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| Tha Acutt Care Licensure Section and the Wake |
| County Depantment of Social Services conducted
| &n annual survey on 0&M7:17. ! i
| i i
€ 007| 1DA NCAC 13G 0208 Capacity cog7
10A NCAC 13G .0208 Capaciy
{a) Pursuantto G.S. 1310-2(aX5), family carg ;
romes have a capacity of two to six residents

{b) The towat number of residents shall not
exceed the number shown on the license.

{€} Areguest for an increase @ capacty by
sading rooms, remadsling o without any burkiing
; modifications shall be made to the county

- department of social services and submitted to

| the Division of Facility Services. accompanies by
| two copies of biueprints or flaor plans. Ore plan
| Bhowing the existing buiiding with the current use
i of rocms and the second plan tndicating the

| addrtion, remodeling or change in use of spaces

i showing the use of each room I new

' censtruction, plans shall show how the addition
 wili be tied into the exsting buiiding nnd all

| proposec changes in the structure.

| {d} When lcensed homes increase thesr

| designed capacity by the addition to or
remodeling of the existng physical piant, the
entre home shall meel sl current fra safely
regulations.

{@) The licenses or the ticenses's designee shai
notify the Division of Facility Services if the overall
evacdabon capability of the residents changes
from the evacuation capability ksted on the
homes licerse or of the addition of any
non-fesident that will be rasiding within the nome.
| This irfarmation shail be submitted thraugh the

' tounty department of sodial senices and

| forwardea 1o the Construction Section of the

| Division of Facility Services for review of any

|
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poss:dde changes that may be required to the

bumjmg

This Rule is nol met as evidenced by
TYPE B VIOLATION

Basad on observalions. wterviews, and record
raviews, the facility falled to notify the Division of
Heafth Service Regulation that residents'
evacuation capabilities were gifferent rom the
evacuation capability listed on the home's license
for 4 of 6 resicents {#1, #2 #3, #4) residing in the
facility who had cognitive andior physical
mparments whyeh wouid prevent the residents
from independently evacuating the facility.

The tindings are:

Review of the facidy's 2017 license reveaied:
-The facility was licensed for a capacity of 6
reswents.

-The taciity was censed for ali ambulatory
fesidents

|1 Review of Resident #1's current FL-2 dated

: D318447 revealed:
-The resident's diagnoses included dementia and

i fracture of the right femur.

-The resident was constanily disoriented.

| -The resident was semi- -armbuiatory and required

| prysical assistance from staff,

I -The resident was incontipent of bowel and

biadder.

Review of the Resident Regsster revealed
Resident #1 was admitted o the facifity on
08151
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Review of Residant #1°s current assessment ang
care plan dated 03/15/17 revealed:

| -The resident hag limitad abiity witn ambulation

' due to unsteady gait.

. -The resident required lmited physical asgistance
from staff.

-The resident was orlented bu! was forgetful and
needed reminders.

-The resident was totally dependent for alt
activities of cally living inctuding eating loileting,
ambulation, bathing, dressing, grooming. and
transfarnsg.

Cbsarvation of Resident #1 on 08/17/17 & 1014
- am revealed
-The resident was lying in a fotal position in a
; hospital bed with both side rails up,
-The resident was sleeping and made a low
groaning noise when spoken to but she did not
apen her eyas,
-There was a pillow between the resident's knees
and a wedge cushion batween the resident and
the side rall on the righ side of the bed.

Observation of Resident #1 on 081717 at 12: 11

p.m revealed

-The resident was being physically assisted by

one staff from her bedroom to the dining room.

-Staff ware holding on to the resident by her left

arm.

-The resident requirec physical assistance the

enlire way from her bedroom area to the siving

foom chair

-The staff parsan physically assisted the resident

| 1o ransfor, ambulate, and st down.

| -The resident was lzaning 1o one side once
physicaily assistad to a seated postion

; -The resident would not reply when spoken to

\

| Interview wath the Supervisor-in-Charge (SiC) on

N
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} GBAMT7H17 at 11:08 a.m. revealed.

( -Rasident #1 required staft assistance in ali sreas
| to inctude transfers and ambulation.

. -Resident #1 could not evacuate on her own due
to her unsleadiness.

-One staff person would be needed to transfer
and evacuate Resident #1 because she had 2

| very unsteady gait

Interview with 8 second SIC on 08/17417 at 12:40 !
p.m. reveated: ‘
-Resident #1 needed the physical assistance of a
staff parsen daily bo heip her ambulate and
transfer safely because she was so unsteady

: -inthe avent of a fire dnili or an evacuation,

| Resident #1 would require staff assistance

| Interview with the Administratar on 841717 at

F1:12 p m. revealed.

| -Residont #1 verbailzed but was unsble o

| respond to requests.

| -Resident #1 required fimited assistance from a

' sta person during all areas of daily living.

j -Residert #1 could not get out of bed on her own

| -She instructed ali staff 1o physically assist the
residents to help ensure their safoty and to avoid

| potential injunes.

| -Resigdent #1 required at least ons Person. to

| fransfer her irto differanm seating systems .

i “Residert #1 could not participate in fire drills or
svacuate withoul assistance in the case of a fire,
-Resident #1's status had declined within the past

{ cauple of years.

-She had not notified anyone at the Division of [

| Health Service Reguiation (DHSR) that the ;

: capabiities of Resident #1 ¢id not match the i

| capabiiity listed on the fagility's ficense. i

Refer to interview with the Administrator on
qu*i?m‘r‘ ati10:25 a.m. !
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Refer to interview with a Superviscr-in-Chame
{(SIC)on OBATH7 a1 310 p.m,

Refer 1o intarview with the Administrator on
08MTMT 350 pm

2. Review of Resident #3's current FL-2 dated

- 1041118 revealsd:

-The resident's diagnoses included dementa,
osteoporosis, coronary anery disease, macuiar
degeneration. fall risk, and gait disturbance.

-The resigent was intermittently disoriented

! «The cesident was semi-ambulatony with 8 walker
. -The residant was continant of bowel and

| biadder,

| Review of Residen! #3's Resident Register
revealed:

! -The ras«dent was admitted to the facility on
1040515,

-The resident required assisiznce with drassing,
bathing, toileting and ambulation

-The reaicent used walker, hearing aid,
wheelchair and eyegiasses.

: Review of Resident #3's current assessment and
caie plan dated 10/C1/16 revealsd:
-The resident was ambulatory with device,
-The resident was sometimes disonented,
forgetiul and needed renundars,
+ -The resident was incontinent of bowe! and
| bladder.

-The: resident required iimited assistance with
- foileting, bathing, dressing. and groaming,
-The rasident was independent with eating,
ambutation and transfer.

| Review of Resident #3's Licensed Healtn
Professional Support (LHPS) dated 07/14/47
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ravealad:

-The resident was checked off for 2 personai carg

tasgks, ambulation using assistive devices that

required physical assistance and transferning
semi-ambulatory

| -The nurse documented the resident was “mabile

via 2 whee! walker with stafl hands on assist™ and

“ransfer assist with 1 stalf required.”

