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SERENITY FAMIY CARE HOME # 3

C 000] Initial Comments C 000

The Adult Care Licensure Section and the
Sampson County Department of Social Services
conducted an annual and follow up survey from
11/07/17-11/09/17 with an exit conference
conducted by telephone on 11/09/17.

C 007] 10ANCAC 13G .0206 Capacity C 007

10A NCAC 13G .0206 Capacity

(a) Pursuant to G.S. 131D-2(a)(5), family care
homes have a capacity of two to six residents.
(b) The total number of residents shall not
exceed the number shown on the license.

(c) Arequest for an increase in capacity by
adding rooms, remodeling or without any building
modifications shall be made to the county
department of social services and submitted to
the Division of Facility Services, accompanied by
two copies of blueprints or floor plans. One plan
showing the existing building with the current use
of rooms and the second plan indicating the
addition, remodeling or change in use of spaces
showing the use of each room. If new
construction, plans shall show how the addition
will be tied into the existing building and all
proposed changes in the structure.

(d) When licensed homes increase their
designed capacity by the addition to or
remodeling of the existing physical plant, the
entire home shall meet all current fire safety
regulations.

(e) The licensee or the licensee's designee shall
notify the Division of Facility Services if the overall
evacuation capability of the residents changes
from the evacuation capability listed on the
homes license or of the addition of any
non-resident that will be residing within the home.
This information shall be submitted through the
county department of social services and
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forwarded to the Construction Section of the

Division of Facility Services for review of any
possible changes that may be required to the
building.

This Rule is not met as evidenced by:
TYPE B VIOLATION

Based on observations, interviews, and record
reviews, the facility failed to assure one resident's
(#4) ambulatory status and evacuation
capabilities were in accordance with the current
license issued by the Division of Health Service
Regulation (DHSR).

The findings are:

Review of the facility's current license effective
01/01/17 revealed the facility was licensed for five
ambulatory residents.

Review of Resident #4's current FL-2 dated
03/06/17 revealed:

-Diagnoses included chronic paranoid
schizophrenia, hypertension, and mild intellectual
disability.

-The resident was ambulatory and was
intermittently disoriented.

Review of Resident #4's most current
assessment and care plan dated 03/06/17
revealed:

-Resident #4's ambulation/locomotion
assessment was documented as "limited ability."
-Resident #4 was intermittently disoriented and
was forgetful; "needs reminders."

-Resident #4 required limited assistance from
staff with ambulation, eating, and toileting.
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-Resident #4 required extensive assistance with
dressing, grooming, personal hygiene, and
transferring.

-Resident #4 was totally dependent on staff for
bathing.

-The care plan was signed by Resident #4's
primary care provider (PCP) and dated 03/06/17.

Observation on 11/07/17 at 7:32am revealed:
-Resident #4 was sitting on the living room sofa.
-She smiled and laughed when spoken to.

-Staff assisted her to get up from the couch and
walk to the bathroom.

-Resident #4 had an unsteady gait.

-The staff member entered the bathroom with the
resident.

Observation on 11/07/17 at 7:58am revealed:
-Resident #4 was assisted by staff into the van to
be transported to a day program.

-The resident was carrying a cane in her hand,
which she was not using for assistance with
ambulation.

Interview with a staff member at Resident #4's
day program on 11/07/17 at 1:00pm revealed:
-Resident #4 was intermittently disoriented; there
were times she was more oriented and could
answer questions or converse, but other times
she would just laugh and smile at you.

-Resident #4's ability to walk had "declined" since
June 2017.

-The resident had a cane but she rarely used it;
she mainly just carried the cane in her hand.
-Resident #4 was unsteady on her feet and
required assistance with walking.

-The resident like to go on outings but was not
really able to go now because there was not
anyone who could assure she didn't fall.

-The resident required assistance on and off the
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van used to transport her to and from the day
program.

Confidential staff interview revealed:

-Three or four months ago, Resident #4 was able
to walk and would have been able to evacuate
the facility independently in an emergency.

-The staff had not seen Resident #4 that much
recently and when she had, the resident was
seated.

-The staff did not know if she could walk now or if
she could evacuate independently.

-Resident #4 was confused at times, but that was
her normal orientation status.

Confidential interview with a second staff
revealed:

-Resident #4 required assistance with all activities
of daily living (ADLs).

-Resident #4's ability to walk had been "decaying”
over the last few weeks to a month.

-The resident had "spells" where her legs would
shake and she could not walk, but an hour or two
later, she would walk by herself.

-Resident #4 had a cane that she would put in her
hand and carry; the cane did not touch the floor.
-The resident was always somewhat disoriented.
-In the event of an emergency, staff would have
to assist Resident #4 to evacuate the facility
because she was "weak" and she would not know
to get out without help from staff.

Confidential interview with a third staff revealed:
-Resident #4 had a cane that she used for
ambulation.

-The resident required staff assistance with
bathing, transferring, and walking.

-The resident would sometimes get up to walk on
her own, but usually staff had to assist her with
getting in and out of the van and walking.

Division of Health Service Regulation
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-In an emergency, staff would have to help
Resident #4 evacuate because she would not
understand the need to get out.

Based on observations, record reviews, and
interviews, Resident #4 was not interviewable.

Attempted telephone interview with Resident #4's
guardian on 11/08/17 at 10:40am was
unsuccessful and the message left for the
guardian was not returned by exit.

Attempted telephone interview with the
Registered Nurse (RN) at Resident #4's PCP's
office on 11/08/17 at 10:45am, 1:21pm, and
2:00pm was unsuccessful and messages were
not returned by exit.

Telephone interview with the Office Manager on
11/09/17 at 8:44am revealed Resident #4 would
require staff assistance to exit the facility if there
was an emergency.

Telephone interview with the Administrator on
11/08/17 at 3:37pm revealed:

-The resident required extensive assistance from
staff with ambulation and transfers to include
assistance getting in and out of the car and help
"maneuvering" around.

-In her opinion, Resident #4 could not exit the
facility independently in an emergency and would
definitely need help from staff to evacuate.
-Several months ago, she had spoken with
Resident #4's previous guardian regarding the
potential need for an increased level of care.
-The previous guardian had taken Resident #4 to
look at other facilities (no date provided), but the
Administrator never heard anything else after
that.

-She was aware the current license was for all
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ambulatory residents.

-She hated to discharge Resident #4 because the
resident had lived in the facility for "a while" but it
could be dangerous because she could not get
out independently if there was a fire or other
emergency.

-Resident #4 had a guardian change; the new
guardian had not been contacted regarding the
resident's level of care.

-She would assure follow up was completed with
Resident #4's current guardian.

-She would assure Resident #4's level of care
was evaluated by her PCP and would seek
alternative placement if needed.

The facility failed to maintain compliance of their
current license issued by DHSR for a capacity of
5 ambulatory residents. In the event of an
emergency such as a fire, Resident #4 would be
unable to evacuate the facility independently due
to physical and cognitive impairments. The failure
of the facility to assure Resident #4's evacuation
capabilities were in accordance with the current
license was detrimental to the welfare and safety
of the resident, which constitutes a Type B
Violation.

Review of the Plan of Protection (POP) dated
11/08/17 and POP addendum dated 11/09/17
submitted by the facility revealed:

-Resident #4 would be evaluated by her PCP (the
PCP office would be contacted on 11/09/17 to
schedule an appointment) to see if she needed a
higher level of care.

-The facility would speak with the resident's
guardian regarding her care.

-If it was determined the resident needed a higher
level of care, the facility would seek placement for
her.

Division of Health Service Regulation
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THE CORRECTION DATE FOR THIS TYPE B
VIOLATION SHALL NOT EXCEED DECEMBER
24, 2017.

C 074/ 10ANCAC 13G .0315(a)(1) Housekeeping and C 074
Furnishings

10A NCAC 13G .0315 Housekeeping And
Furnishings

(a) Each family care home shall:

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

This Rule shall apply to new and existing homes.

This Rule is not met as evidenced by:

Based on observations and interviews, the facility
failed to assure the walls were kept clean and in
good repair in 1 of 4 resident bedrooms, the
residents' shared bathroom, dining room, kitchen,
and common hallway.

The findings are:

Observation on 11/07/17 at 7:45am revealed:

-In the residents' shared bathroom, the wall near
the shower was missing paint; there was a
quarter sized hole in the drywall near the floor
molding on the left side of the door, and there
were light and dark brown stains on the wall,
molding, and light switch plate cover.

-The vanity cabinet in the residents' shared
bathroom was missing a piece of wood leaving a
rectangular hole in the front of the vanity above
the doors; the doors were uneven and there was
a 1-2 inch gap around the right door. The wood
finish was stained and chipped, and the edge of
the laminate material on the counter was missing

Division of Health Service Regulation
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on the right corner.

Observation on 11/07/17 at 9:40am revealed the
Administrator's family member was at the facility
working outside and in the residents' bathroom.

Observation on 11/07/17 at 11:42am revealed the
rectangular hole in the bathroom vanity above the
cabinets was covered by a piece of wood and the
doors closed evenly.

Observations on 11/07/17 at 8:00am and
11:42am revealed:

-In the common hallway near the bathroom, 4 of 4
walls and the exterior of the bathroom door had
multiple dark colored stains of various sizes
which were concentrated on the lower parts of the
walls and around the edges of the door and door
handle; the paint on the walls and moldings was
chipped/missing in multiple areas, and there was
a hole in the wall that measured over 6 inches in
diameter that was partially covered by a metal
plate.

-There were various tan and brown colored stains
and fingerprints on the molding and door in the
dining room near the door handle.

-In resident room 3, there was a quarter sized
hole on one wall near the dresser, cobwebs in the
corners of the walls near the bed, stains,
fingerprints, and chipped paint on the wall near
the door.

-In the kitchen, the wall going into the living room
(with windows) was scuffed and had brown and
black colored stains in multiple areas and the wall
behind the stove was greasy and had light tan
colored stains..

Confidential resident interviews revealed:
-The residents denied complaints about the
maintenance of the walls and paint.

Division of Health Service Regulation
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-The walls had stains in some rooms; one
resident had not noticed any holes in the walls.
-The walls and bathroom vanity cabinet had
always been like that.

Confidential staff interviews revealed:

-Some of the walls had scuffs and stains; the staff
did not know how long the walls had been like
that.

-The bathroom vanity had always been broken
and needed to be repaired.

Telephone interview with the Landlord on
11/07/17 at 5:12pm revealed:

-She was not aware of the condition of the
bathroom vanity cabinet.

-She was not aware of the stains on the walls,
chips in the paint, or holes in the walls; she would
expect the facility to notify her.

-The facility was responsible for keeping the walls
and ceilings clean and was supposed to notify her
of any problems or any needed repairs.

-She would conduct a walk through of the facility
on 11/08/17.

Telephone interview with the Administrator on
11/07/17 at 3:50pm revealed:

-She did not know how long the vanity cabinet in
the resident's bathroom had been in that
condition.

-When she found out about the vanity that day
(11/07/17), she had her family member repair it.

Telephone interview with the Administrator on
11/08/17 at 3:37pm revealed:

-The walls were dirty and stained from normal
wear and tear.

-She would follow up with the Landlord about the
walls.

Division of Health Service Regulation
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C 078 10ANCAC 13G .0315(a)(5) Housekeeping and C 078
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:
TYPE B VIOLATION

Based on observations and interviews, the facility
failed to assure the residents' bathroom was free
of hazards as evidenced by areas of the
bathroom floor being soft, spongy, and moving
when walked upon and the common living room,
sunroom, and residents' bathroom were kept
clean.

The findings are:

1. Confidential resident interviews revealed:
-The facility had two bathrooms: one bathroom
was for resident use and the second bathroom
was for staff use.

-When the residents showered, water leaked onto
the floor (the leak had been there at least five
months).

-The bathroom floor had become damaged and
soft due to the bath tub water leak.

-The floor had been soft for months.

-The Office Manager (OM) was made aware of
the floor and water leaks months ago.

Division of Health Service Regulation
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-The tub leak had not been repaired until "the
other day" (11/06/17).

-Nothing had been done to repair the floor.
-Residents expressed concern that someone
would fall or get hurt from the soft, damaged
floor.

Observation of the residents' shared bathroom on
11/07/17 at 2:15pm revealed:

-There was a 12x12 inch area on the floor in front
of the bathroom sink vanity that was soft and
spongy when walked upon, creating a safety
hazard.

-There was a second area on the floor in front of
the closet door that was approximately 12x24
inches in size that felt loose, squeaked, and
moved when walked upon.

-There was an empty black bucket trash can
(being used as bucket/collection device)
underneath the main drain pipe of the sink (under
the vanity cabinet).

Confidential staff interview revealed:

-The residents used the bathroom in the main hall
and the second bathroom was for staff use.

-The floor in the residents' bathroom was soft in
some places; the staff did not know how long the
floor had been like that, but thought the floor was
damaged and became soft from the water leak.
-The Administrator "should be aware" of the
condition of the residents' bathroom floor.

Confidential interview with a second staff
revealed:

-The staff noticed the floor in the residents'
bathroom was soft (staff was unsure of the date it
was noticed).

-The staff did not know what caused the floor to
be like that or long it had been soft.

-The staff had not noticed any changes in the
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floor (it had not gotten worse).

-The Administrator "should be aware" of the floor
because the residents had mentioned it a few
times (no dates provided); the staff had not
reported the floor to the Administrator or Office
Manager because she assumed the residents
had reported it.

