

offered."

-"Not really interested."  

Interview with the Administrator on 9/9/16 at 

9:47am revealed:  

-It was the responsibility of each 
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 C 288Continued From page 22 C 288

Supervisor-in-Charge to do daily activities.

-The property managers should follow-up in each 

home to make sure activities are being offered.

-"I suspect no one has had an opportunity to 

follow-up on this recently with all the staff 

changes."

 C 294 10A NCAC 13G .0905(f) Activities Program

10A NCAC 13G .0905 Activities Program

(f)  Each resident shall have the opportunity to 

participate in at least one outing every other 

month.  Residents interested in being involved in 

the community more frequently shall be 

encouraged to do so.

This Rule  is not met as evidenced by:

 C 294

Based on interviews, the facility failed to assure 

that each resident had an opportunity to 

participate in at least one outing every other 

month.

The findings are:

Confidential interviews with four residents 

revealed:  

-"We do not have any transportation for outings."  

-"It has been a long time since we have gone 

anywhere."

-"My mental health worker takes me to the store 

sometimes."

-When asked if anyone had asked them about 

planning any outings 3 residents reported "no."  

-The facility van is "broken down."

-"We don't get to go out. Only time we go out is 

when we go to the doctor's office."

-"I don't go nowhere. I send somebody to buy my 

tobacco."
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 C 294Continued From page 23 C 294

Interview with the Administrator on 9/9/16 at 

9:47am revealed:  

-She had instructed [named 2 staff] on "numerous 

occasions" to get something scheduled for an 

outing.

-The facility van has been in the shop for repairs 

for several months.

-She had told staff they when they scheduled an 

outing they could use her vehicle and transport as 

many as possible.

-"I think in this facility no one wanted to participate 

when they were asked by staff."

-She thought a couple of residents were taken 

shopping "maybe last month."

 C 311 10A NCAC 13G .0909 Residents' Rights

10A NCAC 13G .0909 Resident Rights

A family care home shall assure that the rights of 

all residents guaranteed under G.S. 131D-21, 

Declaration of Residents' Rights, are maintained 

and may be exercised without hindrance.

This Rule  is not met as evidenced by:

 C 311

TYPE B VIOLATION

Based on observation, interview and record 

review, the facility failed to assure 1 of 3 sampled 

residents (Resident #1) was protected from 

physical abuse, related to staff pushing resident 

and resulting in a compression fracture of the 

vertebra. 

The findings are:

Review of Resident #1's Resident Register on 

9/7/16 revealed: 
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 C 311Continued From page 24 C 311

-An admission date of 11/30/15.

-A court appointed guardian.

 

Review of Resident #1's current FL2 dated 

11/25/15 revealed diagnoses included bipolar and 

borderline intellectual functioning.

Interview with Resident #1 on 9/7/16 at 9:00am 

revealed:

-"My back hurts."

-"A few weeks ago [named staff] 

Supervisor-in-Charge (Staff A) pushed me down."

-This happened in the medication room. 

-He asked Staff A for a cigarette and he reached 

on the desk to get the cigarette, Staff A pushed 

him and he fell to the floor and hit his side.

-"Don't tell anyone, I do not want anyone to get in 

trouble."

-He had gone to the emergency room but did not 

recall if it was at the time of the fall or later.

-The nurse at the facility had also looked at the 

area.

-When asked if he told anyone, the resident 

reported, "I do not remember and I do not want to 

get anyone in trouble."

-When asked if anyone observed the incident, the 

resident provided the name of another resident.

-"Please do not tell anyone I do not want to get 

anyone in trouble."

Confidential resident interviews revealed:

-"I heard [named staff] Staff A, pushed (Resident 

#1) when he asked for a cigarette, but I did not 

see it."

-"I was in the medication room when [named 

staff] Staff A pushed [named resident] Resident 

#1."

-Resident #1 asked Staff A for a cigarette and 

when Staff A did not respond, Resident #1 

reached on the desk to get a cigarette and Staff A 
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 C 311Continued From page 25 C 311

stood up and said, "don't touch me, what do you 

think you are doing" and then pushed Resident 

#1.

-Resident #1 fell onto the floor. 

-Resident #1 did not go to the doctor and was 

afraid to tell anyone.

-Resident #1 told everyone it was his (Resident 

#1) fault and he was sorry. 

-"It was not his fault and staff should not treat a 

resident this way."

Review of Resident #1's record of staff note 

(Relief Supervisor-In-Charge, not Staff A) to 

facility Nurse Practitioner (NP) dated 7/18/16 

revealed:

-"Complaining of right flank pain and back pain. 

