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facilities:

This Rule is not met as evidenced By

Based an cbservation and interview, the faciity
failed to maintain a clean, ordery and uncluttered
environment that was free of obstructions and
hazards throughout the facility. '

The findings are;

Observations during the initial tour of the facility
on 3/3/15 fram 9:25 am through 10:18am
‘revealed: '

 ~At 8:40am in the bathroom adjoining room A8,
and the shower floor had gray colored soap scum
on the floor and sides of the shower.

At 8:47 am In.the bathroom adjoining room A8,
the wastebasket was overflowing and contained a
used pull up, there were yellow and brown
splatters visible on the upper rim of the the
commode, and the bottorn portion of the shower | I
on the right side of the commode was dirty with a T =¥
brown substance and ants were seen crawling up a L ‘\Qk A Y

L the outside of the shower wall, _ \ "ﬂ :
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-At 10:03am in the bathroom adjoining room Ad,
the commode had a brown substance which
appeared {o be focus on the back of the
commods seaf, the wastebasket was overfiled
and contained a used puli up, the sink had brown
flecks in the botlom and gray residue on right
hand side near faucet, and the room smaelled
strongly of urine.

~At 10:18am in the bathroom adjoining room B1,
the wastebasket was overflowing and contained a
used pull up, the commode had streaks of a _
yellow substance in the bowl, the sink had specks
of red substance on the {eft side of the faucet,
and the shower fioor had gray colored soap scum
on the floor and sides of the shower,

Observation on 3/3/15 at 1015 am revealed the
closet door around the door hahdle in room C4
was dirty. and in need of cleaning.

Observation on 3/3/16 at 11:28 am on the

- smoking porch adjoining the main dining room

revealed:

-The ceiling fan on the right side was coated ina
thick black dust and a single slectrical wire
protruded down and exposed from the fight .

| socket where a lighit bulb should have been

installed.

~There wera thick cobwebs visible around the
cailing of the porch.

-The cefling fan on the left side had a light coating
of dust.

~There were cigarette butts and ashes visible on
the floor, '

~-There were ashes visible in the windowsill where
residents-had put out their cigarettes.

Observation on 3/4/15 from 8:45am through
fevealed:
-At 8:45am, in the bathroom adjoining room B
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there was what appeared to be black and brown
mold coating the bottom siiction cups of & clear
shower mat in the bottom of the shared resident's
shower., '
-At 8:50am,; in the bathroom adjoining room BY
there was gray soap scum coating the bottom
and sides of the shared resident’s shower. -
<AL 9:52 am, in the hathréom adjoining room B8, :
there was gray soap scum coating the bottom
and sides-of the resident's shower, there was a
black substance sticking fo the bowl of the
commode, and there were gray and yellow
smudges 1 foot by 3 inches wide above and
below the door handle to the bathroom.
| -At 10:10am, i the common shower room on C
Hall te the {eft side of room C1, dirt tracked on the
floor in the commude area and in between the -
stiower and bathtub, the shower Had a black
‘substarice in the bottom 3 inches by 2 inches- '
near the drain; and the bathtub had thick ring of :
s0ap scum and halr, : ' : i

Confidential interview with eleven residents on
33415 and 3/4/15 revealed the following
comments; ' : :
~4 out of eight residents stated housekeeping i
cleaned their bathrooms everyday.

~"There's one housekesper and she works very
hard, but [my bathroom'is] not cleaned often

1 enaugh. Not that the housekeeper doesn't work
hard, but its just mors than shecan do™

~"In-my personal opinior, these bathrooms should
be. cleanad avery day. We generally only.get them
cleaned once a week.”

| ~"They do‘a pretty good Job [with housekeeping] |
think, They clean the bathrdsim once a week...not.
often enough, We've had a ot of frouble with
housekeepers, they quit"

-"They keep it clean hére. They clean my _
bathroom everyday, but no more than every other
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day.”
~'All they ever do for me is put toilet tissue out,

| soap, and paper towels. They dust my floor, The
: last time it was so dusty fthe dust] was flylng.up.

s been a week since [housekeeping] last did the

i floor. Hardly ever cleans the bathroom every one

to two weeks if that."

