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i :
| The Adutt Cars Licansura Section conductad an ;'
| arnual suvey and compleint investigation oe !
i Maroh 20 gnd 23, 2026, ! :
1 )
i ; i
| : P
€145 10A NCAC 13G .0406(a}(5) Other Statt ST |
| Qualifications ; i
i i : |
DA NCAC 136 0408 Other Sts¥F Qualifications : i
; (! Each 1&f person of a family care hame f; ‘
i

+ ghall:

. {5) have no findings listed on the Norih Carling
; Heglth Care Personse! Registry according (0 5.5.
f131E-256,

E ' = W M
| This Rula i not met as evidenced by: .5 . W wdd s

| Based on inferviews, observations, and ragsord ]
| reviows, the facility falied to ensura 1 of 8 staff ; ‘ v'f"’" i ; Bh‘h""’
i sampled {Staff F) had no substantiated findings ; ‘ ~ Ll Vi J:")' i
" on the North Carolin Mealtn Gare Personne! : - L] adma : |
* Reglsiry prior 1o hire gt the facility. :

The findiigs are: . MW W E

| Review of Staff F's personnel record rovealed: |

. . . 1l !
t -Bteff F was hired on 03/13/26 a5 & personal cars : M_J Cirom U\\.L‘ ALY ]
‘ gida (PCA) i “h W g

; ~I'heis was 2 Hezlth Care Personne! Registry : ; [a O W‘Jb ; H

! (MCPR) check completed on (03723126 with no

+ substentiated findings, ‘ MWM bet I | !
]

=
S
%

:
:

%
;

i “There was no HOPR chadi prior to 03/22/26.

. Observation on U3/23/26 at 7:00am revealed:

| -Siaf F was the overmaght staff who came on duty
_ a8t 7:00am, :
i -Staff F was obeerved gatting the resicsnts’ vig!
: signe and fingerstick bicod sugars on 0A/23/26,
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| {a) Each etaff parson of a family care horne

i snall:

i (1) have a criminal background check complated
| In accordence with G.5, 131D-40 and rasulis

! available in the staff pereon’s parssnnel file;

. This Rufg Is noi mat a8 evidsrced tyr

. Based on abservations, interviews, and record

! revigws, the faclity failed to ensure 1of § sempied
; staff (Staff F) nad a criminal background check

i completed upon hire.

' The findings sre:

Raview of S F's personnal record revaaled:

i ~There was an application for employment.

| ~The hire date was 03/12/26.

i ~Thare was a conaent for a crimingl background

! etveck bui no documentation a eriminal
beckground check was completed before Staff F
was allowed o work.

; Observation on 03/23/26 from 7:00am - 1:45pm
i !. revealed:
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- Interview with Staff F on 03/23/26 &t £:00am : ;
' revsaled she had started working at the faciy L
about a week ago as & personal care aits. i 1
. Interview with the Administretor on 03/23/26 at "
i 11:282m rovaaled:
| -She hed overiooked geiting Staif F's KCPR
; check complated upon hire on 03/13/23, i
! : -She was responsibls for checking the HGPR ;
’ | upon hire of any new staff,
, T 147 10ANCAC 136G ,.0406{a)(7) Other Siaff i o147 -W b“""l ’““ o L Y
Qualifications i - A b
(A b '
 10ANCAG 136 .0406 Other Staif Qualifications e b g
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PREFIX (EAQH DEFICIENGY MUST S8 PRECEDED 8Y FULL
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i

) i PROVIDEN'S PLAN OF CORRECTION P ey
(EAGH GORRECTIVE ACTION SHOULD BE ' ;. COMPLETE

™ CROSE.REFERENCEQ T2 THE APPROPRIATE i 1 DATE

GEFIGIENCY) :

¢ wi Continued From page 2

! -Steff F was the ovemight staff who came on duty
; 8t 7:00am.
| ~5iaff F was observed getting the resldents’ vita
| signs and fingerstick blood sugars on 03/23/28 et
i 7:15am.
i -The other ovemight sfaff exited the facility at

| 7:30am which Jaft S{aff F the only staf in the

; facllity for the remainder of the day with the
© | rasidents.
i E-Staﬁmeimdtomﬁda residents with
| persohgl gars, assisting to ambulate, cooking and
© providing meals for the residents throughout the
" day on 03/23/26,

Interviaw with Staff F on 02/25/26 st 8:00am
- revealad she had started working at the facility
about 2 week ago as 3 personal cere aide.