Pain is starting to come around towards his belly. 

He took a fall and fell against something."

Review of an order written for Resident #1 from 

the facility NP dated 7/19/16 revealed "L-S spine 

x-ray, DX pain, S/P fall."

Review of the NP visit encounter dated 7/26/16 

revealed:

-"This is follow-up on x-rays that were done 

approximately one week ago following an 

apparent fall."

-The resident was involved in an altercation with 

another male at the facility. 

-He initially complained of pain in lower back and 

x-rays were negative.

-At today's visit the resident reports no back pain 

but rather right-sided rib cage pain which radiates 

across the upper abdomen to the left side.

-Resident reports significant constipation. 

-The resident now reports pain is across the 

abdomen.

-He has been constipated since this happened 

and is on routine Lactulose twice daily.

Division of Health Service Regulation

If continuation sheet  26 of 386899STATE FORM ORRW11



A. BUILDING: ______________________

(X1)  PROVIDER/SUPPLIER/CLIA

        IDENTIFICATION NUMBER:

STATEMENT OF DEFICIENCIES 

AND PLAN OF CORRECTION

(X3) DATE SURVEY

       COMPLETED

PRINTED: 09/19/2016 
FORM APPROVED

(X2) MULTIPLE CONSTRUCTION

B. WING _____________________________

Division of Health Service Regulation

FCL011312 09/09/2016

C

NAME OF PROVIDER OR SUPPLIER

SERENITY HEART FAMILY CARE HOMES #232

STREET ADDRESS, CITY, STATE, ZIP CODE

232 COUNTRY TIME CIRCLE

LEICESTER, NC  28748

PROVIDER'S PLAN OF CORRECTION

(EACH CORRECTIVE ACTION SHOULD BE 

CROSS-REFERENCED TO THE APPROPRIATE 

DEFICIENCY)

(X5)

COMPLETE

DATE

ID

PREFIX

TAG

(X4) ID

PREFIX

TAG

SUMMARY STATEMENT OF DEFICIENCIES

(EACH DEFICIENCY MUST BE PRECEDED BY FULL 

REGULATORY OR LSC IDENTIFYING INFORMATION)

 C 311Continued From page 26 C 311

-Plan of care documented as: order abdominal 

ultrasound, get L-S spine results and continue 

Lactulose for constipation. 

Review of an Emergency Room document dated 

7/26/16 for Resident #1 revealed:

-X-Ray reveals a "potentially new lumbar 

compression fracture."

-Ultrasound to the belly is normal.

-Urinalysis reveals no blood or infection.

-Medication order for Norco 5/325 tablet, one 

every four hours as needed for pain.

-Follow-up with primary care physician.

Review of NP visit encounter dated 8/9/16 for 

Resident #1 revealed:

-Follow-up to ER visit on 7/26/16 for abdominal 

pain. 

-Found to have L2 compression fracture.

-Resident reports feeling better. 

-Walking around facility and outside to smoke.

-No new orders.

Review of the August 2016 Control Medication 

Sheet revealed:

-Norco was documented as being administered 

twice daily on 8/1/16, three times on 8/2/16 and 

8/3/16 and once daily on 8/4/16 and 8/5/16. 

Telephone interview with Resident #1's guardian 

on 9/7/16 at 10:50am revealed:

-She was not informed of the incident by staff 

initially.

-The resident called her (not sure of exact date, 

but several weeks ago) and reported he had an 

altercation with another resident.

-He did not mention anything about staff. 

-He asked if she would come to the facility to see 

him.

-When she arrived the resident reported he had 
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 C 311Continued From page 27 C 311

fallen down and it was his fault.

-He had tried to take cigarettes from another 

resident and staff (Staff A) had stepped in 

between the residents.

-Staff had not reported this to her.

-She contacted the Administrator who stated she 

was not aware of the incident and that I should 

have been contacted.

-"She would check into it and let me know."

-The resident assured her he was "O.K." and that 

he did not want her to say anything.

-"About a week later" Staff A called her and said 

he was really hurt that the resident would say 

those things about him, he cared for the resident 

and bought him things.

-At the time she thought that was "an odd thing 

for the worker to do."  

Interview with Staff A, SIC, on 9/7/16 at 11:10am 

revealed:

-He was in the medication room giving out 

medications (unsure of exact date).

-Resident #1 came into the medication room and 

started demanding a cigarette.

-"I told him to wait until I was finished."