-The housekeeper tries to clean the bathroom
every day.

-On.the weekend the regular staff ciean the

“rooms if they are dirty,

-Somelimes the house keeper Is not able fo get
1o ali the rooms but will get them the next day,
-The housekeeper does work on weekends
sometimes.

interview with the Housekeeper on 3/4/15 at
9:50am revealed:

-She worked 8 hours a day, 5 days a week, and
was usually off Saturday and Sunday.

-Every now and again she would geta day off
during the wieek and waould work Saturday
Instead,

~She stated daily she emplied the wastebaskets
for alt the residants, swep! ail the residents
rooms, and cleaned all'the bathrooms everyday.
~She stated she moppad the entire facility evary
other day, '
-"Every now and again, | wips the dressers off "
~She stated when cleaning a bathroom she would
"wipe oui the sink, wips off the mirrers, wipe off
the toilet, and spray and wipe the shower.”
-She stated the common bathrooms were
cieaned daily and included cleaning the sinks,
mirrors, commods, and emplying the
wastehasiets. _

-Bhe slated she was only responsibie for

; housekeeping duties and did not perform any

laundry duties
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Confidential interview with two staff members on
31315 and 314115 revealed;

~There are some residents who dirty their rooms
after the housekeeper cleans them.

-The residents will not tell us when theu-
bathrooms are dirty.

Interview on 3/4/15 at 10:35am with a Medication
Alde revealad the only housekeeping tasks they
performed were occasionally unstopping a
clogged toilef, wiping up a spitl, or emptymg
resident wastebaskets,

Interview with the Administrator on 3/4/15 at
11:30am revealed:

-The housekeeper worked 40 hours a week.
-She was expecled to completely clean two halls
out of the four halis.a day, but "She's frying 1o get
all of them when she's here.”

~The resident's were not supposed to use the
smoking porch, but dus o axtreme weather,
resident's had been allowsd to stil use'it,
Ancther covered smoking area was provided
away from the building for the resident’s use, The
smoking porch was to ba torn down over the
summer.

10ANCAC 13F .0904(s){4) Nutrition and Food
Service

10A NCAC 13F .0004 Nutrition and Food Sernvice
(&) Therapeutic Diets in Adult Care Homes:

{4) All therapautic diets, including nutritional
supplements-and thickened liquids, shall be
served as ordered by the resident's physician,

This Rule is not met as evidenced by:

Do7g

D310
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Based on observation, interview, and record _
review, the facility falled to assure 1 of 1 resident
with a physician's ¢rder for chopped meat was
served meat chopped at the appropriate
consistency,

The findings are;

Review of Resident #2's FL2 dated 2/48/15
revealed;

-Diagnoses Included: dementia, cerabral
vantriculomegaly, chronic obstructive pulmonary
| disease, schizophrenia, and anorexia-nervosa,
A physician's order for a regular disf with
shopped mests,

-A physiclan’s order for Megace {a medication
used to stimulate appetite) 40mg/1m! 5mi three _
times a day with meals,
~The resident was documented.as intermittently
disoriented, non-ambulatory, and incontinent of
bladder and bowel,

Review of Resident #2's Care Plan daled 2/18/15
revesled:

-The resident was documented as raquiring
extensive assistance with eating, tolleting,
bathing, dressing, and grooming.

~The resident.was documented as totally
depeandent for ambulation.

Review of the faciity's therapeutic diet list on
3/3/16 revealed Resident #2 was listed ds a
reguiar diet with chopped meat.

Review of the faciity's posted regular dist menu
for lunch on 3/3/15 revealed:

-3 pz. Salisbury steak

-142 ¢. of noodles

-142 ¢. vegetable mediey

1 =1 wheat rolifbread
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-1 margarine
-12 ¢. sherbet
-1 o mik

-1 ¢. beversge of choice

Observation of Resident #2 during the iunch meal
on 3/3/15 from 11:40am through 12:15am
ravaaled;

-At 11:52am, the resident was served Salisbury
steak which had been cut up in bite size pieces.
-The Salisbury steak was not a chopped
consistency. '

-The resident received ons on one fesading
asgistance by staff. '

~Staff cut the resident’s Salisbury steak up with a
fork into.slightly smaller pleces as they fed itio
the resident, however the consistency stil was
not af chopped consistency.