! Interview with the Adminiatrator on 03/28/26 at

{ 11:283m revealed:

l -She was rezpongibls for checking the criminat
background check upon him of amy new staff.

s -She had requested Staff F's criminal background
 oheck {CBC) upon hire on 02/13/26.
-5he was responsibie for checking the papsrwark
of any new staff to includa the CBC.

| -5he was not sure why ths results were not back

| &5 0f 03/23/28,

€ 148} 10A NCAG 13G 0406 (a)(&) Other Staff
Qualifications

i

- 10A NGAC 13G 0408 Other Staff Qualifications
(2} Each staff person of 2 family cars home
shail:

i {8} have an exarination and screening for the

i presence of controlled substahces completed in

» acoorgance with G.S. 131D-45 and rasulte

1 avatiable in the staff pareon'a personnel filg;
i
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Continued From page 3

i This Rule lanot met as evidenssd by:

: Besed on interviews end record raviaws, the

i Tacility failad to ensure en exarpination and

screening for the presence of contrafled
substances was cotmplated for 1 of 6 sampled
staff (Staff B) pricr io hire,

The findings are;

Review of Staff B's, Suparvisor In Charge (3I1C),
i personna record revealad:
i «There was a signed job description dated
- 520007,
-Thers was o documentation that 8 drug screen
i had bean completed.

! interview witth Staff B on 03/28/26 at 6:30am

+ revealad;

* -Bhe had worked at the facility prior 10 the current

_ Administrator/Qwngr taking owbarship of the

| facility.

f -She thought the previous administratorowner
had completed 2 drug screen when sha was

hired.

Interview with the Administator (3/23/28 at
11:28am ravealed:
~Bhe became the Administraior’Ownist sher Staff
B had baen warking at the facility.
-8his thought Staff 8 had a drug screen.
{ ~She did not know why Staft B's drug scraen
- résulls were not in her staff record.
~She compieted drug scraens on aif etaff ugon
hire,
| ~Bhe would iry and looate Staff B's results of her
| drug sereen,
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STATEMENT QF DEFICIENCIES (1) PROVIDERISUPRLIER/CLIA (%2} MULTIPLE CONSTRUCTION
AND PLAN OF CORREGTION IDENTIFCATION NUMBER: A, BUILDING!

FGLOTE11S B. WING
NAME OF PROVIDER QR SLPPLIER STREET ANORESS, CITY, STATE, 21P CODE

9461 MC 710 SOUTH

Ottar Staff

' 10ANCAC 13G.0801  ManagemsntAnd Other
Staff

. (g Additional staif shall be employed as neaded
; for housekasping and the suparvision and care of
i the residents in accordance with the rulss of this

. Subchapter.

- This Rulle is not met es evidencad by:
| TYPE B VIOLATION

| Based on obsarvations, intarviews, and record

| reviews, the facility failed ta ensure the staff were
; always awake in the facifity for the safety and

! supenvigion of 3 of 3 residents who were

| nor-ambulatory and were unable 10 evacusts the
 Tacillty i1 the event of an emergency (#1,52,46).

| The findings are:

" Raview of the facility's current license, effective
0101736, revealad the faofity was licansed for §
. Fesidents up to 3 nan-ambulatory residenta.

Tha sensus at he time of the survey was six,

: Observatien of faciity fire rill compisted on

i B3r20/26 ot 1:56pm revaated:

| -Resident #1 was in bed when the fire aisrm

i began sounding, she vnalned in bad thraughout
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SUMMARY STATEMENT OF DEFICIENCIES
(EACH DEFICIENGY MUST BE PRECZDED &Y FULL
REGULATORY GR LSC IDENTIFYING INFORMATION)

oA
PREFIX :
TAG

!

