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D 000} Initial Comments D 000

The Adult Care Licensure Section conducted a
Complaint Investigation and a COVID-19
Focused Infection Control Survey with an onsite
visit on 12/17/20, a desk review on 12/18/20 and
12/21/20 through 12/23/20, and an exit via
telephone on 12/23/20.

D 269 10A NCAC 13F .0901(a) Personal Care and D 269
Supervision

10A NCAC 13F .0901 Personal Care and
Supervision

(a) Adult care home staff shall provide personal
care to residents according to the residents’ care
plans and attend to any other personal care
needs residents may be unable to attend to for
themselves.

This Rule is not met as evidenced by:

Based on interviews and record reviews, the
facility failed to ensure staff provided personal
care assistance to 1 of 5 sampled resident (#1)
with bathing and incontinence care.

Review of Resident #1's current FL2 dated
08/14/20 revealed:

-Diagnoses included encephalopathy, history of
falling, unsteadiness on feet, other abnormalities
of gait and mobility, muscle weakness,
communication deficit, other lack of coordination,
and repeated falls,

-Resident #1 was semi-ambulatory.

-Resident #1 was intermittently disoriented.
-Resident #1 was continent of bladder and
bowels.

Review of Resident #1's service plan/care plan
dated 08/17/20 revealed:
-Resident #1's service plan/care plan was closed
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on 1216120 dus to discharge.

-Resident #1 was continent of bladder,

-Staff was fo provide assistance as needed or
requested to the bathroom so Resident #1 could
maintaln her continence.

-Resident #1 was at risk for altered bladder
continence due to recurrent urinary tract infection;
Staff was to observe and report any changes in
usual bladder pattern such as increased urinary
frequency.

- Effective 07/31/20, Resident #1 needad 1
person to physically assist to the bathroom.

- Effective 08M7/20, Resident #1 was
independent and did not need asisance to the
bathroom and staff was observe for and report
any changes in assistance to the bathroom,
-Effective 07/31/20, Resident #1 needed physical
assistance of 1 person with bathing.

- Effective 08M7/20 Resident #1 was independent
with bathing and staff was to observe for and
report any changes in her bathing ability.

Review of Rasident #1's electronic Care Log for
October 2020 revealad:

-Resident #1 did not recelve assistance to the
bathroom for 31 of 31 days, Staff documented
Resident #1 was independent with assistance to
the bathroom and the activity did not occur,
-Resident #1 did not receive assistance with
bladder Incontinence for 31 of 31 days; Staff
documentad Resident #1 provided self-care and
bladder continence; There was no documantation
Resident #1 had episodes of incontinence or
refused assistance.

-The task of bathing was not documentad in the
electronic Care Log.

Review of Resident #1's electronic Care Log for
MNovember 2020 revealed:
-Resident #1 did not receive assistance to the
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bathroom for 30 of 30 days, Staff documented
Resident #1 was independent with assislance to
the bathroom and the activity did not oggur,
-Rasident #1 did not receive assistance with
bladder incontinence for 30 of 30 days; Staff
documented Resident #1 provided self-care and
bladder continence; There was no documentation
Resident #1 had episodes of incontinence or
refused assistance.

-The task of bathing was not documented in the
elactronic Care Log.

Review of Resident #1's electronic Care Log for
Dacember 2020 revealed:

-Resident #1 did not receive assistance o the
bathroom for 6 of 6 days; Staff documented
Resident #1 was independent with assistance o
the bathroom and the aclivity did not occur,
-Rasident #1 did not receive assistance with
bladder incontinence for 31 of 31 days, Staff
documented Resident #1 provided self-care and
bladder continence; There was no documentation
Resident #1 had episodes of incontinence or
refusad assistance.

-The task of bathing was not documentsd in the
electronic Care Log.

Review of Resident #1's progress notes revealad:
~Thers was a progress summary completed on
08/01/20, 10M6/20, and 11/16/20 which
documented Resident #1 needed reminders with
dressing and grooming. Resident #1 had
occasional incontinence of bladder.

-There was an entry dated 10/16/20 which
documented the Assisted Living (AL} Coordinator
spoke to Resident #1's responsible party
regarding showers and continence care;, Resident
#1's responsible party shared redirection tips that
had worked previously and spoke at lenath about
ways fo direct the resident while maintaining her
Division of Heallh Service Regulation
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independence; AL Coordinator would continue to
follow-up as nesded.

-There was no other documentation regarding
personal care,

Review of Resident #1's local hospital admission
summary dated 12/06/20 revealad:

-Resident #1 was seen in the emergency room
and admitted o the hospital on 12/06/20.
-Resident presented to the emergency room with
falis,

-After testing, Resident #1 was diagnosed with a
urinary tract infection.

Review of Resident 1's occupational therapy (OT)
notes dated 09/01/20 revealad:

-Resident #1 was openad for OT services after
having 2 falls in August 2020,

-Resident #1 presentad to therapy services with
deficits including safety, balance, bathing,
strength and transfers.

-Resident #1's Initial assessment identified
functional deficits with bathing, functional
transfers to the shower or tub, and functional
transfars to the toilet.

-Stand by assist (close enough to reach resident)
and contact guard assist {contact with patient due
to unsteadiness) wera required,

Review of Resident #1's OT notes dated 08/M7/20
revealed:

-Resident #1 required contact guard assist by
siaff during bathing.

-Resident #1 continued to demonsirale impaired
standing balance, transfers, and safely.
-Resident #1 was educated on safety with
transfers, mability, technigues for activities of
daily living management with poor understanding
due to cognitive deficits.
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Review of Resident #1's OT notes dated 10/07/20
revealed:
-Resident #1 required contact guard assist by
staff during bathing.

-Continued OT services were necessarny to
maximize safety with bathing transfers and tasks,
standing tolerance and endurance.

-Self care fraining included tolleting, dressing,
and grooming.

Review of Resident #1's OT notes dated 1042720
revealed:

-Resident #1 required contact guard assist by
staff during bathing.

-Continued OT services were necessary o
maximize safely with bathing, safety awareness,
balangce, and continence management

Review of Resident #1's OT notes dated 111820
revealed:

-Resident #1 required contact guard assist by
staff during bathing.

-Resident #1 was making slight progress with
improvements in standing tolerance and upper
body strength.

-Resident #1 continued to demonstrats impaired
safefy with mobility and compliance with ralling
walker and had muliiple episodes of urinary
incontinence per day which increased risk for
falls, skin breakdown, and urinary tract infections
{UTI),

Review of Resident #1's OT discharge notes
dated 12/08/20 revealed:

-Resident #1 was discharged from OT services
on 12/08/20.

-At discharge, Resident #1 required contact guard
assist by staff during bathing, contact guard
assist with transfers to the showerftub, and an
assistive devise with transfers to the tollet,
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-Resident #1's OT goals ware not met,

Telephone interview with the Director at Resident
#1's home health provider's office on 12/23/20 at
3:26pm revealed:

-Resident #1 was openad for OT services on
09/01/20 and OT services ended on 12/08/20 as
a result of Resident #1's hospitatization.

-The OT service provider worked with Resident
#1 on bathing, but Resident #1 did not reach her
goal to dus to difficulty with balance,

-Resident #1 required contact assistance and
could not transfer in and out of showertub or
bathe without assistance.

-Resident #1 had incontinence episodas, but she
tried to hide her incontinence,

-Residant was found several times by the OT
sanvice provider with a soiled brief.

-The OT provider pointed out odor from
incontinence to Resident #1 and the provider was
told by Resident #1 that her privacy was being
invadad.

-The OT provider worked more with Resident #1
on pelvic floor strength since she was denying her
incontinence.

-The OT provider recommended Resident #1
have assistance with bathing, but she refused
assistance from staff,

-The details of the OT visits were not
communicated to facility staff after each visit and
detailed notes were not automatically sent to the
facility, but OT progress notes wera available to
the facility upon request.

Interview with a Personal Care Alde {(PCA) on
12117/20 at 1:49pm revealed:

-Resident #1 was listed as being indepandant
with her personal care,

-Resident #1 asked for bath cloths and towels,
but she took her own showers,
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-Resident #1 did not need assistance with
changing her incontinence briefs or with going to
the bathroom,.

-She did not ask Resident #1 if she nesded
assistance with showers because Resident #1
was listed as independent.

-Resident #1 did not ask for assistance.

Interview with the AL Coordinator on 1201720 at
2:38pm revealad:

-Resident #1 refused assistance with bathing
often, but she did not know how long she had
been refusing.

-Resident #1 had been giving herself a “bird
bath."

-Rasident #1 had increased confusion in
November 2020, started exhibiting exit seeking
behaviors, and had a physician's order for a
wander guard.

-Rasident #1 returned to baseline and was no
longer exit seeking, Her wandear guard was
discontinued on 12/4/20,

Telephone intervizw with Resident #1's
responsible party on 12/18/20 at 10:45am
revealed:

-Resident #1 was very modest,

-She spoke to the AL Coordinator when Resident
#1 was admitted In August 2020 about her having
bladder cancer and that she could nol hold her
urine,

-She spoke to the AL Coordinator again in
Qctober 2020 regarding Resident #1 taking
showers and gave her some suggestions.

-Since Resident #1 woke up early in the moring,
she suggested staff assist her with showers In the
evening before putting her night clothes on.
-Resident #1 needed assistance with set up for a
shower, getting in and out of the shower, and with
making sure she took a shower,
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-Resident #1 did not nesd assistance with
dressing and changing her incontinence briefs.
-The AL Coordinator told her Resident #1 liked to
do everything on her own.

-She did not know Resident #1 had continued to
refuse to take a shower,

-Resident #1 was admitted to the hospilal after
falling on 12/06/20.