Telephone interview with the Landlord on
11/07/17 at 5:12pm revealed:

-She was notified by the facility of a water leak in
the main bathroom (residents' bathroom) on
11/03/17 and she contacted a plumber to go to
the facility over the weekend to make repairs.
-The plumber was in the facility on 11/05/17 and
noted the bathroom floor was "saturated" with
water due to a water leak in the plumbing to the
tub/shower.

-The plumber told her the plumbing had been
leaking for "a long time" and there was "no way
nobody saw the leak."

-The facility had not notified her about the
bathroom floor and she was not aware it was soft.
-The floor had been "saturated" with water from
the leak which could have damaged the floor and
made it soft.

-She would want to know about the floor and
expected the facility to notify her.

-The facility was responsible for notifying the
Landlord when/if repairs were needed; she could
not make repairs if she was not aware.

-She would go to the facility the next day
(11/08/17) to check the safety of the bathroom
floor and conduct a walk-through of the facility.

Telephone interview with the Administrator on
11/08/17 at 3:37pm revealed:

-The facility Landlord was prompt to respond
when repairs were needed.

-The process for repairs was the Office Manager

Division of Health Service Regulation
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(OM) or her notified the Landlord; the Landlord
would "get right on it" to get the problem fixed.
-Staff first reported the plumbing leak in the
residents' bathroom to the OM on 11/03/17; the
OM called the Landlord that day.

-She and the OM were not aware of the condition
of the bathroom floor until "yesterday" (11/07/17)
when it was identified during the survey.

-Staff failed to report the floor to her or the OM.
-She expected staff to report any problems (such
as the floor); staff had her and the OM's
telephone number.

-The OM would contact the Landlord to report the
condition of the bathroom floor.

-The floor would be repaired.

Telephone interview with the OM on 11/09/17 at
8:44am revealed:

-Staff had not reported the damaged bathroom
floor to her.

-She first found out about the condition of the
bathroom floor the previous day (11/08/17).
-She did not know how long the floor had been
soft and damaged.

-She would be meeting with the Landlord on
11/09/17 to look at the floor so it could be
repaired.

2. Observations during the facility tour on
11/07/17 at 8:02am and 11:42am revealed:
-There was dust and debris on the mantle in the
living room.

-The blinds on the living room windows were dirty
and had dust on them.

-The blinds in the sunroom were dusty and had
multiple black colored stains.

-The bath tub in the resident's bathroom had
gray, brown, and tan colored stains on the floor
and walls.

-The grout and caulk around the bathroom sink

Division of Health Service Regulation
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vanity cabinet had brown colored stains.

- In the residents' bathroom, there were light gray
and brown colored stains on the vinyl floor
covering and around the edges of the floor where
it met the walls.

-There were light green and grayish colored
stains in the residents' bathroom sink.

Confidential resident interviews revealed:
-The residents denied complaints about the
cleanliness or housekeeping of the facility.
-Staff cleaned daily.

-The residents' bathroom was usually cleaned by
three (named) residents; facility staff did not
usually clean the residents' bathroom.

-The residents did not know the last time the
blinds were cleaned or the facility was dusted.
-The resident's bathroom was last cleaned a
week ago "or less."

Confidential staff interviews revealed:

-There was a written cleaning schedule used by
all staff to clean on each shift kept in a book.
-The residents' bathroom (tub/shower) was last
cleaned "Saturday" (11/04/17).

-Staff followed the cleaning schedule and
checked off the schedule when the cleaning was
done.

-The staff dusted once every day or two.

-The staff did not know how often the blinds were
cleaned or the last time the blinds were cleaned.
-The residents' bathroom was cleaned every day
after each resident's shower.

-The staff thought the stains around the bathroom
floor were caused by water damage from the
water leak.

Review of a copy of the daily cleaning schedule
form revealed:
-There were columns labeled "initial", "date", and
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"completed" and fourteen lines with various
cleaning tasks

-There was an entry to clean the bathroom to
include washing the tub, sink, and toilet daily on
3rd shift.

-There was no entry on the cleaning schedule for
dusting the rooms or cleaning the blinds.

-There was a "note" at the bottom of the cleaning
schedule to clean the windows once monthly
"in/out" and to "rotate between shifts."

Review of a binder identified by staff as the
cleaning schedule book revealed for November
2017, there were cleaning schedule forms dated
11/01/17, 11/02/17, 11/04/17, and 11/05/17
documenting the cleaning was completed.

Telephone interview with the Administrator on
11/08/17 at 3:37pm revealed:

-There was a written cleaning schedule for all
shifts that all staff were supposed to follow.
-Staff initialed the cleaning schedule after the
areas were cleaned.

-She expected the cleaning schedule to be
followed and the facility to be kept clean.
-There had been "issues" with staff cleaning like
they were supposed to.

-She would make sure all staff knew the
expectation on cleaning.

The facility failed to assure the floor in the
residents' shared bathroom was maintained in
good repair and was free of hazards after a water
leak in the tub/shower. The floor was soft and
spongy when walked upon, created a safety
hazard, and presented a potential risk for falls.
This non-compliance was detrimental to the
safety of all the residents, which constitutes a
Type B Violation.
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Review of the Plan of Protection (POP) dated
11/08/17 and POP addendum dated 11/09/17
submitted by the facility revealed:

-The OM spoke with the Landlord on 11/08/17
about the bathroom floor and would meet at the
facility on 11/09/17 to assess floor.

-The bathroom floor would be repaired within
three weeks.

-Management (OM or Administrator) would
conduct a walk through monthly within the first 5
working days of the month.

-All staff would notify management of any repairs
as needed; management would notify the
Landlord.

THE CORRECTION DATE FOR THIS TYPE B
VIOLATION SHALL NOT EXCEED DECEMBER
24, 2017.

C 090] 10ANCAC 13G .0315(b)(5) Housekeeping and C 090
Furnishings

10A NCAC 13G .0315 Housekeeping and
Furnishings

(b) Each bedroom shall have the following
furnishing in good repair and clean for each
resident:

(5) a minimum of one comfortable chair (rocker
or straight, arm or without arms, as preferred by
resident), high enough from floor for easy rising;
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 assure 4 of 4 resident bedrooms had at
least one comfortable chair for residents' use.

The finding are:

Division of Health Service Regulation
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Observations on 11/07/17 at 8:02am and
11:42am revealed:

-Resident room 1 had one folding metal chair and
one bean bag type chair.

-Resident room 2 had one folding metal chair.
-Resident rooms 3 and 4 did not have a chair.

Confidential resident interviews revealed:

-It would be nice to have a chair in their bedroom
for when the resident had visitors and so the
resident did not have to always sit on the bed.
-There were no comfortable chairs in a resident's
bedroom and the resident wanted a comforatble
chair; the resident had requested a comfortable
chair about 3 months ago, but one was never
provided.

Telephone interview with the Administrator on
11/08/17 at 3:37pm revealed:

-All resident bedrooms were supposed to be
furnished with a bed, dresser, bedside table, and
chair.

-All of the residents' bedrooms used to have
comfortable chairs like the ones in the dining
room, but the residents took the chairs outside to
sit in when they smoked; the chairs got torn up.
-Her family member probably put the folding
chairs in the residents' bedrooms as
replacements.

-No residents had complained about the
furnishings/chairs in their room.

-She would assure appropriate chairs were
provided for the residents.

C 097] 10ANCAC 13G .0316 (b) Fire Safety And C 097
Disaster Plan

10A NCAC 13G .0316 Fire Safety And Disaster
Plan
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(b) The building shall be provided with smoke
detectors as required by the North Carolina State
Building Code and U.L. listed heat detectors
connected to a dedicated sounding device
located in the attic and basement. These
detectors shall be interconnected and be
provided with battery backup.

This Rule is not met as evidenced by:
TYPE A2 VIOLATION

Based on observation and interviews, the facility
failed to assure a working fire alarm system was
maintained at all times as evidenced by failing to
change the batteries in two smoke detectors.

The findings are:

Observation on 11/07/17 from 7:15am-12:20pm
and 2:10pm-4:15pm revealed there was a
chirping/beeping sound heard every few seconds
coming from one smoke detector located in the
common living room and a second smoke
detector located in the hallway near resident room
3.

Confidential interview with a resident revealed:
-The "constant" beeping sound was coming from
the smoke detectors.

-The beeping was "annoying as [expletive]."
-The smoke detectors had been beeping "for
months" and the resident did not recall a time
when the smoke detectors were not beeping.
-"They need to change the batteries, but they are
too cheap."

Confidential interview with a second resident
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revealed:

-The beeping noise was from the "fire detectors."
-The beeping never stopped and had been going
on for as long as the resident could remember,
for "months."

-A (named) staff told "somebody" the batteries
needed to be changed, but the resident did not
know when or if the batteries in the smoke
detectors were ever changed.

Confidential staff interview revealed:

-The staff thought the beeping came from the
cameras or the smoke detectors, but the staff
was not sure.

-The beeping never stopped.

-The staff was not sure when or if the batteries in
the smoke detectors had been changed.

-The staff did not know who was responsible for
changing the batteries in the smoke detectors.
-The staff did not know if the Administrator was
aware of the beeping.

Observation on 11/07/17 at 9:40am revealed:
-The Administrator's family member was in the
dining room talking to a staff member.

-The family member told the staff that a local
(named) department store did not have the right
size of batteries needed for the smoke detectors.
-The family member told the staff he would bring
batteries later that day for the smoke detectors
and would change the batteries then.

Observation on 11/07/17 at 4:15pm revealed:
-The two smoke detectors were still chirping.
-Staff had not been observered to return to

change the batteries in the smoke detectors.

Telephone interview with the Administrator on
11/07/17 at 3:50pm revealed:
-She was aware of the rule to maintain an
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operational fire alarm system at all times.

-The smoke detectors were "hard wired" so they
did work.

-The smoke detectors were beeping because the
batteries needed to be changed.

-She did not know the last time the batteries in
the smoke detectors had been changed.

-She would make sure the batteries in the smoke
detectors were changed.

A second telephone interview with the
Administrator on 11/08/17 at 3:37pm revealed:
-The smoke detectors were wired and the
batteries were a "back up."

-The smoke detectors had "cheap batteries" in
them which was why they were beeping.

-Her family member, who did maintenance at the
facility, was responsible for making sure the
batteries in the smoke detectors were changed.
-Iffwhen the smoke detectors started beeping,
staff were supposed to notify the Office Manager
or her family member so the batteries could be
changed.

Refer to Tag C0007 10A NCAC 13G. .0206
Capacity.

Refer to Tag C0100 10A NCAC 13G. 0316(e) Fire
Safety and Disaster Plan.

The facility failed to assure the batteries in two
smoke detectors were changed in order to
maintain an operational fire alarm system at all
times. The facility's smoke detectors were wired
for power and used batteries for back up power.
In the event of a power outage, there would not
be a working fire alarm system in place.
Additionally, there was one resident who resided
in the facility who was not ambulatory without
extensive assistance from staff and could not
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evacuate independently in the event of a fire. The
failure of the facility to assure an operational fire
alarm system was maintained placed all
residents at substantial risk for serious physical
harm and neglect. This non-compliance
constitutes a Type A2 Violation.

Review of the Plan of Protection (POP) dated
11/08/17 and POP addendum dated 11/09/17
submitted by the facility revealed:

-All batteries in the smoke detectors would be
replaced within 24 hours.

-If replacing the batteries did not solve the issue,
the smoke detectors would be serviced.

-Extra batteries would be kept in stock at the
facility for staff and/or the Administrator's family
member to change the batteries when needed.
-A walk through would be completed by the Office
Manager or Administrator monthly within the first
5 working days of the month.

THE CORRECTION DATE FOR THIS TYPE A2
VIOLATION SHALL NOT EXCEED DECEMBER
9, 2017.

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

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

(e) There shall be at least four rehearsals of the
fire evacuation plan each year. Records of
rehearsals shall be maintained and copies
furnished to the county department of social
services annually. The records shall include the
date and time of the rehearsals, staff members
present, and a short description of what the
rehearsal involved.
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This Rule is not met as evidenced by:

Based on interviews and record reviews, the
facility failed to assure fire evacuation plans,
including fire drills, were rehearsed at least four
times yearly.

The findings are:

Confidential interview with a resident revealed:
-The resident had never participated in a fire drill
and there had not been any fire drills conducted
during the time the resident had lived in the
facility.

-If there was a fire, the resident would leave and
walk across the street.

Confidential interview with a second resident
revealed:

-There had never been a fire drill at the facility.
-If there was a fire, the resident would get out of
the facility.

Confidential staff interview revealed:

-The staff had not observed a fire drill at the
facility.

-The staff did not know how often fire drills were
conducted or who was responsible for conducting
the fire drills.

Confidential interview with a second staff
revealed:

-The staff had never observed or conducted a fire
drill at the facility.

-The staff was "unsure" who would be
responsible for conducting fire drills at the facility.

Telephone interview with the Office Manager
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(OM) on 11/09/17 at 8:44am revealed:

-Fire drills were supposed to be conducted at
least quarterly.

-The facility had a written schedule for fire drills
which contained documentation of the fire drills
being conducted.

-A (named) staff, who no longer worked at the
facility, conducted the last fire drill in the facility in
August 2017.

-She would fax a copy of the fire drill
schedule/documentation.

