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The Adult Care Licensure Section conducted an

annual survey on July 6 - 11, 2023, with an exit

conference via telephone dn July 11, 2023.

C 007| 10A NCAC 13G .0206 Capacity C 007 .
- Resident #1 and #3 are no longer 8/25/23
10A NCAC 13G .0206 Capacity resi -
. esidents at the facility. Onl
(a) Pursuant to G.S. 131 D-2(a)(5), family care R ? 4 . Y )
homes have a capacity of two to six residents. ambulatory residents will be admitted

(b) The total number of residents shalf not to the facility. The Administrator

exceed the number shown on the license. Assistant and Administrator will review
(c) Arequest for an increase in capacity by

adding rooms, remodeling lor without any building through pre-admission screenings
modifications shall be made to the county that any residents being admitted are
department of social servides and submitted to ambulatory and have no cognitive

the Division of Facility Services, accompanied by ; . . .

two copies of bluepritr}:ts orfloor plans. One plan and physical impairments which
showing the existing buiiding with the current use would make them) unable to evacuate
of rooms and the second plan indicating the the facility indepe ndently. Both

addition, remodeling or change in use of spaces th .. .
’ » the Admini
showing the use of each rgom. If new ' nistrator Assistant and the

construction, plans shall sHow how the addition ! Administrator will document new

will be tied into the existing| building and all residents are ambulatory and have
proposed changes in the sfructure. !

(d) When licensed homes increase their . N0 cognitive or physical impairment
designed capacity by the addition to or that would not allpw them to evacuate
remodeling of the existing physical piant, the independently. The Administrator
entire home shall meet all ¢urrent fire safety Assistant will monjtor all residents for
regulations. anv ch . oy

(e) The licensee or the licensee's designee shall ¥ change in condition to assure
notify the Division of Facilit}( Services if the overall they remain cogni fively and physically
evacuation capability of the residents changes capable to evacuate independently.
from the evacuation capability listed on the The Administ t i ;

homes license or of the addition of any ministratorwill monitor weekly
non-resident that will be residing within the home. all residents are ambulatory.

This information shall be sybmitted through the
county department of social services and
forwarded to the Constructipn Section of the

| Division of Facility Serviceq for review of any

Division of Health Service Regulation -
WDER/SUPPU R REPRESENTATIVE'S SIGNATURE i 0@4 . TlTL.E m 8 / (X5) D.7 E

STATE EORM \ 6e9 F3G311

Itieontinuation sheel 1 of 55

;
|
i

. e
Reviewed and acknowledged|on 08/25/23 by W Fandder, L/ / /é/




Division of Health Service Requlatio

n

PRINTED: 08/01/2023
FORM APPROVED

STATEMENT OF DEFICIENCIES (X1
AND PLAN OF CORRECTION

PROVIDER/SUPPLIER/CLIA

IDENTIFICATION NUMBER:

FCL012048

{X2) MULTIPLE CONSTRUGTION
A BUILDING:

B. WING

(X3) DATE SURVEY
COMPLETED

07/11/2023

NAME OF PROVIDER OR SUPPLIER

QUAKER MEADOWS FAMILY CARE

STREET ADDRESS, CITY, STATE, ZIP CODE

125 CAMELLIA GARDEN STREET
MORGANTON, NC 28655

(X4) 1D
PREFIX
TAG

SUMMARY STATEM

NT OF DEFICIENCIES

(EACH DEFICIENCY MUST 8E PRECEDED BY FULL
REGULATORY OR LSC IDENTIFYING INFORMATION)

D PROVIDER'S PL
PREFiX (EACH CORRECTI!
TAG CROSS-REFERENCE

AN OF CORRECTION
/E ACTION SHOULD BE COMPLETE
D TO THE APPROPRIATE DATE

(X8)

Coo7

Continued From page 1

possible changes that may
building.

This Rule is not met as ev
Based on observations, int

be required to the

idenced by:
erviews, and record

reviews, the facility failed {o notify the Division of

Facility Services when the

overall evacuation

capability of the residents thanged from the

evacuation capability listec

on the license for 2 of

3 sampled residents (Resitent #1 and #3) who

were wheelchair bound, hz
physical impairments, and

d cognitive and
were unable to

evacuate the facility independently.

The findings are:

Review of the facility's cur
01/01/23 to 12/31/23 reved
licensed for six ambulatory

ent license effective
led the facility was
residents.

Observation of facility on 07/06/23 between

9:30am and 5:00pm revea
-The facility had a census

ed:
f three residents.

-There was one staff member in the facility.

-There was no fire suppre

in the facility.

-The were three entrances
-Resident #1 and #3 were

sion system installed

exits.
n wheelchairs, and

Resident #2 could ambulate independently

without a device.

Observation on 07/06/23 a
-One staff entrance/exit do

10:29am revealed:
or was in the office

area and the other resident entrance/exit doors
were located off the kitcher} and the living room.

coo7
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-The first visitor/staff door was located between
the kitchen and dining room (side of facility) and
the resident entrance/exit door was in the living
room located at the front of the house.

-The primary resident exit door in the living room
was ground level but was separated by an
elevated threshold that was a 90-degree angle,
approximately 1.5 inches rﬁgh from floor level.

Observation of a fire drill on 07/06/23 at 4:29pm
revealed:
-Resident #2 walked from the living room to the
front exit door, out to the pptio area
independently, without verbal or physical
assistance.
-The Hospice certified nursing assistant (CNA)
wheeled Resident #1 over the threshold and
through the front exit door, onto the patio.

-The second shift personal care aide (PCA)
quickly went from a seated position in the living
room to Resident #3's room (fifth room on the
tight side of the hall) as soon the alarm was
activated, wheeled Resident #3 up the hallway
into the living room and thrpugh the exit door.
-The drill was completed in 47.6 seconds for all 3
residents, the PCA, and Hospice CNA to exit the
building.

Observation of a second fide drill on 07/07/23 at
10:40am revealed:
-The threshold had been rdmoved at the living
room exit door, so that the floor was level inside
the living room and leading onto the outdaor
patio. ‘

-The smoke detector sounded at 10:40am
-Staff gave multiple verbal feminders to ali
residents during the drill, with instructions that a
drill was being conducted and they needed to
evacuate the building. l
-The independently ambulatory resident opened i
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the living room door for Resident #1 and #3 to
exit.
-Resident #1 exited the building seated in her
wheelchair without physicél assistance.

-It took Resident #1 appro ximately 10 seconds to
exit.
-Resident #3 took from 10:40am until 10:44am to
make it out of the door in ier wheelchair using
only the left side of her body to maneuver the
wheelchair.
-Resident #3's right foot dragged the floor during
the drill due to no footrest pn the right side of the
wheelchair.

1. Review of Resident #1's current FL2 dated
06/21/23 revealed;

-Diagnosis included acute rrncephalopathy (brain

disease that alters functior or structure).
-Ambulatory status was non-ambuiatory.
-She had a wound io her lgft leg.

-The level of care was assisted living facility.

Review of Resident #1's prievious FL2 dated
03/09/23 revealed:

-Diagnosis included dementia, peripheral artery
disease (circulatory conditipn that reduces blood
flow to the lower extremities), sacral Stage |
pressure ulcer (a reddened area on the skin,
caused by prolonged pressure of the skin onto
the bony area of the body)

-Ambulatory status was left blank.

Review of Resident #1's record revealed:

-She had a left above knee amputation in 2019.
-8She was hospitalized in June of 2023 for
osteomyelitis (infection of the bone) of the left
stump and currently had ar| open wound of the
left stump, wounds on the right toes, and a sacral
stage 1 pressure ulcer.

C.007
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Review of Resident #1's Resident Register
revealed:
-lt was dated 03/08/23 with an admission date of
03/08/23,
-The resident required the luse of a wheelchair.

Review of Resident #1's care plan dated 03/09/23
revealed:
-The facility name was dogumented as the sister
facility located on the same property beside of the
family care home.
-She had an amputation to one leg and required
the use of a wheelchair.
-She had limited strength i|1 both upper
extremities. [

-The resident used hearing aids.

-The resident required extensive assistance with
toileting, ambulation, bathing, dressing, grooming,
and transferring.
-The care plan was signed|by the physician on
03/09/23.

Observation of Resident #1 on 07/06/23 at
12:10pm and 12:31pm revealed:

-She had a left leg above knee amputation.
-She was able to wheel herself from her room to
the living room and dining area without
assistance.

-She was trying to wheel herself into the
bathroom and had to ask for assistance from the
PCA. J}

-She was unable to get through the bathroom
doorway without assistance from the PCA.

Interview with the PCA on 07/06/23 at 12:31 pm
and 1:10pm revealed:

-He had to assist Resident #1 into the bathroom
doorway.
-She required assistance tq transfer from the
wheelchair onto the toilet and was not safe to do
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it on her own.

-She required assistance with transfers by one
staff person since her admission.

-She was unable to transfer herself safely from
any seated position.

-Resident #1 was unable t{ exit the facility during

a fire drill without assistange.
-She needed more assista
worsening left leg wound.

ce due to her

Interview with Resident #1 lon 07/06/23 at 4:39pm
and 07/07/23 at 2:11pm revealed:

-"l would not be able to get out of the building
without help."
-She could not transfer to the bed from the
wheelchair, and vice versa independently.
-She had always required the assistance from
one staff with transfers.

Interview with Resident #1's Power of Attorney
(POA) on 07/07/23 at 2:10pm revealed:

-They were unsure if she cpuld exit the building in
her wheelchair independently.

-She went on outings with them and was currently
able to bear weight on the right lower extremity
and pivot but was not able o lower herself into
the car seat without assistance from him.

-He did not believe she would be able to lower
herself in the bed without a;sistance.

-She had lived at home prior to her admission

and was able to do more, but now they relied on
staff observations fo let them know how she
transferred,

Confidential interview with staff revealed Resident i
#1 could not transfer without one person assist
for all transfers.