-5he received a call from a nurse at the hospital
after Resident #1's admission informing her that
the hospltal staff had to clean Resident #1's
private areas and her stomach because she was
dirty.

-She felt like the hospital staff thought she
neglected Resident #1, but she explained
Resident #1 was being cared for by the facility.

-p different nurse at the hospital who recognized
Resident #1 from a hospitalization a year ago
informed her Reslident #1 had fo be washed 3
times on 12/07/20.

-Resident #1 had a history of recurmant urinary
tract infections (UTI) and she had made several
requests to the facility in Seplember and Cclober
2020 for Resident #1 to have a urinary analysis
completed.

-Resident #1 was diagnosed and treated at the
hospital for a UT),

“When she went to the facility to pick up Resident
#1's belongings, she found soiled inconfinence
briefs and solled nightgowns in Resident #1's
closet; She also found 2 soiled incontiance briefs
on the floor under a pile of clothes.

-She had a window visit with Resident #1 on
1204720 and Resident #1 had worn the same
clothes to the hospital on 12/06/20; She saw dead
skin all over the Inside legs of Resident #1's

pants.

Telephone interview with the Health and Wellness
Nurse on 12721720 at 1:56pm revealed,
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-Reasident #1 was independent with all her
personal care.

-Resident #1 was more indepsndent when she
was first admitted to the facility than she was
VoA

-Resident #1 had one incontinence episode, "1 or
2 monthvs ago,” that she was aware of and staff
assisted her with getfing cleaned up.

-Resident #1 was "strong willed" and did not want
anyone to do anything for her.

-She did not know If Resident #1 was abls to get
in and out of the shower by herself

-She never smelled a body odor on Resident #1.
-Resident #1 had on different clothes dally, but
she did not know what she had on underneath,

Telephone interview with the Health and Wellness
Coordinator on 12/21/20 at 2:37pm revealed:
-Resident #1 was very modest and very
independent when she was first admitted to the
facility.

-She did not like for staff to help her and did not
want staff to see her undressed.

-She “believed" staff offered to assist Resident #1
with bathing, but she heard from staff that
Resident #1 refused assistanca.

-She did not know what staff did when Resident
#1 refused assistance with personal care.

-She did not think Resident #1 was able to bath
herself without assistance.

Interview with & PCA on 1222120 at 2:43pm
revealed:

-Resident #1 required staff to stand by and
prompt her with bathing.

-Sometimes she would not bathe until staff left
her room.

-If staff prepared Residant #1's shower for her,
she would get in, but she was not willing to
shower with staff in the bathroom with her.

Division of Health Senvice Regulation
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-He had only assisted Resident #1 with a shower
set up once,

-He assisted Resident #1 after her responsible
party called and requested staff assist har with a
shower,

-Resident #1's responsible party had spoken to
Resident #1 on her personal landline and
Resident #1 told her responsible parly she had
solled her linen.

-Resident #1 neadad reminders to change her
incontience briefs.

-He had not noticed any increased confusion with
Resident #1, but he did not know if Resident #1
was able to understand when she needed a
shower.

Interview with a second PCA on 12722420 at
2:55pm revealed:

-She had brought Resident #1 wash cloths,
towels and linen, but she had never assisted
Rasident #1 with a shower or with incontinencs
care bacause Resident #1 was listed as
independant with ali of her activities of daily living.
-She assumed Resident #1 was able to provide
her own personal care because her

Service Plan/Care Plan had her listed as
independent.

-She never noticed Resident #1 with any body
odor,

Telephone interview with the Senlor Resident
Care Director on 12/23/20 at 4:26pm revealad:
-She did not know the OT provider had assessed
Resident #1 as neading assistance with
incontinence care and bathing.

-The PCAs should have alerted management if
there were any changes with Resident #1's ability
to provide her own personal care,

[ntendew with the AL Coordinator on 12/22720 at
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311 pm revealed:

-Resident #1's responsible parly contacted harin
October 2020 to check on Resident #1.

-She talked to Resident #1's responsible party
regarding Resident #1 not taking a shower and
was hoping Resident #1's responsible parly could
come to the facility for a compassionate care visit
to assist with bathing.

-5he was under the Imprassion as PCAs told her
Resident #1 had bean taking sink baths and had
not gotten into the shower.

Telephone interview with a PCA on 12/23£20 at
4:33pm revealed:

-She had not assisted Resident #1 with bathing or
with incontinence cars,

-3he had not asked Resident #1 if she nesded
assistance because Resident #1's Service
Plan/Care Plan documented her to be
independent with bathing and incontinence care,

Telephone interview with the Executive Director
{ED) on 1242220 at 2,35pm revealed:

-5he was told Resident #1 was independent with
personal care tasks.

-Service Plans/Care Plans were updated every 6
months unkess thare was a change In care needs.
-She did not know of any changes in Resident
#1's bathing habits and never noticed any body
odors.

Telephone interview with the ED on 12/23/20 at
4:08pm revealed:

-She received a call from Resident #1's
responsible party after Resident #1 was admitted
to the hospital and this call prompted her to look
at Resident #1°s Service Plan/Care Plan,

-She noticed on Resident #1's senvice plan/cars
plan for personal care tasks, there were some
areas of the task that docurmented the need for 1
Division of Heallth Service Regulation
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person assist and other areas that documented

there was no assistance needed,

-The tacility was planning o reassess Resident

#1 when she returned from the hospilal, but she

did not return to the facility,

0270 10A NCAC 13F .02901{b) Personal Care and D 270

Superviston

10A NCAC 13F 0201 Parsonal Care and
Supervision

{b) Staff shall provide supervision of residents In
accordance with each resident's assessed neads,
care plan and current symptoms.

This Rule is not met as evidencead by:
TYPE AZ VIOLATION

Based on observations, interviews, and record
reviews, the facility failed to provide supervision
for 3 of & sampled residents (#1, #2 and #3)
relatad to a male resident (Resident #3) found
undrassed in a female resident's room (Resident
#2} on 3 occasions and on one occasion both
residants engaged in sexual activity, and a
resident who had multiple falls (#1).

The findings are:;

1. Review of Resident #2's current FL2 dated
0404120 revealed:

-Diagnoses included dementia without behavioral
disturbances, amnasia, diverticulosis of intestine,
and anxiety,

-Resident #2 recommended level of care was
memory care unit (MCU).

-Resident #2 was intermittently disoriented.

Division of Health Senvice Regulation

STATE FORM

[=-E0]

FrM211

W contineation shael 12 of 56



PRINTED: 01/20/2021

FORM AFPPROVED
STATEMENT OF DEFICIENCIES (X1} PROVIDER/SUPPLIER/CLLA (2 MULTIFLE CONSTRUCTION (3 DATE SURVEY
KD PLAN OF CORRECTION IDENTIFICATION NUMBER: A BUILDING: COMPLETED
c
HALO41084 B. WG 1212312020
NANME OF PROVIDER OR SUPPLIER STREET ADDRESS, CITY, STATE, 2P CODE
1208 NEW GARDEN ROAD
BRIGHTON GARDENS OF GREENSBORO GREENSBORO, NG 27410
(4} 1D SUAMMARY STATEMENT OF DEFICIENCIES o PROVIDER'S PLAN OF CORRECTION o
PREFDX {EACH DEFICIENGY MUIST BE PRECEDED BY FULL PREFI (EACH CORRECTIVE ACTHON SHOULD BE COMFLETE
TAG REGULATORY OF LSC IDENTIFYVING INFORMATION) TAG CROSE-REFERENCED TO THE APPROPRIATE DATE
DEFICIENCY)
D 270 Continued From page 12 D270
Review of Resident #3's current FL2 dated
01520 revealed:

-Diagnoses included dementia, diabetes mellitus,
hypothyrold and gastroesophageal reflux diseass.
-Resident #3 recommended level of care was the
special care unit (SCU),

-Resident #3 was ambulatory, constantly
disoriented and wandered.

a. Review of Resident #2's Resident Register
reveated an admission date of 04/03/M7,

Review of Resident #2's service plan/care plan
dated 11/0%20 revealed:

-Resident #2 was independent with ambulation
and transferring.

-Resident #2 needed supervision with bathing.
-Resident #2 needed step-by-step cueing for
dining.

-Resident #2 needed 1 person assistance with
washing hair, grooming, and dressing.

Review of the Resident #2's current service
planfcare plan revealed:

=On 11723720 the service plan was updated with
the focus on "behavioral expression.”

-The intervention system was for staff to assess
and anticipate needs, comfort level, body
positioning, security and affection,
self-expression; identify recent changes in level of
alertness, and lack of sleep. *.. known needs
sexual at times,"

-The staff were to "obsarve for and monitor
behavioral expression episodes and attempt to
determine underlying cause. Consider location,
time of day, persons involved, possible triggers
and situations. Report findings to the nurse/
medication care manager/Supervisor,”

Review of Resident #2's accidentincident report
Division of Heaith Service Regutation
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complated by tha Executive Director {ED) on
1120720 revealad:

-On 11/13/20 at 7:15am, team member reported
to Supervisor on 11/18/20 she (feam member)
had walked In on a male resident (#3) with his
face between Resident #2's lags.

-The place of incident was Resident #2's room,
-Plan of treatment indicated was moving Resident
#2 to another room, family took Resident #2 to
emergency room, and implemented 30 minutes
checks on Resident #2.

Raview of Resident #2's 1atest annual physical
examination encounter documentation dated
102620 revealed documentation for mental
status axam as follows:

-Judgement, insight was "poor”.

-Orientation was "oriemtsd to person, only™.
Mentation was "alert but disoriented".