PROVIDER'S PLAN OF CORRECTION
{EACH CORREGTIVE ACTION SHOULD BE
CROBE-AEFERENTED TO THE AROROFRIATE
DEFRICIENCY)

o |
PREFIX
TAG f

G 133; Continued From page 5

i the firg glarm drill.

t -Resident #2 was siffing in bg wheslchair in hig
1 roosn when fire slarm was initiated, he remained
i in his room end did not sttempt t evacuste

i during the fire onil,

! -Resudenﬁﬂims at an appaintment and nat in

| .ha facifity during time of the fire drill,

{ i | 1. Raview of Rewident #1's ourrent FL2 deted
' 02124/28 revealed:
-Dsagncses included cerebrovascuiar gcoident,
: hyperiensive urgency, and gereralized
i Waskness,
E -Thare was ¢ information on orlentation.
| -Tha rasident was semi-ambulatory.

i Reviaw of Resident #1's Resident Register
! re'veaied en admizsion dats of 02/24/28.

Rewew of Residant #1's cere plan dated 02/24/26
| revealed she needed extansive assistancs from

; staff with her activities of daily fiving.

i ' Reviaw of Resigent #1°s Licensed Health

! Professional Support Tasks (LHPS) dated

| 02/23/26 revesied the resident needsd

. assistances with trengfers and ambulation.

. Observation of Regident #1 on 03/20/26 at

“varlous times from 8:30am-4:00pm revealed:
~She was dependent on staff with fransferring and
ambulation.

i -Btaff aesisted her tranafering from her bed to
her whealehair for medls and ‘o go outside to

, $ihoke,

 ~She could nat propel the wheelchair

| indegsndantly.

| Intgrvieu with Residant 5 on 03/20/28 at 1:20pm
| : revaplad:

i
!
i
:

! c18s
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A BUILDING:

(52} MULTIPLE COMSTRUCTION

B. WING

{3) DATE
COMMLETRD

B & B ASSISTED LIVING #3 .

MAME OF PROVIDER OR SUBFLIER BYRERT ADDRESS. CITY, STATE, ZIP CODE

2461 NG 710 SOUTH
ROWLAND, NC 26393

%4110 SUMMASY STATBMENT BF DEFICIENCIES
BREFD (RAGH DEFICIENGY MUST BE PRECESED BY FULL
™s REGULA™GRY OR LEC IOENTIFYING INFORIATION)

10
PREPIX
TAG

PROVIDER:S PLAN OF CORRECTION

{EADH DORRECTIVE ACTION SHOULD BE FLETE

" CRDSS-REPERENCED TO THE APPROPRIATE

DEFICIENCY}

C 168 Continued From page &

' ~There was usually one sieff member in the

. Tacility 2t night,

: ~Bha pulled her call bell 24 night if sha neaded

; assistance,

| ~Staff came quickly when she pulied her zall ball,
i ~She could not evacuate the facility without

; assistanie from siaff members.

I Refar to interview with 2 personal caré side
| (PCA) on 03/20/28 at 1:30pm.

., Refer o intarview with 5 second PCA oh 63/23/26
- at 5:38am,

Refar to interview with the Buparvisor In Chemge
; (20} on 03/23/26 at 8:30am.

1
| Refer to irterview with the Administrator on
I 0372326 at 10:20am.

' ARternpted telephons intsrview with the primary
. care provider (PCP} on D3/23/26 at 4:16pm was
: uneuocessful,

2. Reviaw of Resldent #2's currant FLZ datad
04/10/25 ravealed:
~Diagnosas Incjuded hypertanalen, bipolsr
, disarder, and gastroesaphageal refiux disease.
| -There was no Iformation on orientation,
’ -The resident was non-ambulatory.

: Review of Residant #2'= Resident Register

; revealed an admmssion date of 93/§7/23.

i Reviaw of Resident #2's core plan dated 0371025
reveslad he needed limited assistance from staff

, Tor his activities of daily living.

| Review of Resident #2's Licensed Health

| Prefessional Support Tasks {LHPS) dated

G188
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C 188} Continued From page 7 1 188

| 02/23/25 revealed the resident needes
! assistance with transfers and ambuiation,

| Observation of Resident #2 op 33/20/26 at : '

' varivus times fror 8:30am-4:00pm rovealed ;
~Me was dapendent on staff with transfarring. : :
-Staf assisted him transfarring from his bed to ; i

- her wheslehair. :

 “He couid prapel the wheelchair indegendantly,

g Based on chservations, interviews and record

1 ! reviews, it was determined that Resident £2 was

i not interviewsble.

5
'

! Refer to interview with a personal care aide
| (PCA}on 33/20/28 at 1:30pm.