Review of Resident #3's pnmary care provider
{PCP) order datad 07/25/17 revealad theie was
an orger for Physical Therapy (PT)

Review of Resident #3's PT note gated 08/04/17
revealed.

-Tre resident started gait raining with focus an
pOSIUMD awaransss.

-"Minimal/moderate assistance with siting to
standing "

~"Maxirum ups (or hand piacement to prevent
pubiing on assistive device).”

| Opservation of Resident #3 on 08/17/17 at 1100
. am revealed

-The resident was sitting in a chair on tha porch
with a famify member and a case managar.

-The resident’s 2 wheeled walker was next to her.
-The resident was wearing a hearing aide in her
right ear

interview with Resident #3's care manager (Ch4)
on Q8/17/17 at 11:00 a.m. revealed:

-3he was hired by the resident's family to provide
¢ wansportaton to medical apociniments and be
the extra set of eyes and ears for them.

-Sha visitad the resident once or twice a week,
-The residen! required 1-person assistance with
brathing

| -The resident was continent with incontinence

; briefs and "just needed verbai instruction” fom
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| staff,

-The resident was independent with eating and
GroomBng.

-The resident could ambuiate but because of her
hunched back posture, ¢ colid be scary to see

I her do it alone

. *The residen! could evacuate if an emargency
happered but would need some direction to the
door.

infervievs with Resident #3's family member on
08/17/17 at 1110 am revealed:

-Sha lived out of state so she visited whenever
she came in lown.

-The resident couid walic with a walker but she
would need some assistance.

Observation of Resident #3 on 08/17/17 at 12:50
p.m. revealed

-The resident's family member assisted the
resident {0 ambulate from the dming room 1o the
; hallway bathroom.

-The family member feld on to one arm of the
resident. onoe the resident was inside the
bathroom, the family member stepped out of the
bathroom.

-The famity mamber had her hand on the
resxlent's back as they were waliung back to Ine
dining room and the staff held the resdent's ieft
t arm when the resigent was sitting

Cbservation of Resident #3 on 08/17/17 at 6:20
p.m revealed the family member had a band on
the resident's back and the staff was waiking
alongside the resigent

Interview with Resident #3's PCP on 08/17:17 at
- 530 pm. revealed the resldent was ambulatory
with a walker and required minima! assistance

: however she would not be ahble 1o evacuate
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C 007 ‘ Contnued From page 7
: ndapendently in emergency situations.

Refer to intesview with thwe Administrator on

L CBIYTMT at 1025 a.m.

Refer to interview with a Supenvisor-in-Charge
{3iC) on 08/17/17 at 310 p.m.

Refer to interview wilh the Administrator on
G8/17717 at 3:60 p.m.

{3 Review of Resident #2's current FL-2 dated

0545117 reveated

-The resident's diagroses included damentia,
acute encephailopathy, atnal fibriliation, essontiat
hypertension, aortic stenosls - modsrate; and
urinary retenton with incomplets bladger
BmptyIng.

~The resident was constantly discriented to place
ang $me and intermittertly disoriented to person.
-Tha resident was totally dependent for
ambulation. transferring, toileting, bathing. and
dressing.

-The resident required extensive assisianso with
eating

-The resident was incontirent of bowel and
Diaddar

-The resident's hearing was impaired,

! Review of Resident #2's Resident Register

revealad:
-The resident was admitted to the facility on
11021186

-| -The resxler was forgetiul and needed

reminders.

-The resdent required assistance with drassing,
bathing, ambulaton, toileting, posiioning and
turming. getting in and out of bed grooming, nail
carg, skin care, mouth care, feeding and
grientation to time and place.
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i -The resident had a welker and a wheelchar for !
| tong distances.

( Review of Resident #2's current assessment and
. care plan dated 11/G2/16 revealsd: !
| -The resident was ambulatory with aide or devica.
. -The resident required extensive assistance with i
| bathing.

i ~Fne resident required limited assistance with o

| eating, todeting, ambutation, dressing, ard C, -
' grooming.

j -The resident reguired supervision with @
| transferting. m :
| -The resident was scmebmas desoriented, ‘
i torgetful, and needed reminders,

M

Review of a hospital discharge summary dated
05/05/17 for Resident #2 revealed

-The resident was admitted to the haspital on
04728117 wath altered mental status in addition to :
baseling demantia. /

-The resident's diagnases included acute
; encephalopathy urinary tract infection,
weakness, and pleurat effusion.

-The resident was discharged on hospice
services on DS/08/17

Review of a licensed health professional support
{LHPS) review dated 07/14/17 for Resident #2
revealed.

-The resident was lying on her hospiat bed
sleeping.

-The resident was wearing oxygen at 3 Jiers per
minute via nasal cannyia

-The resident requited assistance by 2 sta¥® for
transfers.

-Staff turn and repositon the resident avery 2 |
| hours.

| -The resident received hospice services.
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Cbservation of Resident #2 on 081717 at 1042
| 2.m. révealed:
| ~The resident was lying in a recsinar in the living

room,

-The resident was asigep and covered with &

blanket

Chservation of Resident #2 on 08/17/17 at 345 -

p.m. revealed: C:_ o~

-The Admenistrator physically assisted Resident -

#2 transfer from sitting in the reciiner chair to a 1 T
standing posttion and walking across the fiving ! ; M/I I% :
room to a sofa. ; / E
-The Administratar physicaily held onto the ! :

|

resident durlng transferring and ambuiation ang

|

|
verbally instructed the resident, !
Based on observations. interviews, and record !
| reviews, Resident #2 was not interviewabie due
| to diagnoses of dementiz.

\ interview with a Supervisor-in-Charge (SIC) o Y
| 0BMT7 at 10:05 am.. §
| -Resident #2 required assistance with ambulation |
\ and ransferring
| -Resident #2 would need physicat assistance to
| evacuate the faciity l
| Residant #2 wauld 2150 nead assistance to be i
| led out of the facility in the case of a fire because ‘
% she would not understand what was going on. é
|

‘ Interview with Resident #2's tamily member on
08/17/17 at 1:20 p m. revealed:
-The resident had lived at the faciiity a little less
[ tran a year.
-The resident was currentiy ¢ recewving hospice
' services. |
| <Tre resident had a fall :n Aprit 2017 and broke
§ her hip. ;
-The resldent could not currenily sit up or stang ' I

Dlvlsfon [+ HM# chuﬁumn 3
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without assistanca.

-The resident would "absolutely” need physical
assislance 1o evacuate the facility due to the
resident's physical and mental incapacities.

Telephone interview with Residant #2's hespice
nurse on 08/17/17 at 3.30 p.m. revealed
-Resident #2 started hospice services the first
tme in January 2017 then came off therr sennces
and restartad on 05/05/17.

-Residant #2 raquired two person assistance with
tfransferting.

-Resident #2 could not evacuate the facilty in
case of a fire either physically or mentally without
assistance.