Review of Resident #2's annual physical
examination encounter documentation for
08/30/19, 09/05/18, and 07/3117 revealed:
-Orientation was documented as “oriented fo self
anby”,

-Memary was documented as “abnormal",
-Recall was documentad as “poor recent recall”,
-Comprehension was documented as “normal”
for 2017 and 2018, and "abnormal” for 2018,
-Judgement, insight was not listed on the
examination form until 2020,

Review of Resident #2's progress notes revealed;
-On 11/16/20 at 12:47pm, the Memory Care Unit
Coordinator (MCUC) documented “family made
aware of other resident's [#3] fondness of his
family member and that they were observed in
her room their clothing off over the weekend."
-On 111920 at 2:47pm, the Serdor Resident
Care Director (RCD) spoke with Resident #2's
Division of Heallh Seovice Regulatian
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Power of Attorney/responsible person (POARP)
regarding another resident cbserved in resident's
room with his face batween her legs last week.
{According to the facility incldent report the
incident ocourred on 11113720 at 7:15am). The
POARP would rather follow-up through PCP than
the emergency department. Resident #2 had a
potential room change. Staff was to continues to
monitor,

-On 11720021 at 4:55pm, there was
documeantation by a facility Wellness Murse
regarding a telephone call from a local
amergency depariment physician requesting
additional information related to the 1111320
incident between Resident #2 and Residant #3,
-0On 11/21/20 at 12:42pm, the MCUC documented
the POA/RP contacled the facility for an update
and was told Resident #2's room had been
swilched (for easier observation from the
medication room).

-On 11/21420 at 3:00pm, a facility VWellness Nurse
documented “resident returned from the hospital
yesterday”. POASRP had hospital discharge
papers and would bring to the facility.

-0On 11/23/20 at 2:21pm, the Senior RCD
documented she was notified "Resident #2 was
up all night looking for the male resident [#3] that
was previously observed in her room." Staff
redirected Resident #2, and would continue to
manitor,

-On 11/25/20 at 12;10pm, the Senior RCD
documentad a conversation with Resident #2's
PCP's assistani regarding a follow-up
appointment after the 11/20/20 emergency
department visit. The POA/RP would be
scheduling a follow-up appointment with
gynecology as requested by the PCP.

-0On 12/01/20 at 4:29pm, the Senior RCD
documentad she had lengthy conversation with
POA/RP about expression of intimacy related to
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Resident #2 "sometimes seeks out another
resident." The POARP would like to think about
consant and talk with the RCD later was
documented.

-0On 12/11/20 at 1:15pm, Senior RCD was nofified
by the MCUC that Resident #2 was found in
Resident #3's room laying in bed with her pants
off {no date or ime documented). “residant states
that's my fiend". The PCP was notified and
there was no answer with attempted call to
POARP.

-0On 1214720 at 1:26pm, Senior RCD spoke with
the POA/RP regarding Resident #2 being in a
male resident’s room.

Review of Resident #2's "Behavioral Tracking
Log” revealed:

-On 11/16/20 at 2:15pm, Resident #2 was
observed In her raom with her clothes off sitting
on the bed. Resident #3 was siing on the bed
with no clothes on. Resident #3 was removed
from Resident #2's room and staff did a 30
minute check.

-On 11920 at 12:00am, Resident #2 was
walking the floor asking where to go and where
was her raom,

-0 11/21/20 no time indicated, Resident #2 was
walking the floor asking where to go and whers
was her room.

Review of Resldent #2's electronic safety checks
documentation log revealed:

-Resident #2 had documented 30-minute safety
checks that started on 11/20/20 after the MCUC
became aware of the Incident that occurred on
11413720,

-The resident was checked avary 30 minules
from 11/20/20 at 3:00pm to 11/23/20 at 10:00pm
except for 12/22/20 from 6:00am to 2:30pm.
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Review of Resident #2's notes from the facility's
electronic Care Log for November 2020 used for
documenting behavior symptoms daily and by
each shift of the three shifts revealed:
-Documentation was blank for first shift
(6:30am-2:30pm} on 11/12/20, and 11/13/20.
-Documentation for behavior symptams on
11416720 for first shift was "none nofed”,

-There were wandering behavior symptoms with
“onie on ong” infervention documented on
1172120 at 4:44pm, 11721720 at 10:480m, and
1172320 at 6:02am.

Review of Resident #2's noles from the facility's
electronic Care Log for December 2020 revesaled:
-Documentation was blank on 12/07/20, 12/08/20,
and 12/0%/20 for 6:30am-2:30pm, and 12/11720
for 10:30pm-8:30am.

-Documentation for behavior symptoms antered
on 12112120 for first shift was Resident #2 was
wandering. The intervention noted was staff had
listenad with empathy.

Review of Resident #2's Progress Notes'
progress summary documented by a facility
Licensed Practical Murse dated 12/103/20 at
2:53am revealed:

-Resident #2 had an encounter with a male
resident (#3) where Resident #3 had his head
batween the Resident #2' legs.

-Resident #2 went to the emergency room (ER)
for evaluation and followed up with her
gynocologist,

-All labs were negative for any abnormal findings.
-MNo acute distress noted and resident stable at
this time:.

Review of Resident #2's local hospital emergency
department after visit summary dated 11/20/20
reveaied Resident #2 was seen al the local
Division of Health Servica Regulation
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hospital emergency department on 11720120 for
sereening and examination for sexually
transmitted disease from the encounter on
111320,

Interview with the Memory Care Unit Coordinator
(MCUC) on 12/17/20 at 12:30pm revealed:

-On 11/18/20 during a second shift stand-up
meeting, he was informed of an encounter
between Resident #2 and Resident #3 on
11/13420 at 7:15am involving the Resident #2
being In bed partially clothed and Resident #3 at
the end of the bad partially clothed.

-He reporied the information to the Senior
Resident Care Director (RCDY} and the Executive
Director {ED) on 11711820 or 11/19/20.

-MNo staff had reported the encounter on 11/13/20
to him prior to stand-up on 11/18/20.
-Responsible parties for both residents were
notified about the 11/13/20 occurrence by the
Senior RCD on 1119720,

-An internal investigation was started on 11/19/20
for the 1171320 incident.

-Resident #2 had been seen by medical providers
twice on 11/20/20 and 12/01/20.

-A sitter was hired for the Resident #3 from
1123720 to 12/08/20,

-Since 11/20/20 MCU staff have bean instructed
to "keep and eye on” Rasident #2 to make sure
her whereabouts were known throughout the day.
-Resident #2 has been reported to him by staff to
go to Resident #3's room looking for him. The
residents held hands occasionaliy.

-Resident #2 had not shown seeking behaviors
toward another resident sinca he took over the
MCUC position in August 2020

-There was another encountar on 111620
betwaan the 2 rasidenis reported ta him by the
MCLU second shift MA on 11/16/20, The rasidents
{#3 and #2) had their pants off sitting on the bad
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in Resident #2°s room.

-After the Internal investigation of the 11/13/20
incident, the facility had training for staff, including
him, an recognizing signs of iIntimatecy and
residents’ rights; and documenting behaviors; the
male resident had a hired sitter for 24 howr a day
monitoring from 11/23/20 to 12/09/20; and
Resident #2 had 30 minutes checks for a couple
of days; staff were supposed to keep an eye on
her whereabouts and redirect her from going info
a bedroom with Resident #3.

Telephone interview with Resident #2's Power of
Attorney/Responsible Party (FOA/RP) on
12017720 at 1:00pm revealed;

-He was notified of the incident that cccurred on
11/13/20 between Resident #2 and a male
resident (#3} involving the residents being
unclothed in Resident #2's room.

-He had not been notified that Resident #2 was
invabved in any physical or emotional type
relationship with another resident prier to
11920,

-He contacted Resident #2's long fime primary
care provider {PCP) to see If the resident should
be checked out at the local emergency
depariment or at the PCP office.

-He was advised Resident #2 should be seen by
a local emergency depariment chosan and
coordinated by the PCP.

-He fook Resident #2 to a local emergency
department and a follow-up GYN appointment,
-He had nat been contacted to inform him of
Resident #2's interest in another resident.

-He did not think Resident #2 was able to make
decisions regarding relationships.

-He had not given consent regarding Resident
#2's physical relations with ancther resident.
-He was concemed that Resident #2 was not
being supervised properly if she was found
Division of Health Service Regulation
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unclothed in her room with another resident,

-He was told Resident #2 was relocated to a
room more visible by staff on 11/20/20 for
increazed supervision.

-GGoing forward, he requested o be informed
regarding ongoing or Increasing relationship with
& male resident,

Interview with a MCU first shift Lead Care
Manager on 12/17/20 at 1:45pm revealed:
-Routine supenvision for residents in the MCU
was to perform incontinent care and check on
resident evary 2 hours,

-Staff should document checks and person care
aide task on the electronic personal care logs.
-Resident #2 had not bean attracted to other
residents prior to arrival of the current male friend
September 2020,

-Residant #2's room was relocated closer to the
medication room and common area as a result of
1113720,

-Resident #2 can associate with Resident #3 but
not in a resident's room and not after bedtime.
-Resident #2 has “eyes on him all day”.

-She was instructed by the MCUC that Resident
#2 could walk with, sit with, and even holds hand
with Resident #3 but only if In commen areas and
visible by staff, Otherwiss, staff should redirect
Resident #2 to the common area when with
Resident #3.

Telephone interview with the Senior RCD on
12121120 at 2:03pm revealad:

-Resident #2's POA/RP was contacted on
11118420 by the Senior RCD regarding the
1111320 encounter between Resident #2 and a
male resident.

-The POA/RF needed some time to process
information and did not give consent for Resident
#2 to be have anything but a frisndly relationship
Division of Haalth Sarvice Regulation
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with Resident #3.

-The MCLU staff were instructed on 11/19/20 to
redirect Resident #2 and Resident #3 if they got
into a badroom together and to monitor the
rasidents' whereabouts every 1 to 2 hours,

Based on record review, cbservation on 12M17/20
at 1:50am, it was determined Resident #2 was
not interviewable.