Review of the "Fire Drill Report" received by fax
from the OM on 11/09/17 revealed:

-"House 3" was handwritten at the top of the form.
-There was documentation of fire drills being
conducted on 2/12/17 at 7:15am, 05/14/17 at
10:00pm, and 08/13/17 at 4:00pm. (The dates of
the documented fire drills were for dates that the
interviewed residents and/or interviewed staff had
been at the facility).

-The date documented for the next scheduled fire
drill was 11/12/17.

Review of a "Fire Drill Report" located in the
facility on 11/07/17 revealed:

-The dates of the documented fire drills matched
the dates on the Fire Drill Report received by fax
from the OM, but the times documented on the
Fire Drill Report did not match the times on the
Fire Drill Report received by fax from the OM.
-There was documentation of fire drills being
conducted on 2/12/17 at 7:00pm, 05/14/17 at
7:08pm, and 08/13/17 at 4:02pm. (The dates of
the documented fire drills were for dates that the
interviewed residents and/or interviewed staff had
been at the facility).

-The date documented for the next scheduled fire
drill was 11/12/17.
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Telephone interview with the Administrator on
11/08/17 at 3:37pm revealed:

-Fire drills were supposed to be conducted
"monthly."

-All staff were trained upon hire to conduct the fire
drills monthly on each shift.

-The monthly fire drills were supposed to be
documented on a sheet and kept in the facility.
-She expected staff to complete the fire drills
once a month on each shift and document the fire
drill results on the sheet.

-If two staff and two residents had reported they
had not participated in a fire drill, then staff must
not be conducting the fire drills.

Refer to Tag C0097 10A NCAC 13G. 0316(b) Fire
Safety and Disaster Plan.

C 102 10ANCAC 13G .0317 (a) Building Service C 102
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:
TYPE B VIOLATION

Based on observations and interviews, the facility
failed to assure the plumbing in the residents’
bathroom and the electrical equipmentin 1 of 4
resident bedrooms and the residents' bathroom
was maintained in safe operating condition.
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The findings are:

1. Confidential resident interviews revealed:

-The facility had two bathrooms: one bathroom
was for resident use and the second bathroom
was for staff use.

-For months, the plumbing in the residents’
bathroom had been leaking.

-There was a leak in the bath tub/shower and a
second leak underneath the sink (vanity).

-When the residents showered, water leaked onto
the floor.

-Staff were aware of the leak because "water
goes everywhere" when the shower was turned
on.

-"Somebody is going to fall."

-The shower had been leaking for "5 months" and
there had been a bucket underneath the sink to
catch leaking water for 3 or 4 months.

-The water pressure in the shower was low
because of the leak.

-Residents could not shower or bathe due to the
low water pressure and water went everywhere
and made a mess when the shower was turned
on.

-The Office Manager (OM) was made aware of
the leaking shower by a (named) staff member 5
to 6 months ago.

-The Administrator was probably aware of the
leaks, but the resident was not sure if she was
aware.

-Nothing was done to repair the plumbing/water
leaks until "the other day" (11/06/17).

-The plumbing should have been repaired when it
first started leaking instead of waiting for months
to get somebody to check on it and fix it, because
the residents did not have a usable shower.

Confidential staff interviews revealed:
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-The residents used the bathroom in the main hall
and the second bathroom was for staff use.

-Staff noticed and residents mentioned the
plumbing in the residents' tub/shower leaked from
behind the wall.

-A staff did not know how long the water had been
leaking from the tub/shower.

-The Administrator and OM were aware of the
condition of the residents' bathroom.

-A staff noticed "last week" that the shower/tub
was leaking.

-A (named) resident saw the staff cleaning water
off the floor and said it had been leaking for "a
while."

-A staff noticed a leak undet the bathroom sink
and placed a bucket underneath the pipe to catch
the water.

-A resident told a staff member the bathroom sink
was leaking; the staff noticed a bucket
underneath the sink that was "catching water";
the bucket was full of water.

-A staff was not aware of the leaking plumbing
until last week; the staff did not report it because
the (named) resident said the OM was aware.

-A staff had member had reported the leaking
shower to the OM on 11/03/17.

Observation of the residents' bathroom on
11/07/17 at 2:19pm revealed there was an empty
black plastic trash can under the main drain pipe
inside the sink vanity cabinet.

Observation of the residents' bathroom on
11/07/17 at 3:35pm revealed:

-There were no plumbing leaks observed when
the shower and sink water were turned on.
-The water pressure at the shower appeared
normal.

Telephone interview with the Landlord on
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11/07/17 at 5:12pm revealed:

-She was first notified by the facility of a water
leak in the main bathroom (resident's bathroom)
on 11/03/17 and had a plumber go to the facility
over the weekend to make repairs.

-The plumber went to the facility on 11/05/17, but
did not have what was needed to repair the leak
and returned to the facility on 11/06/17 to make
the repair.

-When the plumber was in the facility on
11/05/17, he noted the bathroom floor was
"saturated" with water due to a water leak at the
tub/shower.

-The plumber said the leak at the bath tub had
been that way for a "long time" and there was "no
way nobody saw the leak."

-While the plumber was there fixing the tub leak,
staff told him that there was also a leak
underneath the bathroom sink.

-The plumber checked the plumbing under the
bathroom sink and noted a bucket underneath
the sink that was "overflowing" with water; he also
repaired the sink leak on 11/06/17.

-The facility had not notified the Landlord of the
leak at the sink and only notified the plumber
when he was there.

-A (named) staff had been good about notifying
her of issues or concerns that needed to be
repaired, but that staff did not work there
anymore.

-She would go to the facility the next day
(11/08/17) to conduct a walk-through of the
facility.

-The facility was responsible for notifying the
Landlord when/if repairs were needed; she could
not make repairs if she was not aware.

Telephone interview with the Administrator on
11/08/17 at 3:37pm revealed:
-The facility Landlord was prompt to respond
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when repairs were needed.

-The process for repairs was: the OM or her
notified the Landlord; the Landlord would "get
right on it" to get the problem fixed.

-Staff first reported the leak in the residents'
bathroom tub/shower to the OM on 11/03/17; the
OM called the Landlord that day.

-Staff failed to report the leaks to her or the OM
prior to 11/03/17.

-She expected staff to report any problems; staff
had her and the OM's telephone number.

-If staff had reported the leaks before 11/03/17,
the leaks could have been fixed and not went on
for months.

-The leaks were repaired on 11/06/17.

2. A. Observation on 11/07/17 at 8:00am revealed
the light fixture in the shared residents' bathroom
did not have a cover, exposing the light bulb.

Confidential resident interview revealed the light
fixture in the residents' bathroom did not have a
cover; it had "always" been that way.

Confidential staff interview revealed the staff had
not noticed the bathroom light fixture did not have
a cover.

Confidential interview with a second staff
revealed the bathroom light fixture was just a bulb
without a cover; the staff did not know how long it
had been that way.

Telephone interview with the Landlord on
11/07/17 at 5:12pm revealed the light fixture in
the bathroom used to have a cover; she did not
know the cover was missing.

Telephone interview with the Administrator on
11/08/17 at 3:37pm revealed she was not aware
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the light fixture did not have a cover on it.

B. Confidential resident interview revealed:

-The ceiling fan in one of the residents' bedrooms
did not work.

-The facility did not have a maintenance person
to fix things that needed to be repaired.

-It got hot in the resident bedrooms (over 80
degrees) even with the windows open and the
ceiling fans were needed to cool the rooms.

Observation of resident room 1 on 11/07/17 at
2:20pm revealed:

-There was a ceiling fan with a light fixture
attached.

-The light fixture was operational; the ceiling fan
did not work.

Telephone interview with the Landlord on
11/07/17 at 5:12pm revealed:

-She was not aware of any problems with the
ceiling fan.

-The facility had not reported any problems with
the ceiling fan.

-The facility was responsible for notifying her of
any concerns or repairs needed; she could not
make repairs if she was not notified.

Telephone interview with the Administrator on
11/08/17 at 3:37pm revealed:

-She was not aware the ceiling fan did not work.
-She would contact the Landlord to have the item
checked.

The facility failed to assure the plumbing in the
residents' bathroom was maintained in a safe and
operating condition and failed to report water
leaks to the Landlord in a timely manner so the
leaks could be repaired resulting in low water
pressure which affected the residents' ability to
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bathe or shower without difficulty and created a
safety risk, as water leaked onto the floors when
the shower was turned on, causing damage to
the floor. The facility's failure was detrimental to
the welfare and safety of the residents which
constitutes a Type B Violation.

Review of the Plan of Protection (POP) dated
11/08/17 and POP addendum dated 11/09/17
submitted by the facility revealed:

-The plumbing leaks were repaired on 11/06/17.
-The Administrator would conduct a weekly walk
through to inspect.

-All staff would notify the Office Manager (OM) or
Administrator of any repairs as needed; the OM
or Administrator would notify the Landlord.

THE CORRECTION DATE FOR THIS TYPE B
VIOLATION SHALL NOT EXCEED DECEMBER
24, 2017.

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

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:

Based on observations and interviews, the facility
failed to assure the outside premises to include
windows, the storm door, light fixture, and siding
was maintained in clean and safe condition.

The findings are:
Observation on 11/07/17 at 7:20am revealed:

-The light fixture over the exterior front door did
not have a cover, exposing the bulb.
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-The storm door did not have a handle; there
were three round holes where the handle should
be.

-The storm door was difficult to open due to the
lack of a handle.

Observation on 11/07/17 at 9:40am revealed the
Administrator's family member was at the facility
working outside.

Observation on 11/07/17 at 12:09pm revealed
there was a handle attached to the front, exterior
storm door.

Observation on 11/07/17 at 2:25pm revealed:
-The edges of the bay window were warped in
two places on the bottom of the window.

-The window located on the right side of the front
door had wide, clear, adhesive tape across the
entire length of the bottom of the window,
appearing to hold it in place.

-The screen on one of the front windows was
bent at the bottom, creating a small gap; the
window was open.

-The siding on all sides had black colored stains.

Confidential resident interviews revealed:

-The outdoor light fixture had always been without
a cover.

-The front storm door had "never" had a handle.
-You had to put one of your fingers in one of the
holes to open the front storm door.

-"You would think they would get the door handle
fixed so it was easier to get in without anybody
falling."

-A resident had not noticed any problems with any
of the windows.

-The residents denied complaints about the
cleanliness of the outside premises.
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Confidential staff interview revealed:

-The front storm door handle had been missing
the entire time the staff had worked there.

-The staff did not know how long the outdoor light
fixture had been without a cover.

-No resident had ever complained about the
outside premises to the staff member.

Confidential interview with a second staff
revealed:

-The staff had not noticed the windows or the
outside light fixture missing the cover.

-The staff did not "pay attention" to the house.
(The staff did not notice if the outisde premesis
was kept clean and in safe condition).

-The storm door handle had been missing for at
least one month.

Telephone interview with the Landlord on
11/07/17 at 5:12pm revealed:

-She did not know there was tape on one of the
windows or the bay window had the warped
areas.

-She did not know what happened to the
windows.

-She would expect the facility to notify her about
the windows

-She had already scheduled someone to
pressure wash the siding.

-She was not aware the storm door handle had
been missing and the light fixture cover was
missing.

-The process for repairs was: the facility was
supposed to notify her by phone or text of any
concerns or problems and she would have it
checked out.

-She could not make repairs if she was not
aware.

Telephone interview with the Administrator on
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11/07/17 at 3:50pm revealed:

-She did not know how long the storm door knob
had been missing.

-Her family member had fixed the door handle; if
staff would have reported the missing handle, it
would have been fixed when it was reported.

Telephone interview with the Administrator on
11/08/17 at 3:37pm revealed:

-The facility Landlord was prompt to respond
when repairs were needed.

-The process for repairs was: the Office Manager
(OM) or her notified the Landlord; the Landlord
would "get right on it" to get the problem fixed.
-Her family member assisted at the facility with
small repairs and keeping the outside clean.
-She was not aware of any problems with the
windows; she would contact the Landlord to
check the windows.

-She did not know how long the light fixture cover
and door knob had been missing.

-Staff should have called the OM or her when
they saw the items were missing.

-The facility was responsible for keeping the
outside clean and for notifying the Landlord of any
needed repairs.

C 145 10A NCAC 13G .0406(a)(5) Other Staff C 145
Qualifications

10A NCAC 13G .0406 Other Staff Qualifications
(a) Each staff person of a family care home
shall:

(5) have no substantiated findings listed on the
North Carolina Health Care Personnel Registry
according to G.S. 131E-256;

Division of Health Service Regulation
STATE FORM 6899 HRNR11 If continuation sheet 33 of 84



PRINTED: 12/01/2017

FORM APPROVED
Division of Health Service Regulation
STATEMENT OF DEFICIENCIES (X1) PROVIDER/SUPPLIER/CLIA (X2) MULTIPLE CONSTRUCTION (X3) DATE SURVEY
AND PLAN OF CORRECTION IDENTIFICATION NUMBER: ) COMPLETED
A. BUILDING:
FCL082028 B. WING 11/09/2017
NAME OF PROVIDER OR SUPPLIER STREET ADDRESS, CITY, STATE, ZIP CODE
100 W MAGNOLIA / LISHON ROAD
SERENITY FAMIY CARE HOME # 3
ROSE HILL, NC 28458
(X4) ID SUMMARY STATEMENT OF DEFICIENCIES D PROVIDER'S PLAN OF CORRECTION (X5)
PREFIX (EACH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX (EACH CORRECTIVE ACTION SHOULD BE COMPLETE
TAG REGULATORY OR LSC IDENTIFYING INFORMATION) TAG CROSS-REFERENCED TO THE APPROPRIATE DATE

DEFICIENCY)

C 145 | Continued From page 33 C 145

This Rule is not met as evidenced by:

Based on interviews and record reviews, the
facility failed to assure 3 of 4 staff sampled (A, B,
and D) had no substantiated findings on the North
Carolina Health Care Personnel Registry (HCPR)
prior to working in the facility.