' Refer io interview with a sacond PGA on 03/23/26
| at 6:35mm.

| Refar b Intarview with the Supervisar In Charge

! (SKG) on 03/23/26 2t B:20Am.

Refer to interview with the Administrator on :
03/23/28 at 10:20am.

Atterapled telephens interview with the primary ; i !
care provider (PCP) on 03/2/26 at 1:16pm was { : :

S

" unsuccossful, ¢ : :

3. Rewiew of Resident #3's currant FLZ dated i j
" (11/28)26 revezled: |
. “Diagnosss inclyded hepstic encephalopathy, i

type 2 diabetes mellitus, and gait instabllity. H
~The resident wes intermittently disoriented,
~The resident waa non-ambutatary.

- Reviaw of Resident #5's Resident Register '
: revealed an sdmission date of 01715428, :

Diision of Health Service Reguistian : 5
STATE FoRM ] EK1RM 1f contimustian l'th Bof 18



https://AOOR.E.SS
https://f'!�'!OVIOERISU!'~UERIC'I.IA

ETATEMENT OF DEFICTENCIES
AND PLAN OF CORRECTION

Division of Health ice R ion

PRINTED: 04/02/2026
FORM APPROVED

(X4} PROVIGER/SUPPLIERCLA
IDENTIFICATYON MUMBER:

FCLO78118

(R2}) MULTIPLE CONSTRUCTION
A BULDING:

B. WiNG

{43} DATE su:#a'

NaliE QF PROVIDER OR SUPPLIER

STREET 48DRESS, CITY, STATE, 2IP GODE

9481 NC 710 SOUTH

& B ASSISTED LIVING # 3

RGWILAND, NG 28383

i

1
(o

PREFIX
TAG

SUMMARY STATEMENT OF DREFICIENCIES
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 Review of Resident #5's care plan dated 01/:29/26
| revasied he needed exiensive assistance from
. staff for his activities of delly iving.

Review of Resident #8's Licensed Mealth
. Professional Support Tasks (LHPS) dated
| D2Z37E revealed the resident negded
i #ssistance with range of motion and ambulation,

E Ghsarvation of Resident #5 on 03/20/26 at

i various times from 8:30arm-4;30pm revealed:

{ -He nesdad assistance with bransferring and
ambuiation,

' -He needed assistance transferring from his

| wheelcheir into hie bed afier lunch.

. =Ha needed assistance transferting from his bed

" 1t his wheelchair,
-He could propel the whaesichair indspendantly,

Bazed on oheervations, imterviews and record
reviews, it wag detemined that Resident #5 was
net inferviswabie.

- Befer fo interview with 2 personal care aida
: (PCA on 03/20/26 at 1:30pm.

: Refer to Interview with a second PCA on 3/23/28
! 218:35am.

I

| Refer fo inferview with the Suparvisor In Charge

i {BIC) on 03/23/25 at 8:308m,

i Refer 10 intenview with the Administrater on
| 03/23/26 at 10:20am,

, Attemptad telephone intsrview with the primary
- Gars provider (FGP) on 03/23/26 at 1:15pm was
_ unsuccessful.

i
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C 188 Confinued From page 8

interview with the perscnal care aide (PCA} on
: (2/20/26 at 1:30pm revealed:
; ~She wes the onty stafl member in the facility and
i her shifts were 24 hours a day for sevan days.
: -8he worked as a PCA from 7:00arm to 10:000m.
. -Aftar 10:00prn shie providad incontinence care to
: rasidents a8 nasded.
i -8he slept from 11:00pm untd 6:00am.
i -She checkad on residents if thay pulled their cafi
i hells for assistance,
-5he sel an alarm on her phone to wake up every
i o hours to check if residents needed
aesistance with incontinent care.

- Inierview with & second PGA on 03/23/26 at
6:35am revealed:
" -Bhe bagan working the 11:00pm to 7:00am shift
" in the building on 03/20/24.
~Bhe was going to assist the residents in the
bufiding ovemight while the other PCA slept.
: mmmwad in anether building as a
: ~Thara had been & staff member that warked
overnight while she had been aslesp in snother
buitding.

intervisw with the Superviser In Charge (SIC) on

03/22/26 at B:30am revealed:

i -The FCA's shift began Mendaya st 3:00pm and

ended the following Monday af 3:00pm.

~The working hours for #CAs wena 7:00am ta

11:0Dpm.