Refer to the interview on 12/17/20 at 11:43am
with the activity assistant.

Refer to the inferview with the MCU first shift
medication aide (MA) on 12/17/20 at 1:50pm.

Refer to the interview with a second shift MA on
1211720 at 3:00pm.

Refer to the telephone nterview with the MCUC
on 1217120 at 12:30pm and 12/18/20 at
12:33pm.

Refer to the telephons interview with the Senior
RCD on 12721720 at 2:03pm.

Refer to the telephone interview with a personal
care aide (PCA) on 12/23/20 at 8:19pm.

Refer to the telephone interview with the
Executive Director (EDY on 12723720 at 1:22pm

b. Review of Resident #3's service plan/care plan
dated 09/24/20 revealed;

-Resident #3 was independent with eating,
ambulation, transferring, tolleting, and grooming.
-Resident #3 nesded supsrvision with dressing.
-Resident #3 needad hands on assistance with
bathing.

-0n 1111120 the service plan was updated with
Divigion of Health Service Regulatian
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the focus on "behavioral expression.”

-The intervention system was for staff to
intervene to protect the rights and safety of
others.

-The direction given was for staff to remave
Resident #3 and suggest an alternate and
relationship based redirection.

Review of Resident #3's accldent/incident report
completed on 11/20/20 revealed.

-0On 11M3420 at 7:15am a MA reported she
observed Resldent #3 in a female resident's bad
{Resident #2) with his head between her legs.

-On 11407720 at 5:40pm, Resident #3 wasina
physical altercation with another male resident.
-On 111620 at 12:53pm, “family made aware
Resident #3 was with Resident #2 resident and
both were ohserved having taken their clothes
'Dﬁ'."

-On 1119420 at 2:53pm, spoke with Resident
#3's family regarding an incident that cccurred on
11/13420 at 7;:15am, when Resident #3 was
abserved in a female resident's room {Resident
#2) with his face between her legs,

Review of Resident #3's "behavioral tracking log™
revealed:

-0n 11/16/20 at 2:15pm, Resident #3 was
observed In a female resident's {Residant #2)
room with his clothes off sitling on the bed.

-On 11/22/20 at 4:00am, Resident #3 was
wandering the hall trying to go in a female
resident's (Resident #2) room.

Review of Reslident #3's November 2020
electronic safety checks revealed:
-Resident #3 was on every 30-minute safety
checks that started on 11/07/20 due to an

Raview of Resident #3's progress noles revealed:
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altercation with ancther resident.

-0n 1112120 there was no documented
30-minutes zafety for Resident #3 until 10:092am.
There was no documentation Resident #3 was
checked again until 2:30pm.

=0On 11/13/20 there was no documentation
Resident #3 was checked every 30-minutes from
8:30am through 11;36am.

-0n 11A6/20 there was no documentation
Reasident #3 was checked from 8:18am through
1.49pm.

Interview on 12/18/20 at 12:33pm with the MCUC
revealed:

-Rasident #3 was already on 30 minutes checks
due to a physical altercation with another male
resident on 11/07/20, so he did not increase
supervision on Resident #3.

-Omn 11/20/20, Resident #3's family member was
made aware of the incidents and asked to provide
a sitter to monitor the resident for twenty-four
hours. Resident #3's family approved the sitter
wntil 12/08420.

-He did not know how the resident was able to go
to another resident's room, take his clothes off,
and get into a comprising position without staff
being aware.

-He thought elther some staff did not waich
Resident #3 every 30 minutes as instructed or
siaff possibly were helping another resident and it
took longer than 30 minutes.,

-PCAs were to monitor Resident #3 and observe
the residents whereabouts,

-The PCAs were to document in the system every
30-minutes showing they had observed Resident
#3.

Basad on record review, cbservation and
attempted interview on 121720 at 10:50am, it
was delermined that Resident #3 was not
Divislon of Health Senvice Regulation
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Attemnpted interview with Resident #3's Primary
Care Provider {PCP} on 12/22/20 at 9:05am was
unsuccessful.

Atternpted interviews with Resident #3's lagal
power of attorney (POA) on 12/18/20 at 1:34pm,
1202120 at B:48am, and 12/22/20 at 9:25am
were unsuccessiul.

Refer to the interview on 12/17/20 at 11:43am
with the activity asslstant.

Refer to the interview with the MCLU first shift
medication aide (MA) on 1211720 at 1.50pm.

Refer to the interviaw with a second shift MA on
1241720 at 3:00pm.

Refer to the lelephone inferview with the Memory
Care Unit Coordinalor on 12M17/20 at 12:30pm
and 121820 at 12:33pm.

Rafer 1o the telephone interview with the Senilor
RCD on 12/21/20 at 2:03pm.

Refer o the telephone interview with a personal
cara alde (PCA) on 1272320 at 6:19pm.

Refar to the telephone interview with the
Executive Director (ED) on 12/23/20 at 1.22pm,

Interview on 12M17/20 at 11:43am with the activity
assistant revealed:

-0n 121220 at 3:30pm she was delivering
snacks to residents.

-She weant to a resident’s room (Resident #2), she
knocked on the door and Resident #3 said "wait,
“rait_li
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interviewable,
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-She got the door open 3 to 4 inches and
Resident #3 pushed the door closed.

-She did not try to enter the room, she went to gat
the lead medication aide from first shift and the
medication aide from second shift.

-Residents #2 and #3 had been friends for
several weeks prior to the incident.

-On saveral occasions she had observed
Resident #3 sitting in a chalr In Resident #2's
room, the two residents were talking, and she did
not think anything about the residents being
together,

-Resident #2 had called Resident #3 by her
spouse’s name [ast week (around 12/12/20).

Interview with the first shift medication aide (MA)
on 12117120 at 1:50pm revealed:

-She had noticed that Resident #3 was attentive
to Resident #2 halping with seating during meals,
getting her a blanket if she expressed being cold,
walking down the hallway holding hands, and
expressing that he loved Resident #2.

-The first incident that she observed was on
1112720 around 3:30pm.

-The activity staff told her that Resident #3 was in
the room with Resident #2 undressed from the
waist down,

-She and the second shift MA went to Resident
#2's room and observed both residents were
sitting on the bed undressed.

~Thay helped both residents get dressed and she
reported the incident to the Memory Care Unit
Coordinator (MCLIC).

-The MCUC gave no Instructions regarding
supervising the residents to prevent them from
undressing.

-The second incident that she cbserved was on
117113420 at 7:15am.

-At 7:15am, she started her morning medication
pass,
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-Resident #2's room was the first room and the
first stop on the medication pass.

\Wiven she opened the room, Resident #3 was
standing by the railing at the foof of the bed.
-Resident #3 proceeded to walk towards her and
she noficed Rasident #3's pants and undenvear
were off.

-She asked Resident #3 to put his clothes on, and
he responded, “why?"

-Resident #2 was lying in the bed on her back.
-Resident #2's incontinent brief was pulled down
to her knees,

-Resident #2 asked her "so what do we do now?"
-She helped both residents get dressed and she
told staff to watch the residents and keep tham
out of the same room.

-She did not fell the MCUC because he was off
work.

-She did not t2ll the RCD or the ED because the
pravious RCD had told her that residents in the
memory care unit had the right to engage in
sexual activity if desired.

-Prior to this incident, no fralning or instructions
had been given regarding supanvising residents,
documenting incidents of sexual activity,
contacting residents' power of attomey or PCP
when residents were observed engaged in sexual
activity.

Interview with a second shift MA on 12M7/20 at
3:00pm revealsd:

-On MA220, around 2:45pm the activity
asslstant told her and the first shift WA that
Resident #3 was in Residant #2's room and
wolld not aliow her in the room.

-When they got to Resident #2's room they
observed both residents sitting on the bed with no
clothes on.

-They gol both residents dressed and the first
shift WA went to tell the MCUC,
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O 11/16/20, the fime was after 2:15pm, she was
walking down the hallway in the memory care unit
and she cbserved Residents #2 and #3 in
Resident #2's room,

~Both residents were sitting on the bad with their
clothes off,

-She helped Resident #3 get dressed and
assisted him with leaving the room.

-She then helped Resident #2 get dressed and
she went to report the incident o the MCUC.
-5he told the MCUC and he said that he would
contact the resident's family.

-The MCUC told staff to maonitor both residents
and keep them from going in bedrooms together.
., -She did not tell the MCUC of the incident on

! 111220, because she thought the first shift MA
tokd him.

-Mg increased supervision was put in place after
this encounter,

-She did not know about the incident on 11/13/20.
-Resident #3 was already on 30-minute safety
checks resuiting from a physical aitercation with
another male resident on 11/07/20.

-Prior to this incident no instructions had been
given related to what do when memory care unit
residents engaged in sexual activity,

-Currently, both residents still followed each other
to their individual rooms, but they were redirected.
-Resident #3 got upset when he was redirected
and not allowad to be alone with Resident #2,
saying, "l am a man."

-She was shocked to find Residant #2 in a room
with her clothes off.

Interview on 12/17/20 at 12:30pm with the MCUC
revealed he had been told by the ED and Senior
RCD that it was against Residents rights to deny
residents to have relationships If both residents
consented.
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Telephone interview on 12/18/20 at 12:33pm with
the MCUC revealed:

-On 1116/20, a MA informed him that Residents
#2 and #3 were caught in the room together and
both were undressad from the waist down,

-He notified both residents’ legal guardians.
-Resident #3 was already on 30 minutes checks
due to a physical altercation with another male
resident on 11/07/20, s0 he did not Increase
supervision on Resident #3.

-He informed staff to keep the residents in
common areas and not to allow the residents to
gather in rooms.