The findings are:

1. Review of Staff A's personnel record revealed:
-The hire date was documented as 02/27/17.
-Staff A's position was not documented.

-There was documentation of an HCPR inquiry
dated 03/29/17 with no substantiated findings.

Interview with the Office Manager (OM) on
11/07/17 at 8:45am revealed:

-Staff A was hired 02/27/17 as a Personal Care
Aide (PCA) and Medication Aide (MA).

-Staff A probably had another HCPR inquiry
completed prior to 03/29/17, but she would have
to find that documentation.

Staff A was not available for interview on
11/07/17.

No additional documentation was received from
the facility related to HCPR inquiries for Staff A
dated prior to 03/29/17.

Refer to the interview with the OM on 11/07/17 at
8:49am.

Refer to the telephone interview with the
Administrator on 11/08/17 at 3:37pm.

2. Review of Staff B's personnel record revealed:
-Staff B's hire date was documented as 10/02/17.
-Staff B's position was not documented.

-There was documentation of an HCPR inquiry
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dated 11/06/17 with no substantiated findings.

Staff B was not available for interview on
11/07/17.

Refer to the interview with the Office Manager
(OM) on 11/07/17 at 8:49am.

Refer to the telephone interview with the
Administrator on 11/08/17 at 3:37pm.

3. Review of Staff D's personnel record revealed:
-Staff D's hire date and position were not
documented.

-There was documentation of an HCPR inquiry
dated 10/23/17 with no substantiated findings.

Interview with the Office Manager (OM) on
11/07/17 at 8:45am revealed:

-She was not sure what Staff D's hire date was;
she would check and fax the information.

-Staff D was employed as a Personal Care Aide
(PCA) and Medication Aide (MA).

-There had been a HCPR inquiry for Staff D
completed prior to 10/23/17, but she had to
"re-run" the inquiry because another staff had
"messed it up."

Review of documentation received from the
facility by fax on 11/08/17 at 11:05am revealed
Staff D's hire date was documented as 09/18/17.

Staff D was not available for interview on
11/07/17.

Refer to the interview with the OM on 11/07/17 at
8:49am.

Refer to the telephone interview with the
Administrator on 11/08/17 at 3:37pm.
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Interview with the OM on 11/07/17 at 8:49am
revealed:

-There was a staff member who had worked in
the office and assisted with staff records.

-HCPR inquiries were usually completed at the
time of hire but some of them had been "lost" (by
the staff member who was let go) and had to be
"re-done"

-She and the Administrator were responsible for
staff records and credentials.

Telephone interview with the Administrator on
11/08/17 at 3:37pm revealed:

-The HCPR inquiries were supposed to be done
before the staff started to work to make sure they
had no findings.

-HCPR inquiries were usually completed by her or
the OM within a day or two of the staff beginning
work.

-Some of the HCPR inquiries had been lost or
misplaced and were re-done.

-She would make sure the HCPR inquiries were
completed upon hire in the future and
documentation was kept in the staffs' records.

C 147) 10A NCAC 13G .0406(a)(7) Other Staff C 147
Qualifications

10A NCAC 13G .0406 Other Staff Qualifications
(a) Each staff person of a family care home
shall:

(7) have a criminal background check in
accordance with G.S. 114-19.10 and G.S.
131D-40;

This Rule is not met as evidenced by:
TYPE B VIOLATION
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Based on observation, record reviews, and
interviews, the facility failed to assure 2 of 4
sampled staff (A and C) had a criminal
background screening completed in accordance
with G.S. 131D-40 and G.S. 114-19.10 upon hire.

The findings are:

1. Review of Staff A's personnel record revealed:
-Staff A's hire date was documented as 02/27/17.
-Staff A's position was not documented.

-There was documentation of a county-wide
criminal background screening dated 03/06/17.
-There was no documentation of a state-wide
criminal background screening in the record.

Interview with the Office Manager (OM) on
11/07/17 at 8:45am revealed:

-Staff A was hired 02/27/17 as a Personal Care
Aide (PCA) and Medication Aide (MA).

-Staff A had not had a state wide criminal
background screening completed; she only had
the county screening.

-The facility had only been completing the
county-wide criminal background screening in the
past (no date provided), but then started doing
the state wide screenings (no date provided).
-Staff A's criminal background screening had not
been updated to state-wide yet.

-She and the Administrator were responsible for
staff records and credentials.

Staff A was not available for interview on
11/07/17.

Telephone interview with the Administrator on
11/08/17 at 3:37pm revealed:

-She and the OM were responsible for staff
records and credentials.

-Criminal background screenings were usually
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completed within a day or two of the staff being
hired.

-The facility used to only do only county wide
criminal background screenings, but had started
doing the state-wide screenings which was why
some staff's screenings were dated later than
their hire date. (No dates provided).

-The state wide screenings had been started after
she spoke with a (named) staff member of the
Adult Care Licensure Section's office.

-Staff A had a state wide criminal background
screening completed; she would fax or email a
copy of the state-wide screening,

Documentation of a state-wide criminal
background screening was not received for Staff
A prior to the end of the survey.

2. Review of Staff C's personnel record revealed:
-Staff C's hire date was documented as 03/29/17;
the staff's position was not documented.

-There was no documentation of a criminal
background screening in the record.

Observation on 11/07/17 at 8:49am revealed the
Office Manager (OM) looked through Staff C's
record for documentation of a criminal
background screening.

Interview with the OM on 11/07/17 at 8:49am
revealed:

-Staff C was hired 03/29/17 at a Personal Care
Aide (PCA) and Medication Aide (MA).

-She did not see documentation of Staff C's
criminal background screening in her record.
-There was a staff member who had worked in
the office and assisted with staff records.

-She and the Administrator were responsible for
staff records and credentials.

-She would look for Staff C's state-wide criminal

Division of Health Service Regulation
STATE FORM 6899 HRNR11 If continuation sheet 38 of 84



PRINTED: 12/01/2017

FORM APPROVED
Division of Health Service Regulation
STATEMENT OF DEFICIENCIES (X1) PROVIDER/SUPPLIER/CLIA (X2) MULTIPLE CONSTRUCTION (X3) DATE SURVEY
AND PLAN OF CORRECTION IDENTIFICATION NUMBER: ) COMPLETED
A. BUILDING:
FCL082028 B. WING 11/09/2017
NAME OF PROVIDER OR SUPPLIER STREET ADDRESS, CITY, STATE, ZIP CODE
100 W MAGNOLIA / LISHON ROAD
SERENITY FAMIY CARE HOME # 3
ROSE HILL, NC 28458
(X4) ID SUMMARY STATEMENT OF DEFICIENCIES D PROVIDER'S PLAN OF CORRECTION (X5)
PREFIX (EACH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX (EACH CORRECTIVE ACTION SHOULD BE COMPLETE
TAG REGULATORY OR LSC IDENTIFYING INFORMATION) TAG CROSS-REFERENCED TO THE APPROPRIATE DATE

DEFICIENCY)

C 147 | Continued From page 38 C 147

background screening and fax it if she found it.

Staff C was not available for interview on
11/07/17.

Review of documentation received from the
facility by fax dated 11/08/17 at 11:03am revealed
there was documentation of an electronic
state-wide criminal background screening for
Staff C with an "order date" documented as
11/08/17.

Telephone interview with the Administrator on
11/08/17 at 3:37pm revealed:

-Staff C had the state-wide criminal background
screening in the past but the OM had "misplaced"
some of the documentation related to some
staffs' qualifications.

-She (the Administrator) tried to "reprint" Staff C's
criminal background screening today (11/08/17).
-When advised that a review of the
documentation received by fax from the facility
indicated Staff C's criminal background screening
had an order date of 11/08/17, the Administrator
said she had not been able to locate or reprint
Staff C's previous criminal background screening,
so she ordered a new one today (11/08/17).

The facility failed to to assure 2 of 4 staff sampled
had a state-wide criminal background screening
completed upon hire which resulted in the facility
being unaware of any findings that could be
detrimental to the welfare and safety of the
residents. This non-compliance constitutes a
Type B Violation.

Review of the Plan of Protection (POP) dated
11/08/17 and POP addendum dated 11/09/17
submitted by the facility revealed:

-The Administrator would make sure criminal
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background checks were completed prior to hire.
-In the future, copies of the criminal background
screenings would be kept on a memory stick in
case files got misplaced.

THE CORRECTION DATE FOR THIS TYPE B
VIOLATION SHALL NOT EXCEED DECEMBER
24, 2017.

C 185 10ANCAC 13G .0601(a) Management and Other C 185
Staff

10A NCAC 13G .0601Mangement and Other
Staff

(a) A family care home administrator shall be
responsible for the total operation of a family care
home and shall also be responsible to the
Division of Health Service Regulation and the
county department of social services for meeting
and maintaining the rules of this Subchapter.
The co-administrator, when there is one, shall
share equal responsibility with the administrator
for the operation of the home and for meeting
and maintaining the rules of this Subchapter.
The term administrator also refers to
co-administrator where it is used in this
Subchapter.

This Rule is not met as evidenced by:
TYPE A2 VIOLATION

Based on observations, interviews, and record
reviews, the Administrator failed to assure the
overall management, operations, and policies and
procedures of the facility were developed and
implemented to maintain substantial compliance
with the rules and statutes governing family care
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homes as related to licensed capacity, fire safety
and disaster plan, other staff qualifications,
Medication Aide training and competency,
medication administration, health care, resident
assessment, accounting for resident's personal
funds, nutrition and food service, activities,
outside premises, housekeeping and furnishings,
and building service equipment, all of which are
the responsibility of the Administrator. The
Administrator also failed to assure there was an
operational clothes dryer for laundering residents’
clothing and that staff were available and on duty
at the facility for two residents who did not attend
a day program.

The findings are:

Confidential resident interviews revealed:

-Two residents who did not go to the day program
were made to go to another facility (licensed by
the Administrator) because "they refuse to open
this house during the day because they don't
want to pay" staff to stay with the residents who
did not go to the day program.

-Residents who did not go to a day program had
"nowhere else to go" and sometimes had to go
with staff to other residents' appointments; the
residents did not want to do that.

-The Administrator was in the facility one time a
month to bring groceries.

-There had been a water leak in the resident's
bathroom for 5 months that nobody would get
repaired.

-The facility had been without a clothes dryer for a
month; nobody would tell the residents if the dryer
was going to be repaired.

-A resident had to put up a clothes line for the
resident to dry their clothing; the residents did not
like drying their clothes on the line outside.
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Confidential staff interviews revealed:

-The Administrator was "in and out" of the facility
and did not have a set schedule.

-One staff "never" saw the Administrator and did
not know how often she was at the facility.
-There was an Office Manager (OM) who went to
the three houses at least once a week.

-The Administrator was available by telephone 24
hours and day, 7 days per week.

-The Administrator frequently changed her
telephone number and did not want the residents
to have her number; staff had the Administrator's
telephone number.

-The facility did not have a dryer to dry the
residents clothing.

-Two of the residents who did not go to a day
program went to another facility during the day
(Monday-Friday) because there was no staff at
the facility during those hours.

-"This house is closed during the day because
most (of the residents) go to a day program."
-On 11/07/17, two residents were going with a
staff member who had to take a resident who
lived at another facility to a doctor's appointment.

Observations on 11/07/17 at 7:15am-4:15pm
revealed:

-At 7:50am, Resident #1 and Resident #3 left with
a staff member to go to an appointment of a
(named) resident who resided at another facility.
-At 7:58am, the three other residents got in a van
for transportation to a day program.

-At 2:50pm, the two residents and staff member
were back in the facility from the other resident's
appointment.

-At 3:15pm, the three other residents were at the
facility after having returned from the day
program.

Telephone interview with the Administrator on
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11/08/17 at 3:37pm revealed:

-She may have not been checking on things as
much as she should; she "pays staff to do their
job and they don't always do it."

-Staff had not been reporting items that needed
repair to her or the OM like they should.
-Residents who did not go to a day program went
to another facility (that was not over the maximum
licensed operating capacity) or sometimes to
appointments with staff.

-Nobody had refused or voiced complaints about
going to the other facility or with staff to
appointments.

-Residents could refuse to go to the other facility;
"we can't make them go."

-The residents were aware they could refuse.

-If a resident refused, a staff member would be
called to sit with the resident.

-The dryer had been broken for about one week;
a staff texted her that it was not working on
10/31/17.

-It took a few days to get the dryer looked at; after
the dryer was looked at, she was notified it was
going to cost more to repair it than getting a
different one.

-A dryer was taken to the facility on 11/07/17.
-The OM was at the facility every day.

-She (the Administrator) was at the facility 3 or 4
times a week and was available by phone at all
times.

-Staff had her (the Administrator's) telephone
number and could always get in touch with her.