-"The resident then grabbed my shirt trying to get 

the cigarettes and I pulled away and the resident 

fell to the floor."

-The resident said he was not hurt and did not 

want to go to the Emergency Room. 

-"Residents have to understand they can't act like 

that and there are rules."

Interview with the Property Manager on 9/7/16 at 

11:15am revealed:

-Staff A told her that Resident #1 grabbed his shirt 

and he jerked away and then the resident fell in 

the floor.

-Staff A told her the resident did not complain 

about any pain and said it was his (Resident #1's) 
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 C 311Continued From page 28 C 311

fault and he was sorry.

-She tried to talk to Resident #1 but the resident 

did not want to talk.

-She did look at his side area and saw "a fading 

bruise."

-The resident did not go to the hospital at the time 

of the incident but "I think he went later, not sure."  

-The facility Nurse Practitioner also saw the 

resident several days after the incident and 

ordered an x-ray.

-Staff sent the resident out to the Emergency 

Room (I think) the same day the NP ordered the 

x-ray and urinalysis.

A second interview with Resident #1 on 9/7/16 at 

2:30pm revealed:

-"Please do not say anything."

-"It was my fault."

-"I do not want to get [Staff A] in trouble, he needs 

his job and he does a good job, I love him."

-When asked if what he reported earlier on 9/7/16 

was true, Resident #1 responded, "yes, but  I do 

not want to get in trouble with the worker."

-He again provided the name of another resident 

who witnessed the incident.

Interview with the mental health worker for 

Resident #1 at the facility on 9/8/16 at 2:45pm 

revealed:

-The resident (#1) told her during a visit after the 

incident (did not recall date) that Staff A had 

pushed him and he fell.

-When she approached staff to ask about the 

incident, Resident #1 went with her and started to 

repeat what he had told her earlier and Staff A 

interrupted the resident and said," [now named 

resident] let's tell it like it really happened."

-Resident #1 then appeared to change his story.

-Staff A stated that Resident #1 wanted a 

cigarette that staff had in his hand.
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 C 311Continued From page 29 C 311

-Resident #1 tried to grab the cigarettes at which 

time Staff A pulled away and the resident fell. 

-Staff A told her the resident reported no injuries 

and "everything was good."  

-The resident told her he "loved the staff and did 

not want anyone to get into trouble."

-During this visit the resident reported no pain 

and told her he did not want to leave the facility 

and staff treated him "great."

Telephone interview with the facility NP on 9/9/16 

at 9:17am revealed:

-She was informed by staff (did not recall name) 

that Resident #1 had gotten into an altercation 

with another resident and fell into some furniture 

and injured his rib.

-She ordered and reviewed the x-ray (unsure of 

exact date) and nothing was seen on the x-ray.

-She understood that the resident was sent to the 

emergency room later and was diagnosed with a 

compression fracture. 

Interview with the Administrator on 9/9/16 at 

9:47am revealed:

-She was contacted by Staff A and another staff 

about the incident with Resident #1.

-Both staff reported that Resident #1 grabbed 

Staff A's arm and when he jerked away Resident 

#1 fell.

-She had received a written statement from 

Resident #1 and another resident who witnessed 

the incident that reported it was an accident.

-She would fax copies on 9/12/16 when she 

returned to her office.

-She instructed staff at the time of the incident to 

report to all parties.

-At the time she was told Resident #1 did not 

want to go to the emergency room.

-She did not feel any other actions were 

necessary since both residents and staff reported 
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 C 311Continued From page 30 C 311

the incident to be an accident. 

_____________________

A plan of protection was received from the facility 

on 9/7/16 as follows:

-Staff has been told he has to leave pending an 

investigation. 

-Staff from another unit has been brought in to 

cover the facility.

-Staff is no longer in the unit.

-Resident has been assured that he is safe.

-The staff will not be allowed to return until 

pending investigation by management and 

Department of Social Services is completed.

CORRECTION DATE FOR THE TYPE A2 

VIOLATION SHALL NOT EXCEED OCTOBER 

24, 2016.

 C 330 10A NCAC 13G .1004(a) Medication 

Administration

10A NCAC 13G .1004 Medication Administration

(a)  A family care home shall assure that the 

preparation and administration of medications, 

prescription and non-prescription and treatments 

by staff are in accordance with:

(1) orders by a licensed prescribing practitioner 

which are maintained in the resident's record; and

(2) rules in this Section and the facility's policies 

and procedures.

