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‘ The Adult Care Licensure Section and the
‘ Forsyth County Department of Social Services %—&/&dﬂ/ﬂ OLL/UY) ‘

+ conducted an Annual Survey on August 10, 2016
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(f) The requirements for storage rooms and
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(4) Housekeeping storage requirements are:

| (A) A housekeeping closet, with mop sink or mop ]/\(’\ _ u \0./\_% / —H(LQV ‘
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per 80 residents or portion thereof: and A 3 i d 0 -/t 2 A L
{B) There shall be separate locked areas for (/C,)\/W ¢
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This Rule is not met as evidenced by: - |

TYPE B VIOLATION i
Based on observations and interviews, the facility ‘
failed to assure storage areas which contained
cleaning agents, bieaches and other substances ‘
which may be hazardous if ingested, inhaled, or

handled were locked and not accessible to
residents.

The findings are: |

-A housekeeper exiting a closet which stored
chemicals and had a sign on the door labeled !
"Employees Only." ‘
-The housekeeper attempted to close the door to
the chemical closet and the doar did not latch.
-The housekeeper looked down at the door knob
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and want down the hall without closing the daor.
-Seven residonts were within view of the chemical
storage closet.

-Chemicals were stored on a shalving unit on the
right slde of the closet, which was in view of tha
open door. ‘

-Ghemicals and cleaning agents stared in the
closet included:

~One 28 fluid ounces containgr of mariatic aeld (A
highly carrasive, strong minsral acid with many
industrial uses) with no lid and brown and yeliow
stained/streaks on 3/4 of the sidss of the hoktle.
-Two full quart-slze spray bottles of mildew
destroyer with bleach.

-Two unmarked 32 cunce spray battles with a
elear liquid {one was 1/2 full and one was 3/4 full)
~One fult gallon of matte finish sealer for clay
pavers.

~One full gallon of heavy duty floer stripper
concentrate with no Iid.

-One unlabeled quart bettle 1/3 full with clear
fiquid and no Iid. . .
~One gallon with approximately of high traffic
floor poltsh with ne bd.

-One gallon of windew and multi-surface cleaner
3/4 full.

=On contaiher of bleach (121 ounces).

-Ona quart spray botls marked "bleack and
water™ 1/3 full,

-Badbug and flea killar (spray).

Observation on 08/10/16 at 4:34 pm revealed
someone reached into the ¢loset, locked the
doar, closed the door, and imed the light off with
the survayor In the closet.

Interview on 08/10/16 at 445 with the
housekeeper revealed: 7

-There were two chemical storage closets.
-One closet contained cleaning supplies that he
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used datly.

~The deor had a lock, but the lock was broken.
"People (staff) can jiggla it open.”

~Third shift naeded to use cleaning supplies and
did not have a key to te chemical clogat.

-He reporied the problem with the door being able
10 be opsned o the Administrator-In-Change.
-He could not racall when he reported if to the
Administrator-In-Charge.

~The Administrator-in-Charge tolkd him 1o leave
the door unlocked at night s6 the night shift staf
could get to the cleaning supplies.

-He was unaware of any residents having
abtained chemicals or cleaning supplies from the
clogat,

Obssrvation on 08/10/16 at 5:3¢ pmM revealed:
-The Administrator-In-Charge tried to apen the
tocked chemical closet by rapigly moving the
doarknob, withgut success.

=The Adminlstrater hit the door with Her hip and
the door came open aasily.

Interviaw with the Administrator-In-Charge on
08/10/18 at 5:32 pm revealed:

-She was unaware the locked doar to the
chemical closet could be apened without using a
key.

~She had Instructed stafi to kKesp the doors to the
chemical storage closats locksad,

Obsarvation on 08/11/18 at 6-30 am revealed the
door to the chemical closet was closed and
tocked,

Interview on 08/11/16 at 6:38 am with & Personal
Care Aide {PCA) revealad;

-She routinely worked the night shift,

~Staff "usually” had a key for the closet wherg the
chemicals were stored,
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-The key was on the Medication Aide's {MA's) key
ring,

-No residents had aver gotten into the chemicals
or the chamical closet,

Interview on 0B/11/15 at 6:49 am with a
Medieatlon Alde (MA) rovealed:

-She rotinely worked the night shift,

-The door to the closet where the chemicals were
stored was supposed 10 be Incked at all times.
~She had never known the door to s unlacked.
-She had a key to the tjoseat door,

-She routinely checked all doars every night to
enaure all owtslde doors and alt storage doors
wore locked,

-No residents had ever gotten iro the chemicals
or into the chemisal closet,

Interview on 08/10/18 at 5:25 pm with the
Administrator-in-Charge revealed:

-The facility's policy was for chemicals to be
locked when not in use,

~The facility bought some dleaning chemicals in
large containers.

-The housekeeping staff would transfer the
chemicals inta plastic bottles for use.

~The plastic bottles were to be labslod with the
hame of the product or chemical at the time the
chemical was transferred to the plastic bottle.
-The door to both chemicat closets were to be
locked at il fimesg.

~She was not aware of any ingtances. the
chemical sforage closet had been opened without
a key,

=Third shift MAs had a key io both chemical
Closets which was kept on the medication carf,
-The acid in the unlocked tloset was feft bya
previous mainianance employee.

-She did not know the acid was in the
housekesping closat,
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~She did net know thers were chemieal
containers being stored without lids.

-She was unaware of any instances when the
closet had been forced open by realdents or staff.
-"With our resident population, this door needs to
be Jocked,”

~The Maintenance Director and the housekeeper
maintained the chemical storage closetls.

~8he had not checked the chermical closst since
the previous Maintenance Director was no longer
employed.

-8he would immediately have the Maintenance
Director to replace the door lock on the chemical
clogat

Review of the facility's Chemical Storage Poficy
{undated) ravealed:

-The pumose was 10 ansure tha safaty of
reslidents by ensuring they were not able to
access any dangerous products,

-Patertially dangerous products would be
inaccessible and kept under lock and key at all
times.

-All chemicals, first aic supplies, and claaning
agents are storad in thair original labsled
containers.

All chemicals, first aid supplies and cleaning
agents are storad in their original lzheled
containers,

A Plan of Protection was provided by the facility
dated 08/10/16:

~Fix the locks on the chemical tloset doors,
-Provide keys to all 3 shifts Medication Aides_
-Labal ali spray botties,

-Remove all cheralcals with no Hda on them,
-Check Housekesping closet daily; Maintenance
will checlc it throughout the day.