-At 16:00pm the PCAs wars suppaged 10 jonk the

| doors and tum on tha alarm.

: -if the residents pulied the call bell Tor assistance

" at night the PCA was supposed io check oh the
residonts,

| ~8he did riot expeat the PCAa to chieck on the

| residants throughout the night,

Division of Héallh Servios Regylation
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. *She was not congemed that there was not a staff
| member awske in the jaciity af night bacause

| there had not been and issuas with the regidents

: since she had been employed &t the fackity.

b b S Ao

| Interview with the Administrator on 03/23/26 at
i 10:20am reveated:
~The PCA's 8hift began Mondays at 5:00pm and
| endsd the fallowing Moncay at 3:00pm,
i -The working hours for PCAs wera 7:00am to
41:00pm.
~After 11:00pm the staff member was supposed
. to sleap,
-Betwsen the hours of 11:00pm and 7:00am thare
was no staff awake ko assist the residents,
-She expetied staff ip wake up and assist the
resldents if they pulled their call beils for
#esistante beiwsen the howrs of 11:00pm and
7:00am, :
. -Shé was congerned abour resident incontinence : ; b 5
 cara not being done at night, bui no resident had { Tk
i complained o her about incontinence carg.

i Atternpted telephone intsrvigw with the primary
i care provider (PCP) on 03/23/26 at 1 :15pm was
! unsucceasful.

i

H
]
i
i

| The fachity falled to ensure thers was awake staff

1 gi tha facility to provide supervision to residents

f (51, %2, ¥5) who were semi-ambnjatory and _
nor-ambulatory. Residents (#1, £2, #5) were i :
winesséd neading sxtensive assistance from ! : :
stalf with ambuletion and fransters, and were not ! i
capabie of evacuating the facility independently in : ; :

« the gvent of an emargancy, The facility's Tallure : i

| wag detrimental to the safety and welfars of the i

| residents which constitutes @ Type B Vioatian. ! _ :
L ! The facillty provided & plan of protection in ; 1 : ,
OMigian of Heslth Senvice Reguision I i
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. Servics
 10ANCAC 135 0304 Nutrition and Food Service
; {a) Fond Procuremant snd Safety In Farnily Cars
! Homes:
| {3) There shall be 2 ires-day supply of
: herishable food and s five-day susply of
" non-perishable focd in the faciity based on the
Mmehus established in Paragraph () of this Ruls,
for both reguiar and therapeutic diets, For tha
, purpose of this Rule “perishable 004" is food that
: is likely to spoll or-decsy if not kept refrigerated at
E | 40 degrees Fahrenhsit or below, or frozen gt zero
| degraes Fanrenheit or below and "non-patishable
¢ food" is food that can be stored &t room
| terperature and Is not fikely to spoil or dacay
! within seven days.

This Rule ie not met as evidenzad by:
| Based on observations and interviews, the fadiltty

! falled to have & 3- -day supply of perishable and g

S-tiay supply of non-parishable food, based on
the tensus and the menus in the facility, as
evidenoed by the limited food tems stored at the
facility.

WD SUMMARY STATEMENT DF DEFICIENGIEE v @ . . PROVIDER'S PLAM OF CORRECTION s
FRRAY . (EACH DEFIGIENCY Mu=T BE PRECEDED BY FULL i mREFIX | b (BACH CORRECTIVE ACTION SHOWLD BR SqMPLETE
™e ! REGULATORY DR LSC IDENTIFYING INFORMATION} TAG | CROS£.REFERENGED TG THE APPROPRIATE Dare
= 5 : ' | DEFIGIENGY) :
B, | ! o '
i T 188! Coniinued From pege 11 | C1e8 P i
accardance with G.§, 131D-34 on BA20/28 for ' ; 5
. this violation, | i '
! ?
! CORRECTION DATE FOR THE TYPE B ;
] '\!K)LATI@N SHALL NOT EXCEED May 7, 2028, ; i
; ; |
G250 1CANCAC 153G .0004(a){%) Nutriion %nd Faod i cesp |
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H

1
 The findings are:

| The census at the tima of the survey was six.