Refer to imerview with the Administrator on
08174117 gt 10:25 a.m

Refer to intensew with a Supervisordn-Charge
{SICYon 0B/1717 at 3.10 p.m.

Refer to interview with the Administrator on
WBMINT & 280 p.m.

4. Review of Rasigent #4's current FL-2 dated
02/09/17 reveaiad:

-The resident's diagnoses includeg dementia,
hypertension, and clostridium gifficile colitis,
-The resident was intermittently disoriented.
-The resident was sami-ambuiatory.

-The reswdent was Incontinent of bowel and
bladgder,

Review of Resident #4's Resident Registar
revealed.

-The resident was admitted to the facdity on
082518,

-The resident required assistance with crassing,
bathing. ambulation with walker, toileting,

¢
(=]
o
-
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! grooming, nail care, mouth care, skin care, and
i orientation to tme and placs.

~The residert had significart mamory loss and
must be redirectad.

-The resident was forgetful and needed

reminders. I
Review of Resident #4's current sssessment and (" o~
care plan dated 08/26/16 revealed: . 6@
-The resident was ambulatory with aide or device e

and required verbal cues

-The resident required mited assistance with )
ioileting, bathing, dressing, and grooming.

-The resicgent required supervision with eating, g
ambtdation, and transferring. ‘(
-The resident was sometimes disoriented,
forgetiul, and needad reminders

Observation of Resident #4 on 08/17/17 at 12:19
p.m. revealed:
-An SIC physically assistec Res:dent #4 transfer
from sitting on the couch io a standing position
with a walkaer L
-The SBIC physically ireld onto Resident #4's upper
wft arm wile she assisted the resident in walking
from the iiving room 1o the dining room. ;
-The Admimstrator verbally instrucled Residant !
#4 teliing the resident 1o put her heals down whaen
waiking
-The SIC physicaily assisted Resident #4 to a
siting position m a chair at the dining room table.

l'

| Observation of Resicent #4 on 08/17/17 at 12.38 |
| b revealod: 3
| -The resident was unable to feed nerself.
| -The resident was fed and prompted by staft
! during the lunch meal.
]
|
I

i

i Based on cbsarvations, Interviews, and record

, reviews, Resident #4 was not interviewable due
mvisian Of Heglth Sgrvica Ragulation
HTATE FORM
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to diagnosaes of dementia.

Interview with a Supervisor-in-Charge (SI1C) on
Q817147 at 10:05 a.m._;

-Resident #4 required assistance with ambutation
and transferring.

-Resident #4 would nead physical sssistance and
she would have 1o be led out of the faciiity n the
case of a fre Decause she would not understang
. what was going on,

|
Refer to interview with the Adnvinstrator on
87147 at 10:25 a.m.

' Refer 10 inferview with a Supervisor-in-Charge
{SIC) on 081717 &t 310 p.m.

Refar to interview with the Administrator on
08/17/17 at 3.50 p.m.

Interview with the Administrator on 08/97/17 at
10.25 a.m. revealed.

-The county Adult Home Specialist made a
monitoring visit to the faciiity ie Juiy 2017 ana
there were cancems about twa hospics rasdents
that were unable o evacuate the facility
independently in case of a fire.

-One of the two hospice residens passed away
- after the monitoning visit.

-The Dwvision of Heaith Service Regulation
{DHSR) Corstruction Section made a visit on
08/02/17 and she was told 10 replace the
residents’ bedreom doors with solid wood doors
and to miake sure two sta# were on duty at al!
times.

-She purchased new wooden doors on 08/04/17
and instailed the doors on the residents'
bedrooms on 08/07/47

-There were two staff on duty at alf times

C 007
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Interview with @ Supenvisor-in-Charge (SIC) on
0B/17/17 al 310 p.m revealed:

-At the last fite rehearsal (before 07/04/4 7). the
resdents evacuated to the car port area.

-The staff would need to assist 4 of 5 residants
(#1, #2. #3, #4) to evacuate.

-Four of 6 residents had dementia so they would
not be able to follow verbal directicns.

-Four of § residents weuld not know where to Qo
if there was an emergency.

-Four of & rasidents could ambuiate with some
assistance to evacuate

Interview with the Admiristrator on 08/17/17 at
3:8C p.m. revesled.

-Four of the 5 residents currantly residing in the
facility would need verbal and physical assistance

; 1o evacuats.

-Bhe had not notified DHSR Adult Care Licensure
Section of the Construction Saction apout tha
rasident’s being unable to svacuate
independentiy,

-She was aware her license capacity was for ai!
ambulatory residants.

-Most of the residents had been at the facility for
a while and nad declined mentally and physically
over time.

-5She d:d not think about notifying DHSR when the
residents’ ambulatory status changed

-After the visit by DHSR Construction Section,
she also added a secord smoke detector in each
residents’ bedroom and io the hatway.

-She was currantly getting estimates to install a
sprinkier system 50 she couid maet the
iequiremants 16 change her license capacity to
acn-ambiatory.

-DHSR Construction Section was schaduled to
come back o tha facility next week to check the
goors that were ingtalled.

I
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|
|
|

| The facility exceeded it licensed cagacity by

‘ having 4 of 5 residents that were unable to

i evacuate the faciity independently due to

| cognitive and physieal limitations. In the event of

| an emergency, such as o fire, the facility staft
wouid ba unable to avacuale residents i a fimely

| manner The faifure of the faciilty to assure tat

, Tesidents’ evacuation capablities were in

- aceordanoe with the evacuation capabiity listed

on the facility's license was detrimental to the

~ safely and waltare of the residents and

constifutes a Type B Violaton

Review of the faciiity's plan of protection dated

G871 T revealed:

" ~There are two staff persons on sach shift at ai

times

-Extra fire alarms were added to aach resident

robm, the den, and along the hallway,

-The facility’s fire alarm system is monitored bya

security/fire alarm company and the system wos

upgraded

-The Administrator replacad ali bedroom doors

with solid wood dogors

-The Administrator will continue o work on

exiting/evacuating with residents.

¢ ~The facility staff will do fire watches every hour
upstairs and downstairs

i -The Administrator will develop a form

| decument the fire watches

: -The Administrator will monior the fire wateh

| manual to ensure fire watch checks are being

| done.

i “The Administrater had the dryer vents and

| outside vents cleaned aevery 3 months

+ -The Administrator will continue to gat prioa

| quotes for sprinkler systems and de whalever is

(

.
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asked to keep the residents safe.