-Any unlocked doors to chamical elosets wil be
reporisd tp the Administrator-In-Charge.
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~The Administrator-] n-Charge will have a moeting
with all staff about keeping doors locked at all
times.
| CORREGTION DATE FOR THE TYPE B
VIOLATION SHALL NOT EXCEED SEPTEMBER
26, 20186.
D 113 10A NCAC 13F .0311(d) Other Requirements D113 T™HE, ADMLnes \‘\m fnr i W' mﬁ U Dlk

10A NCAC 13F .0311 Other Requirements

{d) The hot water system shall be of such size to
provide an adequate supply of hot waterto the
kitchen, bathrooms, taundry, housekeeping
ciosets and solf utility room. The hot water
temperature at all fidtures used by residents shall
be maintained at a minimum of 100 degrees F
(38 degrees C) and shall not exceed 116 degress
F (46.7 degreas G). This rule applies fo new and
axisting facilitios.

This Rule is not met as evidonced by:

Based on observations, interviews, and record
reviews, the facility falled to snsume hot water
iemperatures at sink fixtures In 14 rooms
seoupied by residents on C ball were maintaingd
hatween 100 and 116 degrees Fatrenhait.

The findings are;

Review of the: facllity census revealad:
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-Theére were 42 residents currently residing in the
tacility. Memp WS at Nz Decyrees
-Of the 42 current resldents, 14 residents lived on ‘PQ }\)‘ EY\.mt 'l'
Hall C.
Observations of hot water temperatures on Ha)l C
Divigion of Health Service Regulation
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at various times on QB/10/16 andg 08/11/18
revealed:

-0n 08/10/16 at 10:15 am, hot water temmperature
in the bathroom sink for room 37 was 72 degrees
Fatirenheit.

-On 08/10/18 at 10:20 am, hat water temperature
in the bathroom sink for reom 29 was 72 dagrees
Fahrenhsit.

-On 08/10/16 at 10:28 am, hot water temperature
in the bathroom sink for room 38 was 72 degrees
Fabranhait.

~On 08/11/18 at 6:53 am, hot water temperature
in the bathroam sink for rearm 30 was 72 degrees
Fahrenheit,

-On 0811116 at 7:05 am, hot water temperature
in the bathroom sink for room 33 was 72 degrees
Fahrenheit. ’

Interviews at various times on 08/10/18, 08/11/18,
andd 08/12/16 with seven residents wha lived on
Hall C rovealed:

-Thers had been no hot water on Hall C fora
perlod of time which varied by report from ane
week to two months.

~The residents had private bathrooms and private
ahowers, but the wsater was cold In their rooms.
They had to go up the hafl 4o a shower reom on
another hall to take their showers.

-Ons resident stated she sometimes went
somewhere else within the building to shawer, but
Sometimes she "just washed up and prayed for
the hot water to be fixad™.

-One residsent stated she had her own shower,
but went to the shower room bacause she “don't
like to wash in cold water”,

-Ona resident stated she used the shower roon
oh the other hall "svery once in 2 while™ but
usually just used the shawer in her room anyway.
"it's cold, but it feels good. | don't mind.*

-0One resident stated the water used to be hot but
Divislon of Health Servies Regufation
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8ince it has bean cold, he takes showers in the
shower toom on another hall and stated he did
not mind.

-0ne resident stated he took a spenge bath every
day because the water was too cald o shower
and he did not want to usa the shower room on
the other half because there was no privacy.

Confidential interview with a staff member
revealed:

-There had not been hat water on Hall C for a
"couple of months™,

-The staff member initially stated the reasen for
the hot water issue was unknown, then stated the
reason was because the gas bRl was not paid.
~The rest of the building had hot water because it
was on a separale gas line than Hall C.

-All staff were aware of the problem with the
water, but the staff member had not heard about
any plans to fix the hot water.

-Residents complained "all the time" about not
having hot water.

Intarview on G8/11/16 at 6:48 am with a
Medication Aide (MA) revealed:

“When she assisted residerts with showers, she
usually gave the showers in the shower raom on
the other hall because it was biggar.

~She had not heard any complaints from
residents or statf about water being coid.

~She knew “they” were working on the hot water.
-She did not know who was waorking on the hot
waiter becauge she came o work at 11:00 pm.

Interview on 08/11/16 at 11:18 am with the
Adminlstrator-In-Charge (AIC) revealed:

~8he was not aware there was ne hot water on
Hall C until yesterday, 08/10/18.

-She called the gas company on 08/10/16 to
come out and make sure the pilot light was no
Division of Health Service Regulation :
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out. The pilot was not out and they said the hot
water tank "might need to be sorvicad",

~Orr 08101186, the hot water temperature seiting
was adjusted up to see if the water was getting
hot,

-She was cafling today to get the hot water heater
serviced,

~The Maintenance Director was supposed to
check hot water temperaturea avery day and
feport 10 the AIC any temperatures that were
outside the range of 100 fo 116 degrees
Fahrenheit.

~The Maintenance Diréctor had hot reported any
hot water temperatures cutside the range.
-Yastorday, 08/10/18, the Maintenance Director
told the AIG he had been trying to tum up the
temperature sziting for the hot water to get it
within range.

Interview on 08/11/16 at 41:56 am with the
Maintenanea Director revealed:

-He cheeked not water temperaturss "as often as
I can”, which was "probably twice a week” on
aach of the thrae halls.

-He noticed the water was cold on Hall C about
four days ago.

-He thought hot water temperatures had to be
batween 90 and 115 dagraes Fahranhelt.

-He confacisd a plumber today to come fix the
iz=ue an Halt G,

Review of the facility water temparature log
revedlad:

-In August (no date) 2016, hot water
temperatures for Hall C were 133 dagrees
Fahrenhelt In rooms 19 and 21, 100 degroes
Fahrenheit in raom 23, 116 degrees Fahrenhelt in
room 24, 63 degrees Fahrenheit in rooms 25 and
26, and 70 degress Fahrenheit in room 27.

-in July {nc date) 2016, hot water tempetatures
Divieion of Health Servica Ragulation
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for Hall C ranged from 101 to 121 degraes
Fahrenheit '

In June {no date) 2016, hot water temperaturas
for Hall G ranged from 108 1o 114 degrees
Fahrenhaeit

Irtandew on 08/12/16 at 9:18 am with the AIC
revealed:

~The facility hot water was heated by two
separate gas lines.