Attempted telephone interview with Resident #1's
Primary Care Provider on 07/10/23 at 12:22pm
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was unsuccessful.

06/22/23 revealed:

-Diagnosis included secon
neoplasm of the brain (cancer from another area
of the body that has sprea
-She was disoriented inter
-She was non-ambulatory.
-She had vision loss in left eye.

Refer to telephone interview with the
Administrator on 07/11/23 at 9:40am.

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

ary malignant

to the brain).
ittently,

Review of Resident #3's CJre Plan dated

06/27/23 revealed:

-She received full Hospice c¢are due to cancer.
-She was ambulatory with g device and had
|

limited range of motion in t

dressing.

Review of Resident #3's Re?ident Register dated

06/23/23 revealed:

-She required assistance with getting in and out

of bed.

-She required assistance with positioning and

turning.

Review of Resident #3's skin assessment dated
06/23/23 revealed the resident was unable to
move the right side of her bady, including her arm

and leg.

Observation of Resident #3 on 07/06/23 at
8:30am and on 07/07/23 at 9|:30am revealed:
air, in the living room

-She was sitting in a wheelch

€ upper extremities.
-8She was paralyzed on the fight side.

-She required extensive assistance with toileting,
ambulation, grooming, and ransferring.

-She was totally dependent for bathing and
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and was unable to move thfe right side of her
body. !

-She was only able to propel the wheelchair using
her left arm and left leg.

~There was no footrest on the right side.

Interview with the personalicare aide (PCA) on
07/06/23 at 1:10pm revealed:

-Resident #3 had weakness on the right side and
was unable to safely transfér from the bed to th
wheelchair without assistaq”ce.

-She could not propel herself in the wheelchair |

independently to exit the front of the home.
!

Interview with a second shift PCA on 07/06/23 at
3:42pm revealed: '

-Staff had to push Resident #3 throughout the
facility in the wheelchair, .

-"Her good side is weak, sd she is unable to
transfer without assistance,% she is unable to
move the right side of her body and has right
sided facial droop." f

Based on observations andf interviews it was

determined that Resident #? was not able to be
interviewed. !

Confidential interview with é staff revealed:
~Resident #3 could not sit up on her own if lying
down in the bed. i

-Staff had to assist her to a z?sitting position when
she was lying flat in bed. ;

-Staff had to assist her withjall transfers.

interview with the Administr,"ator Assistant on
07/07/23 at 12:06pm revealed:

-She was not aware that Resident #3's current
FL2 documented her ambulatory status as
non-ambulatory.

-She had asked the Hospice PCP to change the

Division of Health Service Regulation

STATE FORM

6899

F3G:%1 1

If continuation sheet 8 of 55



Division of Health Service Requlati¢

on |

PRINTED: 08/01/2023

FORM APPROVED
STATEMENT OF DEFICIENCIES X1 PROVIDERISUPPLIERICLIA (X2) MULTIPLE éONSTRUCTION
X3) DATE SURVEY
AND PLAN OF CORRECTION IDEN ) ! ¢
DE TIFICATION NUMBER: A BUILDING: COMPLETED
s
FCL012048 e, 07/11/2023

NAME OF PROVIDER OR SUPPLIER

QUAKER MEADOWS FAMILY CARE

STREETADDRéSS, CiTY, STATI{E, ZIP CODE
125 CAMELLIA GARDEN STREET

MORGANTON, NC 28655
(Xa) 1D SUMMARY STATEMENT OF DEFICIENCIES iD | PROVIDER'S PLAN OF CORRECTION (xs)
PREFIX (EAGH DEFICIENGY 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
i DEFICIENCY)
€ 007 | Continued From page 8 ‘ C 007

FL2 dated 06/22/23 foa

ambulatory upon admissi
to do so, but she was not
status on the FL2 wag no

transfer from sofa to whe

Assistant on 07/07/23 at 4

the family care home.
facility, when she assisted

observing a resident stand
position and walk to the re

bed.

unsuccessful,

Primary Care Provider on (
was unsuccessful,

Administrator on 07/11/23 a

-She was under the impression that Resident #3
could transfer from wheelchair to bed and bed to
wheelchair without assist h
wheelchair, and vice versz'J
A second interview with the Administrator '

-She did not perform a pre-<admission
assessment on Resident #3

-She had only observed Resident #3 at the sister- '

-Her usual ambulatory assg

include sitting up from a supine position on the

Attempted telephone intervi
family member on 07/1 0/2:5

Attempted telephone interview with Resident #3's

Refer to telephone interview

ulatory or semi
n and they had agreed
ware the ambulatory i
updated.

ce, but was unable to
chair, toilet to
without assistance.

10pm revealed:

prior to admission to

ner into the bed.
ssment included
up, from a seated
room, but did not

ew with Resident #3's
at 12:25pm was

i|/1 0/23 at 12:18pm

with the
t19:40am.

Telephone interview with th
7/11/23 at 9:40am revealed
-She visited the facility twice

operations of the facility ang

-Her responsibilities include

e Administrator on,

3

2 (@ month.
d the overall ol
1 resident care. ik
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-She was not aware that R esident #1 and
Resident #3 could not ev uate the facility
without verbal cueing or physical assistance.
€022 10ANCAC 13G .0302 (b) Pesign And C022
Construction The elevated threshold which was a 8/25/23
] ) 90-degree angle and approximately
10ANCAC 13G .0302 De ign And Construction . .
1.5 inches high from the floor level
(b) Each home shall be planned, constructed, located at the primary resident door
equipped and maintained {o provide the serviges ‘ exit was repaired on 7/6/28 at 11:15

offered in the home. pm by the Maintenance Director.

The Maintenance Director will monitor
weekly there are no design and
construction issues which would
prevent a safe evacuation from the
This Rule is not met as evitienced by: facility. The Administrator Assistant
TYPE B VIOLATION will make weekly rounds to visually
monitor any thresholds which could
prevent an evacuation. Any issues

Based on observations, int rviews, and record
reviews, the facility failed to ensure the building

was equipped and maintaingd for 2 of 3 sampled will l?e'lmmed|at.ely ad(?lressed. The
residents (Resident #1 anJ#B) residing in the Administrator will monitor monthly
facility who were wheelchalf bound, had cognitive there are no design or construction

and physical impairments, and were unable to

issues which could prevent evacuations.
evacuate the facility indepﬁndently. :

The findings are:

Review of the facility's current license effective
01/01/23 to 12/31/23 revealed the facility was
licensed for six ambulatory residents. :

Observation in the facility on 07/06/23 between
9:30am and 5:00pm revealed:

-The facility had a census df three residents,
-There was one staff member in the facility.

Division of Health Service Regulation
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-There was no fire suppression system installed
in the facility.
-The were three entranceTexits.

-Resident #1 and #3 were |in wheelchairs, and

Resident #2 could ambula

te independently

without a device.

Observation on 07/06/23 alt 10:29am revealed:
-One staff entrance/exit doior was in the office
area and the other residen entrance/exit doors
were located off the kitchen and the living room.
-The first visitor/staff door was located between
the kitchen and dining room (side of facility) and
the resident entrance/exit 00r was in the living
room located at the front of| the house.

~The primary resident exit door in the living room
was ground level but was s parated by an
elevated threshold that was a 90-degree angle,
approximately 1.5 inches high from floor ievel.

Observation of a fire drill on 07/086/23 at 4:29pm
revealed:

-Resident #2 walked from t
front exit door, out to the p
independently, without verb

I]:e living room to the
tio area
| or physicat

assistance, ‘
~The Hospice certified nursing assistant {CNA)
wheeled Resident #1 over the threshoid and
through the front exit door, onto the patio.

-The second shift personal care aide (PCA)
quickly went from a seated position in the living
room to Resident #3's room (fifth room on the
right side of the hall) as soon the alarm was
activated, wheeled Resident #3 up the haliway
into the living room, over the threshold, and
through the exit door.
~The drill was completed in 47.8 seconds for all 3
residents, the PCA’ and Hospice CNA to exit the
building.
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Observation of a second fire drill on 07/07/23 at

10:40am revealed:

-The threshold had been removed at the living

room exit door, so that the|floor was level inside

the living room and leading onto the outdoor

patio.

-The smoke detector sounded at 10:40am

-Staff gave multiple verbal reminders to all
residents during the drill, with instructions that a
drill was being conducted gnd they needed to
evacuate the building.

-The independently ambul tory resident opened
the living room door for Resident #1 and #3 to
exit.

-Resident #1 exited the building seated in her
wheelchair without physicai assistance.

-It took Resident #1 approxjimately 10 seconds to
exit.

-Resident #3 took from 10:40am until 10:44am to
make it out of the door in her wheelchair using
only the left side of her bodV to maneuver the
wheelchair.

-Resident #3's right foot dr gged the floor during
the drill due to no footrest on the right side of the
wheelchair. |

Interview with the first shift I]*"CA on 07/06/23 at
1:10pm revealed the facitity|conducted fire drills
every month and the maintenance manager kept
the records.

Interview with the second sqift medication aide
(MA) on 07/06/23 at 3:1 Opm revealed she worked
8-hour shifts by herself, ‘
Interview with the Administrator Assistant on f
07/06/23 at 4:33pm revealei:
-The fire drills were conducted quarterty.
-One drill was completed oneach shift per
quarter,
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-The fire drill documentatid
sister facility.

-She believed the 2 reside
could exit the facility witho

Review of the facility's fire
-Facility staff to inform the

n was kept at the

nts in the wheelchairs
it assistance.

drill policy revealed:
residents that the

alarm will be set off for a practice drill,

-All residents, staff, and viditors should meet in
the main parking lot,
-Once the alarm was set off, staff was to make
sure all rooms were vacated.

-Fire drills were mandatory|and must be done
once each shift every 3 months.

-Fire drill logs must be up to date.