~The resident did not appear to have any trouble
chewing or swallowing during the meal
observation, o

- -The resident had consumed 75% of the
 Salisbury steak by the end of the meal.

Interview with the Cook on 3/3/15 at 12:14pm
revealed "I'm supposed-to cut up [Resident #2's]
meat. | don't know why.”

Interview with one Medication Alde on 3/3/15 at
12:15pm revesled "[Resident #2] wor't eat unless
we cut it up for her, She won't chew anything.”

Review of the facility's posted regular diet menu
for supper on 3/3/15 revealed:

-8 oz. ladle franch onion soup

-1 packe! saltine crackers

-1 sandwich grilied chicken sandwich

-1/2 ¢, steamed vegetable sticks

| -142 o fruit parfait

i -1 ¢ mik
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Observation of Resident #2 during the supper
meal on 3/3/15 from 4:45pm. through 5:15pm
revealad:

At 5:02pm, the resident was served a grilled
chicken sandwich,

-The piece of grilled chicken on the sandwich had
been cut up by the Cook into 8 big places of
chicken. _

-The grilied chicken sarved to the resident was
not chopped consistency. :

~The resident received one on one feading

| assistance by staff. N '
-Staff cut the resident’s grilled chicken breast into
slightly smailer pieces as they fed it to the
resident, however the consistency still was not
chopped-cansistency,

~The resident did not appear fo have any frouble
chawing or swallowing during tHe mes| :
observation. - :

-The rasident had consumed 100% of the grilied
chicken off the bun by the énd of the meal.

Interview with the Cook on 3/3/15 at 5:05pm

: reveaied;

<"t cut {Resident #2's] meat up the best | can with
this knife.causa | don't have anything to chop it up
with. The person feeding her cuts #t up even
smaller.”

-The Cook was unaware chopped meat was
usually prepared in a fond procaessor to obialh the
correct consistency. :

Interview with & second Medication Aide on
3/315 at 5:10pm revealed "[Resident #2] can
swallow, 1 think she just doesn't have teeth. ifis
soft she doesm't usually have problams. if's not

| because she can't chew it iY's bacause she

| doesn't want to chew it.”
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Iiterview with a third Medication Aide on 3/3/15 at
S:12pm revealed "[The kitchen] cut {the maat] up
for herin quarters. | cut it up in smaller pieces
when [ feed itto her™ -

Interview with the Resident Care Coordinator
{RCO) on 3/3/15 al 5:20pm revealed:

-"That's what we've always done to cutup
[chopped meat consistency] with fork and knife.”
-"We just use the term chopping it up,”

. -"She needs it cul up because she can't cut the
meat herself™ _

-The RCC was unaware if the resident's physician{
was aware what the facility did to prepare
chopped meat for Resident #2, but she stated
she would clarify it with resident's physician.

Review of physician's order for Resident #2 dated
3315 revealed the resident's diet was changed
to a regular diet with cut-up meat. '

Telephons interview with Resident #2's
physiclan's office on 3/4/15 at 8:41am revealed
that the physician feit meat cut-up with a knife
and fork was acceptable for the resident.

Interview with the Administrator on 34/15at
11:30am revesled: '
~"Chopped meant cubt-up meat hecause we dors
- | do any other diets.” :

~"Wae discharge residents with different diats "
-"fts too complicatad trying to handie other diets."
-"We aren't going o take residents with other
digts.”