-She contacted the gas company on 08/10/16 to
check on the lower line, which servicad Hall C.
-The gas company worker ssid the hot water tank
needed sIvice.

-Ths AIC called a plumber yasterday, 08/11/18,
who came and re-lit the pitot light.

-The plumber said the hot water heater needsd to
be replacad, but the whale problem with the hat
waler at this time was the pilot light was out,

-All the hot water temparatures on Hall C were
new in compliance.

Telephone interview on 08/12/18 at 8:37 am with
a representative from the facility’s gas company
revedled:

~The facility had iwo separate gas lines and
accounts that serviced the fatility.

-No more Information could be provided.

Observations at various times on 08/12/16 of hot
water tempearatures throughout Hall C revealed
hot water temperatures ranged fram 112 to 114
degrees Fahrenheit,

10A NCAC 13F .0804(d)}{3)(A) Nutrition And Sood
Service

10ANCAC 13F .0804 Nutrition And Faod Service
{d) Food Requirements in Adult Care Homes;

Division of Health Service Regulation
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(3) Daily menus far reguiar diets shall inclde the o - wiw-t L are. HAVING;
following: 5 Cll @ ove
(A) Homogenized whole milk, low fat milk, skim fitl CoolkS Wil g 5+
milk or buttermilic One cup (8 ounces) of i LAl to the A !
pasteurized milk at least twice a day. L il POt M 1<
Reconstituted dry milk or dituted evaporated milk ail CuAS ] o
may be used in cooking only and not for drinking W A g-ounce g 453
purposes due to risk of bacterial contamination Resiclen t fhat
during mixing and the lower nutritional value of facin i
the product if too much water Js used. comes nts e . cni j
Stafsr )
This Rule is not met as evidenced by: TOE!F"; Py[)ﬂ'\l‘ nis ff k"
Based on observations and interviews, the facility Char ree wiel I tenhnue 2

failed io serve eight ounces of pasteurized milk at

least twics 7 day to residents of the faclitty. m Onv W CLH MJ o ) g
ensure atb all fleir®n
The findings are: ; ‘ Y 4
ate gettmg There /7
Review of the weekly meny spreadshest

rovaaled: WC e & any
-Two parcant milk was to ba sarved at breakfast
and dinner on 08/10/16 and 08/11/18.

~Milk was not listed fo be served at funch on
08/10/16 and 08/11/186.

Observation of the lunch meal served on
08/10/16 from 12:60 pm to 1:10 pm revealed:
-Thifty-seven residents were being servad in the
dining reom.

-Beverages had already been plased at each
table satting.

-Beverages served included watsr and pink
lemonade,

-No residents were offerad or served milk at
junch.

Observation of the Kitchen area on 08/10/16 at
10:25 am revealed 2 full gallors of whaole milk
and 1.5 gallons of 2% milk stored in the
rafrigerator.
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Review of the posted dinner menu for 08/10/18
revealed:

-A handwritten list posted on tha refrigerator that
listed hot dogs, pork and beans, and peaches.
-No beverages were listed.

-The weekly menu spreadshest was not posted in
the kitchen,

Observation of the dinner meal served on
08/10/16 from 5:35 pm fo §:05 pm revealed:
-Thirty-five residents were being served it the
dining room.

-Boverages had already been placed at each
{able setting.

-Beverages ineluded water and pink lemonade.
-Residents’ platas were being served by dietary
staff and Personal Care Aides (PCA).

-No realdents were offered or servad milk at
dinner.

-There was no milk on the serving table whare
the beverages were prepared by the PCAs,

Interview with a resident on 08/10/16 at 11;15 am
revegled:

-There was no milk or jJulse sarved to residen's o
drink &t meals.

-Residents were only served water with svery
meal.

~The resident would like io hava milk with meals,

interdew with a second resident on 08/12715 at
9:00 am revealed:

-Milk was served each morning with cereal.
~"You have to ask for milk if you want it.”

interview with a third resident on 08/12/16 at 9:40
arn revealed:

-Milk was served each moming with cereal.

-He dig not drink milk, but "paople have to ask for

D 299
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| milk if they want it”

Interview on 0B/12/18 at 11:04 with a PCA
revealsd:

~The PCAs were responsible for preparing and
senving baverages fo residents during meale.
~The kitchen staff placed the mik containers n g
large stainless steel bowl with ice to keep mik
cold,

-Tha milk was located at the serving station argd
rasidents could request milk.

-She served breakfast and lunch when she
worked first shift.

-Residents were servad milk with their ceraai
each moming.

-Residents could mauest mik if they wanted it.
-Residents were served juice, water, and milk (if
they wanted ¥ at lunch).

«Bhe did not know what was served at dinner,
-The fagility had milk available and had not run
out of mitk wher she was sorving resldents.

intarvisw with a cook on 08/12/16 at 9:06 am
revealed:

-He had only been watking at the facility since
0B/08/16.

-Milk waz purchased by the Diatary Manager.
-The Distary Manager wrote down and posted
what food was to be prepared for daily meals.
-Beverages weare served in the dining room hy the
PCAs.

-Milk was available to be served b the residents
by the PCAs.

Intarview with the Administrator-in-Gharge on

08/10116 at 8:10 pm revealad;

-She was aware milk was to be served twice a
day to residents,

-She did nct know why mitk was not served at
dinngr on 08/10/16.
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~The Uietary Manager was responsible for
purchasing milk.
~The facllty’s policy was for milk to be served
twice a day to residents.
D 310 10A NCAC 13F .0904(s)(4) Nutrition and Food o310

Service

10ANCAC 13F .0804 Nutrition and Food Service
{#) Therapeutic Dlets in Adult Care Homes:

{4) All therapsutic diets, including nutritional
supplements and thickened liquids, ehall be
sarved as ordered by the resident's physician.

This Rule is not met as evidenced by:

Based on observations, interviews, and record
raviows, the facility falled to utilize a tharapeutic
diet meny to ensure meals were served as
ordered by the residant's physician for 2 of 3
sampled residents (Residents #5 and #8),
including double portions and no concentrated
sweets,

The findings are:

Observation on 08/10/186 at 3:30 pm revealed:
-Thare were no poeted therapeutic menus in the
kitehen area for staff guidance,

~There were no therapautic menus being utilized
by kitehen staff for meal preparation for
therapeutic diets,

~Thare was a therapeutic menu spreadsheet,
slgned by a distician, located benesth the daily
menu kept In a notebook in the Distary Managers
office.