Review of the facility's fire drill binder and the
midnight census reports for|May, June, and July
2023 revealed:
-On 05/04/23 at 2:00am, there were 2 residents
and 1 PCA in the facility, staff and residents were
out within 15 minutes.
-On 06/04/23 at 9:45am, there was 1 resident and
1 PCAin the facility, staff and resident were out
within 2 minutes.
-On 05/04/23 at 3:00pm, there was 1 resident and
1 PCAin the facility, staff and resident were out
within 3 minutes and 15 secpnds.

-In June 2023 at "12 midnigl|‘1t" (no exact date
specified), there was a fire in the residents'
rooms, 1 PCA and unknown number of residents
were out within 15 minutes.
-In June 2023 at 12:00am (no exact date
specified), there was a fire inf the hall shower
room, 1 PCA and unknown rumber of residents
were out within 15 minutes.
-In June 2023 at 4:15pm (no|exact date
specified), there was a fire in the main entrance,
1 PCA and unknown numbe|1 of residents were
out within 15 minutes, |

I
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-On 07/06/23 at 4:37pm, there were 3 residents
and 1 PCA in the facility, staff and resident were
out within 1 minute,
-On 07/07/23 at 1 0:40am, there were 3 residents
and 1 PCAin the facility, staff and residents were
out within 3 minutes.

1. Review of Resident #1's current FL2 dated
06/21/23 revealed:
-Diagnosis included acute encephalopathy (brain
disease that alters functior] or structure).
-Ambulatory status was non-ambulatory.

-She had a wound to her left leg.

-The level of care was assisted living facility.

Review of Resident #1's previous FL2 dated
03/09/23 revealed:
-Diagnosis included demer tia, peripheral artery
disease (circulatory condition that reduces blood
flow to the lower extremities), sacral Stage |
pressure ulcer (a reddened area on the skin,
caused by prolonged pressure of the skin onto
the bony area of the body).
-Ambulatory status was left blank.

Review of Resident #1's record revealed:

-She had a left above knee[amputation in 2019.
-She was hospitalized in June of 2023 for
osteomyelitis (infection of the bone) of the left
stump and currently had an open wound of the
left stump, wounds on the r ght toes, and a sacral
stage 1 pressure ulcer.

Review of Resident #1's Resident Register
revealed:

-It was dated 03/08/23 with an admission date of
03/08/23. ‘

-The resident required the use of a wheelchair. |

Review of Resident #1's care plan dated 03/09/23
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revealed:
-The facility name was dotumented as the sister
facility located on the same property beside of the
family care home,
-She had an amputation to one leg and required
the use of a wheelchair.
~She had limited strength in both upper
extremities,
-The resident used hearing aids.
-The resident required exténsive assistance wit
toileting, ambulation, bathJﬂg, dressing, grooming,

and transferring.
-The care plan was signe | by the physician on
03/09/23.

Observation of Resident #'! on 07/06/23 at
12:10pm and 12:31pm revealed:

-She had a left leg above Knee amputation.

-She was able to wheel hefself from her room {o
the living room and dining area without
assistance.

-She was trying to wheel herself into the
bathroom and had to ask for assistance from the
PCA.
-She was unable to get thr ough the bathroom
doorway without assistancé from the PCA.

Interview with the PCA on 07/06/23 at 1 2:31pm
and 1:10pm revealed:
-He had to assist Resident #1 into the bathroom
doorway.
-Resident #1 required assistance to transfer from
the wheelchair onto the toilet and was not safe to
do it on her own.
-Resident #1 required assistance with transfers

by one staff person since her admission and was
unable to transfer herself safely from any seated
position. |
-Resident #1 was unable to| exit the facility during
a fire drill without assistance.

C 022
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-Resident #1 needed more assistance due to her
worsening left leg wound.

Observation of Resident #1 on 07/06/23 at
4:38pm revealed:
-She attempted to exit the facility, in the
wheelchair, through the living room exit door,
without assistance.
-After 1 minute and 18 seconds had lapsed, she
was physically unable to propel her wheelchair
over the threshold without assistance.

-She was unable to get out of the facility without
physical or verbal assistange.

Interview with Resident #1|on 07/06/23 at 4:39pm
and 07/07/23 at 2:11pm revealed:

-"l would not be able to get out of the building
without help.”
-She could not transfer to the bed from the
wheelchair, and vice versa independently.
-She had always required one staff person to
assist her with transfers.

Interview with Resident #1 's Power of Attorney
(POA) on 07/07/23 at 2:10pm revealed:

-They were unsure if she c&[:uld exit the building in
her wheelchair independently.

-She went on outings with them and was currently
able to bear weight on the ight lower extremity
and pivot but was not able to lower herself into
the car seat without assistance from him. :
-He did not believe she would be able to lower
herself in the bed without assistance. 1
-She had lived at home pridr to her admission

and was able to do more, but now they relied on
staff observations to let them know how she
transferred.

Confidential interview with dtaff revealed Resident
#1 could not transfer without one person assist
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for all transfers.

Attempted telephone intervi

ew with Resident #1's

Primary Care Provider on 07/1 0/23 at 12:22pm

was unsuccessful.

Refer to telephone interviel with the
Administrator on 07/11/23 Tlt 9:40am.

2. Review of Resident #3's|current FLL2 dated

06/22/23 revealed:
-Diagnosis included second

ary malignant

neoplasm of the brain (canter from anocther area

of the body that has spread

to the brain).

-She was disoriented intermittently.

-She was non-ambulatory.

-She had vision loss in left pye.

Review of Resident #3's R
06/23/23 revealed:

sident Register dated

-She required assistance with getting in and out

of bed.

-She required assistance with positioning and

turning.

Review of Resident #3's Care Plan dated

06/27/23 revealed:

-She received fuil Hospice ¢
-She was ambulatory with g
limited range of motion in tH
-She was paralyzed on the

zare due to cancer.
device and had

e upper extremities.
right side. :

-She required extensive assistance with toileting:],

ambulation, grooming, and
-She was totally dependent
dressing.

Review of Resident #3's ski
06/23/23 revealed the resid
move the right side of her b
and leg.

ransferring.
for bathing and

N assessment dated
ent was unable to
ody, including her arm
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Observation of Resident #83 on 07/06/23 at
9:30am and on 07/07/23 at 9:30am revealed:
-She was sitting in a whee chair, in the living room
and was unable to move the right side of her
body. l
-She was only able to propel the wheelchair using
her left arm and left leg.
~There was no footrest on the right side.

Interview with the personal| care aide (PCA) on
07/06/23 at 1:10pm reveal?d:

-Resident #3 had weakness on the right side and
was unable to safely transanr from the bed to the
wheelchair without assista ice.

-She could not propel hersélf in the wheeichair
independently to exit the front of the home.

Interview with a second shift PCA on 07/06/23 at
3:42pm revealed: |

-Staff had to push Residen
facility in the wheelchair.
-"Her good side is weak, ST she is unable to

#3 throughout the

transfer without assistance| she is unable to
move the right side of her body and has right
sided facial droop.”

Interview with the Administrator Assistant and the
second shift PCA on 07/06/23 at 4:40pm revealed
Resident #3 was unable to évacuate the facility

without physical and verbal assistance during the
fire drill.

Interview with the Administrator Assistant on
07/06/23 at 4:45pm revealed:
-She had never completed a fire driil since
Resident #3 was admitted.
-Resident #3 was admitted to the facility at the
end of June 2023.
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Based on observations and interviews it was
determined that Resident #3 was not able to be
interviewed.

Confidential interview with g staff revealed:

-Resident #3 could not sit up on her own if lying
down in the bed.
-Staff had to assist her to a sitting position when
she was lying flat in bed.
-Staff had to assist her with all transfers.

Interview with the Administlator Assistant on
07/07/23 at 12:06pm revealed:

-She was not aware that Resident #3's current
FL2 documented her ambu’latory status as
non-ambulatory. ‘

-She had asked the Hospice PCP to change the
FL2 dated 06/22/23 to ambhlatory or semi
ambulatory upon admission and they had agreed
to do so, but she was not aware the ambulatory
status on the FL2 was not ypdated.

-She was under the impression that Resident #3
couid transfer from wheelchair to bed and bed to
wheelchair without assistarice, but was unable to
transfer from sofa to wheelchair, toilet to
wheelchair, and vice versa Wwithout assistance.

A second interview with the Administrator
Assistant on 07/07/23 at 4:10pm revealed:

-She did not perform a pre-admission
assessment on Resident #3 prior to admission to
the family care home.
-She had only observed Resident #3 at the sister
facility, when she assisted Her into the bed.

-Her usual ambulatory assessment included
observing a resident stand yp, from a seated
position and walk to the res{room, but did not
include sitting up from a supine position on the
bed.
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Attempted telephone inter\| iew with Resident #3's
family member on 07/1 0723 at 12:25pm was
unsuccessful.

Aftempted telephone interview with Resident #3's
Primary Care Provider on 07/1 0723 at 12:18pm
was unsuccessful,

Refer to telephone interview with the
Administrator on 07/11/23 4t S:40am.

Telephone interview with the Administrator on
7/11/23 at 9:40am revealed!

-She visited the facility twice a month,

-Her responsibilities included the overall
operations of the facility and resident care.,
-She was not aware that Re ident #1 and
Resident #3 could not évacuate the facility
without verbal cueing or phjsical assistance.

The facility failed to ensure the building was
compliant with its current license for 6 ambulatory
Tesidents resulting in 2 of 3 residents (#1 and #3)
who were wheelchair bound with physical and
cognitive impairments, that impeded their ability

to independently evacuate th
emergency. Resident #1 had
left knee amputation, and muy
Resident #3 had right sided
was defrimental to the health

e building in an

dementia, an above
ltiple wounds, while
aralysis. This failure

of the residents and constitut
Violation.