Non-compliance was identified in the following
rule areas:

1. Based on observation and interviews, the
facility failed to assure a working fire alarm
system was maintained at all times as evidenced
by failing to change the batteries in two smoke
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detectors. [Refer to Tag C0097 10A NCAC 13G.
0316(b) Fire Safety and Disaster Plan (Type A2
Violation)].

2. Based on observations, interviews, and record
reviews, the facility failed to assure one resident's
(#4) ambulatory status and evacuation
capabilities were in accordance with the current
license issued by the Division of Health Service
Regulation (DHSR). [Refer to Tag C0007 10A
NCAC 13G. .0206 Capacity (Type B Violation)].

3. Based on observations and interviews, the
facility failed to assure the residents' bathroom
was free of hazards as evidenced by areas of the
bathroom floor being soft, spongy, and moving
when walked upon and the common living room,
sunroom, and residents' bathroom were kept
clean. [Refer to Tag C0078 10A NCAC 13G.
0315(a)(5) Housekeeping and Furnishings (Type
B Violation)].

4. Based on observations and interviews, the
facility failed to assure the plumbing in the
residents' bathroom and the electrical equipment
in 1 of 4 resident bedrooms and the residents’
bathroom was maintained in safe operating
condition. [Refer to Tag C0102 10A NCAC 13G.
0317(a) Building Service Equipment (Type B
Violation)].

5. Based on observation, record reviews, and
interviews, the facility failed to assure 2 of 4
sampled staff (A and C) had a criminal
background screening completed in accordance
with G.S. 131D-40 and G.S. 114-19.10 upon hire.
[Refer to Tag C0147 10A NCAC 13G. 0406(a) (7)
Other Staff Qualifications (Type B Violation)].

6. Based on observations, record reviews, and

Division of Health Service Regulation
STATE FORM 6899 HRNR11 If continuation sheet 44 of 84



PRINTED: 12/01/2017

FORM APPROVED
Division of Health Service Regulation
STATEMENT OF DEFICIENCIES (X1) PROVIDER/SUPPLIER/CLIA (X2) MULTIPLE CONSTRUCTION (X3) DATE SURVEY
AND PLAN OF CORRECTION IDENTIFICATION NUMBER: ) COMPLETED
A. BUILDING:
FCL082028 B. WING 11/09/2017
NAME OF PROVIDER OR SUPPLIER STREET ADDRESS, CITY, STATE, ZIP CODE
100 W MAGNOLIA / LISHON ROAD
SERENITY FAMIY CARE HOME # 3
ROSE HILL, NC 28458
(X4) ID SUMMARY STATEMENT OF DEFICIENCIES D PROVIDER'S PLAN OF CORRECTION (X5)
PREFIX (EACH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX (EACH CORRECTIVE ACTION SHOULD BE COMPLETE
TAG REGULATORY OR LSC IDENTIFYING INFORMATION) TAG CROSS-REFERENCED TO THE APPROPRIATE DATE

DEFICIENCY)

C 185| Continued From page 44 C 185

interviews, the facility failed to administer
medications as ordered for 2 of 4 sampled
residents (#1, #2), including a delay starting an
antibiotic (#1), and missed hormone injections
(#2). [Refer to Tag C0330 10A NCAC
13G.1004(a) Medication Administration (Type B
Violation)].

7. Based on observations and interviews, the
facility failed to assure the walls were kept clean
and in good repair in 1 of 4 resident bedrooms,
the residents' shared bathroom, dining room,
kitchen, and common hallway. [Refer to Tag
C0074 10A NCAC 13G. 0315(a)(1)
Housekeeping and Furnishings].

8. Based on observations and interviews, the
facility failed to assure 4 of 4 resident bedrooms
had at least one comfortable chair for residents’
use. [Refer to Tag C0074 10A NCAC 13G.
0315(b)(5) Housekeeping and Furnishings].

9. Based on interviews and record reviews, the
facility failed to assure fire evacuation plans,
including fire drills, were rehearsed at least four
times yearly. [Refer to Tag C0100 10A NCAC
13G. 0316(e) Fire Safety and Disaster Plan].

10. Based on observations and interviews, the
facility failed to assure the outside premises to
include windows, the storm door, light fixture, and
siding was maintained in clean and safe
condition. [Refer to Tag C0112 10A NCAC 13G.
0318(a) Outside Premises].

11. Based on interviews and record reviews, the

facility failed to assure 3 of 4 staff sampled (A, B,
and D) had no substantiated findings on the North
Carolina Health Care Personnel Registry (HCPR)
prior to working in the facility.[Refer to Tag C0145
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10A NCAC 13G. 0406(a) (5) Other Staff
Qualifications].

12. Based on observations, record reviews, and
interviews, the facility failed to assure a referral to
the primary care provider (PCP) was made for 1
of 1 sampled resident (#4) within 10 days of a
change in ambulatory status. [Refer to Tag C0234
10A NCAC 13G. 0801(d) Resident Assessment].

13. Based on record reviews and interviews, the
facility failed to implement physician's orders for 1
of 1 sampled resident (#1) for daily and weekly
blood pressure checks. [Refer to Tag C0249 10A
NCAC 13G. 0902(c)(3)(4) Health Care].

14. Based on observations and interviews, the
facility failed to assure the kitchen range hood,
oven, and refrigerator were kept clean. [Refer to
Tag C0256 10A NCAC 13G. 0904(a)(1) Nutrition
and Food Service].

15. Based on observations and interviews, the
facility failed to develop an activity program that
promoted active involvement for all 5 residents
who resided in the facility. [Refer to Tag C0288
10A NCAC 13G. 0905(a) Activities Program].

16. Based on record reviews and interviews, the
facility failed to accurately account for and
maintain a record of the residents' personal funds
transactions to include credit transactions, debits
for pharmacy payments, and balances, and failed
to ensure monies deducted monthly from the
personal funds for pharmacy payments were paid
monthly to the contracted pharmacy provider for 3
of 3 residents sampled (#2, #3, #4). [Refer to Tag
C0399 10A NCAC 13G. 1103(c) Accounting for
Residents Personal Funds].
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17. Based on record reviews and interviews, the
facility failed to assure 1 of 3 Medication Aides
sampled (Staff A) hired on or after 10/01/13
completed the medication administration written
examination within 60 days of hire.[Refer to Tag
C0935 G.S. 131D-4.5 B(b) Medication Aides
Training and Competency].

The Administrator failed to assure medications
were administered as ordered to 2 of 4 resident
sampled resulting in Resident #2 having fatigue,
appetite changes, and sleep disturbances after
missed hormone injections and resulting in a
delay in Resident #1 receiving an antibiotic for a
diagnosis of a urinary tract infection; there was a
working fire alarm system in place at all times in
the event of a fire; assure compliance was
maintained with the facility's current license
capacity for 5 ambulatory residents resulting in
Resident #4 who had cognitive and ambulatory
impairments being unable to evacuate the facility
independently in the event of a fire or other
emergency; the bathroom floor was kept in good
repair resulting in a safety hazard; and plumbing
was maintained in a safe operating condition
which affected the residents' ability to shower
without difficulty and created a safety risk, as
water leaked onto the floors when the shower
was turned on. The Administrator's failure placed
all of the residents who resided in the facility at
substantial risk for serious physical harm and
neglect, which constitutes a Type A2 Violation.

Review of the Plan of Protection (POP) dated
11/08/17 and POP addendum dated 11/09/17
submitted by the facility revealed:

-"l, the Admin (Administrator) will be more hands
on instead of relying of (sic) the staff to do their
jobs."

-"l will drop by more often and conduct monthly
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meeting with the residents to see what their
concerns are."

-"The Administrator will be at all the houses
(facilities) to inspect at least once a month."

-A staff meeting would be completed "monthly to
discuss any outstanding issues."

-"The Office Manager will check all houses
(facilities) weekly and ask the residents do they
have any concerns or grievances."

THE CORRECTION DATE FOR THIS TYPE A2
VIOLATION SHALL NOT EXCEED DECEMBER
9, 2017.

C 234/ 10ANCAC 13G .0801(d) Resident Assessment C 234

10A NCAC 13G .0801Resident Assessment

(d) If a resident experiences a significant change
as defined in Paragraph (c) of this Rule, the
facility shall refer the resident to the resident's
physician or other appropriate licensed health
professional such as a mental health
professional, nurse practitioner, physician
assistant or registered nurse in a timely manner
consistent with the resident's condition but no
longer than 10 days from the significant change,
and document the referral in the resident's
record. Referral shall be made immediately when
significant changes are identified that pose an
immediate risk to the health and safety of the
resident, other residents or staff of the facility.

This Rule is not met as evidenced by:

Based on observations, record reviews, and
interviews, the facility failed to assure a referral to
the primary care provider (PCP) was made for 1
of 1 sampled resident (#4) within 10 days of a
change in ambulatory status.
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The findings are:

Review of Resident #4's current FL-2 dated
03/06/17 revealed:

-Diagnoses included chronic paranoid
schizophrenia, hypertension, and mild intellectual
disability.

-The resident was ambulatory and was
intermittently disoriented.

Review of Resident #4's most current
assessment and care plan dated 03/06/17
revealed:

-The resident was intermittently disoriented and
was forgetful; "needs reminders"

-She required limited assistance from staff with
ambulation, eating, and toileting.

-She required extensive assistance with dressing,
grooming, personal hygiene, and transferring.
-She was totally dependent on staff for bathing.
-The care plan was signed by Resident #4's
primary care provider (PCP) and dated 03/06/17.

Observation on 11/07/17 at 7:32am revealed:
-Resident #4 was sitting on the living room sofa.
-She smiled and laughed when spoken to.

-Staff assisted her to get up off of the couch and
walk to the bathroom.

-She had an unsteady gait.

-The staff member entered the bathroom with the
resident.

Observation on 11/07/17 at 7:58am revealed:
-Resident #4 was assisted into the van by one
staff to be transported to a day program.

-The resident was carrying a cane in her hand
which she was not using for assistance with
ambulation.

Interview with a staff member at Resident #4's
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day program on 11/07/17 at 1:00pm

-The resident's ability to walk had "declined" since
June 2017.

-She had a cane but she rarely used it; she
mainly just carried the cane in her hand.

-She was unsteady on her feet and required
assistance with walking and getting on and off the
van used to transport her to and from the day
program.

Observation on 11/07/17 at 1:15pm revealed:
-Resident #4 was sitting in a chair at her day
program holding her cane in her hand.

-The day program staff reminded the resident
several times not to get up and walk without help.

Confidential staff interview revealed:

-Resident #4 required assistance with all activities
of daily living (ADLs) and was "total care."
-Resident #4's ability to walk had been "decaying”
over the last few weeks to a month.

-The resident had "spells" where her legs would
shake and she could not walk, but an hour or two
later, she would walk by herself.

-The staff did not know if Resident #4's PCP was
aware of the changes in her ability to walk.

Confidential interview with a second staff
revealed:

-Three or four months ago, Resident #4 used to
be able to walk but the staff did not know if the
resident could walk now because she had only
seen the resident in a seated position recently.
-The staff did not know the last time Resident #4
went to her PCP, but it was "about time" for her to
have an appointment scheduled with her PCP.

Confidential interview with a third staff revealed
the staff did not know when the last time Resident
#4 went to her PCP or if the PCP was aware the
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resident was having trouble walking.

Review of Resident #4's record to include staff
notes, PCP visit summaries, and orders revealed:
-The last documentation of a PCP visit was dated
06/07/17 for follow up to a rash on her right foot.
-There was no documentation of notification,
referral, or evaluation by the PCP related to the
change in ambulatory status.

Based on observations, record reviews, and
interviews, Resident #4 was not interviewable.

Attempted telephone interview with Resident #4's
guardian on 11/08/17 at 10:40am was
unsuccessful and the message left for the
guardian was not returned by exit.

Telephone interview with a staff member at the
appointment desk of Resident #4's PCP office on
11/08/17 at 10:42am revealed:

-Resident #4 was last seen by the PCP on
07/19/17 for follow up to a hospital visit and had
not been back to the PCP office since that date.
-Prior to the 07/19/17 appointment, Resident #4
was seen by the PCP on 06/07/17.

-Resident #4 had an appointment scheduled with
the PCP for 08/16/17 for "evaluation for a higher
level of care" which was rescheduled by her
caregiver to 08/29/17.

-Resident #4's appointment scheduled for
08/29/17 for "evaluation for a higher level of care
had been "cancelled" by her caregiver from the
facility and had not been rescheduled.

-The resident did not currently have any
appointments scheduled at the PCP's office.

Attempted telephone interview with the
Registered Nurse (RN) at Resident #4's PCP
office on 11/08/17 at 10:45am, 1:21pm, and
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2:00pm was unsuccessful and messages were
not returned by exit.

Telephone interview with the Administrator on
11/08/17 at 3:37pm revealed:

-Resident #4 was "total care" and required
assistance with all activities of daily living.
-Resident #4 could walk but she "stumbles,"
which had been going on for about a year.
-Over the last few months, the resident needed
more help from staff with walking to include
extensive assistance with ambulation such as
assistance getting in and out of the car and help
"maneuvering" around.

-Resident #4's care plan was not correct and
probably needed to be "updated."

-Several months ago, she had spoken with
Resident #4's guardian regarding the potential
need for an increased level of care.

-The guardian had taken Resident #4 to look at
other facilities (no date provided), but the
Administrator never heard anything else after
that.

-Resident #4 has since had a change in her
guardian (no date provided); the new guardian
was not notified of the resident's condition.