-The Administrater will foliow any directives given
by the DHSR Construction Section foz the satety
of the residents,

CORRECTION DATE FOR THE TYPE B

VIOLATION SHALL NOT EXCEED OCTDBER 1,
2057

C 058! 10A NCAC 13G 0310 () Storage Arsas

10A NCAC 3G .0310 Sterage Areas

{b) Thare shall be separate locked areas for
storing cleaning agsnis, bleaches. pesticides
and other substances which may be hazardous ¥
ingested. inhaled or handied  Cleaning suppiies
shall be supervised while in use

This Rula 1S not mat as eviienced byy:
TYPE B VIOLATION

Based on chservations. interviews, and record

reviews, the faciiity falled fo assure bleaches and

| tleaning solubons were stored in seperate iocked

- areas and were secure and not accessibie 1o 5 of
5 residents living in the facitity who were

| diagrosed with dementia

: The findings are:

Observation of the kitcherddining reom zreas on
, DBATNT at 9:45 a.m. revealsd:
' -Thera were a vanety of cleaning supplies under
_ the kitchen sink unsecured approximately one
i foot away frem the dining room table whare 4
residents were eating breakfast
| ~The two doors of the cabinet under the kitchen

Coo7
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sink were not iockable and were stightly ajar with

' vanous spray botties filied with cleaning solution
and cleaning supplies stored in the cabinet
-There were bottles filled with ciorox bleach
sotution, all purpose cleaning solution, and
extanar viny: mold remover/cleaner.

Observation of the laundry closet located i the

, dining room area on CB/17/17 st 950 a.m.
| Tevealed

!

-Thete were a variety of cleaning supplies
including one gallon of bleach and spray botties
filied with cleaning solutions on a matal shetf

| above the washer and dryer.

-¥here were a vanety of spray bottles flied with
cleaning solutiors and a gallon of detergent sn a
smatl metal wheeled car located between the
washer and dryer.

-The laundry closet doors were unlockad and

' slightly ajar

-The laundry closet area was less than one foot
away from the dining room where 4 residents
were eatng breakfast

-There were botties filled with derox bleach
soiution, a gailon of bleach opened and lauadry
Iiquid sclution and laundry powder opened.

- Observation of a residen!s' bathroom on 08/17/17

at 10:00 a.m. revealed:

-There were a variely of cleaning supplies stored
in g iight brown madium sized box,

-The: cabinet doors were not secured or lockable.
~The cabinet doors were slightly ajar

-There were botdes filled with all purpose
cleaning solution and clorox bieach solution,

Review of the faciiity's 5 residents’ records
revealed 5 of the 5 residents had diagnoses of
dementia.
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interview with a Supervisor-in-Charge (SI€) an
08/17H7 at 11.05 a.m. reveatsd.

-Chemicals were kept locked in the outside
storage closet area.
-All chemicals/cleaning supplies were kept locked I
in the laundry closet or in the outside storage
areas.

-The laundry cioset doors ocked when they were
closed hard.

-Cleaning supplies were left out because
someone forgot to put them away in a lacked
area

-3he had not seen any rasidant fouch the
cleaning supplies.

Interview with a second SIC on 081717 at 1240
p.m. reveated

-All chemicals were t2 be locked in one of the two
SeCure areas,

-Cieaning supplies were kept in the laundry closet
or in the outside storage coset of the facility,

-The cleaning supplies may have been left out by
mistake by staf using them.

-All slaff were asked to keep all claaning supptias
in ona of the twe locked areas.

Chbservation of the lockable lauhdry closet by the
dining room on OB/17/17 at 12:50 p.m revealed
the closet was uniocked and contained various
cisaning suppiies such as a gatlon of opanag
bleach, 2l purpose cleanirg solution, ang lquid
isuncry detergant. ‘

Observation of the residents’ bathrooms and the
witchien cabinet area under ihe sink on 08/17/17
at 12:50 p.m. revealed the cleaning supphes had
been removed.

- interview with the Administrator an 0B/17/17 at ! !
1.15 p m. revealed i i
Slvision o Helin Serece Reguintion
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; -Btaff were to keep ail cleaning supplies in the

: locked laundry closet or in the lacked storage

| closet outside on the carport of the facility.

i -The laundry cioset should have been locked but

the latch on the iaundry doors needed repalr.

-She was unsware the laundry doors woulg not

stay locked i the doors were not closed hard.

-She wauid have the locks on the laundry doors

repaired as soon as possinle.

-Staff wouid be asked o kaep all cleaning

supplies in the ocked closet arsa located on the

carport of the facility untii the laundry door locks

ware repawedireplaced.

-The cabinel area urder the kilchen sink was not

lockatle storage.

-Cleaning supplies should not have been lefl

under the kitchen sink.

-Sometimes staff wouid forgat o lock up the

cleaning supplies in one of the two areas.

-8he was not aware of any of the residents aver

{ouching the claaning supplies.

-Cleaning supplies shoud never be kept within

the residents' reach

-She would immediately Inform all staff to ensure

, that cleaning suppiies were locked up in one of

f the two idersfied arsas of the facility when not in
Use.

; Observation of the Administrator on 68/17/17 at

| 4:30 p.m. reveated she had removed the ¢leaning
| sonution suppiies and placed them in the (ocked
storage closat are of the carport

The failure of the facilly 1o assure cleaning
supplies including bleach, lguid and powder
taundry detergents, all purpose cleaning

solutions, and exterior vyl mold removericieansar
| Were slored in locked areas and secured away

| from § of 5 rasidents hving in the facilty who were
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Continued From page 19

diagnosed with dementiz was detrimental o the
realth and safety of the residents. This
constitutes a Type B Violation.

Rewew of the facility's plan of protection dated
0BM7/17 revealad:

-Adl cleaning products have been moved to lpcked
areas

-The Administrator will repair the Jock on the
washroom door immediatety.

-The washroom is to reman locked at ail times

1 -Cleaning suppties in the hall closet will remain

iocked at all smes.

-The doors of the storage areas need to ba
chacked oftan to ensure the safety of all
reswjents

-Each shift when arriving and leaving, staff wit
check 2li areas o ensure there are no cleaning
items fef put

-5taff will also check to make sure the washroom
anrd hall closet are locked and securs.

-The Agministrator will monitor & log book for

i checking cheaning supgpties

-The Administrator will do unannounced spot
checks to ensure all cleaning supplies are locked
or if clganing supplies are being used, they are
attended at alt times,

CORRECTION DATE FOR THE TYPE B
VIGLATION SHALL NOT EXCEED OCTORBER 1,
2017,

10A NCAC 13G .0702(a) Tubetculosis Test and
Madical Exami:naton

© 10A NCAC 123G 0702 Tuberculoss Test ang
Medical Examination
{8} Upon admission to a family care home each

C 059
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resxlent shall be tested for tuberculosis disease
in compiiance with the control measures adopted
by the Commission for Health Sarvices as
specified in 10A NCAC 41A D265 including
subsequent amendments and editions. Copies of
" the rule ane avallable at no charge by contacling
the Department of Health and Human Services.
Tuberculosis Controi Program, 1602 Mail Service
 Center. Radeigh. Narth Caroling 27699-1802.