-On 111820, during & crossover stand-up
meeting with the personal care aides {PCAs) on
the first and second shifts, the topic of discussion
was Residants #2 and #3 and how to keep the
residents separated,

-MAs were usually not present during the
crossover meeting, the first shift MA was in the
room and she told of an incident on 11/13/20
when she ohserved Resident #3 with his head
between Resident #2's lags.

-The next morning, he informed the Senior RCD
and the ED.

-The Sanlor RCD and the ED started an intermal
Investigation.

-During the investigation, 2 MA teld of an incident
that oceurred on 1111220, when Residents #2
and #3 weare in a room with their clothes off.
-The MA said that she had made him aware of
the incident, but he was unable to recall the
incident.

-On 11/20¢20, Resident #3's family member was
made aware of the incidents and asked to provide
a sifter fo monitor the resident for twenty-four
hours. Resident #3's family approved the sitter
undil 1200820,

-Fadility staff did not know they needed to
document and report the incidents that occurred
Division of Haalth Servics Regulation
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with Resident #2 and #3 on 11/12/20 and
11113/20.

-Resident #3 was already on 30-minute checks,
and he did not know how the resident was able to
go to another resident's room, take his clothes
off, and get into a comprising position without
staff being aware.

-He thought either some staff did not waich
Resident #3 every 30 minutes as instructed or
staff possibly were helping ancther resident and i
took longer than 30 minutes.

-PCAs were to monitor Resident #3 and
document in the system.

-During the investigation it was determined that
! several incidents had cccurred between

f Residents #2 and #3.

-Prior to the investigation he was not aware if
staff had heen trained regarding behavioral
expressions, reporting incidents and
documentation.

-Staff training was provided 12/01/20 through
12/03/20 after the facility completed their
investigation.

-Staff had been instructed to manitor both
residents ard to try to keep residents in common
areas vislble by all staff,

Telephona interview with the Senior RCD on
1202120 at 2:03pm revealed:

-She was made aware that something happened
on 1113720 with Residents #2 and #3.

-She was not made awars of the incident until
11119420 by the MCUC,

-The MCUC came to her and told her that during
a crossover stand-up staff meeting a MA said she
had observed Resident #3 had his head between
Resident #2's legs on 11M13/20.

-As far as she knew the incident on 11/13/20 was
the first incident betweaen the two residents.
-During her part of the investigation no one
Divigion of Health Sarvics Regulation
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mentionad other encounters when the twa
residents were observed together and undressed.
-Training was provided after the incident, but prior
to the incident no training had been provided to
staff reqarding reporting incidents of sexual
nature batween residents and supervising
rasidents that engaged in sexual encounters.

Telephone interview on 12/23/20 at 6:19pm with a
third shift PCA revealad:

-She worked varied shifis at the facility as a PCA
in the memory care unit, but she maostly worked
the third shift.

-She had chserved that Resident #3 followed
Resident #2 to her room, but she mostly saw
them talking.

-She had on two occasions observed Residents
#2 and #3 logethar with their clothes
offfundressed, but nothing was happening.

-In October 2020 {unable to recall exact date)
both residents were in Resident #2's room and
both were undressad,

-She informed the MCUC and the weliness nurse.
Both informed her to watch the resldants.

-0On Sunday, 12/20/20 at 2:00pm she observed
Resident #3 and Resident #2 in Resident #2's
room. Resident #3 was undressed, but Resident
#2 had her clothes on,

-She told the MA that was on duty, which was the
facility's protocol. The MA was supposed to
inform the MCUC.

-In November 2020, Resident #3 was supposed
to be checked every 30-minutes dus to a physical
altercation with another resident that happened
on 11107120, the 30-minute checks wera not
because of the incidents with Resident #2.

-In Mavember 2020, she "probably" saw Resident
#3 every 30-minutes, but she did not always
document that she had observed the resident
because she forgot or she was busy with other
Divislon of Health Service Ragulation
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residents.

-She did not know If Resident #3 was currantly on
30-minute checks bacause lately the resident was
not on her work assignment sheet.

-She was sure Rasident #3 knew what he was
doing when he was undressing bacause when
re-directed he got upset and would said "we are
adults."

-She was sure Resident #2 mentally did not
understand the relationship with Resident #3, but
Resident #2 mostly liked the atlention she
received from Resident #3. Also, Resident #2
always did what she was told to do.

-She had observed Rasident #3 was possessive
of Resident #2 and he would get upset if another
male showed Resident #2 attention or spent ime
with Resident #2, even if the male was a PCAor
therapy.

-0On 1118720 instructions were given to supervise
Residents #2 and #3 and for staff to keap the
residents from being alone by themselves.

Telephone Interview with the Executive Director
(ED) on 12/23/20 at 1:22pm revealed:
-Residents have a right to engage in consensual
sexual relationships even if they are in a
dementia unit- provided both parties agree.
-Resident #2 seeks the male resident
whereabouts and does not appear afraid, upset,
or apprehensive regarding the male resident's
helding her hand or sitting together.

-Thare was no Increased supervision after the
11/12/20 incident when the residents were found
undressed sitling on Resident #2's bed because
staff did not consider the occurrence as an
incident,

-The occurrence on 1171320 was not reported 1o
the MCUC or the Senior RCD.

-Siaff redirected the residents from either
bedroom but there was no documentation of
Division of Healh Service Regulation
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increased supervision.

-Residant #2 was not placad on 30 minutes
supervision until 11/20/20 when the Senior RCD
became aware of the 11/13/20 event reported to
tha MCUC during a staff mesting on 11719720,
-The MCUC and the Senior RCD andlor ED could
authorize increase supervision for residents.
-The Senior RCD, or Wallness Nurses would be
responsible to contact a resident's PCP on case
by case basls regarding if residents needed
increased supervision for behaviors related to
right to consensual relationships.

2. Review of Resident #1's current FL2 datad
0814720 revealed:

-Diagnoses included encephalopathy, history of
falling, unsteadiness on feet, other abnommalities
of gait and mobility, muscle weakness,
communication deficit, other lack of coordination,
and repaated falls.

-Resident #1 was semi-ambulatory,

-Resident #1 was intermittently disoriented.

Review of Resident #1's record revealed she was
admitied to the facility on 08/M7/20.

Review of Resident #1's service planfcare plan
dated 0817120 revealed:

-Resident #1 had impairad cognitive function
related to communication deficit and required
simple cues, prompls, and step by step direction
to assist,

-Resident #1 had a history of falls.

-Resident #1 had fall risk factors and required
safety reminders and information on what to do

if a fall cceurred.

-Resident #1 had a fall without injury on 0818720,
08/21/20, 10/04/20, and 12/02/20.

-There was an intervention initiated on 08M8/20
to place Resident #1's bed in a lower position.
[Drivision of Health Service Regulation
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-There was an intervention initiated on 09/11720
to evaluate and monitor Resident #1 post fall,
observe for and report changes in vital signs and
mental status; and immediately report any new
onset of confusion, sleepiness, inabilily to
maintakn posture, and agitation,

-There was an intervention initiated on 10/06/20
to evaluate Resident #1's environment at the time
and location of the fall and attempt to identify any
factors that may have contributed to her fall and
report findings to the supervisor.

-Effactive 07/31/20, Resident #1 needed physical
assist of 1 person with mobility.

- Effective 0BMT/20, Resident #1 was
independent with mobility, needed a walker ta
assist with mobility and staff was to observe and
report any changes in mobility.

-Effective 07/31/20, Resident #1 needed
assistance with 1 person fransferring,

Effective 0817720, Resident #1 was independent
with transferring and staff were to ohserve for and
report changes in her level of independence, and
ensure her assistive devica was avallable for use,
clean and in good condition.

Review of the facllities fall policy dated January
2019 revealed there was no documentation of
how the facility would increase supervision
according to residents needs after a fall.

Review of Resident #1's Incident Report
Motification dated 08/19/20 at 2:46am revealed:
-Resident #1 had an unwitnessed fall.

-Residant #1 staled sha fell in the badroom and
creeped to the bathroom and was unable to stand
on her feet to use the bathroom.

-There was no injury noticed.

-Resident #1's vital signs were taken,

-Resident #1's Primary Care Physician (PCP)
signed the notification on 082520,
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-There was no documentation of any increase In
supearvision after Resident #1's fall on 08/19/20.

Review of Resident #1°s progress notes dated
08MS20 revealed:

-Resident# fell around 2:45am.

-Resident #1 was sitfing on the side of the bed
and slid down 1o the fioor and then crawled to the
hathroom.

-The actionfintervention after the fall was
Resident #1 was assisled off the floor by staff and
helpad back to bad.

-Resident #1's responsible party and PCP were
nofifled and Resident #1's family member was lo
come to lower the bed.

-There were no injurizs noted.

-Thare was no documentation of any increase in
supervision for Resident #1 after her fall on
0B/M9/20.

Review of Resident #1's Incidant Report
Motification dated 08/21/20 at 1:30 (time of day
was not indicated) revealed:

-Rasident #1 had an unwitnassed fall,

-Resident #1 was found by staff on the fioor in the
bathroom

-There was no injury noticed and Resident #1 did
not complain of pain.

-Resident #1's vital signs were taken.

-Resident #1's PCP signed off on the nolification
on 0Bf25/20.

-There was no documentation of any increase in
supervision after Resident #1's fall on 08/21/20.

Review of Resident #1's progress noles dated
081920 revealad:

-Resident #1 fell around 1.30am and was found
on the floor in the bathroom.

-Resident #1 was going to use tha bathroom
wivan shea fell.
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-The actionfintervention after the fall was
Resident #1 was checked for injuries and
assisted back to bed, and staff reminded
Resident #1 to use the call pendant for
assistanca to the bathroom.

-There was no documentation of any increass in
supearvision for Resident #1 after her fall on
0BMH20.