-She would assure follow up was completed with
Resident #4's current guardian.

-Resident #4's PCP was aware of the changes to
her ambulation and her current ambulation
status.

-She would assure the (named) staff made
Resident #4 an appointment for evaluation by her
PCP for an updated care plan and evaluation of
her current level of care.

C 249 10A NCAC 13G .0902(c)(3)(4) Health Care C 249

10A NCAC 13G .0902 Health Care
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(c) The facility shall assure documentation of the
following in the resident's record:

(3) written procedures, treatments or orders from
a physician or other licensed health professional;
and

(4) implementation of procedures, treatments or
orders specified in Subparagraph (c)(3) of this
Rule.

This Rule is not met as evidenced by:

Based on record reviews and interviews, the
facility failed to implement physician's orders for 1
of 1 sampled resident (#1) for daily and weekly
blood pressure checks.

The findings are:

Review of Resident #1's current FL-2 dated
09/27/17 revealed:

-Diagnoses included major depressive disorder,
bipolar disease, essential hypertension, sciatica,
and chronic pulmonary obstructive disease
(COPD).

-There was an order for daily blood pressure
checks for 2 weeks then weekly blood pressure
checks.

-Medication orders included Metoprolol 25 mg
daily and Lasix 20mg daily. (Metoprolol is used to
treat high blood pressure and some heart
conditions. Lasix is a diuretic used to treat
swelling and high blood pressure).

Confidential staff interviews revealed:

-Blood pressure checks were documented on the
residents' Medication Administration Record
(MAR).

-The facility had a blood pressure cuff, but
Resident #1's blood pressure was not checked by
staff.

-A staff was not aware of Resident #1's orders for
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blood pressure checks.

Review of Resident #1's September 2017
Medication Administration Record (MAR)
revealed:

-There was no entry for blood pressure checks.
-There were no daily or weekly blood pressure
readings documented on the MAR.

Review of Resident #1's October 2017 MAR
revealed:

-There was no entry for blood pressure checks.
-There were no daily or weekly blood pressure
readings documented on the MAR.

Review of Resident #1's November 2017 MAR
revealed:

-There was no entry for blood pressure checks.
-There were no weekly blood pressure readings
documented on the MAR.

Interview with Resident #1 on 11/07/17 at 3:15pm
revealed:

-She had high and low blood pressure.

-She took medication for high blood pressure.
-Her primary care provider (PCP) was aware; she
thought the PCP changed her medication.

-Staff at the facility had never checked her blood
pressure every day or every week.

-The staff didn't check her blood pressure "often"
and she was unsure the last time staff checked
her blood pressure.

-Her blood pressure was checked at her PCP's
office.

Telephone interview with a Registered Nurse
(RN) at Resident #1's PCP's office on 11/07/17 at
11:10am revealed:

-Resident #1 had a history of hypertension.

-The resident had a history of dizziness and
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syncope which was reported by staff; the PCP
decreased the resident's Metoprolol from 50mg to
25mg and Lasix from 40mg to 20mg to address
her low blood pressure, which was reflected on
her last FL-2 (dated 09/27/17).

-The PCP would consider the orders on the FL-2
for blood pressure checks to still be in effect
because the order had not been discontinued.
-The PCP would expect Resident #1's blood
pressure to be currently checked once a week.

Telephone interview with the Administrator on
11/08/17 at 3:37pm revealed:

-She did not know Resident #1 had orders to
check her blood pressure and was unsure if the
resident's blood pressure was being checked.
-If Resident #1 had an order for blood pressure
checks, she would expect the staff on duty to be
checking the resident's blood pressure.

Telephone interview with the Administrator on
11/09/17 at 9:07am revealed:

-A (named) staff was responsible for assuring
medication orders and other orders were
implemented and documented on the MAR.
-She did not know why staff had not been
checking Resident #1's blood pressure.

-She did not know if staff just missed the order.
-A (named) staff should have seen the order and
wrote it on the resident's MAR.

-She would make sure Resident #1's blood
pressure was checked every week.

C 256| 10ANCAC 13G .0904(a)(1) Nutrition and Food C 256
Service

10A NCAC 13G .0904 Nutrition and Food Service
(a) Food Procurement and Safety in Family Care
Homes:
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(1) The kitchen, dining and food storage areas
shall be clean, orderly and protected from
contamination.

This Rule is not met as evidenced by:

Based on observations and interviews, the facility
failed to assure the kitchen range hood, oven,
and refrigerator were kept clean.

The findings are:

Observation of the kitchen on 11/07/17 at 8:02am
revealed:

-The entire top of the range hood contained gray
colored stains.

-Underneath the range hood, there was rust
colored stains and grease build-up.

-The oven floor, walls, and door had grease
build-up and black, brown, and rust colored
stains.

-The shelves and drawers of the refrigerator
contained food debris, debris of unknown origin,
and fingerprints.

-The grill/vent on the bottom of the refrigerator
below the door had a build-up of dust and other
particles and tan colored stains.

Confidential resident interviews revealed:
-The residents denied complaints about the
cleanliness of the kitchen.

-Staff cleaned the entire facility daily.

Confidential staff interviews revealed:

-There was a written cleaning schedule kept in a
book used by all staff to clean on each shift.
-Staff followed the cleaning schedule and
checked off the schedule when the cleaning was
done.

-The kitchen was cleaned once or twice daily.
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-Staff did not know the last time the inside of the
oven had been cleaned; staff wiped the top of the
stove after cooking.

-Staff did not know the last time the inside of the
refrigerator had been cleaned.

Review of a copy of the cleaning schedule form
revealed:

-There were columns labeled "initial", "date", and
"completed" and fourteen lines with various
cleaning tasks

-There was an entry to clean the kitchen three
times daily (once on each shift) which included
wiping the appliances after meals.

- There was an entry to clean the stove, oven,
and refrigerator once weekly.

Review of a binder identified by staff as the
cleaning schedule book revealed:

-For November 2017, there were completed
cleaning schedule forms dated 11/01/17,
11/02/17, 11/04/17, and 11/05/17.

-There was documentation on the form dated
11/04/17 that the refrigerator had been cleaned.
-There was a single line drawn through the entry
to clean the oven on the forms dated 11/04/17
and 11/05/17; the oven entry was blank on
11/01/17 and 11/02/17.

-Review of the completed cleaning schedule
forms dating back to 10/23/17 revealed there was
no documentation the oven was cleaned; on the
form dated 10/25/17, there was documentation
the stove was cleaned, but not the oven.

Telephone interview with the Administrator on
11/08/17 at 3:37pm revealed:

-There was a written cleaning schedule for all
shifts that all staff were supposed to follow.
-Staff initialed the cleaning schedule after the
areas were cleaned.
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-The kitchen was to be cleaned every day after
meals and per the cleaning schedule.

-She expected the cleaning schedule to be
followed.

-There had been "issues" with staff cleaning like
they were supposed to.

-She would make sure all staff knew the
expectation on cleaning.

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

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:

Based on observations and interviews, the facility
failed to develop an activity program that
promoted active involvement for all 5 residents
who resided in the facility.

The findings are:

Observation on 11/07/17 from 7:15am-12:20pm
and 2:10pm-4:15pm revealed there was an
activity calendar posted on the wall near the
kitchen dated October 2017.

Observation on 11/07/17 from 7:15am-4:15pm
revealed:

-The census was 5 residents.

-At 7:50am, two residents left with a staff member
for an appointment.

-At 7:58am, three residents left for a day program
(transportation was provided by the day program).
-By 3:15pm, all 5 residents had returned to the
facility.

Division of Health Service Regulation
STATE FORM 6899 HRNR11 If continuation sheet 58 of 84



PRINTED: 12/01/2017

FORM APPROVED
Division of Health Service Regulation
STATEMENT OF DEFICIENCIES (X1) PROVIDER/SUPPLIER/CLIA (X2) MULTIPLE CONSTRUCTION (X3) DATE SURVEY
AND PLAN OF CORRECTION IDENTIFICATION NUMBER: ) COMPLETED
A. BUILDING:
FCL082028 B. WING 11/09/2017
NAME OF PROVIDER OR SUPPLIER STREET ADDRESS, CITY, STATE, ZIP CODE
100 W MAGNOLIA / LISHON ROAD
SERENITY FAMIY CARE HOME # 3
ROSE HILL, NC 28458
(X4) ID SUMMARY STATEMENT OF DEFICIENCIES D PROVIDER'S PLAN OF CORRECTION (X5)
PREFIX (EACH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX (EACH CORRECTIVE ACTION SHOULD BE COMPLETE
TAG REGULATORY OR LSC IDENTIFYING INFORMATION) TAG CROSS-REFERENCED TO THE APPROPRIATE DATE

DEFICIENCY)

C 288 | Continued From page 58 C 288

-There were no activities offered or conducted
after the residents returned to the facility.

Confidential resident interviews revealed:
-There were not any daily activities offered; the
resident had never seen and did not know there
was an activity calendar.

-The facility did not have activities; the resident
would like to have activities.

-There was an activity calendar posted, but the
resident did not look at it anymore because the
calendar was not followed.

-Since coming to the live there, a resident had not
seen one single activity posted on the calendar
being conducted.

Confidential staff interview revealed:

-There were no activities offered to the residents
that the staff was aware of.

-One (named) resident liked to help staff cook.
-One (named) resident like to get on his
computer.

-There were no other activities.

Telephone interview with the Administrator on
11/08/17 at 3:37pm revealed:

-A monthly activity calendar was made for each
house and should be posted at the beginning of
the month; staff on duty were responsible for
posting the new monthly calendar.

-The residents did not ever want to do any
activities.

-She gave the example of a parade outing on
11/04/17; no residents wanted to go to the
parade.

-All the residents wanted to do was smoke.
-The activities posted on the calendar were
"probably not" conducted, but she expected staff
to still offer the activities.

-Residents had not mentioned anything specific
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they would like to do for activities.
-She was not aware the activity calendar that was
posted was dated October 2017.

C 330, T0ANCAC 13G .1004(a) Medication C 330
Administration

10A NCAC 13G .1004 Medication Administration
(a) Afamily 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:
TYPE B VIOLATION

Based on observations, record reviews, and
interviews, the facility failed to administer
medications as ordered for 2 of 4 sampled
residents (#1, #2), including a delay starting an
antibiotic (#1), and missed hormone injections
(#2).

The findings are:

1. Review of Resident #1's current FL-2 dated
09/27/17 revealed diagnoses included major
depressive disorder, bipolar disease, essential
hypertension, sciatica, and chronic pulmonary
obstructive disease (COPD).

Review of the Staff Notes for Resident #1 dated
09/18/17 revealed:

-At 8:00am, there was documentation that
Resident #1 ate her breakfast, was "dizzy" and
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required staff assistance.

-From 2:00pm-8:00pm, there was documentation
the resident had been to the hospital emergency
room (ER) and returned at 8:23pm.

Review of a hospital visit summary for Resident
#1 dated 09/18/17 revealed:

-The resident was evaluated and discharged on
09/18/17 for diagnoses including urinary tract
infection (UTI) and bipolar disorder.

-There was a medication order for Ciprofloxacin
500mg twice daily #20. (Ciprofloxacin is an
antibiotic used to treat antibacterial infections
such as UTI).

Review of Resident #1's September 2017
Medication Administration Record (MAR)
revealed:

-There was a handwritten entry for Ciprofloxacin
500mg twice daily for ten days with administration
times of 8:00am and 8:00pm.

-The first dose of Ciprofloxacin was documented
as being administered on 09/21/17 at 8:00am.
-Ciprofloxacin was documented as administered
twice daily for ten days (09/21/17-09/30/17).

Telephone interview with a Pharmacist at the
facility's pharmacy provider on 11/08/17 at
1:06pm revealed:

-The pharmacy received the ordered dated
09/18/17 for Ciprofloxacin 500mg twice daily by
fax on 09/19/17 at 6:33am.

-The pharmacy dispensed twenty Ciprofloxacin
for Resident #1 on 09/19/17.

-The Ciprofloxacin was delivered to the facility's
lock box on 09/19/17 at 11:17pm.

-It was the facility's responsibility to check the
lock box for deliveries.

-There was no indication on the order to delay the
start date of the Ciprofloxacin.
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Interview with Resident #1 on 11/07/17 at 3:15pm
revealed:

-She went to the hospital ER on 09/18/17
because she did not feel good.

-She was dizzy, nauseated, and real sleepy (she
denied having UTI symptoms).

-Staff gave her the antibiotic after the hospital
visit.

-She did not know when she started the antibiotic
but recalled it was within a few days of the ER
visit; she did not know how long she took the
antibiotic.

-She had been given all of the antibiotic like she
was supposed to and followed up with her
physician after the ER visit (no date provided).

Telephone interview with a Registered Nurse
(RN) at Resident #1's primary care provider's
(PCP's) office on 11/07/17 at 11:10am revealed
the PCP would expect the resident to get the
antibiotics ordered for her UTI as ordered, without
delay.

Telephone interview with the Administrator on
11/08/17 at 3:37pm revealed:

-The process for medication orders was for staff
to fax the order to the pharmacy (one specific
staff member usually faxed the orders), the
pharmacy usually delivered the medications later
that same night in the drop box.

-All staff on duty had a key to the lock box and
were expected to check the drop box for
deliveries.

-A (named) staff usually kept up with and knew
when new orders would be coming in and would
write the order on the MAR.