This Rule 15 not met as evidenced by

Based on record review and interview the facility
failed to assure 1 of 3 residents sampled (#3)
was tested upon admission for tubercutosis (TB)
! disease in complianca with control measures

" adopted by the Commssion for Health Services

|
‘ The findings are:
)

| Review of Resident #3's current FI-2 dated
. 10/01/16 reveaied the resident's disgnoses
i included dementia, osleoporosis, coronary anery
| disease, macular degeneration, fall risk. and galt

| disturbance.

|
Il

! Review of Resident #3's Resident Register

| reveaied the resident was admitted to the fagiiity
. on 10/06/15.

. Review of Resident #3's previous facility's
! “Vacanation and Tuberculosis (TB) Screaning
l Recorg™ form, under “TB Screening” section.
. revealed:
-There was a TB skin test pisced on 01/29/15 and
i read as O mm (hagative ) with no date read
| documentad.
' -There was a second TB skin test piaced on
i 02/13/15 and read as 0 mm (negative} with no
: date read documented.
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-Thefe was a handwritten note besida the ,
01/29/15 and 02111415 entries that read, "Sae '
Addendum 1o FL-2 form
-There was a third TB skin test slaced on
i 07731115 and read as 0 mm (negative) on
L 080315, : )
i There ware no decumentation of dates read for ; (\ - o ;
the TB skin tests placed on 01/28/15 and e )
0211115 ”
! Review of Resident #3's previous facitity's ’ Wl@/}
| "Addendum to FL-2" form, under "TB skin test" :
| revealed:

-Thore was a TB skin test dated 01/29/15 and the
; result was 0 mm (negative}.
-There was a TB skin test dated 02/11/15 and the
| resuit was 0 mem [negative). l
. -There was no dotumentation on the Addencum :
; form of the dates etther of these TB skin tests :
' were read. ‘ i‘

. Interview with the Adminsstrator on 08/17/17 at
. 3:00pm revealed: ’
-She was not aware Resident #3's TB skin tests

wara incompiete.
- Resident #3 came straight from another fasiity
in 2015 when she was admitied.
- She accepted the TR tests fom the previous
faciiity :
-She did net notice the TB skin tests did not have I
the: dates read when the resident was admitted.
-She was contacting the previous faciflty to
| attempt to obtain "read” dates for the TR skin
! tests on 01/29/15 and 02/41/15.

C 3671 10A NCAC 13G .1008{a} Controlled Substances C 367 ‘

1 10A NCAC 13G 1008 Controlled Substances
i; (&) Afamily care home shalt assure 3 readily
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retrisvable racord of controlled substances by
decumenting the recewpt, adminstration and
disposition of controlled substances, Thesa

. records shall be maintained with the resident's
tecord and in such an order that there can be
accurate reconciliation.

This Rule is not met as evidenced by:

Based on observations, interviews, and record
| reviews, the faciity failed to assure a record of
! the receipt and administ:ation of conbrolied
substancas was maintained, acturate and
reconcited for 2 of 2 residents sampled (#2. #3)
who ware prescnbad controtied substances
including Lorazepam topical get (#3) and
Lorazepam tablets and liguid Morphine (#2).

The findings are.

1. Review of Resident #2's current FL-2 dated
05/05/17 revealad the residgent's diagnoses
included dementia. acute encephalopathy, strial
fibrdiation, essential hypertsnsion, moderate
aortic stenosis, and unnary retention with
incomplete bladder emptying,

Heview of a hospica patient information form for
Resident #2 revealed the reshient was admitted
to hosploe on 01/05/17.

Review of a hospital discharge summary dated
05/06/17 for Reswlent #2 revealed,

-The resident was admitted to the hospital on
04/28/17 with aitered mental status in addition to
baseling dementia.

-The resident's diagnoses included acute
encephaiopathy, urinary tract infection,
weakness, and pleural effusion.

-The resident was discharged on hospice on
Q50517
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Review of a hospice physician's orders/plan of
care form dated 05/05/17 revealed:

-There was an order for Lorazepam 0 5mg 1
tabdet every 6 hours as needed for anxiety and
agitation (Lorazepam is a controlied substance
used to symptoms of anxety.)

-There was an ofder for Momphing Concentrate
100mg/5em! {ake 0.25mf (5mg) every 3 hours as
nesded for pain or shortness of breath

| (Morphine is a controlled substance used to treat
:pain )

Observation of medications cn hand for Resigdent
#2 on OBM7/17 revealed:

-There was a supply of 10 Lorazepam 0.5mg
teblets dispensed on 01/05M17.

-All 10 of the Lorazepam 0.5mg tablets remained
on hand and had not bean adminstered.

-There was a second supply of Lorazepam O Smg
tablets dispansed on 01/408/17

-Fourteen of the 15 tablets dispensed on
G1/C6/17 remained on hand

-Thera was a third supply of Lorazepam 0.5mg
lablets dispensed on CRA08:17.

-Four of 10 tablets dispensed on D5/08/17
remained on hand.

-Atotal of 35 Lorazepam 0 5mg lablats were
dispensed by the hospice pharmacy from

| 01/08/17 to 05/08/17.
| -Seven Lorazepam 0 5my tablets had been used

from the total supply of 35 tablets.

Review of the controlled substance (CS} logs for
Resident #2's Lorazepam revealed-

-There was one CS log for Lorazepam 0 5mg and
the information was handwritten.

-The instructions wers to take 1 tablet every 6
hours as needed for anxiety or agdaton.

-The quantty received was 10 tablets but there

o
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was no date received documented.

-The words, “hospice kil”, were documented at
the tep of the page

-The frst dose was documented as agministered
on 08/0817 at 1:30 p.m. i
-A sacond dose was documented as

i
: admunistered on 07/05/17 at B:00 a.m. C
¢ -Athird dose was dacumented as administered Q
"

_on O7/06/17 at 7:00 a.m.
-The amount remaining was documented as 7

tabiets. 1 ‘
+ -There was no ather C5 logs for the two other ‘ ) _’,
' supplies of Lorazepam on hand at the facility ' \/’yw/r )
| .The €S log on hand only accounted for 3 of the J : ‘ f

7 tablets that had been used.

Review of the January 2017 - August 2017
medication agministration records (MARS) for
Resident #2 revealed.

* -There were 3 doses of Lorazepam 0 Bmy

- documanted as administered from January 2017
- August 2017

-The 3 doses were documented on 06/08/17,
- 0770517, and 07061 T

-There was only documentation for 3of the 7
tablels used from the supply of Lorazepam

j dispansed.

i

i

! Observation of medications on hand for Resident
#2 on 0BMTHT revealsd.

There was a 30ml bottle of Morpnine
Concantrate 100mg/Sm) dispensed o 01/06/17.
-The remairing liquid in the bottle was just above
| the increment for 20t

-Thera was a 15mi boltie of Morphine
Concentrate dispensed on 01/06/17.

-The remairing lgled in the bottie was slightty
below the increment for 15m|.

' -Thera was a 15m! botde of Morphine

| Concentrate dispensed on 05/08/17.

Civsion of Heslin Sennce Reguiation
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-The seal on the 15mi bollle dispensed on
05/08/17 had not been broken.