The facility provided a plan 011 protection in
accordance with G.S. 131D-34 for this B Violation

on 07/06/23,

safety, and welfare
Fs aType B
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THE CORRECTION DATE FOR THIS TYPE B
VIOLATION WILL NOT EXCEED AUGUST 25,
2023.

10ANCAC 13G -0405(a)(b) Test For
Tuberculosis

10A NCAC 13G .0405 Test For Tuberculosis

(a) Upon employment or r oving into a family
care home, the administrator, all other staff, and
any persons living in the family care home shall
be tested for tuberculosis disease in compliance
with control measures adopted by the
Commission for Public Heqlth as specified in 10A
NCAC 41A .0205, which is ereby incorporated
by reference, including subsequent amendments.
(b) There shall be documentation on file in the
family care home that the a ministrator, all other
staff, and any persons living in the family care
home are free of tuberculosis disease.
Readopted E#f. July 1, 2021;.

This Rule is not met as evidenced by:

Based on record reviews and interviews, the
facility failed to ensure 3 of 11 direct care staff
(Staff A, B and D) were tested upon hire for
tuberculosis (TB) disease in compliance with the
TB control measures adopted by the Commission
for Heaith Services.

The findings are:

1. Review of Staff A's personnel record revealed:
-Staff A was hired on 05/01/23.

-There was no facility specific documentation of a
TB skin test being administered.

Interview with Staff A on 07/07/23 at 3:15pm
revealed: |

C o022

C 140

Tuberculosis testin%rfor all employees
he Administrator

will be completed.

8/25/23

Assistant will assurd tuberculosis testing

are completed upor

employment, The

Administrator will ré view each personnel
file to assure compliance that all employees
have a tuberculosis screening and any
newly hired employees are also screened
ongoing for compliahce. The Adminstrator
Assistant and Adminstrator will monitor

compliance by com
file checklist.

leting a personnel
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-She had been providing direct care to residents

since 05/01/23.

-She as hired as a medication aide on 05/01/23.

Refer to telephone interviey

with the

Administrator Assistant on 07/10/23 at 2:55pm.

Refer to telephone intervie v with the

Administrator Assistant on 07/11/23 at 8:22am. ;

Refer to telephone interview
Administrator on 07/11/23 at
|

2, Review of Staff B's persannel record revealed':

with the
9:40am.

-Staff B was hired on 04/03 23.
-There was no facility specific documentation a
TB skin test was administergd.

~-There was documentation

hat a TB skin test

was read negative on 04/07/23 with a different

facility name listed.

Interview with Staf_f B on 07/10/23 at 2:48pm

revealed:

-She did receive her first step in April, could not
remember TB skin test placement date but was

read negative on 04/07/23,
-She had been providing dire
since 04/07/23.

ct care to residents

Refer to telephone interview with the
Administrator Assistant on 07/10/23 at 2:55pm.

Refer to telephone interview with the

Administrator Assistant on 07

Refer to telephone interview
Administrator on 07/ 11/23 at

3. Review of Staff D's person
-Staff D was hired on 0512172

/11/23 at 8:22am,

with the
3:40am.

3.

nel record revealed:

C 140
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-There was no facility specific documentation of a

TB skin test being adminisg
-There was documentatior
was administered on 05/2
negative on 05/27/23 with
listed.

tered.

that a TB skin test

/23 and was read

a different facility name

Attempted telephone interview with Staff D on
07/10/23 at 5:00pm was unsuccessful,

Refer to telephone intervie
Administrator Assistant on

Refer to telephone intervie
Administrator Assistant on

w with the
07/10/23 at 2:55pm.

W with the
07/11/23 at 8:22am.

Refer to telephone interview with the
Administrator on 07/11/23 gt 9:40am.

|

Telephone interview with the Admiinistrator

Assistant on 07/10/23 at 2:

55pm revealed:

-The staff personnel records were in one
employee binder on 07/07/23 which included the
sister facility located on the same property.

-There was only one binde

r per employee that

was shared between this fa ility and the sister

C 140

facility.

-She was not aware she sh uld have separated
the employee records for each facility

-She thought since they weré owned by the same
company that it was acceptafsle to share
employee records, even thol gh they were two
different license numbers.

Interview with the Administrator Assistant on
07/11/23 at 8:22am revealed)
-She was responsible to ensi| re personnel
records were correct and complete and staff
completed required TR screenings and had TB

Division of Health Service Regulation
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C 140 | Continued From page 23 C 140
skin test on file for new staff upon hire.
~The Resident Care Coor inator (RCC) helped
her with staff records but there was no system in
Place to audit staff record
-She did not know staff had to have a facility
specific TB skin test completed prior to working in
that facility.
-She did not know staff pefsonnel records had to
be facility specific.
Telephone interview with t ;e Administrator on
07/11/23 at 9:40am reveal 2d:
-She had been hired as th > Administrator on
04/08/23. '
-She visited the facility twice a month,
-Her responsibilities includ d the overall
operations of the facility a resident care.
-The Administrator Assista t was responsible for
employee records and trai ing for multiple
facilities.
-She was not aware she needed to have separate
empioyee personnel records.
-She currently audited the ¢ mployee files
maintained by the Administrator Assistant for L . . 8/25/23
accuracy. | Job descriptions will be signed by employees
and reviewed with the Administrator Assistant
C 141] 10A NCAC 13G .0408 (a)(1) Other Staff C 141 to reflect their actual duties and responsibilities
Qualification of their job. The Administrator Assistant will
10ANCAC 13G .0406 Other Staff Qualifications review each personnel file to assure job
(a) Each staff person of a family care home descriptions are completed at time of hire,
shall: The Administrator will review personnel files
(1) have a job description that reflects actual to assure compliance for all current employees
duties and responsibilities and is signed by the d also review all new hires upon emplo ment
administrator and the empch»y ee; anda ) o P ] pioy
have a job description. The Adminstrator
Assistant and Administrator will monitor
Compliance by completing a personne! file
.Checklist.
Division of Health Service Regulation
STATE FORM 6899 F3G311 If continuation sheet 24 of 55




Division of Health Service Regulatitin

PRINTED: 08/01/2023
FORM APPROVED

STATEMENT OF DEFICIENCIES (X1 PROVIDER/SUPPLIER/CLIA
AND PLAN OF CORRECTION

IDENTIFICATION NUMBER:

FCL012048

(X2) MULTIPLE CONSTRUCTION
A. BUILDING:

B, WING

(X3) DATE SURVEY
COMPLETED

07/11/2023

NAME OF PROVIDER OR SUPPLIER

QUAKER MEADOWS FAMILY CARE

STREET ADDRESS, CITY, STATE, zip CODE
125 CAMELLIA GARDEN STREET
MORGANTON, NC 28655

(X4)1D
PREFIX
TAG

SUMMARY STATEM:ENT OF DEFICIENCIES
(EACH DEFICIENCY MU$T BE PRECEDED BY FULL
REGULATORY OR LSC l[{lENTlFYING INFORMATION)

D PROVIDER'S PLAN OF CORRECTION
PREFIX (EACH CORRECTIVE ACTION SHOULD BE COMPLETE
TAG CROSS-REFERENCED TO THE APPROPRIATE DATE

)

(X5)

C141
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This Rule is not met as evidenced by:

Based on record reviews qlnd interviews, the
facility failed to assure an appropriate facility job
description that reflected ctual duties and
responsibilities and was signed by the
Administrator and the employee was completed
for 4 of 4 sampled staff (Staff A, B, C & D).

The findings are:

1. Review of Staff A's perspnnel record revealed:
-She was hired as a medidation aide (MA) on
05/01/23.

-There was no documenta ion of an appropriate
facility job description signed by the Administrator
and the employee in her personnel record.

interview with Staff A on 07 J07/23 at 3:15pm
revealed:
-She had been providing d|rect care to residents
since 05/01/23. ‘

-She as hired as a medication aide on 05/01/23.

Telephone interview with tHe Administrator
Assistant on 7/10/23 at 2:5 Sfpm revealed StaffA's
MA job description would have been signed by
the previous management,|because since she
was employed as a MA initig lly by the sister

C 141
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facility,

Refer to telephone intervie
Administrator Assistant on

Refer to telephone intervie
Administrator Assistant on

Refer to telephone intervie
Administrator or 07/11/23

2. Review of Staff B's pers
-She was hired as a perso
04/03/23.
-There was no documenta

and the employee in her p
-She had compieted her m
on 06/06/23,

MA job description signed
and the employee in her p

revealed;

w with the
07/10/23 at 2:55pm.

w with the
07/11/23 at 8:22am,

w with the
t 9:40am.

onnel record revealed:
nal care aide (PCA) on

on of a facility specific

PCA job description signed| by the Administrator

rsonnel record.
dication clinical skills

-There was no documentat’iI n of a facility specific

Jiy the Administrator
rsonnel record.

Interview with Staff B on 07/10/23 at 2:48pm

-She was initially hired as 3
-She completed her medica
06/06/23.
-She thought she had signec
but was not certain.

Refer to telephone interview
Administrator Assistant on 0

Refer to telephone interview
Administrator Assistant on (

Refer to telephone intervievr'
Administrator or 07/11/23 a

PCA.
ions clinical skills on

1with the
7/10/23 at 2:55pm.

with the
7111/23 at 8:22am.

with the
J:40am.

d a MA job description

C141
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3. Review of Staff C's personnel record revealed:
-She was hired as a PCA n 04/28/23.

~There was no documentation of a facility specific
PCA job description signef by the Administrator
and the employee in her Rersonnel record.

-She had completed her medication clinical skills
on 06/06/23.

~There was no documentdtion of a facility specific
MA job description signed by the Administrator
and the employee in her personnel record.

Attempted telephone interfiew with Staff C on
07/10/23 at 5:00pm was u :successful.

Refer to telephone intervieg with the
Administrator Assistant on|07/1 0/23 at 2:55pm
and on 07/11/23.