-She expected antibiotics to be started as soon
as they came in from the pharmacy.

-She was not aware there had been a delay in
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Resident #1 receiving her Ciprofloxacin.

A second telephone interview with the
Administrator on 11/09/17 at 9:07am revealed:
-She had spoken with the (named) staff regarding
Resident #1's Ciprofloxacin.

-The staff told her the pharmacy delivered the
Ciprofloxacin on 09/19/17, but it was delivered to
the lock box at one of the Administrator's other
licensed facilities which was located nearby.

-The staff at each location should be checking the
lock boxes daily and somebody should have
found and taken the medication to the facility for
Resident #1.

2. Review of Resident #2's current FL-2 dated
02/21/17 revealed:

-Diagnoses included schizoaffective disorder,
Post-Traumatic Stress Disorder (PTSD), Asthma,
Hypertension (HTN), Hyperlipidemia, Obesity,
Impaired Fasting Glucose, and Acne.
-Medication orders included Depo-Testosterone
200mg/ml (milligrams/milliliter) 1.5ml
intramuscular injection every 2 weeks.
(Depo-Testosterone is used to treat testosterone
deficiency. Testosterone is a hormone secreted
by the body).

Interview with Resident #2 on 11/7/17 at 7:25am
and 7:50am revealed:

-The resident should receive his injection every 2
weeks.

-The resident had not received his injections as
ordered on 2 occasions.

-On one of those occasions, he had to wait 3
weeks before receiving his injection.

-He did not know why his injection was delayed.
-He received his injections at his physician's
office.
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-His last injection was two weeks ago; prior to
that injection, it had been "a while" since he had
an injection.

-He needed the injections.

-When he did not get the injections, he felt "a lot
more tired", could not sleep, and he would want
to eat more.

Telephone interview with the pharmacy on
11/7/17 at 10:25am revealed:

-On 07/26/17, a 2-week supply (2ml) of
Depo-Testosterone was dispensed to the facility.
-On 08/11/17, a 28-day supply (4ml) of
Depo-Testosterone was dispensed to the facility.
(This was enough for 2 injections.)

-On 09/21/17, a 28-day supply (4ml) of
Depo-Testosterone was dispensed to the facility.
-On 10/24/17, a 28-day supply (4ml) of
Depo-Testosterone was dispensed to the facility.
-On 11/07/17, a 28-day supply (4ml) of
Depo-Testosterone was dispensed to the facility.

Telephone interview with the nurse at the primary
care physician's (PCP) office on 11/07/17 at
10:55AM revealed:

-Resident #2 had an order for Depo-Testosterone
200mg/ml 1.5ml (300mg) intramuscular injection
every 2 weeks.

-His last injection for the Depo-Testosterone was
dated 10/25/17.

-His next injection was scheduled for 11/08/17.
-He had received the "injections consistently in
June 2017 and July 2017." Injection dates were
6/01/17, 6/15/17, 6/29/17, 7/13/17, and 7/27/17.
-He missed an injection between 07/27/17 until
8/16/17. (This was 2 weeks and 6 days between
injections.)

-He had received injections at the PCP office on
08/16/17, 08/31/17, 9/27/17, 10/11/17, and
10/25/17.
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-The nurse did not know why Resident #2 missed
his injection between 08/31/17 and 09/27/17.
-The injection may have been missed "because
the prescription ran out, and the resident had to
been seen before the doctor would rewrite the
prescription."

-"The injections were administered every 2 weeks
to maintain the resident's testosterone levels and
to help him feel better, because without the
injections he would be tired."

-The resident's testosterone levels (labs) were
checked every 6 months.

Review of Resident #2's Medication
Administration Record (MAR) for July 2017
revealed:

-There was a typed entry for Testosterone
Cypionate Injection 200mg/ml inject one and
one-half ml (300ml) intramuscularly every 2
weeks. (Testosterone Cypionate is a form of
Depo-Testosterone)

-The medication was not documented as
administered.

Review of Resident #2's MAR for August 2017
revealed:

-There was a typed entry for Testosterone
Cypionate Injection 200mg/ml inject one and
one-half ml (300ml) intramuscularly every 2
weeks.

-The medication was documented as
administered on 8/16/17 and 08/31/17.

Review of Resident #2's MAR for September
2017 revealed:

-There was a typed order for Testosterone
Cypionate Injection 200mg/ml inject one and
one-half ml (300ml) intramuscularly every 2
weeks.

-The medication was documented as
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administered on 9/27/17.

Review of the Controlled Drug Record dated
06/27/17 revealed:

-The Testosterone Cypionate was a controlled
substance.

-The nurse at the PCP's office administered the
Testosterone Cypionate injection of 1.5ml
(300mg) at 3:50pm on 07/13/17.

Review of the Controlled Drug Record dated
07/26/17 revealed the nurse at the PCP's office
administered the Testosterone Cypionate
injection of 1.5ml (300mg) at 2:40pm on
07/27/17.

Review of the Controlled Drug Record dated
08/11/17 revealed the nurse at the PCP's office
administered Testosterone Cypionate injections of
1.5ml (300mg) at 10:40pm on 08/16/17 and at
10:25am on 8/31/17.

Review of the Controlled Drug Record dated
09/21/17 revealed the nurse at the PCP office
administered the Testosterone Cypionate
injection of 1.5ml (300mg) at 11:10pm on
09/27/17.

Review of a Clinical Summary dated 10/25/17
revealed Testosterone Cypionate was
administered to Resident #2 on 10/11/17 at
8:15am.

Observation of Resident #2's medications on
hand on 11/07/17 at 2:35pm revealed a one dose
supply of Testosterone Cypionate 200mg/mi
available for administration to the resident.

Telephone interview with the Administrator on
11/07/17 at 3:37pm revealed:
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-Resident #2 received is injections at his
physician's office because staff could not give the
injection.

-A (named) staff was responsible for scheduling
the resident's injection appointments.

-The resident had missed one injection
appointment but it had been rescheduled (date
not provided).

-She was not aware he was without an injection
from 08/01/17-09/27/17.

-There may have been some type of scheduling
conflict (which caused him to miss injections).

The facility failed to assure medications were
administered as ordered for 2 of 4 sampled
residents resulting in a delay in Resident #1
starting an antibiotic after a hospital visit for
diagnoses including UTI and Resident #2 having
sleep disturbances, fatigue, and appetite changes
after missing hormone injections. The facility's
failure was detrimental to the health and welfare
of the residents which constitutes a Type B
Violation.

Review of the Plan of Protection (POP) dated
11/08/17 and POP addendum dated 11/09/17
submitted by the facility revealed:

-The facility would use the Injection Review Form
to assure no injections were missed.

-The lock boxes would be checked daily by facility
staff.

-A text message was sent to all staff on 11/09/17
with the information in the POP.

THE CORRECTION DATE FOR THIS TYPE B
VIOLATION SHALL NOT EXCEED DECEMBER
24, 2017.
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C 399 10ANCAC 13G .1103 (c) Accounting For C 399

Resident's Personal Funds

10A NCAC 13G .1103 Accounting For Resident's
Personal Funds

(c) Arecord of each transaction involving the use
of the resident's personal funds according to
Paragraph (b) of this Rule shall be signed by the
resident, legal representative or payee or marked
by the resident, if not adjudicated incompetent,
with two witnesses' signatures at least monthly
verifying the accuracy of the disbursement of
personal funds. The record shall be maintained in
the home.

This Rule is not met as evidenced by:

Based on record reviews and interviews, the
facility failed to accurately account for and
maintain a record of the residents' personal funds
transactions to include credit transactions, debits
for pharmacy payments, and balances, and failed
to ensure monies deducted monthly from the
personal funds for pharmacy payments were paid
monthly to the contracted pharmacy provider for 3
of 3 residents sampled (#2, #3, #4).

The findings are:

Confidential resident interviews revealed:

-A resident thought they may be missing some
money.

-A resident did not know how much personal fund
money they were supposed to get or how often.
-A resident did not know if they had any money
left over or what their personal fund balance was
because there was not a balance totaled on the
sheet the resident signed when given personal
funds.

-Money was deducted from monthly personal
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funds to pay for pharmacy bills (the amount
varied monthly), but the residents were not shown
a copy of their pharmacy bills.

-There was no witness present when the
residents' received their personal funds; only one
(named) staff was present.

Confidential staff interview revealed:

-Copies of resident personal fund transactions
were kept in each residents' record.

-The residents had not really complained about
their personal funds; they just complained when
they ran out of money.

-There was one (named) staff who was
responsible for the residents’ personal funds.
-The (named) staff kept the money and
documented the personal fund transactions.
-The (named) staff sometimes would "hold" the
residents' personal fund money to make the
money last throughout the month for cigarettes.
-The staff did not know much more about the
process for personal funds and referred
questions to the (named) staff responsible for
funds or the Office Manager (OM).

Review of an untitled document identified by staff
as the document used to account for the
residents' personal funds revealed:

-The top of the form had spaces labeled "resident
personal” (money), "amount deposited," "cost of
care", "pay to resident, "medications," and
"cigarettes."

-On the bottom part of the form, there were
numbered lines with spaces labeled for the
amount, date, resident signature, and two witness
signatures.

1. Review of Resident #3's current FL-2 dated
04/19/17 revealed diagnoses included
schizoaffective disorder.
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Review of the Personal Fund transactions for
Resident #3 dated June 2017 revealed:

-There was no balance documented on the form
carried over from the previous month.

-There was documentation $66.00 was "paid to
resident" (no date or signatures were
documented with this entry).

-There was documentation $20.00 was paid for
medications (no date or signatures were
documented).

-On 06/09/17 and 06/16/17, "10.00" was
documented as having been paid to the resident;
Resident #3's signature was documented on both
dates and two staff signatures were documented
on both dates.

-On 06/23/17, "12.00" was documented as having
been paid to the resident; Resident #3's signature
and two staff signatures were documented.

-The remaining $14.00 (from the $66.00) was not
accounted for.

Review of Resident #3's Personal Fund
Transactions revealed documentation of the
resident's personal funds for July 2017 were not
found.

Review of the Personal Fund transactions for
Resident #3 dated August 2017 revealed:
-There was no balance documented on the form
as having been carried over from the previous
month.

-There was documentation $66.00 was "paid to
resident" (no date or signatures were
documented with this entry).

-There was documentation $20.00 was paid for
medications (no date or signatures were
documented with this entry).

-On 08/10/17 and 08/17/17, "10.00" was
documented as having been paid to the resident;
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Resident #3's signature was documented on both
dates and two staff signatures were documented
on both dates.

-On 08/24/17, "15.00" was documented as having
been paid to the resident; Resident #3's signature
and two staff signatures were documented.

-On 08/31/17, "11.00" was documented as having
been paid to the resident; Resident #3's signature
and two staff signatures were documented.

Review of the Personal Fund transactions for
Resident #3 dated September 2017 revealed:
-There was no balance documented on the form
as carried over from the previous month.

-There was documentation $66.00 was "paid to
resident" (no date or signatures were
documented with this entry).

-There was documentation $20.00 was paid for
medications (no date or signatures were
documented with this entry).

-On 09/11/17 and 09/18/17, "10.00" was
documented having been paid to the resident;
Resident #3's signature was documented on both
dates and two staff signatures were documented
on both dates.

-On 09/25/17, "26.00" was documented as having
been paid to the resident; Resident #3's signature
and two staff signatures were documented.

Review of Resident #3's Personal Fund
Transactions revealed documentation of the
resident's personal funds for October 2017 were
not found.

Telephone interview with the Billing Manager of
the facility's contracted pharmacy on 11/08/17 at
10:21am revealed:

-Resident #3 had a current outstanding pharmacy
balance of $448.97.

-There had only been two payments made on the
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account in 2017: a payment for $40.00 was
received on 08/02/17 and a second payment of
$40.00 received on 09/13/17.

Refer to the interview with the Billing Manager of
the facility's contracted pharmacy on 11/08/17 at
10:21am.

Refer to the telephone interview with the
Transport staff on 11/09/17 at 7:12am.

Refer to the telephone interview with the
Administrator on 11/08/17 at 3:37pm.

2. Review of Resident #2's current FL-2 revealed
diagnoses included schizoaffective disorder and
post-traumatic stress disorder (PTSD).

Review of the Resident Register revealed
Resident #2 was admitted to the facility on
02/10/17.

Review of the Personal Fund transactions for
Resident #2 dated September 2017 revealed:
-There was no balance documented on the form
as carried over from the previous month.

-There was documentation $66.00 was "paid to
resident" (no date or signatures were
documented with this entry).

-There was documentation $10.00 was paid for
medications (no date or signatures were
documented with this entry).

-On 09/11/17, "56.00" was documented as having
been paid to the resident; Resident #2's signature
and two staff signatures were documented.

Review of the Personal Fund transactions for
Resident #2 dated October 2017 revealed:
-There was no balance documented on the form
carried over from the previous month.
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-There was documentation $66.00 was "paid to
resident" (no date or signatures were
documented with this entry).

-There was documentation $10.00 was paid for
medications (no date or signatures were
documented with this entry).

-On 10/10/17, "45.00" was documented as having
been paid to the resident; Resident #2's signature
and two staff signatures were documented.

-The remaining $11.00 (from the $66.00) was not
accounted for.

Telephone interview with the Billing Manager of
the facility's contracted pharmacy on 11/08/17 at
10:21am revealed:

-Resident #2 had a current outstanding pharmacy
balance of $129.79.