A. Review of Resldent #8's cymrent FL-2 dated

| Brgs ed
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03/03/16 revealed: Apm gns S 05 fory £n
-Diagnoses Included ren-insulin dependent Cherge Horwe ediccates
diabates mellitus, hypertension, hyperiipideria, n /‘O
and schizophrenia, ALl teoks @R forc
-An ordyr for a No Concentratad Sweets {NCS) ) Wg/ & &2’:‘.:2 /< ST f2
dist, A > =5
. & A4l Hesiglenfs
-An order to weigh Residen: #8 avary week and M # ‘( Ce Seer >
natify the physician for a Joss of five pounds or W £ recieles Poiisl E.
mere, '

portrans we U rececve,

Review of Resldent #8's record revaaled:

-A physiclan's order dated 04/19/16 for NGS diet, b oublE portren ;’? Y,
-A physician's order dated 07/14/16 that g /4. /71
"Resident may receive double pottions of aach “mﬁ L 'Q ” /* /9 f’a
meal three times a day for weight loss.” Eoor Fer
-Results of a chest x-ray dated 05/19/18 with /75"1/ < d/’?ﬁéﬁ/’] ro

clinical indication being "weight loss". 5 CloNn 0/

~Resulis were "no new active cardlapulmanary

disease appreciable.”

Review of Resident #8's May 2016 MAR
revealed:

-Oni 05/04/18, weight was documented at 145.8
paunds.

-On 05/11/16, woaight was documsntsd as 147.4
pounds.

-Gn 05/18/16, weight was documented zs 150.4
pounds.

-On 05/25/18, weight was documented as 152.4
pounds, :

Review of Resldent #8's *Vital sign and weilght
flow sheet" revealed, on 05/06/18, welght was
documented as 147.6 pounds,

Review of Resident #8's June 2016 MAR
revealad:

-On 08/C1/18, weight was documentsd as 154.0
pounds.

-02n 06/08/18, weight was docurmented as 1536
Division of Health Service Reglition ; }
STATE FORM 200
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pounds,

-On 06/15/16, weight was documentsd as 185.4
pounds.

~On 06/22/16, weight was documented as 158.5
pounds.

~0n 08/28/18, weight was documentod as 160.4
pounds.

Raview of Resident #8's "Vital sign and welght
flow shest” revealed, on 06/07/18, weight was
decumented as 1454 pounds.

Review of Resident #8's July 2016 MAR revealsd:

-On G7/06/16, welght was documentad as 162.4
pounds.
-Un 07/43/16. weight was documented as 166.8
poundgs,
-On 07/20/18, weight was documented as 187.8
pounds.
-On U7/27116, weight was documented as 166.8
pouncds,

Review of Resldent #R's "Vital sign and weight
flow sheet* revealad:

-On 07/05/16, weight was documented as 146.8
pounds.

-0On 07/29/16, weight was documentsd as 147
pounds. ;

Review of Resident #8's August 2018 MAR
revezled, an 08/03/16, weight was documented
as 167.4 pounds.

Observation of weight obtained on 08/ iafal:t
revealad Resident #8 weighed 141.8 pounds,

Observation of the breakfast mea! served to
Resident #8 an 08/11/16 from 7:45 am to 8:15 am
revesled:

-Rezident #8 was served 1 piece of buttered

D310
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white toast, dried oat cereal (8 ounces) with 2%
milk, serambled eggs (8 ounces), and water 8
ouncss).

-Resldent #8's serving slzes for the food were the
same as other rasidents being served,

-Resident #8 requested an additional bow! of
cereal and more water.

-The Distary Manager provided the cereal and
water to him, but toki him "You know you have 1o
wait untll everyona comes in for breakfast before
we give saconds so everyone can eat "
-Resident #8 wag provided a second bowi of vat
cereal and a second glass of water.

-Resident #8 ate all of the meal, Inciuding the -
s9cond bowl of cat ceraal and the sgcond glass
of water.

-There was no therapeutic menu postad for staff
| meference for senving sizes or altermates for
residents’ on a No Concentrated Sweets diet.

Observatian of the lunch meal servad to Resident
#8 on 08/11/16 from 12:40 pm o 110 pm
reveated: .

-Resident #8 was serveg 1/2 plece of buttared
garile bread, 1 pear with cottage gheess, 8
ounces of green beans, and 6 ounces of baked
spaghetti with mozzarella cheess,

-The portlon sizes served to Resident #8 were the
same gs the serving sizes of the other residents,
-Resident #8 immediately requested a peanyt
butter and felly sandwich "bocause | don't eat
spaghetti".

-Lipon prompling from the Dietary Managar, he
a2te all of the green beans and the pear.

-He was provided with 2 peanut butter and jelly
=andwiches and ate both of them.

~There was no posted therapsutlc menu for staff
guidance for serving sizes or atemates for
residents on a No Concentratod Swaets diet

Division of Heslth Service Regulation
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{nterview on 08/11/16 at 8:15 am with Residont
#8 ravealsd:
~He asked for seconds every day becausg he
was still hungry.

-"l ask for them everyday. usually get them, but
it depends on the size of the crowd "

Interview with a cook on 08/11/16 at 12:53 prn
revealed:

~Resident #8 was served 2 peanut butter and jelly
sardwiches made with 100% whols whest braad,
~He used ragular grape jslty on the sandwich
because "we are out of sugar free jally”.

~The Dietary Manager toid him today that he
would get sugar free jelly when he went to the
siore.

Interview with a second cook on 08/12/16 at 9:05
am revealead:

-Aregular size portion fer meats was 3 ounces
and a regular size portion for vegetablos was 4
ouneas.

-He was aweare Resldent #8 was % receive
double porfions at sach meal.

-He ohly doubled the amount of the vegetables
"because a iof of these peopla like vagetablas ®
-He only doubled meat portions If the resident
askad for another serving of meat.

Interview with a Personal Care Aide {(PCA) on
D8/12/16 at 11:08 am revagled:

~The ditary staff was responsible for plating food
for residents.

~The PCAS notified Kitchen staff if a resident
requested addifional food,

-She was not sure if Resident #8 received double
portions,

~The kitchen staft "makes sure all residents are
fed before they give seconds to residents.”
-Resident #8 did réquest seconds 2t times.
Division of Haalth Sarvios Regulation
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Interview with the Distary Manager on 08/11/15 at
B:30 em revealed:

-He was aware Resident #8 had a physician's
ordar {0 be serverd doubls portions. ]
-He and the staif had not utllized 4 therapeutic
diet spreadsheet to determine the initial portion
size and what the doubled portion size would be,
-He was told to give seconds once all of tha
residents were fed if there was food remaining.