This Rule  is not met as evidenced by:

 C 330

TYPE B VIOLATION

Based on observations, interviews, and record 

reviews, the facility failed to administer 

medications as ordered for 2 of 3 sampled 

residents (Resident #2 and #3) related to failure 
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 C 330Continued From page 31 C 330

to communicate to staff the location of (Resident 

#2's) Epipen and failure to administer Lexapro, 

Exelon, Namenda, Proscar, and Flomax to 

(Resident #3) for the evening dose on 9/7/16. 

The findings are:

A. Review of Resident #2's current FL2 dated 

4/8/16 revealed diagnoses included respiratory 

failure, schizoaffective, and gastroesophageal 

reflux disease.

Review of Resident #2's hospital discharge 

summary dated 4/13/16 revealed a physician's 

order for Epipen Auto Injector 0.3mg 

intramuscular as needed for anaphylaxis.

Review of Resident #2's Pharmacy Review dated 

8/8/16 revealed no noted concern about Epipen 

availability for Resident #2.

Observation of Resident #2's medications on 

hand on 9/8/16 at 11:15am revealed no Epipen 

was available for administration.

Interview with Staff B, Relief SIC, on 9/8/16 at 

11:20am revealed:

-He was unable to locate Resident #2's Epipen in 

the medication storage area.

-He would call the Property Manager and see if 

she knew where it might be.

Interview with the Property Manager on 9/8/16 at 

1:45pm revealed:

-Resident #2's Epipen was "still down at the other 

house" on the property where the resident had 

recently been moved from.

-"I will have to get [SIC's name] to bring it up 

here."
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Interview with Resident #2 on 9/8/16 at 1:50pm 

revealed:

-He had moved from a sister facility on campus 

on 8/31/16 to the current facility.

-He had allergic reactions to food in the past. 

-His physician had been "unable to identify 

exactly what caused my reactions before."

-"What happens is my lips swell and thicken and I 

have to have Epipen and Benadryl and they have 

to take me to the hospital."

-"I haven't had an incident in a long time, but 

when I lived in [local town name] I had to go to 

the hospital 5 times" due to allergic reactions.

-"I think I'm allergic to shrimp, but the doctor 

hasn't identified for sure yet."

-"I need that pen to be up here close."

Interview with Staff C, SIC, on 9/8/16 at 2:00pm 

from the sister facility where Resident #2 had 

previously resided revealed:

-"The Epipen was still in my medication storage."

-"It was just an oversight on my part."

-The Property Manager had "just called and 

asked if it was still down there and I looked and it 

was. So I brought it up here."

Observation of Resident #2's medications on 

hand on 9/8/16 at 2:03pm revealed an unopened 

box containing two Epipen's was now available 

for administration.

Interview with the Property Manager on 9/8/16 at 

3:22pm revealed:

-"He's never used his Epipen in the 4 years I've 

cared for him."

-"There's never been a documented food allergy."

-"I've never had documentation for what he 

needed the Epipen for."

-"I was not aware it was down there until you 

started asking about it because I wasn't here 
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when he moved."

-"Whoever transported the meds up here should 

have made sure everything got moved and the 

receiving SIC should have checked the meds in."

Telephone interview with Resident #2's Nurse 

Practitioner on 9/8/16 at 9:09am revealed:

-To her knowledge the Epipen had never been 

used for Resident #2 at the facility.

-She had been "taking care" of Resident #2 "for 

about a year."

-She felt the Epipen should have been stored on 

site for the resident.

-She felt he should also wear an medical alert 

bracelet or necklace identifying his history of 

allergic reactions.

Telephone interview with the Administrator on 

9/8/16 at 10:15am revealed:

-She had found an Epipen in the medication 

storage in a green tote for Resident #2, so there 

had actually been an Epipen on hand in the 

facility for the resident.

-Staff had just been unable to find the Epipen 

when they had looked for it. 

-She currently had 10 Epipen's on hand for the 

resident.

B. Review of Resident #3's current FL2 dated 

8/24/16 revealed:

-Diagnoses included Alzheimer's, dementia, type 

II diabetes, pancreatitis, benign prostatic 

hyperplasia (BPH) and hypertension.

-Orientation documented as intermittent.

-Medication orders included: Aspirin 81mg one 

daily in the morning; Lexapro 10mg, once daily, 

Proscar 5mg one at bedtime, Glipizide ER 10mg, 

one with breakfast, Namenda 10mg, twice daily, 

Exelon 1.5mg twice daily,  Flomax 0.4mg, one at 

bedtime and Vitamin D3 1000U, one daily.
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Observation upon entering Resident #3's room on 

9/8/16 at 1:35pm revealed: 

-The resident was lying on his back in bed.