Refer to telephone intervieyw with the
Administrator Assistant on 07/11/23 at 8:22am.

Refer to telephone intervielw with the
Administrator or 07/11/23 :L 9:40am.

4. Review of Staff D's perspnnel record revealed:
-She was hired as a PCA an 05/21/23.

-There was no documentaqi n of a facility specific
PCA job description signed by the Administrator
and the employee in her personnel record.

Attempted telephone interviFw with Staff D on
07/10/23 at 5:00pm was ur juccessful.

Refer to telephone intervie with the
Administrator Assistant on /10/23 at 2:55pm.

Refer to telephone interview| with the
Administrator Assistant on 07/11/23 at 8:22am,

Refer to telephone interview|with the
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Administrator or 07/ 11/23 at 9:40am.
-_

Telephone interview with the Administrator
Assistant on 07/10/23 at 2155pm revealed:

-All new staff job descriptians should have been
signed by her and each employee.

-She was not aware the job descriptions had not
been signed.
-The staff personnel records were in one
employee binder on 07/07/23 which included the
sister facility located on the Same property.
-There was only one bindef per employee that
was shared between this f r:ility and the sister
facility. .

-She was not aware she g ould have separated
the employee records for e ch facility

~She thought since they were owned by the same
company that it was acceptable to share
employee records, even thrJngh they were two
different license numbers.

Telephone interview with the Administrator
Assistant on 07/11/23 at 8:2Pam revealed:

-She was responsible for al personnel records for
job descriptions and job dut)Lforms.

-She did not know staff personnel records had to
be facility specific.
-She did not know staff had jo have a facility

specific job descriptions corl pleted.

-She would ensure all staff ould have a facility
specific job descriptions signed by the
Admiinistrator and the emplc;}zee in the
employee's personnel record.

-The Resident Care Coordin ator (RCC) helped
her with staff records but there was no system in
place to audit staff records.

Telephone interview with the Administrator on
07/11/23 at 9:40am revealed:

C 141
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C 145

Continued From page 28

-She had been hired as th
04/08/23.

-She visited the facility twi
-Her responsibilities includ

Administrator on

e a month.
d the overall

operations of the facility and resident care.

-The Administrator Assista
employee records and trait,
facilities.

t was responsible for

ing for multiple

-She was not aware she n%eded to have separate

employee personnel recor
-She currently audited the

S.

mployee files

maintained by the Adminis\ rator Assistant for

accuracy.

10ANCAC 13G .0406(a)(5)

Qualifications

Other Staff

10A NCAC 13G .0408 Oth
(a) Each staff person of a

shall:

(8) have no findings listed
Health Care Personnel Re
131E-256;

This Rule is not met as evi
Based on observations, rec

r Staff Qualifications

amily care home

on the North Caroling
stry according to G.S.

denced by:
rd reviews and

interviews the facility failed to ensure 3 of 4

sampled staff (Staff A, B an
checked on the North Carol
Personnel Registry (HCPR)

The findings are:

1. Review of Staff A's perso
-She was hired on 05/01/23

C) had been
1a Health Care
prior hire.

nnel record revealed:

-There was no facility specifiq documentation a

Health Care Personnel Reg
was completed.

stry (HCPR) check

C 141

C 145

checks will be completed on employees to note.
if there are any findings on the Registry. The
Administrator Assistant will review all findings

to assure compliance. The Administrator Assistant
and the Administrator will review each personnel
file to assure North Carolina Health Care
Personnel Registry checks have been completed
and there are no adverse findings. All new hires
will have completed North Carolina Personnel
Registry checks completed upon hire to assure
no findings are present. The Administrator
Assistant and Administrator will monitor
compliance by completing a personnel! file
checklist,

Division of Health Service Regulation

STATE FORM

6859

F3G311
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Interview with Staff A on 0fF/07/23 at 3:15pm

revealed;

since 05/01/23.

Refer to telephone intervi

2. Review of Staff B's persp
07/07/23 revealed:

being completed for Staff

Interview with Staff B on 0
revealed:

-She was hired on 04/03/2
-She had been providing dir
since 04/07/23.
-She was told by the admirij

Refer to telephone interviey
Administrator Assistant on

-She was hired on 04/03/23.
-There was documentation of a HCPR check

~-She had been providing direct care to residents
-She as hired as a medicition aide on 05/01/23.

Refer to telephone intervi I‘w with the
Administrator Assistant on 07/10/23 at 2:55pm.

with the

Administrator Assistant on i07/11/23 at 8:22am.

Refer to telephone intervieYV with the
Administrator on 07/11/23 bt 9:40am.
|

nnel record on

on 07/07/23,

10/23 at 2:48pm

ect care to residents

strative assistant that

a HCPR check would be ¢ >mpleted but was
uncertain if the HCPR had Feen completed.
i
0

with the
7/10/23 at 2:55pm,

Refer to telephone interview|with the
Administrator Assistant on D7/11/23 at 8:22am.
|

Refer to telephone interview with the
Administrator on 07/11/23 at 3:40am.
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-She was hired on 04/28/z3.
-There was documentatioh of g HCPR check
being completed for Staff|C on 07/07/23,

3. Review of Staff C's pe}sonnel record revealed:
/|

Attempted telephone interview with Staff C on
07/10/23 at 5:00pm was LIFsuccessful.

Refer to telephone intervigw with the
Administrator Assistant on|07/10/23 at 2:55pm,

Refer to telephone intervigw with the
Administrator Assistant on|07/11/23 at 8:22am,

Refer to telephone interviely with the
Administrator on 07/ 11/23 at 9:40am.

e

Telephone interview with th e Administrator
Assistant on 07/10/23 at 2:65pm revealed:
-The staff personnel records were in one
employee binder on 07/07/ 23 which included the
sister facility located on the|same property.
-There was only one binder|per employee that
was shared between this f |::ility and the sister
facility. E"
-She was not aware she sh ould have separated
the employee records for e ch facility
-She thought since they we £ owned by the same
Company that it was OK to share employee
records, even though they were two different
license numbers. !

|

Telephone interview with the Administrator
Assistant on 07/11/23 at 8: 2am revealed:
-She was responsible to ensiire personnel
records were correct and ¢ plete inciuding
checking the HCPR for eacl i employee.

-The Resident Care Coordingtor (RCC) helped
her with staff records but there was no system in
Division of Health Service Regulation

STATE FORM 6399
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C 145| Continued From page 31

facility,
-She did not know staff pe
be facility specific.

Telephone interview with tH
07/11/23 at 9:40am reveal
-She had been hired as the
04/08/23,

place to audit staff record 4
-She did not know staff hafi to have a facility
specific HCPR completed prior to working in that

sonnel records had to

e Administrator on
2d:
Administrator on

operations of the facility an

employee records and trai

-She currently audited the

accuracy.

C 147 10ANCAC 13G .0406(a)7
Qualifications

shall:

In accordance with G.S. 13

Based on interviews and re
facility failed to ensure that
(StaffA, B, C and D) had an
criminal background check

facilities.
-She was not aware she n
employee personnel reco !

maintained by the Administr

10A NCAC 13G .0406 Othe
(8) Each staff person of a 4 mily care home

-She visited the facility twi "Ie a month.
-Her responsibilities included the overall

I .
‘(lj resident care.

-The Administrator Assista rlt was responsible for

ing for multiple

ded to have separate

|mptoyee files
tor Assistant for

Other Staff

Staff Qualifications

(7) have a criminal backgro!.md check compileted

P-40 and results

available in the staff person's personnel file;

This Rule is not met as evi lenced by:

C 145

C 147

Criminal background checks will be complelted 8/25/23
on all employees. The Administrator Assistant
and Administrator will review each personnel
file to assure compliance and review employee’s
criminal background results.’ All new employees
will have criminal background checks completed
upon hire by the Administrator Assistant or the
Administrator. The Administrator Assistant and

CO

rd reviews the

dof 4 sampled staff
appropriate facility
performed upon hire.

Administrator will monitor compliance by
completing a personnel file checklist,

l
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The findings are:

Staff A.

revealed:

since 05/01/23.

on-call 24/7.

Staff B.

1. Review of Staff A's perst
-She was hired on 05/01/2
-There was no documentat
criminal background check

-She had been providing di

-She as hired as a medicat
-She lived within 500 feet o the facility and was

Administrator Assistant on

Refer to telephone intervie
Administrator Assistant on

bnnel record revealed:
3.

lon a facility specific
was completed for

Interview with Staff A on 071 07/23 at 3:15pm

rect care to residents

on aide on 05/01/23.

Refer to telephone interviey with the

Refer to telephone intervie
Administrator on 07/11/23

I?M 0/23 at 2:55pm.
|

N with the
7/11/23 at 8:22am.

with the
9:40am.

2. Review of Staff B's persannel record revealed:
-She was hired on 04/03/23.
-There was no documentation a facility specific
criminal background check

vas completed for

|

Refer to telephone interview \with the
Administrator Assistant on ( 1/10/23 at 2:55pm.

Refer to telephone interview with the
Administrator Assistant on 07/11 /23 at 8:22am,

Refer to telephone interview with the
Administrator on 07/11/23 at 9:40am.
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3. Review of Staff C's pers

-There was no documentati
criminal background check
Staff C.

Refer to telephone intervie |
Administrator Assistant on

-There was no documentat
criminal background check
Staff D.

-She was hired on 04/28/2! .
on a facility specific
was completed for

Refer to telephone intervie
Administrator on 07/11/23

nnel record revealed:

Refer to telephone interview with the
Administrator Assistant on 07/10/23 at 2:55pm.

with the
7/11/23 at 8:22am.

Refer to telephone interview with the
Administrator on 07/11/23 at 9:40am.

4. Review of Staff D's persc f.nnel record revealed:;
-She was hired on 05/22/23.

n a facility specific

vas completed for
Refer to telephone interview with the
Administrator Assistant on |5/ 10/23 at 2:55pm.