Review of Resident #1's PCP consultation note
dated 08/25/20 revealed:

-Resident #1 had a history of falling.

-The PCP recommended physical therapy (PT})
and occupational therapy (OT).

-Resident #1 had 2 falls since being admittad to
the facility.

Review of Resident #1's progress notes dated
10/04/20 revealed;

-Resident #1 fell around 3:30pm and had pressed
hier call pendant.

-Resident #1 was observed on the floor in the
bathroom sitting on her buttocks.

-Resident #1 stated she fell out of her bed and
crawled to the bathroom.

-Resident #1 was assisted off the floor and back
into her bedroom.

-There were no apparent injuries.

-Resident #1's PCP and responsible party were
notified. i

-There was no documentation of any increase in
supervizion after Resident #1's fall on 10/04/20.

Review of Resident #1°s PCP consultation note
dated 10/ 320 revealed:

-Residant #1 had a history of falling.

-The PCP recommended PT evatuation for
balance and strength training.

FReview of Resident #1's Incident Report
Dhivision of Health Service Regulation
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Motification dated 12/2/20 at 4:45 (time of day
was not indicated) revealsd:

-Staff went to Resident #1's room and Resident
#1 fell while trying to open the door.

-Resident #1 was observed on the floor In her
room.

-Resident #1°s vital signs were taken,

-Resident #1's PCP signed off on the notification
on 12/06/20.

-Thera was no documentation of any increase in
supervision.

Review of Resident #1's progress notes dated
12002120 revealed:

-Staff was knocking on Resident #1's door and
heard a noise.

-Onca Resident #1's door was opened, Resident
#1 was observed on her battom behind the door,
-Resident #1's waller was not being used.

-The actionfintervention after the fall was
Resident #1 was checked for injury and was able
to move all extremities.

-Resident #1 was assessed for pain and thera
were no complaints of pain or discomfort.
-Resident #1 was assisted off the floar and to the
sofa, and Resident #1's walker was placed within
her reach and staff remindad her to use the
walker at all imes.

-Resident #1's responsible party was nofified.
-Thera was no documentation of any increase in
supervision for Resident #1 after her fall on
12002/20.

Review of Resident #1's progress notes dated
12106720 revealed:

-Resident #1 was observad on the floor by her
couch around 12:30pm.

-Residant #1 stated she was trying to sil down on
the couch.

-The actionfintervention after the fall was
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Resident #1's vitals were taken, staff assisted
Resident #1 to the couch, and Resident #1 was
assessad for Injuries with no apparent Injuries
noted,

-There was no documentation of any increase in
supervision after Resident #1's fall on 12/06/20.

Review of Resident #1's Incident Report
Natification dated 12/06/20 at 8:30am revealed:
-Resident #1 was found sitting on the fioor with
her legs crisscrossed.

-Resident #1 could not stand up and a fall was
suspected.

-Resident #1 was assessed for injuries and none
were found.

-Resident #1's PCP had not signed off on the
Incident Report Notification dated 12/08/20.
-There was no decumentation of documentation
of any increase in supervision for Resident #1
after her fall on 12/06/20.

Review of Resident #1's progress notes dated
1240620 at 2:36pm revealed:

-Resident #1 fell around 8:30am.

-Resident #1 was observed sitting on her bottom
in hr room.

-Resident #1 stated she was walking around her
room.

-The actionfintervention after the fall was
Resident #1 was assisted to her couch and
checked for injurles with no apparent injuries
noted.

-There was no documentation of any increase in
suparvision.

Review of Resident #1's Incident Report
Motification dated 12/06/20 at 2:00 (time of day
was not indicated) revealed;

-Resident #1 was found In her room sitting on her
bottom,
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-Resident #1 was going to her table when she fell.
-Resident #1 was sent to the emergency room.
-There was no documentation of any increase in
supervision for Resident #1 after her fall on
012/0642,

Review of Resident #1's progress notes dated
12006720 at 3:00pm revealed,

-Resident #1 was observed sitting on her bottom
around 1:00pm.

-Resident #1 stated she was walking to the dining
room table.

-Tha action/intervention after the fall was
Rasident #1 was assisted back to bed assessed
for injuries and with no apparent injurias, and
emergency medical services were called and
Resident #1 was sant o a local hospital.
-Rasident #1's responsible party and PCP wera
notified,

Review of Resident #1's local hospital admission
summary dated 12/06/20 revealed:

-Resident #1 was seen in the emergency room
and admitted to the hospital on 12/06/20.
-Resident presented to the emergency room with
falls.

-There was a healing abrasion on Resident #1's
right elftow,

Talaphone interview with the Wellness Nurse on
12721120 at 1:58pm revealad:

-She wrote the progress notes for Resident #1
dated 08/19/20, 08/21/20, 12/05/20, and both
progress notes on 12/06/20,

“When a rasident fell, the nurse staff visited the
resident for the following 3 days to check the
resident for bruising, injurles and increased
confusion.

-Resident #1 did not have any injuries after any of
her falis.
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-Resident #1 had 3 falls between 12/05/20 and

12/06/20.

-Resident #1 was sent out fo the hospital for
evaluation after her second fall on 12/06/20 due
to having 3 falls in 2 days.

-There was no increased supenision for Resident
#1 after her falls on 081920, 08/21/20, 1205/20,
and 12/06/20.

-She did not know why there was no increasad
sUpervision.

Telephone interview with the Weliness
Coordinator on 12/21/20 at 2;37pm revealed:
-She wrote the progress notes for Resident #1
dated 10/04/20 and 1200220,

-After a resident fell, the resident's PCP was
notified and was sean by the PCP when he visited
the facility.

-Residents recelved a 3 day follow up where they
were chacked on by the nurses for 3 days
following a fall to assess for any new injuries and
pain,

-Resident #1 had no injuries after any of her falls.
<Interventions included: Resident #1's bed was
lowerad after her fall on 08/19/20; Resident #1
started PT and OT and was reminded o use the
call bell after her fall on 08/21/20; Staff evaluated
Rasident #1's environment after her fall on
10/04/20; Staff reminded Resident #1 to use her
walker after her fall on 12/102/20; There were no
interventions put in place after Resident #1's falls
on 120620 and 12/06720.

-Resident #1 did not return o the facility after her
hospitalization on 1240620,

-She was not sure if there was any incresse in
supervistan for Resident #1 after any of her falls.
-f there had been an Increase in supervision for
Resident #1, it would have been documented in
Resident #1's service plan,

-All residents were checked on at least every 2
Division of Health Service Reguiation
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hours.

Telephone interview with Resident #1's
responsible party on 12/18/20 at 10:45am
revealed:

-She was contacted by the facility regarding
Resident #1's falls.

-Sha was not told staff increased supervision or
did anything diffarently for Resident #1 after her
falls.

-Rasident #1 recaived PT multiple tmes a wesk.
-Resident #1 was admitted to the hospital on
12/06/20 and was discharged from the hospital to
another facility on 12/14/20.

interview with a personal care aide {PCA) on
1217420 at 2:20pm revealed:

-PCAs wera not told to do anything differently for
Resident #1 after her falls.

-If & resident fell, PCAs chacked on the resident
avery 2 hours after the fall.

-He had not been told to increase suparvision for
Resident #1 after her falls.

Interview with the AL Coordinator on 12A7/20 at
2:3Bpm revealed:

-Residant #1 has had mulfiple falls,

-After falls, residents were assessed for
increased supervision of 30-minute checks or

15-minute checks and interventions such as a
floor mat, PT for strength and conditioning, and
hydration.

-Thirty-minute checks or 15-minute checks were
not implemented for Resident #1.

-There was an interdisciplinary team that worked
to determine whather residents recaived
30-minute and 15-minute checks.

-She did not know why increased supervision was

not implemented for Residant #1.
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Telephone interview with 8 PCA on 12/22/20 at
2:43pm revealed he had never been told to
increase supsrvision for Resident #1 after any of
her falls.

Telephone interview with the AL Coordinator on
12022120 at 3:11pm revealed:

-Residents who had falls were followed by the
nursing staff for 3 days post fall to assess for
bruises and pain.

-PCA's chacked on residents more often after a
fall, but it was not documented.

-PCAs typically chacked on resident every hour
after a fall uniess there was some other form of
intervention put in place after the fall,

-There was no documentation of when residents
were checked on every hour after a fall.

Telephone interview with the Senior Resident
Care Coordinator on 12723720 at 12:06pm
revealed:

-She was aware of Resident #1's falls and had
instructed staff to send Resident #1 out to the
hospital on 12/06/20 due to Resident #1 having 3
falks within 2 days,

~There had been no increase in supervision for
Resident #1 after her falls.

-Resident's senvice plan/care plans ware updated
within 24 hours after a fall, but supervision was
not included in the service plan/care plan.
-Standard checks for residents were every 2
hours and if & resident required checks more
often than every 2 hours, the resident's family
would have to consull with a sitter.

-The facility used to provide 30-minute checks for
residents after a fall, but currently did not,

-To have a resident on 30-minute checks was
unrealistlc because staff could not promise to
check on residents every 30 minules.
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Telephone Interview with Resident #1's PCP on
12/22/20 at 10:58am revealed:

-Resident #1 had a history of falls and he knew
about all of Resident #1's falls since admission.
-He ordered PT and OT for Resident #1, but he
had not ordered any other interventions.

-He would have expected the facllity to discuss
increased safety checks with Resident #1's family
as the increase in safaty checks would increase
Residenl #1's cost of cara,

Talephone interview with Executive Director (ED)
on 12/22/20 at 2;35pm revealed:

-If a resident had a fall, the residents’ vital signs
were checked and the resident was followed for
72 hours by the nurse staff,

-Resident #1 was sent to the emergency room on
12/06/20 due to having had multiple falls.

-She did not know what Interventions were pul in
place for Resident #1 after each of her falls
axcept for PT and OT.