Observation of tha refrigerator on 03/20/26 at
; ﬁ.&fmm ravealed:
i -There were 18 eggs.
i -There was 1 galion of julze, gnd 1 plicher of juice
! 174 fuil. .
. -Thare were 4 onigns. ! !
~Thare were 2 packs of bologna.
-Thare was a variety of condjmenta,

| Observation of the freezer an 03/20/26 at 8:38am
j revaalad:
| ~There waz a pack of hot dags.
| -There waa 2 pack of hamburger meat,
: -There was & hag of chicken nuggets.
-There waz a pack of pork chops.
, ~Thare was & pack of chicken drumsticks.
i ~There was & bag of files,
~There wers 2 bags of dreen beans.
| ~Thare were 2 bags of com.
! ~Thera were 3 bags of mixed vegetables,
i

1
{ Observations of the calsinet I the facility on i
-oafmata 37am revealed: i ’
' “There was a box of caresd) bars, :
-There waa g box of granola bars.
l
, Dbeprvations of the pantry in the faciiity on
03120!26 at 8:3%am revealed:
’ -There was 2 loaf of sandwich bread.
: -There was 2 package of hot dog buns, :
: ~There was & bag of § potatoes, i i
| “There was a san of canned meat. { :
! «There wera 2 packeges of crackers.
| “There were 2 boxes of macaroni and cheese,
t “There were 6 cang of beans,
Divisicn of Health Zanvios Reguaton
STATE EORM
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C 258} Continued From paps 13 ; Cate !

-Thars were 2 cans of vegetsbles.
I ~Thera was & hox of pancake mix,
; -“Theses was a variety of condiments.

Obsarvatlons of the atorage shed in the bavk of
facility that wes used to store Tood for four
, buildings on 03/20/26 =t 5:41am revesled:
-Thers was a large freezer with 8 variety of frozen
maeats.
-Thimre were 2 cans of peaches.
There were 3 cans of mixed greens.
| -Thare were 2 cans of soup,
-There were 2 cans of corn
. ~Thers were 2 cons of mest.
; -Thare wara 3 cens of frutt cocktall.
«Tnere way g cen of hagns.
-Thata was & can of mixed vegetghlas,

i Revlaw of the facility's breskfzst meny for

§ ‘ 03/20/24 revealed the residents were to ba

. Bervad 1 scrambled egg sach, 3/4 cup of dry
cereal, white/wheet toast, snd sausage.

Remaw af the facility's lunch menu far 03/20/26
| tevaaled the residents wers to ke servad 3 oince
Jr maatioat, 1/2 cup field peua, 1/2 cup carrots, 1
; bigouk; 9/2 cup of ice cream.

Rawaw of the facility's dinner menu for 03/20/26
| revealed;

i -There werg itams gn the manu that wers not

 avaliabla in the facility,

-The residents werg o be sarved oologna

sandwich with fetiuce and tomato, cup
" vegatahle soup, 4 saltinas, and 1/2 cup fresh fuit.

| Interview with o resident an 03/20/28 2 11:00ar
| reveaied Tacility sl sarved thrae meals each
| day and snacks.

!

S prmetn s Be ey e s m
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i Interviaw with a resident on 03/20/26 et 1:25pm
: i i revasled she get plenty of food to est sach day. '
f Interview with the personal osre aide (PCA) on ’ i
| 03/20/26 at 9:06am revesied: ‘
. -Tha Administrator was responsibls for the |
j' gracary shopping in the facifity. g
{ ~The grocety shopping was done every Tuestiay. ;
?

! -Ali the food for the bullding was stored in the {
g building refrigenator and pantry. :
i -Focd was nut shared between the other i
bultdings located on the grounds, {
~They did not have 3 deys warth of perishabie !
and 5 days worth of nonsperishable food in the ¢
fatility, |

Intarvigm with the Suparviser-in-Charge (S1C) on i
03/20/26 at 8:302m rovealad: !
-Grocary shopping for the ouilding was done ! ! ‘
svery Tussday. ! : :
-Esch building had their own groceries and they : i
| cid not share between bulldings. :
i -She was tesponsible for ensuring there was the : i
proper amount of food in the builging. |

i -She was not aware thai there was currently net
| enaugh fosd in the building.
} ~They did not heve 3 deys worth of perishable

; 8nd & deys worth of non-perishatle food in the

! faciiy. : i
i : ; 5
i Interview with the Administrator on 03/20/786 at ;
! [ 11 14am and 8:35pm revasled: : :
| l ~She did the grocary shopping for the faeshty each !