Interview with the Resident Care Coordinator
(RCC) on 08/11/16 at 10:10 am revealed:

-8he was aware Resident #8 had an order to
recelve double pottions.

~-The physician wrete the order becruse Resident
#8's appetite had decressed and he had become
"more picky” about what be was eating.

~When there was a physician's order far double
portions, the food was to be served in one setving
instead of waiting to see if they ask for seconds,
=5he would discuss the need to provida the
double portion gervings with the Dietary Manager.

Refer to Infervimw with a gook on 081016 at 4:15
pm,

Refer to interview with a sgcond cook an 08/ 11715
at12:53 pm.

Refor to Interview with the Dietaty mManager on
08/11/16 at B:30 am.

Refer to inferview with the
Administrator-In-Charge on 08/11/16 at 845 am,

B. Review of Resident #6's current FL-2 dated
04/18/6 revegled:

-Diagnoses included end-stage renal dissase,
ingulin-dependatit diahetes melitus, pancreaiits,
Divisian of Health Service Regulation
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and anemia,
-A physician's ordar for a No Concentrated
Sweets/No Addad Sait diet.
-No order for double portions for Resident #&.

Observation of the breaidast meal sarved to
Resident #6 on 08/11/16 from 7:45 am to 815 am
1 ravagled:

-Resident #6 was served 1 piece of buttared
white foast, dried cersal (8 ounces) with 2% milk,
scrambied eggs (6 ounces), cofiee, apple juice (8
ounces), and water {8 ounoes).

-Resident # 6 ate 100% of the meal,

Ohservation of the lunch meal served ta Resident
#8 on QB/11/16 from 12:40 pm to 1:10 pm
revealed:

-Resident #6 was servad 1/2 plece of buttered
gadic bread, 1 pear with coflage chease, 6
ounces of green beans, and 6 ounces of haked
spaghelti with cheese sauce instead of tomato
sALCa,

-Resident #6 requeeted, and received, a second
serving of 6 ounces of baked spaghet,
-Resldent #8 ate 2 sorvings of baked spaghatti, 1
and 1/2 slices of buttered garlic bread, no graen
beans, and no pears.

Interview with Resident #6 on 08/12/16 at 0-40
am revealed:

-He had been on dialysis for 4 years.

-His physician changed his insulin dosage on
08/11/18 because "the [blood sugars] have been
geing crazy - sometimes they are yp and
sometimea they are down."

~The fagiiity did not give him anything with sugar,
"I Keep sweets in my bag in case iy blocd sugar
botioms out at gialysis.”

~He drank coffee, lemonade (unswpetensd), and
hot chocolate every momirig.

DOivision of Health Senvice Regulafion

STATE FORM Ba

REPZ1 f cortinLation sheet 2 of 35




STATEMENT OF DEFICIENCIES
AND FLAN OF CORRECTION

—Llvision of Health Service Requlation

PRINTED: 08/30/2016
FORM APPROVED

(X7} PROVIDER/SURPLIERVCLEA
IDENTIFICATION NUMBER;

HALO34084

B, WinG

X2) MULTIFLE CONSTRUGTION
A BUlLDING;

{X3) DATE BURVEY
COMPLETED

08/12/2016

NAME OF PROVIDER OR SUFFLIER

FORSYTH VILLAGE

SYREET ADDRESS, CITY, STATE, ZIP CODE
5100 LANSING DRIVE

WINSTON S8ALEM, NC 27105

"{X4) ID
PREFIX
TAG

SUMMARY STATEMENT OF DERICIENCIES -
(EAGH DEFICIENCY MUST 8 PRECEDED BY FULL
REGULATORY DR LSC IDENTIFYING INFORMATION;

{8}
PREFIX
TAG

{EACH CORRECTIVE ACTION SHOLULD BE
CROSS-REFERENGED TO THE APPROPRIATE

PROVIDER'S PILAN OF GORRSCTION o5
GOMPLETE
DATE
DEFICIENCY)

B30

Continued From page 20

- am oh double porions. You have to ask far
deuble portions if you want them.”

-When dietary served the meals, he saw what
they had and would ask for double of what ha
wanted.

-Dietary employees know what | can't eat - leafy
greens, salad, tomatoes, arange juice, potatoes,
and potato chips.

-The facllity had sugar-free wafers and cookies
for snacks,

Intarview with the Dletary Manager on 08/10/16 at
8:35 am revealed:

~Resident #8 was on the list of residents who
were dlabefie.

-Resident #6 was not on a renal diet.

-The facility did not offer a renal dist,
-Resident #8 received double protein and could
not have tomatbes, tomata satice, leafy
vegetables, and orange juice.

-The eock prepared a bagged lunch for Resident
#6 on the days he attended dialysis,

-Resident #5 was provided for lunch today a
banana, a bologna and cheese sandwich, and a
fruit cup.

-Resident #6 always took @ "soda” with him to
dialysis,

Interview with a Medication Aide (MA) on 08/11/16
at 10:05 am reveaied:

~Resident #6 was on a No Concentrated Sweets
diet.

-Resident #6 was non-compliant with his diet and
she encouraged him to be compliant with his diet.
-Resident #6 had fingerstick blood sugars
checked four times dally.

-Resldent #6 would go to the store and buy food
that was not on his diet.

interview on 08/11/16 at with Resident #5's Nurss

D316

Divisicns of Health Service Regulation

STATE FORM

REPET1

If cordtinustion shast 21 of 35




PRINTED. 08/30/2016

kidney failura.

pr.

at 12:53 pm.

ordered renal diet.

~The facifity did not offer a renal diet.

-The NP was menitaring Resident #8's renal
status with routine labs “Potassium Jovels and
other levels” to make sure he was not going into

-Resident #6 was non-compliant with his diet
related to his diabetes and renal failure.

Refer to interview with a cook on 08/10/16 at 4:15
Rafar to Interview with & second cook on 08/41/16

Raefer to interview with the Dietary Manager on
08/11/16 at 8:30 am.

Refer {o interview with the _
Administratorin-Charge on 08/11/18 at 8:45 am.

revesied:

711118,

vegetables."

Interview with & cook cn 08/1C/16 at 4115 pm
-He had worked for the facility as a cook sice

-He received training from the Dietary Manager
about poriion sizes to serve.
"I think it 1s 2 aunces of meat and 3 eunces for

~He did not have a menu o reference for portion

sizes to be served for therapeutlc diets.