Refer to telephone intervie :with the
Administrator Assistant on 07/11/23 at 8:22am.

with the
9:40am.

Telephone interview with th

sister facility located on the

facility.

Administrator

Assistant on 07/10/23 at 2- 5pm revealed:
-The staff personnel record{

were in one

employee binder on 07/07/23 which included the

Pme property.

-There was only one binder per employee that
was shared between this fagi ity and the sister

-She was not aware she should have separated

L , FOR
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SUMMARY STATEMENT OF DEFICIENCIES
(EACH DEFICIENCY MUST| BE PRECEDED BY FULL
REGULATORY OR LSG IDENTIFYING INFORMATION)

D
PREFIX
TAG

PROVIDER'S PLAN OF CORRECTION
(EACH CORRECTIVE ACTION SHOULD BE COMPLETE
CROSS-REFERENCED TO THE APPROPRIATE DATE

{X5)

C 147

C 148

Continued From page 34

the employee records for each facility

-She thought since they were owned by the same
company that it was acceptiable to share
employee records, even th ugh they were two

different license numbers.

Telephone interview with thlla Administrator
Assistant on 07/11/23 at 8:22am revealed:
-She was responsible to enure personnel
records were correct and cgmplete including
criminal background checks.

-The Resident Care Coordi
her with staff records but th
place to audit staff records.
-She did not know staff had
specific criminal background
prior to working in that facilit
-She did not know staff pers
be facility specific.

ator (RCC) helped
re was no system in

lc have a facility
checks completed
Y.

onnel records had to

Telephone interview with tHe Administrator on

07/11/23 at 9:40am revealet:

-She had been hired as the Administrator on
|

04/08/23.
-She visited the facility twicg

fa month.

-Her responsibilities includeld the overall

operations of the facility and
-The Administrator Assistant

resident care.
was responsible for

employee records and train|r g for multiple

facilities.

-She was not aware she ne
employee personnel record
-She currently audited the e;
maintained by the Administ
accuracy.

T0A NCAC 13G .0408 (a)(8
Qualifications

ded to have separate

nployee files
tor Assistant for

Other Staff

C 147

C 148
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(@} Each staff person of a
shall:

(8) have an examination ar
presence of controlled sub
accordance with G.S. 1310
available in the staff person

This Rule is not met as ev

Based on record reviews at

facility failed to ensure 4 of

family care home

d screening for the
tances completed in
-45 and results

's personnel file;

denced by:
d interviews, the
 sampled staff (Staff

A, B, C and D) had an examination and screening
for the presence of controll ed substances

completed and results avai
personnel records.

The findings are:

1. Review of Staff A's persg

?ble in the staff

nnel record revealed:

-She was hired as a medication aide (MA) on

05/01/23,

-There was no documentat
examination and screening

n of a facility specific
for the presence of

controlled substances in staff A's person's

personnel file.

~There was a picture of a utine drug screen cup
without any staff identifier, facility identifier,

results or date completed.

Interview with Staff A on 07/
revealed:

07/23 at 3:15pm

-She had been providing direct care to residents

since 05/01/23.

-She was hired as a MA on
-She lived within 500 feet of
on-call 24/7.

Refer to telephone interview

05/01/23.
the facility and was

with the
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10A NCAC 13G .0406 Othér Staff Qualifications

An examination and screening for the presence 8/25/23
of controlied substances will be completed for

all employees. The Administrator Assistant and
Administrator will review each personnel file

to assure employees have been screened for

the presence of controlled substances. All

new hires will have screening for controlled
substances before beginning employment.

The Administrator Assistant and the Administrator
will monitor by completing a personnel file checklist.
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Administrator Assistant on

Refer to telephone intervie!
Administrator Assistant on

Refer to telephone intervie
Administrator on 07/11/23

D7/10/23 at 2:55pm.

with the
7/11/23 at 8:22am.

with the
t 9:40am.

2. Review of Staff B's persrnnel record revealed:
-She was hired as a personal care aide (PCA) on

04/03/23.

-There was no documentatjon of a facility specific
examination and screeningja(or the presence of

controlled substances in S
personnel file.

ff B's person's

-There was a picture of a ufine drug screen cup

without any staff identifier,
results or date completed.

facility identifier,

Interview with Staff B on 07 |1 0/23 at 2:48pm

revealed:

-She was initially hired as & PCA.

-She did remember comple ing a urine drug
screen upon hire on 04/03/, I3

-She did not know there wa only a picture of a
urine drug screen cup withgut any staff identifier,

facility identifier, results or

date completed.

Refer to telephone interview|with the

Administrator Assistant on

07/10/23 at 2:55pm.

Refer to telephone interview with the

Administrator Assistant on

07/11/23 at 8:22am.

Refer to telephone interview |with the
Administrator on 07/11/23 at(9:40am.

3. Review of Staff C's pers

onnel record revealed:

-She was hired as a PCA on
-There was no documentatio

04/28/23.
h of a facility specific
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examination and screening for the presence of

controlled substances in s
personnel file.
-There was a picture of a

without any staff identifier,
results or date completed.

taff B's person's

yrine drug screen cup
facility identifier,

Attempted telephone interv ew with Staff C on
07/10/23 at 5:00pm was urjsuccessful.

Refer to telephone interview with the

Administrator Assistant on

07/10/23 at 2:55pm.
|

Refer to telephone interview with the

Administrator Assistant on

07/11/23 at 8:22am.

Refer to telephone interview with the

Administrator on 07/11/23

4. Review of Staff D's pers

~There was no documentati

al 9:40am.,

gnnel record revealed:

-She was hired as a PCA 0305/21123.

n of a facility specific

PCA job description signed by the Administrator
and the employee in her personnel record.
-There was a picture of a uiiine drug screen cup

without any staff identifier,
results or date completed.

facility identifier,

Attempted telephone interviLaw with Staff D on
07/10/23 at 5:00pm was un successful,

Refer to telephone interview With the

Administrator Assistant on

07/10/23 at 2:55pm.

Refer to telephone interview with the

Administrator Assistant on

47/11/23 at 8:22am.

Refer to telephone interview with the
Administrator on 07/11/23 a 9:40am.
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-The staff personnel record

were in one

employee binder on 07/07/23 which included the
sister facility located on the same property.
-There was only one binde per employee that
was shared between this f; cility and the sister

facility,

-She was not aware she sh; uld have separated
the employee records for each facility

-She thought since they we

e owned by the same

company that it was acceptable to share
employee records, even th ugh they were two

different license numbers.

Telephone interview with th Administrator

Assistant on 07/11/23 at 8:
-She was responsible to en
records were correct and cd

am revealed:
ure personnel
mplete and staff

completed required drug scfeening test upon hire,

-She was not aware of state
drug screens labeled.
~-She did not know she neeq
screening tests.
-She did not know staff pers
be facility specific.

requirements to have
od to label the drug

onnel records had to

Telephone interview with the 'Administrator on

07/11/23 at 9:40am reveale o}

-She had been hired as the
04/08/23.
-She visited the facility twice

Administrator on

a month.

-Her responsibilities includet| the overall

operations of the facility and
-The Administrator Assistant
employee records and trainj
facilities.
-She was not aware she ned

employee personnel records.

resident care.
was responsible for
ng for multiple

zTed to have separate
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Telephone interview with the Administrator
Assistant on 07/10/23 at 2:55pm revealed:
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FORM A

PPROVED

Administration Competency

10A NCAC 13G .0503 Med
Competency Evaluation

Evaluati

cation Administration

administration shall consist lof a written

(a) The competency evalultion for medication

examination and a clinical

determine competency in tH
(1) medical abbreviations
(2) transcription of medica
(3) obtaining and docume
(4) procedures and tasks i
preparation and administrat

liquid, sublingual and inhalei

transdermal), ophthalmic, o
medications;

(5) infection control proce
(6) documentation of medi

| ills validation to

? following areas;
ind terminology;

lon orders;

ting vital signs;
volved with the

n of oral (including
), topical (including
¢, and nasal

res;
tion administration:

{7) monitoring for reactions to medications and

procedures to follow when {
change in the resident's cori
based on those reactions;
(8) medication storage ang
(9) rules pertaining to med
in adult care facilities; and
(10) the facility's medication
and procedures.

nere appears to be a
dition or health status

dispositiorn;
dation administration

administration policy
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-She currently audited the o mployee files
maintained by the Administtator Assistant for
accuracy.
:f
C 166 10A NCAC 13G -0503(a) Medication C 166

A medical administration competency evaluation 8/25/23

will be completed for all medication aides for

medication administration within 60 days as a

medication aide. The Administrator Assistant
and Administrator will assure each employee

has documentation of the competency evaluation

in their personnel file. All new hires will also
have medical administration competency

evaluations once completed in their personnel
files. The Administator Assistant and Administrator
will monitor by using a personnel file checklist.
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This Rule is not met as evi
Based on record reviews ar
facility failed to ensure 1 of
A) had a medication skills ¢
for medication administratio

lenced by:

d interviews, the

3 sampled staff (Staff
pbmpetency evaluation

days as a medication aide
available in the staff person

The findings are:

n completed within 60
nd documentation
S personnel record.

Review of Staff A's personnel record revealed:

-8he was hired as a medic4
05/01/23.

-There was no documentati
skills competency evaluatio
administration completed.

ion aide (MA) on

?" of a medication
" for medication

Interview with Staff A on 07/07/23 at 3:15pm

revealed:

-She had been administerin
residents since 05/01/23.
-She was also employed as

Q medications to

MA by a sister

facility located next door in eptember of 2021.
-She thought she had com lFted a medication
skills competancy validatior{ for the family care
facility, but was unable to locate the paperwork.