-Atotal of 80m| of Morphine Concentrate was
dispensed by the hospice pharmacy from
01/08/17 to O5/08/17

Review of the controfled substance (CS) logs for

| Resident #2's Morphine Concentrate revealed:
-There was one CS log for Morphine Concentrate
190ma/5ml and the information was handwritten.
-The instructions were to take 0.25m| (5mg) every
3 hours as needed for moderaie to severe pain or
shortness of breath.

-The quantily received and date received were
not documented. |
-The guantity of 30 was circled and dated *
052217 at 4:20 p.m. and marked through with
the word, "army”

-The back page of the CS kg (for documenting
liGueds) for Morphine Concentrate had 7 entries
tor the administradon of the liquid Morphine

-The quantity of 120mi was cirdded and the first
dose was documentsd as administersed on
06/2217 at 4:00 pm  {30m! of Morphine at
0.25mi per dose would equal 120 doses of the
medication.}

-The CS log counted down in increments of Smi
only and wouid have been inaccurate to use for
¢oses of 0.25m/,

-One dose each was documented on 0&/08/17 at
1.30 p.m.. 06/09/17 a1 5:00 a.m__ 06/16/M17 at
1C.00 a.m,, O7/06/17 at 900 am., and 07/06/17
at 7:.00 a.m,

-The iast dose was documented as administered
on 0742117 #1210 p.m

-A totat of 7 doses were documented which would
agual 1.76m! of Mormphine being used.

-The amount remaining was documented as

‘ B5m.

| -Thera was no other CS jogs for the two othar

I connustion shest 2§ of 23
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supplies of Morphine Concentrate on hand at the i
facility. :
-The CS itgg on hand only acoounted for the i
administration of 1. 75mi of the 60ml of Morphine
Concentrate that was dispensed,

Rewview of the January 2017 - August 2017 ] eﬁ

medication administration records (MARs) for

Residant #2 revealed: : f
-There were 6 doses of Morphine Concentrate ) '/V/L
documented as administered from January 2017 ’

- August 2017

-One dose sach was documentad on 060817
D8/08/17, 0B/22/17 {not on CS log), U7/05/17,
0770817, and 071217,

-There was only documentation for & doses of
Momphine Concentrate or 1.5ml.

Interview with a Superssor-in-Chargs (SIC) on
081717 at 240 p.m revealed

-Resident #2 was receiving hospice servicas.
-The Lorazepam and the Morphine came in the
res}dent's hospice kits.

-The resident occaslonally needed the

| Lorazepam and Morphine as "prn” {as nesded)
medicatins.

-They started documentation for the figuid

Morphine on the bne for 120 because thal was
j whal & hosples nurse told them to do.

-They wera supposed te documernt e
administration of the controlled substances on the
MARs and on the CS logs
-They may sometimes forgat 1o document in both
places.

-She did not know why some of the supplies of
Lorazepam and Morphine did not have CS logs

Interview with the Administrator on 08/A17/17 at

258 p.m revezied.

-Resident #2 had been on hespice praviously and

He&‘]h Sarvics Ragulation
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| if was stopped then it restarted in May 2017

| -The resident’s medications came in hospics kits
and some were supplied during her first
admission fo hosplce, '

-The hespiee pharmacy did not send C5 logs with
the medications ke tha pamary pharmacy did.
~Staff wouid have to make ther own CS iogs for
the medications from hospice,

-Staff were supposed (¢ document the
administration of controlled substances on the
MARs and on the CS legs.

-She did not realize some of the hospice
medicaton supplies did not have CS logs to
account for the medications.

-She wouid contact the hospice nurse about
sending some of the overstock back to hospice.
-She would make sure they had updateg and
current C8 logs for 8l controiled substances.

et

Telephone interview with the hospice nurse far !
Resident #2 on GB/17/17 at 330 p.m. revealad: ;
| -Resident #2 had received hospice services from
0140517 - (40547 and then i started again on
C5/5/17.

-The resident's hospice medicat:ons were sent in
hospice kits by the hospice mall erder pharmacy
to the facifity.

-The resident received medications from hospica
1in January 2017 and May 2017

-3he did not recail helping the facility &It out any
€S logs tor Resgdent #2 but another hospice
nurse may have helped.

-She had tried lo help them with CS logs with a
different resident in the past bt it had been a
while.

Based on cbservations. imerviews, and record
review, the resident was nol interviewable due to
giaghoses of dementia,

e e G Ry H cOntreRlion shea! 2B al 43
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| Attermpts to contact the hospice pharmiacy on
DB/17/17 were unsuccesshul.

2. Review of Residert #3's current FL-2 dated
10/01/46 reveateq:

-The resident's diagnoses mcluded dermentia,
ostecporosis, coronary ardery disease, macular
deganerstion, fall nisk, and gait deturbance.
-There was a medication order for Lovazepam

0 5mg/0.5mi gel apply iml topicalty 3 times a day
, s naeded for agitation, (Lorazepam is a
controtied substance used Io treat anxiety
disordars).

Observation of medications on hand on 08/17/37
reveaied there was a tolai of 58 prafilled SyTinges
of Lorazepam 0.5mgi0.5m| get on hand,

Review of Resloent #3's Octaber 20116 - August

2017 madication administration records {MARSs}

revealed:

" -There was a handwritten entry for Lorazepam

‘ 0.5 mo/0.5 m! gel, apply 1mi topically 3 times a

| day as needed for agitation.

! -Lorazepam was documented as administered

beginning 10/03/16 and last on D8/16/17,

-There were 3 doses administerad on /0346 (8

i am}. 10/04/16 (& am), and 10/05/16 (8 am).

’ -There were 3 doses administered on 12/09/15 6]

i am), 121216 (B am), ang 12013116 (8 am),

| -There was 1 dose agministered on 01/10/17 (9
am)},

1 -There was 1 dose administerad on 03/18/17 (10

[ pm).

% -There was 1 dose administered on 04/14/17 (8

[ pm).

-There were 3 doses administered on 050817 {4

amy 05/10/17 (8 am), and £5/11/17 {7 pm)

-There was 1 dose administered on 08717 (9

I anm).

>
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-There were § doses administered on 07/24/17 {8
am}, 07/25/17 (1Gam), 0712717 (7 pm), 07/28017
{8 am), U7/31/17 (8 am). and 07/31/17 (7:15 pm},
-There were 3 doses administered on 08/01/17 {8
amj}, 08/15/17 (7:45 pm), and 0B/16/17 (6:30 pm).