-1 think the Dietary Manager is working on this.”

-He had no concems with having encugh food fo
cook and-there was encugh food to give saconds
if & resident asked for it.

~There was a list of residents who were dinbetics
posted In the Dietary Manager's offlce.

~The Dietary Manager posted a menu on the

» FORM APPROVED
Division of Health Service Requlation
STATEMENT OF DEFICIENCIES (X1} PROVIDERISUFFLIER/CLIA {2} MULTIPLE CONSTRUCTION (X3} DATE, SURVEY
AND PLAN OF CORRECTION IDENTIFICATION NUMBER: ) COMPLETED
A, BUILDING:
HALD340:84 B. WING 981122016
NAME OF FROVIDER QR SUPPLIER STREET ADDRESS, CITY, STATE, ZIP CODE
5
FORSYTH VILLAGE 18 LANSING DIUVE
WINSTON SALEM, NG 27105
(X4} {0 SUMMARY STATEMENT OF DEFICIENCIES © o] I PROVIDER'S PLAN OF CORRECTION ()
PREFIX (EAGH DEFICIENCY MUST BE PRECEDED RY FULL PREFIX {EACH CORPECTIVE ACTION SHOULD BE GOMPLETE
TAG REGULATORY OR LSC IDENTIFYRIG INFQRMATION) TAG CROSS-REFERENCED TO THE APPROPRIATE CaATE
DEFICIENCY)
D310 Continued From page 21 D310
Practilioner revealed:
-He was aware Resident #8 was not on an
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refrigerator listing what was to be served for each
meal, but it did not have portion sizes or what was

0 be served for special dietg.

~The posted menu did not have what was to be
served for residents who were on a therapeautic
diat,

-Ha had not recelved any complaints from
residents regarding the food served,

Interview with a second cook an 08/44/46 at
12:53 pm revealod:

{ -He had cnly been working at the facility as &

cook since 08/08/16.

-He prepared the garlic bread for lunch on
Q8711718

-He put butier on all of the gartic bread, including
resldents with a NCS giet order,

~He had not used a therapeutic dist spreadshesat
for meal preparatians singe working ae a cook at
the facility.

Intorview with the Dietary Manager on 08/11/16 at
8:30 am revealed:

~He was hired in July 2018 as the Diatary
Manager.

-Administration provided him daily menus,
prepared by a dietician, when he was hired.

“He thought he had only recalved the daily
menus.

-He was unaware, until 08/10/46, there was s
therapeutic menu spreadsheet for preparation of
apedial diets located boneath the daily many in a
natebook kept at his desk.

-He and the cooks had not been utitizing the
therapeutic menu spreadshest since he was
employed by the facllity.

-The daily menu did not have portion sizes for
guidance of kitchen staff.

-"We basically serve everyane the same thing,
except we do ot give diabstics things that have
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sugar In them and we substitute or cut back on
how much we give starches.”

Intervisw with the Administrator-In-Charge on
0&/11/16 at 8:45 am revealed:

«3he had provided the therapeutlc diet spreag
theet to the Dietary Manager when he was hired.
~8he was not awara the Dietary Manager and
kitchen staff were not using the therapeutic diet
spread sheet for guidance for mea) preparation,

D 317} 10A NCAC 13F 0505 {d) Activities Program -
10A NCAC 13F .0905 Activities Program

(d) Thers shall be a minimum of 14 hours of
variely of planned group activitiss per week that
include activities that promote socialization,
physical interaction, group accomplishment,
creativa expression, increazed knowledge and
Isaming of new skills, Homes that care
excluslvely for residents with HIV disesse are
exempt from this requirement ag fong as the
facility can demonstrate planning for each
resident's involvement in a variety of aclivities.
Examples of group activities are group singing,
dancing, games, exercise classas, seasonaf
partles, discussion groups, drama, resident
councit meatings, book reviews, musig
appreciation, review of current avents and
spelting bees,

This Rule is not met as avidenced by:

Based on ahservations and Interviews, the facility
failed to ensure a minimum of 14 hours of
planned group activities were pravided each
week, that promoted socialization, physical
interaction, group accomplishment, creative

D310
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exprogsion, Incrensed knowiadge and leamning of
hew skills for the census of 48 residents cUmeantly
iiving I the: facility.

Tha findings are:

Review of the August 2016 Activity Catendar
revealed:

~The week of August 1, 2018 through August 6,
2016 listed 12.5 hours of activities.

-The waek of August 7, 20185 through August 13,
2018 listed 15.5 hours of activiles.

-The week of August 14, 2016 through August 20
2016 listed 15 hours of activities.

-The week of August 21, 2016 through August 27,
2016 fisted 15.6 hours of activitios.

~Tha week of August 28, 2016 through August 31,
2016 listed 8.5 hours of activities.

H

Review of the August 2018 Activity Calendar for
the week of 8/7/2018 through B/13/2016 revealsd:-
08/0716

~12:00 am to 16:30 am Snack-N-Chat

-9:00 am to 12:0C pm Chursh Sarvics

08/08/16

-8:00 am to %30 am One on One

-10:00 am o 10:30 am Snack-N-Chat

-1:00 pm to 2:00 pm Arts and Crafts

08/09/16

-9:00 am to 10:00 am Manicures

-10:00 am to 10:30 am Snack-N-Chat

-1:00 prn 0 2:00 pm Qutside Activities

08/10/16

-3:00 am to 10:00 am Pay Out

-12:30 pm 0 1:30 pm Cheeseburger Wadnosday
with lce Craam .

-1:00 pm to 2:00 pm Play Dough

0sr11/16

-10:00 am t6 10:30 am Snack-N-Ghat

D37

fetivity colondar
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-11:00 am to 1200 pm Resident Cholee
~1:00 pm to 2:00 pm RCM

=3:G0 pm to 3:30 pm Badminton
08/12116

-10:00 am fo 10:30 am Snack-N-Chat
-11:00 am to 12:00 pm Manicures

-1:30 pm to 2:30 pm Shopping

‘08/13/16

-10:00 am ta 10:30 arm Snack-N-Chat
-11:00 am to 11:30 am Resigdents Choice

Observation an 8/10/16 =t £:45 am revealed an
activity calendar with words that were oo small to
read.

Observatien on 8/10/18 at $;30 am revealed the
residents wers in line 1o receive their pay as an

Actlvity.