-There had only been two payments made on the
resident's account in 2017: a payment for
$201.80 was received on 08/02/17 and a second
payment of $20.00 received on 09/13/17.

-Prior to the 08/02/17 payment, there had not
been any payments on the account since 2015,
but the resident had lived in multiple facilities
during the time frame of non-payment.

Refer to the interview with the Billing Manager of
the facility's contracted pharmacy on 11/08/17 at
10:21am.

Refer to the telephone interview with the
Transport staff on 11/09/17 at 7:12am.

Refer to the telephone interview with the
Administrator on 11/08/17 at 3:37pm.

3. Review of Resident #4's current FL-2 dated
03/06/17 revealed diagnoses included chronic
paranoid schizophrenia and mild intellectual
disability.
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Review of the Resident Register revealed the
Resident #4 was admitted to the facility on
03/01/16.

Review of the Personal Fund transactions for
Resident #4 dated July 2017 revealed:

-There was no balance documented on the form
carried over from the previous month.

-There was documentation $66.00 was "paid to
resident" (no date or signatures were
documented with this entry).

-There was documentation $20.00 was paid for
medications (no date or signatures were
documented with this entry).

-On 07/10/17, 07/17/17, 07/24/17, and 07/31/17,
"10.00" was documented as having been paid to
the resident; Resident #4's signature and two
staff signatures were documented on all four
dates.

-The remaining $6.00 (from the $66.00) was not
accounted for.

Review of the Personal Fund transactions for
Resident #4 dated August 2017 revealed:

-There was no balance documented on the form
carried over from the previous month.

-There was documentation $66.00 was "paid to
resident" (no date or signatures were
documented with this entry).

-There was documentation $20.00 was paid for
medications (no date or signatures were
documented with this entry).

-On 08/10/17, 08/17/17, and 08/24/17, "10.00"
was documented as having been paid to the
resident; Resident #4's signature, and two staff
signatures were documented

-On 08/31/17, "11.00" was documented as having
been paid to the resident; Resident #2's signature
and two staff signatures were documented.
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-The remaining $5.00 (from the $66.00) was not
accounted for.

Review of the Personal Fund transactions for
Resident #4 dated September 2017 revealed:
-There was no balance documented on the form
carried over from the previous month.

-There was documentation $66.00 was "paid to
resident" (no date or signatures were
documented with this entry).

-There was documentation $20.00 was paid for
medications (no date or signatures were
documented with this entry).

-On 09/11/17 and 09/18/17, "10.00" was
documented as having been paid to the resident;
Resident #4's signature, and two staff signatures
were documented

-On 09/25/17, "6.00" was documented as having
been paid to the resident; Resident #4's signature
and two staff signatures were documented.
-There was a receipt for $15.00 stapled to the
form from a local store.

-The remaining $5.00 (from the $66.00) was not
accounted for.

Review of the Personal Fund transactions for
Resident #4 dated October 2017 revealed:
-There was no balance documented on the form
carried over from the previous month.

-There was documentation $66.00 was "paid to
resident" (no date or signatures were
documented with this entry).

-There was documentation nothing (zero) was
paid for medications (no date or signatures were
documented with this entry).

-There was a receipt for $67.01 stapled to the
form from a local department store for personal
items.

Telephone interview with the Billing Manager of
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the facility's contracted pharmacy on 11/08/17 at
10:21am revealed:

-Resident #4 current had a credit balance of
$9.82.

-The last two payments received on the account
were $40.00 received 09/13/17 and $75.00
received 08/02/17.

-Prior to the 08/02/17, the most recent payment
on the account was for $13.00 received on
03/14/17.

Refer to the interview with the Billing Manager of
the facility's contracted pharmacy on 11/08/17 at
10:21am.

Refer to the telephone interview with the
Transport staff on 11/09/17 at 7:12am.

Refer to the telephone interview with the
Administrator on 11/08/17 at 3:37pm.

Telephone interview with the Billing Manager of
the facility's contracted pharmacy on 11/08/17 at
10:21am revealed:

-The pharmacy balances provided for each
resident were through 10/27/17.

-The process for crediting resident accounts for
payments was as follows: the pharmacy sent the
billing statements on the 28th of each month to
the facility in the medication totes; the bills were
paid in the form of one check; there was a
notation with the check with how much to pay on
each resident's bill; the pharmacy credited each
residents' accounts in the amount noted by the
facility.

-The billing statements showed the current and
past due balances for each resident.

-The facility made "sporadic" payments on the
residents' accounts.

-The pharmacy did not refuse to dispense
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medications for a resident due to non-payment.

Telephone interview with the facility Transporter
on 11/09/17 at 7:12am revealed:

-She worked at the three facilities as a
Transporter and she was also responsible for
management of the residents' personal funds and
other duties such as scheduling appointments.
-Each resident's personal funds were kept
separated in their own envelope.

-The process she used for accounting for the
personal funds for the residents was as follows:
she started each month with $66.00, deducted
money for pharmacy payments based on the
residents pharmacy balance, gave the residents
their money on the 10th of the month and/or
whenever they wanted it (usually once a week);
the residents and two witnesses signed the form.
-The forms with the documentation of the
personal funds transactions were kept at the
facility.

-She kept receipts for items bought for residents
and also kept receipts of the pharmacy bills; she
stapled the receipts to the monthly forms.

-The pharmacy bills were paid two months at a
time. The example she gave was she would add
the amount she deducted from a resident's
personal funds for the months of October and
November and send that (added total) amount to
the pharmacy every two months.

-She or the Administrator wrote one check and
sent it to the pharmacy with a note indicating the
amount that was supposed to be paid on each
residents' account.

-She did not document a balance or carry over
credits/ left over funds from the previous month
on the personal fund forms; any balances left
over were kept in the resident's envelope.

-She was not aware a balance was required with
each transaction.
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-She would start putting a balance on the forms.
-No residents had complained about their funds
or the process used to account for their funds.

Telephone interview with the Administrator on
11/08/17 at 3:37pm revealed:

-One staff member that worked as a Transporter
at all three of the licensed homes she was the
Administrator of was also responsible for
residents' personal funds.

-The staff member distributed funds on the 10th of
each month.

-There was a form used by the facility to
document the residents' personal fund
transactions.

-The documentation of the of the residents'
personal fund transactions were maintained in the
facility.

-The forms had spots for documenting all
transactions and balances.

-She thought balances were being recorded with
each transaction; the balances should be on the
forms and carried over month to month.

-She was aware of the rules related to accounting
for residents' personal funds.

-The Transporter deducted money each month
from the residents' personal funds for the
resident's pharmacy bills.

-Two to three months ago (dates not provided),
there was a "communication error" between her
and the Transporter and the residents' pharmacy
bills were not paid for two or three months.

-The Transporter thought the Administrator paid
the pharmacy bill and the Administrator thought
the Transporter paid the bill.

-After that happened, she had looked at the
amounts deducted for those months, totaled the
amounts, and sent the money to the pharmacy to
catch up the bill.

-She expected the pharmacy bills to be paid
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monthly.

-One check was sent to the pharmacy each
month for the residents' bills.

-The pharmacy bills should be up to date in
payments now.

C 912 G.S. 131D-21(2) Declaration of Residents' Rights C912

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:

Based on observations, interviews, and record
reviews, the facility failed to ensure residents
received care and services which were adequate,
appropriate, and in compliance with relevant
federal and state laws and rules and regulations
as related to medication administration, other
staff qualifications, housekeeping and
furnishings, building service equipment, and
capacity.

The findings are:

1. Based on observations, interviews, and record
reviews, the facility failed to assure one resident's
(#4) ambulatory status and evacuation
capabilities were in accordance with the current
license issued by the Division of Health Service
Regulation (DHSR). [Refer to Tag C0007 10A
NCAC 13G. .0206 Capacity (Type B Violation)].

2. Based on observations and interviews, the
facility failed to assure the residents' bathroom
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was free of hazards as evidenced by areas of the
bathroom floor being soft, spongy, and moving
when walked upon and the common living room,
sunroom, and residents' bathroom were kept
clean. [Refer to Tag C0078 10A NCAC 13G.
0315(a)(5) Housekeeping and Furnishings (Type
B Violation)].

3. Based on observations and interviews, the
facility failed to assure the plumbing in the
residents' bathroom and the electrical equipment
in 1 of 4 resident bedrooms and the residents'
bathroom was maintained in safe operating
condition. [Refer to Tag C0102 10A NCAC 13G.
0317(a) Building Service Equipment (Type B
Violation)].

4. Based on observation, record reviews, and
interviews, the facility failed to assure 2 of 4
sampled staff (A and C) had a criminal
background screening completed in accordance
with G.S. 131D-40 and G.S. 114-19.10 upon hire.
[Refer to Tag C0147 10A NCAC 13G. 0406(a) (7)
Other Staff Qualifications (Type B Violation)].

5. Based on observations, record reviews, and
interviews, the facility failed to administer
medications as ordered for 2 of 4 sampled
residents (#1, #2), including a delay starting an
antibiotic (#1), and missed hormone injections
(#2). [Refer to Tag C0330 10ANCAC
13G.1004(a) Medication Administration (Type B
Violation)].

C 914| G.S 131D-21(4) Declaration Of Resident's Rights C914

Every resident shall have the following rights:
4. To be free of mental and physical abuse,
neglect, and exploitation.
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This Rule is not met as evidenced by:

Based on observations, interviews and record
reviews, the facility failed to assure residents
were free of neglect as related to fires safety and
disaster plan and managment and other staff.

The findings are:

1. Based on observation and interviews, the
facility failed to assure a working fire alarm
system was maintained at all times as evidenced
by failing to change the batteries in two smoke
detectors. [Refer to Tag C0097 10A NCAC 13G.
0316(b) Fire Safety and Disaster Plan (Type A2
Violation)].

2. Based on observations, interviews, and record
reviews, the Administrator failed to assure the
overall management, operations, and policies and
procedures of the facility were developed and
implemented to maintain substantial compliance
with the rules and statutes governing family care
homes as related to licensed capacity, fire safety
and disaster plan, other staff qualifications,
Medication Aide training and competency,
medication administration, health care, resident
assessment, accounting for resident's personal
funds, nutrition and food service, activities,
outside premises, housekeeping and furnishings,
and building service equipment, all of which are
the responsibility of the Administrator. The
Administrator also failed to assure there was an
operational clothes dryer for laundering residents’
clothing and that staff were available and on duty
at the facility for two residents who did not attend
a day program. [Refer to Tag C0185 10A NCAC
13G. 0601(a) Managment and Other Staff (Type
A2 Violation)].
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C935| G.S. § 131D-4.5B (b) ACH Medication C935

Aides;Training and Competency

G.S. § 131D-4.5B (b) Adult Care Home
Medication Aides; Training and Competency
Evaluation Requirements.

(b) Beginning October 1, 2013, an adult care
home is prohibited from allowing staff to perform
any unsupervised medication aide duties unless
that individual has previously worked as a
medication aide during the previous 24 months in
an adult care home or successfully completed all
of the following:

(1) A five-hour training program developed by the
Department that includes training and instruction
in all of the following:

a. The key principles of medication
administration.

b. The federal Centers for Disease Control and
Prevention guidelines on infection control and, if
applicable, safe injection practices and
procedures for monitoring or testing in which
bleeding occurs or the potential for bleeding
exists.

(2) A clinical skills evaluation consistent with 10A
NCAC 13F .0503 and 10A NCAC 13G .0503.

(3) Within 60 days from the date of hire, the
individual must have completed the following:

a. An additional 10-hour training program
developed by the Department that includes
training and instruction in all of the following:

1. The key principles of medication
administration.

2. The federal Centers of Disease Control and
Prevention guidelines on infection control and, if
applicable, safe injection practices and
procedures for monitoring or testing in which
bleeding occurs or the potential for bleeding
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exists.

b. An examination developed and administered
by the Division of Health Service Regulation in
accordance with subsection (c) of this section.

This Rule is not met as evidenced by:

Based on record reviews and interviews, the
facility failed to assure 1 of 3 Medication Aides
sampled (Staff A) hired on or after 10/01/13
completed the medication administration written
examination within 60 days of hire.

The findings are:

Review of Staff A's personnel record revealed:
-Staff A's hire date was documented as 02/27/17.
-Staff A's position was not documented.

-There was documentation of completion of the
15 hour medication administration training dated
04/26/17.

-There was documentation of a medication
clinical skills competency validation dated
04/05/17 and signed by an RN.

-There was no documentation Staff A passed the
written medication administration examination
within 60 days of hire.

Interview with the Office Manager (OM) on
11/07/17 at 8:45am revealed:

-Staff A was hired 02/27/17 as a Personal Care
Aide (PCA) and Medication Aide (MA).

-Staff A was taking the written medication
administration examination "today" (11/07/17).

Coonfidential interviews with two residents
revealed Staff A administered their medications.

Staff A was not available for interview on
11/07/17.
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Attempted telephone interview with Staff A on
11/08/17 at 9:37am and 11/09/17 at 7:30am was
unsuccessful.

Telephone interview with the Administrator on
11/08/17 at 3:37pm revealed:

-Staff A worked as a MA, had completed her MA
training, and was validated by an RN in April
2017.

-Staff A took her written medication administration
examination on 11/07/17.

-She acknowledged Staff A was not in compliance
with the rule for MA qualifications.
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