| She wzas awata that thers nesded to be a 3 days ;
i warth of parishable and 5 days worth of ‘ !
i non-patisiable food in the faciity. ; |
«Thero was 3 storage bullding In the back of the ;
¢ facility where they stored foud far al! faur
{ buiidings. ; E :
Divislor: of Haglth Sanvice Reguiation ' " i
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PREFIX | {EACH DEFIGIENCY MUST 8 PRECERED BY FULL i PREFIX | (EACH CORRECTIVE ACTION SHOULD BE : B
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| C2a, Continusd From page 15 Pease [

: : i ;
! | -There was not 5 days worth of non-perishabie ; i
i i foods in the facliity or in storage because the star i ! B
© ware ysing the canned foods and saups for the i : y
ragidents when they were sick end she had ot t .
reptanished the supply. : ] i
; ' i
C 202 10A NCAC 136G .0B0S {d) Activitles Program c292 :
| Fihow. 1 edhonber 22
, M0ANCAC 13G 0805 Actlvities Program i
| {d) There shall be at Ipast 14 hours of @ varisty HW W,u’-d
: of planned group activities per week that include 1 |
: sctivities that promots socializetion, physica| v 8 W..n ,
interaction, group sccomplishment, creative - fLLL/ fri i

. expresslan, incragsed knowlfedge, and lezraing of
{ new sidlis.

‘
¥
i
!

; This Rule is not met =s evidanced by:

| falled 1o provide 14 hours of plansed group
' activitles per week for active inveivement of
residants,

i The findings are:

 Obsarvation of the tagility on 03/20/28 at 8:30am

| revaaiad;

| “Thisre was & March activiies calendar posted in
fhe khishen.

i -There was oné activity Bsted for sach day o7 the

! week in March,

: -Tharg were no fimes fisied for the activities

" listed.

| Obsenvation of the facllity achvity calandar cn
i 03120126 gt 8:302m to 4:00pm revealed:
' .The sciivity isted was name that tune,

| Bazad on observations and interviews, the facility

3
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-Thare wers ne activifies observed,

Intendsw with a resident on 03/20/28 at 11:00am
: Ygvealad:
-There wers no activithes being offered in the
Taciiity.
-He hag asked the faclity staff for some horss
! ghoas 5o the residents could have something 1o
da.
. ~The residents just sai in the living room and
j watched television,
| -Facliity staff did not take rasidents on outings.
{ -He would like o be offered mors activities.
]
| Interview with @ second resident'on 03/20/28 at
" in8am revesled:
-The facility did not affer sctivities to the
' resicdents,
-3he was often bored snd Just watohed television
each day.
-Bhe would like o bs offerad more activities.

| Obsarvation of the facility on 03/23/26 st 6:30am
. revealed:
 “There wes a March activiies calenday posted in
e kitchen.
“There wag one aciivity listad for sack: day of the
| -Each ectivity was schedulad for one hour.
1
| Observation of the facility on 03/23/26 at 6:30am
1 K 1:30pm revealed;
| ~The activity listed was national chip and dlp day.
i ~There ware no activities chserved.

f interview with a personal care aide (FGA) on

; 03/20/28 at 11:40am revasled;

‘ ~She did about 30 minutes of activities sach day
: with the residents.

I e

i | ~Bhe usually did exsrcises with the residents. i | !
Division of Heglin Sarvice Regulation
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C 292! Continued From page 17

t <The facility did affer 14 howrs of sctivities each
" vieek 1o residents.

V-

Interview with the Suparvisor In Charge (81C) on
; 03/20/26 at 11:50am revesiad:

 <The taff should offer residents activities dalty,
* fourteen hours of aciivitles each waak,

; -Fourteen hours of activities per week ware not

i baing qong for residents.

i ~itwas difficult to get the rasidants o participat=

{ in ectivities. f

Interview with ihe Administrator on 03/20/25 a¢
4:00am ravoaled:
, ~The st=if attemptad to do 14 hours of actvities
| for residents each week.
| -The activily calendar should have 14 hours of
! agtivitias listed,
| -The residents in the facility did not participate in
! getlvifies.
-Facflity stuff took resldents on outings to the
store to shop.

: “There wena not 14 hours of adtivities being done
| forresaaents in the facillty @ach week,

|

|

!

-
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