Observatlon on 8/10M6 at 12:50 pm revealed the
residents were sarvad choose burgers and fries
as an activity.

Cbsearvation ¢n 8/11/16 at 10:15 am revealad
thers ware snacks, but na chatting or
conversation among residents or g group
failitator.

Confidential interviews with 5 residents revealad
the following comments or concems:

-"Somecne stole the Bingo Board."

-"Wa have no outings to the Park or Bajl park.”
-"Everyone is bored.”

-'I have been at the facility for a year and there
are no outings except trips to the docter's office."
-"We get the opportunity to paint about once a
week and the ladies get thait nails dene.”

-"Wa have no activifes *

-"We do not have many agtivitias,”

-"We are bored and it ehoutd be something that
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we can do besides stay at the Tacliity all day
everyday.”

Interview with the Activities Director on 8/1 /18 at
3:30 pm reveajed:

-8he made the activities calendar; howeaver, it
was approved by the Administrator-In-Charge
{AIC) before it was postad.

-"Residants Cholce” was "anything the Resident
wants to do."

-Residents participated in Snack-N-Chat by
discussing the naws, weather, or current events
with each other during srack time.

Interview with the AIG on 8/11/16 at 2:30 pm
revealed:

-The Activities Director was responsibie for the
activity calendar with the alG's approval.
-"Snack-N-Chat* meant the residents discussad
current events "one on phe."

-"Residents Choice” meant the residents got the
opportunity to choase a special meal at the
Residents Council meeting.

-Tha residents were given a date a month in
advance o go out on an outing. They ware
asked o save their money In order to pay for their
sctiviies, but anly one of The residants saved ks
monsy, so the outing was cancellod and aome
residents clalmed that if they had to pay for it they
dict not want to go.

D 338 10A NCAC 13F .0800 Resident Rights Dass |4 Pl 2016 THE epH, 200

10A NCAC 13F 0909 Resident Rights Com wiantts Hrre o

An adult care hams shall assure that the rights of < onfrace f, (e Sc
all residents guarantsed under 6.8, 131021, PR
Declaration of Resldents’ Rights, are maimained P ey Fﬂféﬁﬁﬂc € Ff;:fzf o
and may be exercised withaut hindrance, THE Rep- ?‘fm € cre <4
[Thieisos<f 17 o By TH
henus [ onpe k. Fou)Til
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The findings are:

Observation of the food sUpply on 08/10/48 at
9:50 am revealed there was g three-day supply of
perishable faod and 3 five-day supply of
nan-perishable food In the facility based on the

regular menu.

Observation of the breaidast meg] served to
Resident #3 or; 08/11/16 from 7:45 am 8:45 am
revealad rasidents were servad 1 sllce of
buttered white toast, dried oat ceraal (3 olnces)
with 2% milk, scrambled sggs (6 ouneces), juica (6
ounces), and water (8 ounces).

-Some residents were servad coffee, /f
requestad.

Observation of the breakfast meaf on 08/11/18 at
815 am revealed:

-Aresident requested additional egoa,

~The Digtary Manager told the resident ha would
have to wait untii everyone was served so
avaryone who wantad eggs, raceived tham.

-The resident who requested additiona) eggs did
not receive them.

-There were 7 dozen eggs in the refrigerator in
the Kitchen.

Interview with a residant on 08/11/18 at 10:45 pm
revegled:

~He had requested additional eggs at breakfast
on 08/1118.

-He had not received the requested additional
Jivision of Hestth Servica Regulation
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eggs because the distary staff “did net have
Enough” edgs to serve him a second portion,
-He usually received secand portions whan he
requested them, but sometimes he did not
because "they don't have encugh” food prapared
for second portions,

-He had not had any recant weight loss,

Interview on 08/11/18 at 8:15 am with ragident
revealed:

-He asked for secands avery day because he
was stil hungry.

-*| ask for them averyday. | usually get them, but
it depends on the size of the crowd.”

Interview with a resident on 08/10/1 6 at 9:00 am
reveated: ‘

~There was not enough food to eat and residents
were only given water to drink, .

~There was na milk or jyice te dtink.

{nterviews with nine residente at varioug times on
B/10/16 revealed:

-The food truck stopped delivering food to the
Tacility slbout 2 months ago, and aver since then,
there was not enough food served to the
residents.

=The facility had “cut back” on food slnce ey
stopped the truck from coming".

-There's not enough to eat. The residents "do not
get to eat like we used to singe they sthpped the
food truck 2 months ago,”

~Sometimes the residents got enough to eat and
sometimas they did not get snough,,

~"They don't give enough food".

~The meals ware “just ton smail portions™.

«The staff did not offer 2econd helpings to
residents.

-Soimetimes there was enough food for second
helpings, but usually not.
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-Shacks were sotved in the maming, afternoon,
and evaning.
-Four residents stated they got enough 1o eat,

Confidontial intarview with 2 sta’ memper
revealed: '

“The faciiity did not pay their bills, so various
services had been discontinued,

-The food delivery truck discontinued service
becauge the bill had not been paid, "so whan
these people say they hurgry, belleve them™.
-There was currently food in the facility becausg
the health inspector hag just come, so the cook
went out and bought food while the Ihspector was
present,

Interview with the Distary Manager an 08/11/18 at
8:30 am revealen:

-He could nof provide extra eggs to the resident
that requested themn at breakfast this morning
bscause "soms residents get up late and | had to
save the sggs for them."

-Ariather resident came in after the firet regident
requested additional eggs,

-If he had given the first resident the additional
serving of eggs, "t would not have had any for
{resident's namay.”

-He and the staff had not utilized & diot
spreadsheet to determing the portion sizes to be
served during meals to resigents.

-He was told to glve seconds onhce all of the
residents were fed if there was food remaining,
~This was how he was toid tg handle requests for
saconds.

-He did grocery shopping for the faciity.

~The facifity previously had focd dolivereq bya
food company, but administration cancallod the
service sgveral months Prior.