: SN
% rh.)
Review of Residen! #3's controiled substance \
(CS) log for Lorazepam gel revealed: d
: H' ,) /}/}/ .,

-There was one C5 log for Lorazepam gel,
-The pharmacy label on the CS log indicatad thig :
supply of Lorazepam gel (90 gm) was dispensed (.}
an 10/05/16.
-The first documenied dose from thig supply was
on 10/05/16 at 8:00 a m. and the first
documentation started on the row of "Doses
Present” for 0.
-The iast documented dose from this SUpplY was
08/16/17 at 6.00 p.m.
-Thera wera 25 doses of Lorazepam gel (1ml
prefilled syringes) documented as administered
from 10/05/16 - 08/16/17,
-Thera was 1 dose administered on 10/05/16 at 8
agmn.
-There ware 4 doses administered on 12/08/16 7
pm) 12/08/16 (8 am), 1212/16 (8.am), and
12/13/16 (B am).
| ~Thare were 4 doses agmimstered an 011017 9
| am}, O1/11/17 (10 am), G1/12/17 (8 am), and
: 0317 (8 am).
-Theta was 1 dose administered on 03/18/17 (12
pm)
-There was 1 dose administered on 04/20/17 (r
pm).
-There were 3 doses administered on 05/04/17 {7
pm). 05/09/17 (8 pm), and 05/10/17 (8 am)
-There were 2 doses administered gn 06/07/17 (g
am} and 0B/22/17 (7:30), .
-There were € doses administered on 07/24/17 (8 '
amj, 07/25647 (10 am), O7/27/17 {7 pm), 07128117
{8 am), 07/3¥/17 (Bam) and D7/3117 {7 15 pm).
Cavisich of qu Servce Reguabon A
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-There were 3 doses administered on 08/03/17 (8
am). 08/15/17 (7:45 pm), and O8/16/17 (8 pm).
-The C§ log indicatad 66 prefiled synnges of
Lorazepam D.5mgi0.5mi ge! was the amount
remaining,

Review of Resident #3's CS log and MARs from
1072016 - 0812017 raveaied:

-There were 25 doses of Lorazepam gel
documented as administered oa the CS log.
-There were 22 doses of Lorazepam ge!
documnented as administered on the MARs
-There was inaccurate documentation of
Lorazepam gel on the CS tog and MARS.

-There were 4 deses of Lorazepam gel (10/03/18,
10/04/16, 04/14/17. O5/11/17) not decumented on
the CS log but but documented on the MARs,
~There should have been 29 doses documented
onthe CSlog.

-There were 3 doses of Lorazepam gei that could
not be accounted for

' Based on obsarvations. imerviews, and record
review. Rasident #3 was not interviewabls doe to
diagnosis of dementia,

interiew with a Supervisor-in-Charge {SIC) on
0871717 a1 3:45 p.m. revealed:

-She always counted the controked drugs and
documentad the number of drugs remaining.
-She counted Resident #3's Lorazepam gei afier
she last administered (08/01/17) the gel to the
resident.

-She was not aware that the total number of
Lorazepam gel on hand did not match the ©S fog.

Interview with the Administrator on 08/17/17 at
430 p m. revealed:

. -She was aware that Ihe totai number controlied
 drugs on hand and the sountdown sheat must
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match, i
|
\

-She was not aware thet Resident #3's
Lorazepam gel dd rnot match.
AT

| -She did not suspect there was drug diversion :
going at the facilty but the staff forgetting to
document on heth the MAR and CS log.

-She administerad Lorazepam gel to Resident #2
on 08/15/17 and 08/16/17 and documentad on
the MAR but she forgol to document on the CS

ing.

€912 G.S 131D-21(2) Declaration of Residants’ Rights C 612

G.5 131D-21 Declaration of Resident's Rights
Every resident shall have the following rights: :
2. To receive care and services which are
adequale, appropaiale, and in compliance with
reigvant federal and state laws and rules and
raguiations.

i This Rule is not met as evigenced by !
Based on cbservatons, record reviews, ang |
| interviews, tha facility faded to assure evary
resident had the right to recewve care and
garvices which are adequate, approptiate, and in
compliance with rules and regulations as related
o capacily and slofage areas.

The findings are

1 Based on observations, interviews. ang record
revigws, the facility failled to notify the Division of
Health Service Regulation that residents’ |
evacuation capabilites were differant from the
evacuation capability listed on the home's license
for 4 of 5 residents (#1, #2, #3. #4) residing in the
faciity who had cognitive andior physical
impairments which would preves the residents
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% kom independently evacuatng ihe faciity [Refer !
to Tag CCO7 10A NCAC 136G .0206 Capaclty :
(Type B Vivlation)
2. Based on observations, interviaws, and record \
reviews, the facility farled o assure bleaches and B !

cleaning solutions were stored in separate locked
areas and were secure and not accessibla 1o 5 of
& residents living in the facility who were
diagnosed with dementia. {Refer to Tag C058
10A NCAG 13G .0310{b) Storage Areas (Type B
Viclation).]
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Elsie’s Place Family Care Home
10916 Raven Rock Drive
Raleigh, N.C 27614
Gina Stavredes, Administrator
License number: FCL-092-102

Plan of Protection
9-17-2017
Dear Wendy,
| am faxing you my Plan of Protection on the following areas:

¢ 10A NCAC 13G. 1008 (a) Controlled Substance

e 10A NCAC 13G. 0206 Capacity

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

e 2 step TB test (sorry don’t know the code for this)
* Reqguest for Extension for Fire Sprinkler System

The reason | went ahead and did the 2 step TB test | never heard from NN
so | felt | needed to get something in place to ensure it will happen again.

| am also faxing you the forms | have developed to ensure these areas will not
have any other issues arise. As well as our schedule of 2 staff per shift until Fire

Sprinkler System is completely installed and approved by DHSR Construction
Section.

As of 8/31/2017 | have a contract with dEEEEEEEN. /. GRS
Company, contingent on estimate from D -stimate for Fire Panel

A it h S i coming on 9/5/2017 to look at

Elsie’s Place for Fire Panel

Thank you so much for your assistance with this and for all your support!

Gina Stavredes



Eisie’s Place Family Care Home
N.C DHSR Adult Care Licensure
Request for Extension
Rule Violation Cited: 10A NCAC 13G.0206
Capacity

| am requesting an extension on the installation of our Fire Sprinkler System. After speaking
with several companies regarding my Fire Sprinkler Systems | received 2 quotes for installation.

1. 919NN Vit NN 5-22-201 7
2. RO 10-GEEp ith W and AN 252017

1 acceptedl quote contingent on quote | would be receiving from NN i<
RPN o would be installing the Fire Panel @il only installs Sprinkler Systems
and tanks). '
| received quote from NGNS on 9-20-2017 which | have accepted. | spoke with
QI o 9-21-2017 regarding a completion date, he estimates middle to end of December
2017. | ask why it would take so long his reply
* Getting plans drawn up 2-3 weeks
» S will forward his plans to SRR with USRS
@il then submit the plans to his department to draw his plans to be drawn up (1-
2 weeks)
» | will submit both drawings to NN and SR County for approval
* Getting approval from (Il County minimal 6 weeks (from his passed history)
s If any adjustments in plans need to be made and returned to-County for
approval?
¢ Because | am on Well System this requires installation of 2 large tanks and pump
system which requires installation of 230 volt plug and installation of reduced pressure
backflow preventer {this will have to be installed by electrician and plumber). Which
require permits from 4D County which also takes time 1-2 weeks.
* Once approved it will take 2 weeks for installation of system
+  Will then contact DHHS Construction Section and (S County for inspections, which

after speaking with/ NN this process with take up to 6 weeks

If everything goes without issue | am expecting this process to be complete by 3-1-2018,

I apologize for the length it is taking but | am at the mercy of all my contractors and inspectors
and will continue 2 staff members per shift and fire rounds until the completion of installation
of our Fire Sprinkler Systems.