Telephone interview with the |Administrator
Assistant on 07/10/23 at 2: pm revealed:
-The staff personnel record$ were in one
employee binder on 07/07/24 which included the
sister facility located on the jsame property.
-There was only one binder|ger employee that
was shared between this facility and the sister
facility.
-She was not aware she should have separated
the employee records for e °|h facility
-She thought since they wejeg owned by the same
|
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(X4) 1D
PREFIX
TAG

SUMMARY STATEME
(EACH DEFICIENCY MUS
REGULATORY OR LSC 10

NT OF DEFICIENCIES

BE PRECEDED BY Fy||,
NTIFYING INFORMATION)

D
PREFIX
TAG

PROVIDER'S PLAN OF CORRECTION
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(X5)

C 168

C172

Continued From page 41

company that it was acceqtable to share
employee records, even though they were two

different license numbers.

Telephone interview with the Administrator
Assistant on 07/11/23 at 8:22am revealed:
-She was responsible to ensure personnel

records were complete and

staff completed

required training in the spegified time frames.

-She did not know staff pe
be facility specific.

onnel records had to

-The facility Resident Care Coordinator (RCC)
worked with her and performed audits related to

employee records.

-The employee recard audits occurred monthly

and sometimes weekly.

-The RCC and the Adminis
running list of items needeg
white board at the sister fag

Telephone interview with th
07/11/23 at 9:40am reveale
-She had been hired as the
04/08/23.
~She visited the facility twice

S o T 1)

ator Assistant kept a
to be updated on a
lity.

Administrator on
Administrator on

2la month.

operations of the facility an

resident care.

-Her responsibilities include%c the overall

-The Administrator Assistan
employee records and train
facilities.

-She was not aware she ne
employee personnel record
-She currently audited the e

was responsibie for
ng for multiple

ded to have separate

—r

mployee files

maintained by the Administra tor Assistant for

accuracy.

10A NCAC 13G .0504 (b) C
For Licensed Health Pro

| &}

mpetency Validation

C 166

C 172
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10A NCAC 13G .0504 Con petency Validation For

A Licensed Health Professional Support task 8 25
Licensed Health Profession al Support Task ; PP /25/23

(b) Evaluation and validation of competency shall eYaluatlon and validation of competency
be performed by the following licensed health Will be performed by a RN for all employees.
professionals in accordance with his or her North All future new hires will also have a Licensed

Carolina occupational licen ing laws:

: Health Professional Support task evaluation
(1) Aregistered nurse shall validate the

competency of staff who pefform any of the Completed by a RN. The Administrator Assistant
personal care tasks specified in Subparagraphs and Administrator will monitor compliance by
(a)(1) through (a)(28) of Rule .0903 of this cbm pleting a personnel file checklist.

Subchapter; |

(2) Inlieu of a registered urse, a licensed
respiratory care practitione may validate the
competency of staff who pefform personal care
tasks specified in Subpara raphs (a)(6), (11),
(16), (18), (19), and (21) of Rule .0903 of this
Subchapter;

(3) Inlieu of a registered
pharmacist may validate th
who perform the personal ¢
Subparagraph (a)(8) and (1
this Subchapter. An immun
validate the competency of
personal care task specifie
(15) of Rule .0903 of this S chapter; and

(4) Inlieu of a registered rse, an occupational
therapist or physical therapist may validate the
competency of staff who perform personal care
tasks specified in Subparag phs (a)(17) and (a)
(22) through (a)(27) of Rule /0903 of this
Subchapter.

rse, a licensed
competency of staff
re tasks specified in
) of Rule .0903 of
ing pharmacist may
taff who perform the
in Subparagraph (a)

This Rule is not met as evidenced by:

Based on record reviews ard, interviews, the
facility failed to ensure 1 of 4i[sampled staff (Staff
D) had completed the competency evaluation and !
Division of Health Service Regulation
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validation for Licensed Healfh Professional
Support (LHPS) tasks.
The findings are:

Review of Staff D's persona
record revealed:

-Staff D's hire date was 05/2
-There was documentation ¢
competency validation with
04/03/23

care aide (PCA)

1/23.
of a LHPS
completion date of

-The employee signature line had been whited
out with Staff D's name writtfn over the white out.

-There was a typed date of (
date staff signed.

Attempted telephone intervi
07/10/23 at 5:00pm was uns

Telephone interview with the

4/03/23 listed as the

2w with Staff D on
uccessful.

Administrator

Assistant on 07/10/23 at 2:§

-The staff personnel record
employee binder on 07/07/
sister facility located on the
-There was only one binder

was shared between this fag

facility.
-She was not aware she shq

5pm revealed:
were in one
which included the

lity and the sister

uld have separated

the employee records for eadh facility

-She thought since they we

company that it was accepts

employee records, even tho
different license numbers.

07/11/23 at 8:22am revealed:|

owned by the same
le to share
ugh they were two

Interview with the Administrﬁ lor Assistant on

-She did not know Staff D's
validation had a completion

_|-(PS competency
date of 04/03/23,

prior to Staff D's hire date of 05/21/23.

-She did not have an answe

I when asked why
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Staff D's LHPS had a completion date prior to
Staff D being hired.
-She did not have an answer when asked why the
employee signature line had been whited out and
Staff D's name written over the white out,

Telephone interview with th Administrator on
07/11/23 at 9:40am revealed:

-She had been hired as the Administrator on
04/08/23.
-She visited the facility twicel' a month.

-Her responsibilities includef! the overall
Operations of the facility and| resident care.

-The Administrator Assistant was responsible for
employee records and train ng for muitiple
facilities. |
-She was not aware she ne ded to have separale
employee personnel record i
-She currently audited the e[, ployee files
maintained by the Administrator Assistant for
accuracy.

C 230, 10A NCAC 13G .0801 (a) Resident Assessment C230

10ANCAC 13G .0801 Resident Assessment An initial assessment will be completed for all 8/25/23

(8) A family care home shall|assure that an iniial Residents. The Administrator Assistant will
assessment of each resident is completed within

72 hours of admicion using the Resident assure for all new admissions an initial assessment

Register. is completed within 72 hours of admission using
the resident register. All new admission resident

This Rule is not met as evidenced by: assessment will be reviewed with the Adminstrator

Based on observations, inte lews, and record on leted and th dmini

reviews, the facility failed to |ansure an initial . .cze MBIELEE and Hieod mystrator shall

assessment of each resideqt_'is completed within initial on the assessment that the assessment was

72 hours of admission using the Resident reviewed; assuring the 72 hour timeline compliance.

:;%gister for 1 of 3 sampled ?Sidents (Resident The Administrator Assistant will review all new

Admissions monthly to assure compliance.

The findings are:
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Review of Resident #1's cu
06/21/23 revealed:

-Diagnosis included acute e
-Ambulatory status was norl

-She had a wound to her Iei1 leg.

-The level of care was assi

Review of Resident #1's prg¢
03/09/23 revealed:

-Diagnosis included demen
disease (circulatory conditid
flow to the lower extremities
pressure ulcer (a reddened
caused by prolonged press|
the bony area of the body).
-Ambulatory status was left

Review of Resident #1's Re
07/06/23 at 3:29pm reveald
-It was dated 03/08/23 with

rent FL2 dated

ncephalopathy.
-ambulatory.

ted living facility.
2vious FL2 dated

lia, peripheral artery
in that reduces blood
), sacral Stage |
area on the skin,

ire of the skin onto

blank.
sident Register on

d:
an admission date of

03/08/23.
-The resident required the

se of a wheelchair.

Review of Resident #1's record on 07/06/23 at

3:29pm revealed:

-She was admitted to the facility on 05/01/23.
-The facility name and adm}sion date were

incorrect on the resident re

ister.

-There was no other reside
record for the admission or

Review of Resident #1's re

t register in the
05/01/23.

ord on 07/07/23 at

9:30am revealed the residant register dated
r

03/08/23 was missing from

A second review of Reside
07/07/23 at 10:13am reveale
-The Administrator Assistaﬁt
resident register in the recor

|er record.

t #1's record on

1o

had placed a revised
o
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~The revised resident regi

Interview with the Adminis

-Resident #1 was admitte
-Resident #1 was previou
03/08/23 to the sister facili
and discharged on 5/1/23.
~The Power of Attorney w

One-on-one care
-There was no resident reg
admission on 05/01/23.
-The was not aware of the
register since she came di

company,
Telephone interview with th
Assistant on 07/11/23 at 8:]
-She was responsible for th

and admissions,

required verbally and electr

-She notified staff on the cg

ter was not in the

record upon arrival to the acility on 07/07/23.

rator Assistant on

07/06/23 at 4:00pm revealed:

on 05/01/23,
ly admitted on
y located next door

nted her be admitted to
the family care facility to receive more

ister completed upon

need for new resident
ectly from the sister

facility, and they were own 2d by the same
|

e Administrator
Y2am revealed:
e safety of residents

e that residents
nically using a mobile

phone application,

-She was responsible for r
records.

-The facility's policy was to
register upon admission, wi

worked with her and audite

weekly.

running list of items needed
the sister facility.

L

-The facility's Resident Car$

ident registers and

mplete the resident
in 24 hours.
Coordinator (RCC)
resident records.

-The audits occurred month y and sometimes

-The RCC and Administrator {'ﬂ\ssistant kept a

an a white board at

Telephone interview with the Administrator on
07/11/23 at 9:40am revealed:
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-She had been hired as the Administrator on
04/08/23.
-She visited the facility every other Friday.

-Her responsibilities included the overall
operations of the facility and resident care.

-The Administrator Assistant was responsible for
completion of resident registers and
pre-admission assessments, admission
paperwork and placement for multiple facilities.
-The Administrator Assistant was responsible for

not currently audited by the Administrator.

a Resident Register for her admission on
05/01/23.