-A 2 ounce plastic soufflé cup was on the 

resident's bedside table.

-The soufflé cup contained 5 medications.

Interview with Resident #3 on 9/8/16 at 1:37pm 

revealed:

-He was not aware of any medications on the 

bedside table.

-He could not remember if staff had given him 

medications.

-He was "feeling fine."

Interview with the Property Manager on 9/8/16 at 

1:40pm revealed:

-She did not work in this house and was unsure 

what the medications were.

-A Relief Staff (Staff B) had worked in this house 

last night and this morning and would have 

administered all medications for Resident #3.

-She would check the Medication Administration 

Record (MAR) to determine what the medications 

were.

A second interview with the Property Manager on 

9/8/16 at 2:00pm revealed:

-She checked the MAR for Resident #3 and the 5 

medications in the cup were "night time 

medications."

-"Probably [named staff] Staff B had sat the 

medications in the room last night and forgot to 

give them to the resident.

-Staff B had left the property today and "more 

than likely" would not be returning to work.

-Staff were trained to watch each resident take 

their medications and medications should not be 

left unsupervised.
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Review of the medications available for 

administration revealed the medications in the 

soufflé cup found in Resident #3's room were 

identified as the following:

-Lexapro 10mg (used to treat depression), 

Proscar 5mg and Flomax 0.4mg (both used to 

treat BPH diagnosis), Namenda 10mg and 

Exelon 1.5mg (both used to treat dementia 

associated with Alzheimer's disease).

Review of the September 2016 electronic 

Medication Administration Record (eMAR) 

revealed:

-The 5 medications found in the soufflé cup were 

entered as bedtime medications.

-Each medication was documented as being 

administered by Staff B on 9/7/16. 

Telephone interview with the facility Nurse 

Practitioner on 9/9/16 at 9:17am revealed:

-She was familiar with Resident #3. 

-She was not aware the resident had missed 

medications.

-She would not expect to be contacted for one 

missed dose of these medications, as residents 

often refuse medications and it is hard on staff .

-"It is very problematic if medications are left 

sitting out."  

__________________

A plan of protection was received from the facility 

on 9/8/16 as follows:

-Staff will observe each resident at every 

medication pass to assure that medications are 

taken according to each order.

-Make sure medications are onsite at all times for 

all residents.

CORRECTION DATE FOR THE TYPE B 
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VIOLATION SHALL NOT EXCEED OCTOBER 

24, 2016.

 C 912 G.S. 131D-21(2) Declaration of Residents' Rights

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:

 C 912

Based on observations, interviews and record 

reviews the facility failed to assure residents 

received care and services that were adequate, 

appropriate and in compliance with federal and 

state laws and rules and regulations related to 

The findings are:

A. Based on observation, interview, and record 

review, the facility failed to assure wound care 

follow-up for 1 of 1 sampled resident (Resident 

#1) with a wound and ensuring 1 of 5 sampled 

residents (Resident #2) was taken to a follow-up 

renal appointment.[Refer to Tag 246, 10A NCAC 

13G .0902(b), Health Care (Type B Violation)].

B. Based on observations, interviews, and record 

reviews, the facility failed to administer 

medications as ordered for 2 of 3 sampled 

residents (Resident #2 and #3) related to failure 

to communicate to staff the location of (Resident 

#2's) Epipen and failure to administer Lexapro, 

Exelon, Namenda, Proscar, and Flomax to 

(Resident #3) for the evening dose on 9/7/16. 

[Refer to Tag 330, 10A NCAC 13G .1004(a), 
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Medication Administration (Type B Violation)].

 C 914 G.S 131D-21(4) Declaration Of Resident's Rights

Every resident shall have the following rights:

4.  To be free of mental and physical abuse, 

neglect, and exploitation.

This Rule  is not met as evidenced by:

 C 914

Based on observation, interview, and record 

review, the facility failed to ensure residents were 

protected from physical abuse as evidenced by 

physical abuse by staff and continued 

employment of staff on the premises.

The findings are:

Based on observation, interview and record 

review, the facility failed to assure 1 of 3 sampled 

residents (Resident #1) was protected from 

physical abuse, related to staff pushing resident 

and resulting in a compression fracture of the 

vertebra. [Refer to Tag 311, 10A NCAC 13G 

.0909 Resident Rights (Type B Violation).]
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