L Interview with 3 cook an 08/10/16 at 4:15 pm
Oivision of Haalth Servieg Reguiation .
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revedled:
-The Dietary Manager purehassd food for the
facility.
-He had no concerns with food SUpPlY.
-There was enough food to give residents
sagonds,
-He had not received comptaints from residonts
about ngt, receiving enough food,
-The cook pravided the shacks that were served
three times a day,
-Examples of snacks included tookies, crackers,
fig newtons, vanilla bare.
_— 14 15, 200
D 858 10ANCAC 13F .1004(a) Medication D 358 ce. (PSS
w" Adminigtration THE T s < lr:)t.n- -’
pebrra kil Mesticetro
10A NCAC 13F 1004 Medication Administration AL PE @ foad fo o Se
(2} An adult care home shall assure that the Dre ps A o o8 /c’.eaa’rg
preparation and administration of madicatons, f’?"f o fae frors O wor T
prescription and nen-prasctiption, and treatmeants 4 ORPEL 5 5 7 /
by staff are in accordance with; ' Meals For Mows ©r A
(1) orders by a licansed prascribing practitioner ) s THA f e
which are maintained in the resident's record: and flesipg s @yl ey
{2) rules in this Seciion and the facillty's policies o TH mmERIS " Wil ea
and procedures, . o
Tiew Thkc Yher
This Rule is nat met as evidenced by: doctrons As Follaeed
Based on observations, intsrviews, and record M-ed: Tl ,Z(‘C
reviews, the facility failed to ensyre medications “THE <o pwr
(Renvela, Anapine eye drops, Vigamox eve drap) R 2 i mery fer
were administered as ardered by a lcensed hs e s Fo
prascribing practitioner for 1 of 2 residents w / ‘I Hie a/f(d Hm 4 f ;
{Resldent #8) observed during a medication pass. € nsue THES pee Follaving
The findings are: Poctpy 's DRPERD
A. Review of Resident #5's current Fl.-2 dateg
04/18/16 ravesled:
-Diagnoses included end-stage renst disease and
5Msinn of Heajth Service Regulation
STATE FORM i REPZ{1 \f continustion aneet 31 of 25
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glaucoma,

-A physiclan's order for Renvela 800 mg, three
tablets (2400 mg) three times daily with meals,
{Renvela binds with phosphate from food in the
digestive tract snd is ugsed to help contrg|
phosphate and caldum tevels in people with
kitney disease.)

Review of the August 2016 Medication
Administration Recond (MAR) revealed the
moming dose of Renvela 2400 mg was
scheduled for administrstion at 7:00 am dally with
instructiens to administer with maais.

Observation on 08/11/16 of the 8:0C am
medication pass revealed:

-Staff A, Medication Alde {MAYSubervisor,
Prepared the residernt's morning medications,
including threa Renvela 800 mg tablets,
-Stafi A administered the resident’s aral
medieations at 7:39 am and documanted
administration immediately theraafter,

-Staff A did not adminlater the medication with
food,

Cbservation of the moming breakfast mesl
servine on 03/11/16 revealsd Resident #6 was
served the breakfast meal af 748 am and began
eating at 7:49 am, '

Interview on 08/11/18 at 10:46 am with Staff A
revealad:

-When a medication was ordered to be
adminisiered with meais, she routinely gave it
*right when (the resident) wag entaring the dining
foom” for a meal,

~8he thought as fong as the residert ate right
after taking the madleations, it was okay.

Interview on 08/11/16 at 10:58 am with the

D 358
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Resident Care Coardinator (RCC) revealed:
-She provided al) tralning for MAz and was
responsible for oversight of the MAs.

-t Was her expactation that medications ordered
o be administered with fond be given "with food",
meaning let the resident get a few bitas of food
befare taking the medications, then finish hig
meal afterwards,

Interview on 08/11/16 at 8:19 am with Regident
#6 revealed he "always* took his maming
medications prior to tha brealdfast meal,

B. Review of Rosident #6's recond revealed:

-A physician's order dateg 08/02/16 for Atropine
1%, one drop i the loft eye daily. (Atropine
drops are used to dilate the &ye and treat certain
inflammatory conditions of the eye.)

-A physidlan's arder dated 03/02/16 for Vigamox
(1.5%, one drop in the lef eye four times daily.
{Vigamox is an antibiotic used ta treat eye
infections.)

“A physitan's order dated 08/09/1 8 for
Prednizolone 1%, one drop In the loft eye threg
times dally. (Prednisolone iz a corticosteroid
used to treat inflammation in the eye )

Obszervation on 08/11/16 of the 8:00 am
medication pass revealed:

-Staff A, Medication Aide (MA)/Suparvisor,
administered throe different £yo preparations inty
the laft eve without waiting the recommendod 5
minutes between different eye medications. (it is
recommended to wait at loaat 5 minutos batweaen
diffarent eye medications o keap the first
medication from being washed out by the second
before it has had time to be absorbed.)

«Btaff A administered ane trop of Atraping 1%
into the Ieft aye 1 minute and 10 seconds after
administering Prednisolone ohe drop into the

D 358
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same aye,
~Staff A administered one drop of Vigamox into
the ieft eve 1 minute and 35 seconds after
administering Atropine into the same oye,

_~Staff A documented admintstration of the threp
eye medications. -

Interview on 08711118 at 10:46 am with Staff A
revedled:

-Different eye medications should ba
administereq 3-5 minutes apart. .

-She did rot wait 3-5 minutes thig matning
because the resigent Was "impatient”.

-Bha did not usually administer the resident's /e
medications with his grg) medications prior to
breskfast, but usLally gave them after the
regident finished breakfast,

~She administered the eye drops this moming
pricr to the breakfast meal because she thought
the surveyor wanted 10 $0¢ alf the residant's
medications administered, .

Interview on 08711718 at 8:18 am with Resident
#6 revealed:

-He "always" took his moming medications beforeg
the breakfast meal,

-Hiz eys drops ware administerad this moming
the same way they were administered every day.
-Staff "always” waits "33 minutes® petwoen tha
different aya medications. ;

D91 .8, 131 D-21(2) Detiaration of Residents' Righta Da12

G.5. 131D-21 Declaration of Residents' Rights
Every resident shall have the following rights:
2, Toreceive care and servives which are
adequate, appropriats, and in compliance with
relevant federal and state laws and nujes and
regulstisng.
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This Rule is nat met gy evidenced by: locike ot e e . £
Based on observatipns, interviews, and recond r ‘Cﬂpy of THE Resipsp
reviews, the facility failed to ensure every resigent '
received care and services Wion wers adequate
approprigte, and in compliance with relevant
federal and statg laws &od rules and regulations
relatad io safe storage of chemicals,
The findings are:
Based on observation and interview, the facility
failed to assure storage aroas which containag
cleaning sgaents, bleaches and Gther substances
which may be hazardoys if ingestad, inhaled, or
handied were lacked any not aceessible to
regidents. [Refer in Tag 0058, 10A NCAC 13F
0305(H4) (Type B Violation})
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