-All residants were chacked on every 2 hours,
-There were increased supervision logs used for
residents who had behaviors, but not for
residents who had falls.

-She did not know if Resident #1 was checked on
more frequently after her falls.

The facility failed to supervise two residants in the
Memary Care Unit that wara involved in a
relationship, resulting in the residents being
undressed on three occasions and one incident
when the residents were engaged in a sexual
encounter (Residents #2 and #3). This failure
resulted in substantial risk of physical harm and
neglect and conslitutes a Type A2 Violation.

The facility provided a Plan of Protection in
accordance with G5, 131D-34 on 12/23/20 for
this viclation.
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THE CORRECTION DATE FOR THE TYPE A2
VIOLATION SHALL NOT EXCEED JANUARY 22,
2021.
D 338 104 NCAC 13F 0900 Resident Rights D338

10A NCAC 13F 0909 Resident Rights

An adult care home shall assure that the rights of
all residents guaranteed under G.8. 131D-21,
Declaration of Residents’ Rights, are maintained
and may be exercised without hindrance.

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

Based on chservations, interviews, and record
reviews, the facility feiled to protect residents by
not requesting a consent from the residenis’ legal
guardians for 2 of 2 sampled residents (#2 and
#3) who resided in the memaory care unit and
were engaged in & sexual relationship.

The findings are:

1. Review of Resident #2's current FLZ dated
04/04/20 revealed:

-Diagnoses included dementia without behavioral
disturbances, amnesia, diverticulosis of intestine,
and anxiety.

-Resident #2 recommended level of care was
memory care of special care unit (SCU).
-Residant #2 was intermittently disorientad.
-Resident #2 did not have decumentation for
ambulatory status.

Review of Resident #3's current FLZ dated
091520 revealed:
-Diagnoses included dementia, diabetes mellitus,
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hypothyroid and gastroesophagesl reflux disease.
-Resident #3 recommendad level of care was the
special care unit {SCU).

-Resldent #3 was ambulatory, constantly
disoriented and wandered,

a. Observation of Resident #2 on 12M17/20 at
11:30am revealed Resident #2 was walking with
the Lead Personal Care Manager who was
touching her arm and coaching her through the
commen sitting area of the memaory cara unit
(MCU).

Review of Resident #2's annual physical
examination encounter dacumentation for
0734017, 08/05/18, 09/30M19 and revealed:
-Orientation was documented as “oriented to self
only".

-Memory was documented as “abnormal”,
-Recall was documented as "poor recent recall”.
-Comprehension was decumented as "normal
for 2017 and 2018, and "abnormal” for 2018,

Review of Resident #2's latest annual physical
examination encounter documeniation dated
10/26/20 revealed documentation for mental
status exam as follows:

-Judgement, insight was “poor”,

-Drientation was “oriented to person, only".
-Mentation was "alert but disoriented”.

Review of Resident #2's service plan/care plan
dated 11/08/20 revealed:

-Resident #2 was indepandent with ambulation
and transfarring,

-Resident #2 needed supervision with bathing.
-Resident #2 needed step-by-step cueing for
dining.

-Resident #2 needed 1 person assistance with
washing hair, grooming, and dressing.

Division of Health Servica Regulation

STATE FORM . FXM211 If sontinuation shisel 44 of 58




PRINTED: 01/2062021

FORM APPROVED
Division of Haalt rvice Requlation
STATEMENT OF DEFICIENCIES ) PROVIDERISUPPLIERICLIA {42) MULTIPLE CONSTRUCTION (#3) DATE SURVEY
. AND PLAN OF CORRECTION IDENTIFICATION NUBBER: A BULDING: COMPLETED
c
HALD41084 B. VNG 12/23/2020
MAME OF PROVIDER OR SUPPLIER STREET ADDRESS, CITY, STATE, ZIF CODE
1208 NEW GARDEN ROAD
F EENSBORO
BRIGHTON GARDENS OF GR| | GREENSBORO, NC 27410
(X4} 1D SUMMARY STATEMENT OF DEFICIENCIES D FROVIDER'S PLAN OF CORRECTION E
PREFIX {EACH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX (EACH CORRECTIVE ACTION SHOULD BE COMPLETE
TAG REGULATORY OF L5C IDENTEFYING INFORMATION) TAG CROSS-REFERENCED TO THE APPROPRIATE DATE
DEFICIENCY)
D 338 | Continued From page 44 D a3

Raview of the Resident #2's current senvice
planfcare plan reveaked:

-0 11/23/20 the service plan was updated with
the focus on "behavioral expression.”

-The intervention system was for staff to assess
and anticipate neads, comfort level, bady
positioning, security and affection,
self-expression; identify recent changes in level of
alertness, and lack of sleep. ".. known needs are
sexual at times,"

-The staff were to "cbserve for and maonitor
behavioral expression episodes and attempt to
determine underlying cause. Consider location,
time of day, persons involved, possible triggers
and situations. Report findings to the nurse/
medication care manager’Supervisor,"
{Medication aldes (MA) were identified as
medication care managers if the MA was also
designated as the Supervisor for a shift),

Review of Resident #2's accident/incident report
completed by the Executive Director (ED) on
M20/20 revealad:

-0On 11/13/20 at 7:15am, team member reported
to the Supervisor on 11/18/20 staff had walked in
on a male resident with his face between
Resident #2's lags.

-The place of incident was Resident #2's room.

Review of Resident #2's electronic safety checks
documentation log revealed.

-Resident #2 had documented 30-minute safety
checks that started on 11/20/20.

-The resident was checked on every 30 minutes
from 11/20/20 at 3:00pm to 11/23/20 at 10:00pm
excapt for 12/22/20 from &.00am to 2:30pm.

Review of Resident #2's progress notes revealed:
-Cn 11/18/20 at 12:47pm, the Memory Cars Linit
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Coordinator (MCUC) documented "family was
made aware of other resident's fondness of his
family member and that they were observed in
her room with their clothing off over the
weakand."

-On 1111920 at 2:47pm, the Senlor Resident
Care Direclor (RCD) spoke with Resident #2's
Power of Attorney/responsible person (POA/RP)
regarding another resident observed in resident's
room with his face between her legs last week.
(According to the facility incident report the
incident occurred on 11/13/20 at 7:15am). The
POARP would rather follow-up through PCP than
amergency depariment. Resident #2 had
potential room change. Staff was to continue to
anitar. :

-On 11421/20 at 12:42pm, the MCUC decumented
the POA/RP contacted the facility for an update
and was told Resident #2's room had been
switchad (for easler ohservation from the
medication room),

-0n 11423020 at 2:21pm, the Senlor RCD
documented she was notified "Resident #2 was
up alt night looking for another resident that was
previously observed in her room.” Staff redirected
Resident #2, would continue to monitor.

-0n 12001720 at 4:29pm, the Senior RCD
documented she had lengthy conversation with
POA/RP about expression of intimacy related to
Resident #2 "sometimes sesks out ancther
resident (#3)." The POA/RF would like to think
about giving consent for sexual activity and talk
with the RCD later.

Interview on 12/17/20 at 11:43am with the activity
assistant revealed Resident #2 called the male
resident (#3) by her spouse's name last week
{around 12/11/20).

Telephone intenview with Resident #2's Power of
Division of Health Service Regulation
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Aftomey/Responsible Party (POARP) on
1217720 at 1:.00pm revealed:

-Ha was notified an 1171920 about an incldent
that occurred on 11/13/20 between Resident #2
and a male resident (#3) involving the residents
being undressed in Resident #2's room.

-He had nat baen notified that Resident #2 was
involved in any physical or emotional type
relationship with a male resident prior to 11/18/20.
-Ha had not been contacted to inform him of
Resident #2's interest in Resident #3.

-He did not think Resident #2 was able to make
decisions regarding relationships.

-He had not given consent regarding Resident #2
to be In a physical relationship with a male
resident (#3).

-Going forward, he requested to be informed
regarding ongoing or increasing relationship with
ancther resident,

Telephone interview with the Senior Resident
Care Director (RCD) on 12/21/20 at 2:03pm
revealed:

-Resident #2's POARP was contacted on
11/19/20 by the Senior RCD regarding the
11/13/20 encounter between Resident #2 and a
male resident {#3).

-The POA/RP nesdad some time to process the
information and did not give consent for Resident
#2 1o have anything but a friendly relationship with
Resident #3.

Telephone interview with Resident #2's POA/RP
on 12/22/20 at 1:21pm revealed:

-He did not know Resident #2 was showing
physical interast with a male resident {#3) until
MAMGR20.

-0On 111620, the MCUC called him to say
Resident #2 was fond of Resident #3 and the two
had been observed In Resident #2's room
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parfially clothed.

-On 1119£20, a Nurse from the facility called 1o
tefl him about an incident on 11/1:3/20 involving
Resident #2 and Residant #3.

-He had no prior knowledge that Resident #2 had
interest in Residant #3.

-He did not think Resident #2 had the ability to
make her sound decisions regarding
relationships.

-He felt ha should have been consulted or
infarmed as the POA regarding Resident #2°s
inferast in Resident #3.

-He believead the POA/RP should give consent for
sexual relalionships since Resident #2 was in the
MCU and not able to make good relationship
cholces on har own.

-He requested Information or documentation
regarding the facility's plan for monitoring
Resident #2's physical relationship with the male
resident (#3), but had not received any writhen
information.

-He was ashed to give consent for Resident #2 to
have physical relationship with Resident #2 was
net comfortable giving consent for Resident #2 to
be involved sexually with a mals resident without
some kind of documentation for the extant
Resldent #2 would be supervised and boundaries
for sexual safety.