D317/ 1DANCAC 13F 0805 (d) Activities Program D317
10A NCAC 13F .0905 Activities Program
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{d) There shall be.a minimum of 14 hours of a SUW Q%WL L0 l\\

variety of planned group activities per week that M

include aclivities thet promote soclalization, oS &?ﬁm S \1
physical interaction, group accomplishment,

creative expression, increased knowledge and T o e TaLuN @K L

learning of new skills. Homes that care }‘U\ \(’\{)\xg‘g {3-@ -y \(‘Qf“ _
exclusively for residents with HIV disease are Q \\ C}vﬁ g _ ~ - .

exempt from this requirement as long as the
facility can damonstrate. planning for each

resident's involvement in a variety of activities, ' : QNC:\-\ \J s (»Qé R0
Examples of group activities are group singing, {
dancing, games, exercise clagses, seasonal % k \'\d&&@_’ @&}\‘ Fale
parties; discussion groups, drama, resident % <]

: Eﬁ)(‘ﬁi} mﬁi)ge,

councit meetings, bodk reviews, music

' appreciation, review of current everis and
speliing bess. 5@(@&&
This Ruls is not met as evidenced by: ‘ VY E,?Q\C/‘st\@ E ;C LX%)' ;
Based on observations and interviews, the facility - ;
failed to ensure at feast 14 hours of planned G\Q_C@ \\Sh

group activities were provided each week that '
proroted socialization and physical interaction for M\f& @X F% { Qg}
ihe residents resid;ng in the facility.

| [ldgs Tl um@%g

The findings are: w\d \ Q&(‘f\
Observation of the activity calendar for the manih ‘ &
of March 2015 revealed:
| -Every Sunday was documented as church from e Q\SSU&%QVS{\ e
: 9:30 am through 12:00 noon, and 8:00 pm
through 7:30 pm. W\Q, VT N‘\Q}r \0@(

~Every Monday was documented as bank /

shopping 1:00 pm threugh 4:00 pm. m%@m 45 WD \\\ b{
pm through-8:00 pm.

-Every Wednesday was documnented as bank/

shopping 2:00 pm through 4:00 pm, and pet

therapy 1:00 prt through 2:00 pm. ’*M\
-Every Thursday was documented as board _,\ L

-Every Tuesday was documented as library 6:00
Divismn of Haalth Service Regu!ahon _ . )
STATE FORM Lt PERGYH ‘ ifconn sheet 10 of 13
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games 9:00 am through 11:00 am.

~Every Friday was documentedas bank /
shopping 1:00 pm through 4:00 pm.

~Every Saturday was documented as bingo 1:00
prv through 2:00 pm.

During the survey dates of 3/3/15 through 3/4/15
no activities wers observed being done.

Observation of the facility activity book revealed: .
~Muttiple pages Iabéled shopping list with resident
signatures. X

-Beveral pages with residents names with no
documentation for type of activity.

-Afew pages labaled binge with some residents
names.

Confidential interviews with three staff members
revealéd:

-The lady who brings the dog on Wednesday
night has been sick and not been in a while.
-They had not seen residents going out to the
library.

-Bomeone comas in from the outside to do Bingo
once-avery other week, '
-They thought that-the library was a room in the
facllity with a few books for residents fo look at.
~They did not do activities with the residants.
-There are a lot of the residents who will not
participate in activities.

-When the church'groups come into the facility
sorme of the residents are rude to them,

-If food is notinvolved the residents will not
participate.

Confidential interviews with sleven residents
revealed the following commants: :
-"No they don't offer things to do here. That chart
out there Is a lle. We don't get to go o the
library..” '

Livision of Health Service Regulation .
STATE FORM 8829 PIROTY #f confinuation sheet 11 of 13
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! opportunities to go to the library the resident
: responded "not since I've been here, but I used to _

; -One resident was asked about what sctivities
- were offered during the day at the facility. one

~"We only have one activity and that's bingo. One
lady volunteers and comes in on Saturday's to do
{bingo.}

~"We piay bingo ance a week, do arts and crafis
sometimes..."

- "Wa play bingo with [names of two community
voluntaers], they do bingo 1-2 imes a week ™ .
~When asked about going to the library on the
avening of 3/3/15 as scheduled on the activity
calendar, another resident stated "We didn't 5o
last night. We stopped going to the library years
ago” .

~"We have bingo and friendahip ciub."