C 231| 10ANCAC 13G -0801(b) Resident Assessment

10A NCAC 13G .0801Resident Assessment

(b) The facility shall assure an assessment of
each resident is completed within 30 days
following admission and at [east annually
thereafter using an assessment instrument
established by the Department or an instrument
approved by the Department based on it
containing at least the same information as
required on the established instrument. The
assessment to be completed within 30 days
following admission and an ually thereafter shall
be a functional assessment|to determine a
resident's level of functioning to include
psychosocial well-being, cognitive status and
physical functioning in activities of daily living.
Activities of daily living are Bathing, dressing,
personal hygiene, ambulatign or locomotion,
transferring, toileting and eaﬁing. The
assessment shall indicate if %he resident requires

referral to the resident's physician or other
licensed health care professjonal, a provider of

completion of all resident paperwork and this was

-She was not aware that Resident #1 did not have

C 230

C 231

.

8/25/23

A resident assessment will be completed f‘or all
Residents. For new admissions a resident
assessment will be completed within 30 days of
admission and annually which will include a
functional assessment to include psychasocial
well being, cognitive status and physical
functioning in activities of daily living. The
Administrator Assistant will review the resident
Assessment with the Administrator to assure
ccj‘:mpliance. The Administrator will sign the
Resident Assessment as verification of the
Review for 30 day assessments and annual
Assessments. Monthly monitoring will occur

by the Administrator to assure assessments

are completed timely.
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mental health, developmental disabilities or
substance abuse services ér a community
resource.

This Rule is not met as evigdenced by:

Based on observations, interviews, and record
reviews, the facility failed tq ensure an
assessment was completed within 30 days
following admission, which ncluded a functional
assessment to determine a|resident's level of
functioning to include psychosocial well-being,
cognitive status and physical functioning in
activities of daily living for 1|of 3 sampled
residents (Resident #1).

The findings are: |
Review of Resident #1's cy frent FL2 dated
06/21/23 revealed: :
-Diagnosis included acute gncephalopathy.
-Ambulatory status was nor rambulatory.
-She had a wound to her left leg.

-The level of care was assisted living facility.

Review of Resident #1's previous FL2 dated
03/09/23 revealed:
-Diagnosis included dementia, peripheral artery
disease (circulatory conditian that reduces blood
flow to the lower extremities), sacral Stage |
pressure ulcer (a reddened [drea on the skin,
caused by prolonged pressure of the skin onto
the bony area of the body).
-Ambulatory status was left lolank.

Review of Resident #1's redard on 07/06/23 at
3:29pm revealed: |
-She was admitted to the far lity on 05/01/23.
-The care plan was dated 03j09/23.

-The care plan was the initial care plan completed
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for the admission to the sis
-There was no other care P

er facility on 03/08/23
an in the record.

Review of Resident #1's cafe plan dated 03/09/23

revealed:
-The facility name was inco
-She had an amputation on
the use of a wheelchair.
-She had limited strength in
extremities.
-The resident used hearing
-The resident required exte

and transferring.

rrect.
one leg and required

both upper

aids.
1sive assistance with

toileting, ambuiation, bathirlg, dressing, grooming,

-The care plan was signed
03/09/23.

vy the physician on

Interview with the Administ

07/06/23 at 4:00pm revealsﬁl :

tor Assistant on

-Resident #1 was admitted bn 05/01/23.

-She was previously admitt
sister facility located next d
-She was discharged from
05/01/23 and admitted to t

d, on 03/08/23, to the
or.
he sister facility on

$ facility on 05/01/23.

-The Power of Attorney war ted her be admitted to
the family care facility to redeive more

one-on-one care

-There was no care plan co
days of admission to the fad
-The Administrator Assistan
need for new care plan for t

05/01/23, since both facilitia

same company.

pleted within 30
ri?ity on 05/01/23.
I was not aware of the
e admission on
were owned by the

Telephone interview with the Administrator
Assistant on 07/11/23 at 8:22am revealed:

-She was responsible for th
and admissions.

-She notified staff on the ca
required verbally and electr

e safety of residents

TI, that residents
onically using a mobile
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phone application.
-She was responsible for chre plans and resident
records.
-The facility's policy was to complete the care
plan within 14 days of admission.

-The facility's Resident Carp Coordinator (RCC)
worked with her and auditefi resident records
related to care plans.
-The audits ocourred mont ly and sometimes
weekly.

-The RCC and Administratdr Assistant kept a
running list of items neede | on a white board at
the sister facility.

Telephone interview with thy Administrator on
07/11/23 at 9:40am revealdd:

-She had been hired as thel| dministrator on
04/08/23. "f

-She visited the facility every other Friday.

-Her responsibilities includéd the overall
operations of the facility and resident care.

-The Administrator Assistarit was responsible for
completion of care plans, admission paperwork,
and placement for muitiple acilities.

-The Administrator Assistant was responsible for
completion of all resident p kerwork and this was
not currently audited by the| Administrator.

-She was not aware that R sident #1 did not have
a Care Plan for her admissian on 05/01/23. |

C 613 16ANCAC 13G .1701 (d) Intection Prevention & Ce13
Control Policies & Pro

10A NCAC 13G .1701 INFECTION
PREVENTION AND CONTROL POLICES &
PROCEDURES

(d) In accordance with Rule
Subchapter and G.S. 131D
shall ensure all staff are tra

L1211 of this
AA(b)(4), the facility
ed within 30 days of

S K™
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listed in Subparagraphs (b
this Rule.

This Rule is not met as evitlenced by:

days of hire and annually,

The findings are:

-She was hired as a medica
05/01/23.
-There was no documentatj
infection prevention and infe
in Staff A's personnel record

revealed:

since 05/01/23.
-She was hired as a MA on 05/01/23,
-She lived within 500 feet of
on-call 24/7.

Refer to telephone interview Wwith the

Refer to telephone interview with the

vith the
J:40am.

Refer to telephone interview
Adrministrator on 07/11/23 at

hire and annually on the pdlicies and procedures
1} through (b)2) of

Based on record reviews and interviews, the
facility failed to ensure 4 of i sampled staff (Staff
A, B, C and D) received facility specific infection
prevention and infection co J|trol training within 30

1. Review of Staff A's persannel record revealed:
ion aide (MA) on

n of a facility specific

tion control training

Interview with Staff A on 07 {1)7123 at 3:15pm

-She had been providing difect care to residents

he facility and was

Administrator Assistant on §7/10/23 at 2:55pm,

Administrator Assistant on 07/1 1/23 at 8:22am.

(X4) D SUMMARY STATEMEHIT OF DEFICIENCIES 1D PROVIDER'S PLAN OF CORRECTION (X5)
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All employees will complete an infection
prevention and infection control training,

All new hires will complete infection
Prevention and infection control training
within 30 days of the hire date and annually.
The Administrator Assistant will monitor
riew hires have completed the trainings.

The Administrator Assistant and Administrator
will review monthly what trainings are
needed by employees and schedule trainings
as needed to assure compliance. A

checklist of training dates will be monitored
by the Administrator Assistance and the
Business Office Manager.
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2. Review of Staff B's personnel record revealed:
-She was hired as a personal care aide (PCA) on
04/03/23.
-There was no documentation of a facility specific
infection prevention and infection control training
in Staff B's personnel recort.
Interview with Staff B on 07/10/23 at 2:48pm
revealed:
-She was initially hired as g PCA.
-She could not recall if she had completed
infection contro| training.
Refer to telephone intervieW with the
Administrator Assistant on §7/1 0/23 at 2:55pm.
Refer to telephone interview with the
Administrator Assistant on 07/11/23 at 8:22am.
Refer to telephone interview! with the
Administrator on 07/11/23 dt 9:40am.
|
3. Review of Staff C's pers:Lnnel record revealed:
-She was hired as a PCA o 04/28/23.
-There was no documentatign of a facility specific
infection prevention and inféktion control training
in Staff C's personnel recort! .
Attempted telephone intervi|ew with Staff C on
07/10/23 at 5:00pm was uns uccessful,
Refer to telephone interview With the
Administrator Assistant on #"/1 0/23 at 2:55pm.
Refer to telephone interview with the
Administrator Assistant on 07/11/23 at 8:22am.
|
Refer fo telephone interview with the
Administrator on 07/11/23 att 9:40am.
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|
-She was hired as a PCA

infection prevention and in
in Staff D's personnel record.

Refer to telephone interview with the

|
Refer to telephone interviey with the

Administrator on 07/ 11/23 lt 9:40am.

Refer to telephone intervie%..r with the

facility.

company that it was accept

different ficense numbers.

records were correct and cq mpleted.

4. Review of Staff D's pet?ionnei record revealed:
n 05/21/23, :
~There was no documentayon of a facility specific i
ection control training

Attempted telephone inteniew with Staff D on
07/10/23 at 5:00pm was ur successful,

Administrator Assistant on 07/10/23 at 2:55pm.

Administrator Assistant on D7/11/23 at 8:22am.

Telephone interview with thé Administrator
Assistant on 07/10/23 at 2:55pm revealed:

-The staff personnel records were in one
employee binder on O7/O7/2|3 which included the
sister facility located on the ame property.
-There was only one binder er employee that
was shared between this fa ility and the sister

the employee records for eigch facility

-She thought since they we ¢ owned by the same
Fble to share

employee records, even thaugh they were two

Telephone interview with the Administrator
Assistant on 07/11/23 at 8:22am revealed:
-She was responsible to en 5L|.|re personnel

-She did not know staff did not have the infection

Cc613 }

-She was not aware she should have separated i
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control training in their staff records.
-She stated that upon hire| she reviewed
infections control with alj new staff members.

Telephone interview with the Administrator on
07/11/23 at 9:40am revealed:

-She had been hired as the Administrator on
04/08/23.

-She visited the facility twig
-Her responsibilities includ
operations of the facility ar
-The Administrator Assista
employee records and trair

e a month.

2d the overall

d resident care.

1t was responsible for
ing for muitiple

facilities.
-She was not aware she n eded to have separate
employee personnel reconis.

-She currently audited the tEmpxoyee files

maintained by the Adminis rator Assistant for
accuracy.
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