Thank you in advance for your understanding with this matter,

COT~ Refon o Oddomdum o page | of Ythe Stakemsnt
Of Defrelomncind ) \luoma,
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Elsie’s Place
New Policy regarding Fire Watch
8/18/2017

Following aur State Inspection we have been instructed to begin Fire Watch
rounds. What this includes is one staff member to make rounds around the
entire upstairs and downstairs. What this involves is looking for potential fire
hazards, smelling smoke, clogged vent etc. These are to be done once an hour by
one staff member, staff members can alternate. Once the round is complete who

ever completed the flow sheet needs to be completed and signed, this sheet
needs to be completed after every round.

If you have any questions please feel free to contact me.

Thank you!
Gina
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Elsie’s Place License # FCL-092-102
N.C DHSR Adult Care Licensure Section
Plan of Protection
Rule Violation Cited: 10ANACAC 13G.0310 (6)
Storage Areas
8-17-2017

All cleaning supplies will be locked up at all times in washroom located in kitchen and in hall closet
across from bathroom. This was completed while survey inspectors where at Elsie’s Place on 8-17-2017.

These areas need to be monitored on each shift to ensure they remained locked at all times, if cleaning
supplies are being used they are to be they are to be in the hands of staff at all times to ensure residents

do not have contact with any cleaning supplies, administrator will also ensure all locks are secure and
working properly.

Administrator will have a in service with all staff reviewing the above safety areas regarding cleaning
supplies and have a in service on dementia and toxic chemicals to ensure they understand the dangers
of cleaning supplies.

Administrator with develop a log sheet to be filled out at the beginning and end of each shift to sign off
and by signing this form they are stating ail cleaning supplies are in locked areas.

Administrator will make unanncunced visits to ensure all staff are following these instructions at afl
times. If any cleaning supplies are not locked up or being used and not being monitored by staff using
them they will be written up after 3 write ups they will be taken off schedule for a time determined by
administrator.

All cleaning supplies will be locked up in appropriate areas: Compietion Date 8-17-2017

Log sheet will be available to begin documenting on: Completion Date 8-18-2017

Gina Stavredes, Administrator

Signature: ) Date:

C-051 % upen to addendum s pade |6 of the
Statenmient of Debdden cies.
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Elsie’s Place
New Policy 8/18/2017
Cleaning Product Storage Policy

All cleaning/chemical storage is to be locked are focated in the faundry room and
hall closet across from bathroom. If at any time cleaning/chemicals are being

used by staff they need to be monitored at all times and locked back up in proper
areas.

We have a new flow sheet for monitoring cleaning products, when arriving at
work one of the 2 staff members need to make rounds and use flow sheet to
check off what they observed. The 2 staff members need to communicate to
ensure rounds are completed and documented. | will be monitoring the flow
sheets and if they are not complete both staff members will be responsible.

if you have any questions please feel free to contact me.

Thank you,

Gina



Elsie’s Place
NC DHSR Adult Licensure
Plan of Protection
8/17/2017
2 Step TB test and Results

Prior to admitting a resident to Elsie’s Place will have all forms and
immunization records on hand and will check dates of immunizations
and results. If resident has not had TB skin test done will advise family
to 1 TB skin test done and read prior to being admitting to Elsie’s Place.
At the time of admission will schedule for home health agency to give 2"
TB skin test as well as return date to read results.

This will be a standard practice at Eisie’s Place going forward to ensure
Elsie’s Place is in compliance with NC DHSR Adutlt Licensure Regulations.
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ELSIE’S PLACE
PRIOR TO ADMISSION

Give FL-2: Review instructions

Give Bill of Right's & Resident registration

Family must pay community fec and 1 Month's rent/prorated amount prior to admission.
Request Medicare/Insurance cards (need copy for chart)

Lost Resident Form

Funeral Information Form

Administrative Information Sheet

Signed Resident Contract

Initial and date each page of contract, check in, etc... at bottom right.

Request 2 step TB test (if it has not been done you must have 1% one read before moving in.)
Resident Functional Activity Care Plan filled out by a physician

Information on POA and code status (DNR ?)

All emergency information

Sign and date all forms, initial and date the bottom right comner of all pages

ALL FORMS MUST BE UP TO DATE AND PHYSICIAN'S SIGNATURE ON ALL
FORMS THAT REQUIIRE A SIGNATURE

THESE FORMS NEED TO BE IN AND COMPLETED ALONG WITH COMMUNITY FEE AND

MONTHLY FEE NO LATER THAN TWO DAYS PRIOR TO MOVING IN. THIS WILL ALLOW US TIME

TO REVIEW ALL FORMS TO INSURE THEY ARE COMPLETE AND ANSWER ANY QUESTIONS YOU
MAY HAVE.

THANK YOU FOR YOUR HELP IN MAKING THIS A SMOOTH TRANSITION.

If you have any questions please feel free to contact me at the numbers listed below.

P'm looking forward to caring for your loved one and welcoming all of you into Elsie’s
Family...

Sincerely,

Gina Stavredes, Administrator
Cell 539-0397; Home; 844-0054

Initial / Date



Elsie’s Place
NC DHSR Aduit Licensure
Plan of Protection
8/17/2017
Rule Violation Cited: 10ANCAC 13G. 1008 (a)
Controlled Substances

Will have accurate narcotic sheet for all medications in building to ensure Elsie’s
will be doing weekly monitoring of all medications including non-narcotics
monitoring not only MAR's narcotic sheets as well as medications on hand. All
medications will be counted and will document date and time received. Will
develop a flow sheet to asset in monitoring medications, review will be

administered by Administrator/Supervisor and both will address any issue that
occur.

Regarding Comfort Kits: Will work closely with hospice nurses to ensure ali
medications on hand in Comfort Kit will be listed on MAR and when appropriate
have narcotic sheet with exact count when arriving at Elsie’s Place. Will have
hospice nurse present when documenting to ensure accuracy.

Hospice has already completed a in service to all Medication Tech at Elsie’s on
8/18/2017

Pharmacy: Regarding resident reviews | contacted Sl ith pharmacy on
8/18/2017 and discussed resident medication reviews and the need for reviews to
be more detailed as well as focusing more on narcotics and MAR’s. | have also
asked for pharmacist to schedule an in service focusing on documentation on
MAR’s and narcotic sheets.

Completion: 8/18-2017 In service by Hospice 8/18/2017
8/21/2017 Flow sheet developed and reviews started

Will continue to contactJdilllywith pharmacy until he gets in service
completed
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