-When asked had the resident had any recent

loves o read.”

resident responded "Nothing much. They really
don't. 1 fry fo do things when they offer something.
L.don't play bingo.™ :

-Another resident was asked about what activities
were offered and the resident stated "They have'
snacks. No activities that I've seen. We have
shopping on Monday, Wednesday, and Friday's,”
-They never do what is on the activity calendar.
-They had never been to the library.

~They would like fo do more. '

-"1f you don't have money there is no use to go
shopping”, . '

~They would ke to do crafls,

-Occasionally they color pictures,

-Prizes jn bingo are not very good.

-~Thay would not do anything elss if it was
available.

-“The activity calendar is a fie. We don't do
anything'on the calendar®,

~The activity calendar is the same every month.
-“"We were told that we might go to Carowinds

K4 1D SUMMARY STATEMENT OF DEFICIENCIES 0 PROVIDER'S PLAN OF CORREGTION )
. PREFIX | {EACH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX {EACH CORRECTIVEACTION S8HOULD BE COMPLETE
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'} this summer”,

"It would be nice to have things to do”, ,
-Thare is not much to do at the fagility :
-They would not do anything if it was offered.
-They liked to stay by themselves.

Interview with the Administrator on 3/4115 at
11:30am revesled: '
-Bhe was the facility's Activity Director and
responsible for activities. :
="We hava a pratty good activities program.”

- "Qur activity program includes pet therapy,
bingo, arts and crafts, Girk-Scouts come one time
a month for bingo®.

-There is a group who Is going fo start coming in
to dé Yoga with the Traumatic Brain Injury
residents,

-"Wa have a great support system through the
locat churches in the. community.”
-When asked abaut the activity calendar posited

in the hallway she stated "Who did the schedula? .
F haven't looked at it 1 just told {the staff] to do it".
-t wasn'l aware going to the library was stiil on
the schedule, but we have taken the residents to
the library in the past and had to stop because of
problems.”

-We- are planning on starting the library activity
back.

Siision of Heattr Bervics Reguialion .
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Head . Night
Bed Chair | Lamp| Dresser Stand

Lights | Floor | Walls | Mattress | Closet | Vents
Board

Sprik.
Escut

Qutlets | Clean

A9

A-10

A

B-5

B-7

B-8

B-6

B-4

B-2

P if in good condition - mark box with v
P> If needs attention - mark box with X

» Use back for comments

Signed: Date:

Admin/Sup: Date:

HK2




Head

Bed Chair|Lamp| Dresser

Board

Night
Stand

Sprik.

Lights | Floor | Walls | Mattress | Closet] Vents
Escut

Outlets | Clean

C1

G3

5

C-7

c-8

-6

C-4

(-2

B-1

-5

D-7

D-g

P-10

D-8

D-6

D-2

Signed;

P It in good condition - mark box with v
B If needs attention - mark box with X

P Use back for comments

Date:

Admin/Sup:

Date:

HK3




Resident’s Name:

STANDING ORDERS FOR MEDICATION AND TREATMENT

Doctor: Date:

1. For fever 99,9° or greater:
a) Tylenol 500mg. ~ two (2) tablets p.o: every four (4) hours x24 hrs.
b) If fever of 99.9° or higher persists longer than 24 hours, notify physician.
¢) Monitor temperature 3x daily for 24 hrs after normal body temperature exists,

2. For headaches and/or minor discomfort:
a} Tylenol 500mg. — two (2) tablets D.0. every six (6) hours PRN x24 hrs.

3. Forcough:
a) Robitussin (2) tsp. (10cc) p.o. every six (6) hrs.
b) Do not exceed 4 doses in 24 hours.
¢) If cough non-improved in 24 hours, notify physician.

4. For constipation:
a) Milk of Magnesia — 30 cc p.o, at bedtime.
b} Fleets/Soap Suds enema PRN for constipation if not relieved by Milk of Magnesia.

5. For Diarrhea:
a} Check for impaction and fever.
b) Imodium AD 2 mg, — (1) capsule p.o, with each loose stool up o 8 doses in 24 hours.
¢) Notify physician for persistent diarrhea {24 hours).

6. For minor allergic reaction/allergies/trouble sleeping:
a) Benadryl 25 mg. - (1) p.o. every 4 hrs.
b) Notify physician if reaction persists greater than 24 hours,

7. For insect bites, itching or minor rashes:
a) Hydrocortisone cream 0.5% topically,
b) Notify physician if problen persists greater than 48 hours.

8. Heartburn or indigestion:
a) Maalox 2 thsp. (30 cc) — p.o. up to 4x daily.
b) Notify physician if problem persists greater than 72 hours.

9. For skin tears, abrasions, or minor irritations:
a} Clean area with wound cleaner.
by Apply Neosporin ointment,
¢) Cover with band aid or gauze.
d) Secure gauze with tape.
¢) Change daily and as needed unti] healed.

10. Medications given by mouth (if not enteric coated or time released meds) may be crushed and/or placed
inapplesauce or juice if indicated.




Resident’s Name:
I'T. PRN AccuChecks (DIABETIC RESIDENTS ONLY):
a) If FSBS <70 give 8 oz orange juice and peanut butter and crackers,
b} Recheck in 30 minutes.
¢) If FSBS still <70 give 8 oz orange juice with one pack of sugar, peanut & crackers and notify MD.

or

a) If FSBS >450 implement physician orders if present or notify MD.
b) Recheck in 30 minutes,
¢} I FSBS still >450, notify MD.

12, Generic drug equivalent may be used unless otherwise notified.

13. Diet: (Please check one)
__Regular
* Follow regular menu plan.
_No Concentrated Sweets (N €8
» Follow regular menu plan with diabetic desserts.
*  Avoid sugar sweetened foods and tray sugar.
___Regular — No Added Table Salt (NATS)
* Follow regular menu plan withno added salt at the table or salt on tray.
_..Special instructions cut up meats
14, Vital Signs: (Parameters unless otherwise specified by MD)
~ Pulse: 60 to 100 beats per minute
If pulse 101 — 120 bpm assist resident to rest and recheck in 30 - 60 minutes, if puise is greater
than 120 contact MD.
— Blood Pressure: 90 to 150 mmHg (systolic)
If systolic BP is greater than 150 assist resident to rest and recheck in
30— 60 minutes. If systolic BP remains greater than 165 notify MD.
60 to 95 mmHg (diastolic)
If diastolic BP is greater than 95 assist resident to test and recheck in
30 - 60 minutes. If diastolic BP remains greater than 105 notify MD.
~ Respirations: 12 to 24 breaths per minute.
If respirations greater than 24 assist resident to rest and recheck in 30 — 60 minutes.
if respirations remain greater than 28 notify MD.
— Temperature: 97.0 «» 99.1 degrees Fahrenheit
If temperature is 99.9 or greater, more than 24 hours notify MD.

*All parameters are unless otherwise specified by MD*

15. Physician Comments;

Physician’s Signature: Date:

Standing orders must be updated by the attending physician every six (6} months,




Shook, Linda

U -]
From: Shook, Linda
Sent: Friday, April 10, 2015 10:52 AM
To: Johnson, Jimmianne
Cc: Cline, Joseph A; Penland, Beverly D
Subject: CROWN COLONY - IREDELL COUNTY
Attachments: Crown Colony 2015-04-06 POC-P3R911.pdf

Please find attached copy of the approved Plan of Correction (POC) for the above
referenced facility.

Thank you.

Linda ¥. Shook, Processing Assistant
Adult Care ILicensure Section

NC Department of Hezlth and Human Services
Division of Health Service Regulation

12 Barbetta Drive, Asheville, NC 28806
Pheone: (828)670-3391 x 149

Fax: (82B)670-5040
Linda.Shoock@dhhs.nc.gov
www.ncdhhs . gov/dhsr

Email carrespondence to and from this address is subject to the North Carolina Public Records Law and may be disclosed to third parties by an authorized State
official. Unauthorized disclosure of juvenile, heaith, legally priviteged, or otherwise confidential information, including confidential information relating to an angoing
State procurement effort, is prohibited by law. I you have received this e-mail in error, please notify the sender immediately and delete all records of this e-mail.