Telephone intenview with Resident #2's Primary
Care Providar (PCP) on 12/23/20 at 12:07pm
revealed:

-He had been the PCP for Resident #2 for several
years, long before she transitioned to the MCU at
the facility in 2017 due to loss of her spouse and
daughter.

-Resident #2's memory had bean in steady
dacline over the last 10 or more years.

-She had scored low on a Mini Mental State
Exam (MMSE) taken in 2018, [According to the
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Alzheimer's Association, Scores on the MMSE
range from O to 30, with scores of 26 or higher
being traditionally considered normal. Scores less
than @ generally indicate severe impairment,
while scores befween 10 and 20 Indicale
moderate dementia.)

-The facility had not made any contact with the
PCP regarding sexual behavior until the
notification of the incident on 11/13/20.

-The facility had not requested an assessment for
Resident #2's ability to consent to sexual activity.
-Resident #2 was not capable of making good
judgement and insightful decisions regarding
relationships including sexual activity due to her
loss of cognitive function and progression of her
Alzheimer's disease.

-If making decisions about Resident #2's ability to
have consensual relations involving sexual acts,
he would expect the facility staff to consult him for
his professional opinion.

-The POA/RP should be consuited to make that
decision.

-The facility would be responsible to supervise
residents to keep them safe.

Basad on chservation, interviews and record
review, it was determined Resident #2 was not
interviewable,

Refer to the iInterview on 1217720 at 11:43am
with the activity assistant.

Refer to the interview with the MCLU first shift
medication aide (MA) on 1217120 at 1:50pm.

Refer to the interview with a second shift MA on
1217120 at 3:00pm.

Refer to the talephone interview with the Memory
Care Unit Coordinator (MCUC) on 12M17/20 at
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12:30pm.

Refer to-the talephone intenview with the personal
care aide on 12/23/20 at 6:19pm.

Refer to the telephone interview with the
Executive Director (ED) on 12/23f20 at 1:22pm,

b. Review of Resident #3's service planfcare plan
dated 08/24/20 revealed:

-Resident #3 was independent with eating,
ambulation, transferring, toileting, and grooming.
“Resident #3 needed supervision with dressing.
-Resident #3 needed hands on assistance with
bathing.

-On 11711720 the service plan was updated with
the focus on "behavioral exprassion.”

-The intervention system was for staff to
intervene to protect the rights and safety of
others.

-The direction given was for staff to remove
Resident #3 and suggest an alternats and
relationship based redirsction.

Reaview of Resident #3's accldentfincident report
complatad on 11/20420 revealed on 1111320 at
7T:15am a MA reported she observed Resident #3
in a famale resident's bed (Resident #2) with his
head betwean her legs.

Raview of Resident #3's progress notes revealsd:
-On 111620 at 12:53pm, "family made awars
Resident #3 was with a female resident (#2) and
both ware observed having taken their clothes
off”

-0On 11718/20 at 2:53pm, spoke with Resident
#3's family regarding an incident that occurred on
1141320 at 7:15am, when Resident #3 was
cbserved in a famale resident (#2) room with his
face between her legs.
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-There was no documentation Resident #3's
guardian had been contacted prior to 1116/20
regarding obtaining permission to engage in a
relationship andior sexual activity,

Review of Resident #3's "behavioral fracking log"
revealed:

-On 111620 at 2:15pm, Resident #3 was
observed in a female resident's (Resident #2}
raam with his clolives off sitting on the bed.

-On 11422720 at 4.00am, Resident #3 was
wandering the hall trying to go in a female
resident's (Resident #2) room.

Review of Resident #3's documented reports
(progress notes, accidentincident repors and
behavioral fracking leg) revealed there was no
documentation related to obtaining Resldant #3's
guardian's consent for the resident to engage ina
relationship andfor sexual activity

Based on record review, observation and
attempted interview on 1217/20 at 10:50am, It
was determined that Resident #3 was not
interviewalie.

Attempted interview with Resident #3's Primary
Cara Provider (PCP) on 12/22720 at 9:05am was
unsuccassiul.

Attempted interviews with Resident #3's legal
power of attorney (POA) on 1211820 at 1:34pm,
12/21/20 at B:48am, and 12/22/20 at 9:25am
were unsuceassiul.

Refer to the interview on 12/17/20 at 11:43am
with the activity assistant.

Refer to the interview with the MCU first shift
medication aide (MA) on 12M17/20 at 1:50pm.
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Refer to tha interview with a second shift MA on
1217720 at 3:00pm.

Refer to the telephone interview with the Memory
Care Unit Coordinator (MCUC) on 12f17/20 at
12:30pm.

Refer to the telephone interview with the personal
care aide on 12/23/20 at 6:19pm.

Refer to the telephone intenisw with the
Executive Director (ED) on 122320 at 1:22pm.

Intarview on 12/17/20 at 11:43am with the aclivity
assistant revealed on several occasions she had
observed Resident #3 sitting in a chalr in
Resident #2's room, the two residents were
talking, and she did not think anything about the
residents being together,

Interview with the first ghift medication aide (MA)
on 1217720 at 1.50pm revealed:

-Shea had noticed that Resident #3 was attentive
to Resident #2 helping with seating during meals,
getting her a blanket if she expressad being cold,
walking down the hallway holding hands, and
expressing that he loved Resident #2.

-Tha first incident she observed was on 11/M12/20
around 3:30pm, and Resident #2 and #3 ware
sitting on the bed undressed.

-The second incident that she observed was on
111320 at 7:15am, Resident #3 was observed in
Resident #2's room.

-Resident #3 was standing by the railing at the
foot of the bed and his pants and underwsar were
off.

-Resident #2 was lying in the bed on her back
with her incontinent brief was pulled down to her
knees.
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-She did not tell the RCD or the ED because the
previous RCD had told her that residents in the
memaory care unit had the right to engage in
sexual activity if desired.

-Prior to this incident, no training or instructions
had been given regarding suparvising residents,
documenting incidents of sexual activity,
contacting residents' power of attormey or PCP
when residents were cbserved engaged in sexual
activity,

Interview with a second shift MA on 1217720 at
3:00pm revealed:

-0On 1111220, arcund 2:45pm she observed
Resident #3 in Resident #2's room both residents
were sitting on the bed with no clothes on.

-0On 11118120, the time was after 2:15pm, she was
walking down the hallway in the memary care unit
and she observed Residents #2 and #3 in
Residenl #2's room,

-Both residents were sitting on the bed with their
clothes off.

-Prior to this incident no instructions had been
given related to what do when memory care unit
residents engaged in sexual activity,

~Currently, both residents still followed each other
to their individual rooms, but they were redirected.
She was shocked to find Resident #2 in a room
with her clothes off.

Interview with the MCUC on 12/17/20 at 12:30pm
revealed he had been told by the ED and Senior
RCD that it was against Residents' Rights to deny
residents to have relationships if hoth residents
consented,

-He had not obtained consent from both
Residents #2 and #3's guardians for a
reiationship.

Telephone interview on 12/23/20 at 6:18pm with a
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third shift PCA révealad:

-She was sure Resident #3 knew what he was
doing when he was undressing because when
re-diracted he got upset and would said "we are
adutts."

-She was sure Resident #2 mentally did not
understand tha relationship with Resident #3, but
Rasident #2 mostly lked the attention she
received from Resident #3. Also, Resident #2
always did what she was told to do.

-She had observed Resident #3 was possessive
of Resident #2 and he would get upset If another
male showed Resident #2 altention or spant time
with Resident #2, even if the male was a PCA or
tharapy.

Telephone interview with the Executive Director
(ED) on 12/23/20 at 1:22pm revealed.

-Residents have a right to engage in consansual
sexual relationships even if they were in a
dementia unit provided both parties agree.
-Resident #2 seeks Rasident #3 whereabouts
and did not appear afraid, upset, or apprehensive
regarding the male resident's holding her hand or
sitting togeather,

-The Senior RCD, or Wellness Nurses would be
responsible to contact a resident's PCP on case
by case basis regarding if residents needed
consent related to the right to consensual
relationships.

The facility failed to obtain consent from two
residents’ legal guardians regarding a male
resident (#3) and a female resident (#2), who
resided in the memory care unit, related to
Resident #3 found undressed in Resident #2's
room on 3 occasions with one occasion both
residants were engaged in sexual activity
resulting in Resident #2 being sent to a local
emergency department and receiving
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prophylactic treatment for sexually transmitted
diseases. This failure resulted in substantial risk
of physical harm and neglect which constitutes a
Type A2 Viplation,
The facility provided a Plan of Protection in
accordance with G.S. 1310-34 on 12/23/20 for
this violation.
THE CORRECTION DATE FOR THE TYPE A2
VIOLATION SHALL NOT EXCEED JANUARY 22,
2021,
D914 G.S. 131D-21(4) Declaration of Residents' Rights Do14

G.5. 131D-21 Declaration of Residents' Rights
Every resident shall have the following rights:
4. To be free of mental and physical abuse,
neglect, and exploitation.

This Rule is not met as evidenced by:

Based an interviews and record reviews, the
facility failed to ensure residents were frea from
neglect and treated with respect, consideration,
and dignity as related related to supervision and
Residents’ Rights.

The findings are:

1, Based on ohservations, interviews, and record
reviews, the facility falled to provide supervision
for 3 of 5 sampled residents (#1, #2 and #3)
related to a male resident (Resident #3) found
undressed in a female resident's room (Resident
#2} on 3 cccasions and on one occaslon both
residents engaged in sexual activity, and a
resident who had multiple falls (#1). [Refer to Tag
DO270 104 NCAC 13F .0901{b} Personal Care
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and Suparvision (Type A2 Viclation)).

2. Based on observations, Inferviews, and record
reviews, the facility failed to protect residents by
not requesting a consent from the residents' legal
guardians for 2 of 2 sampled residents (#2 and
#3) who resided in the memaory care unit and
ware engaged in a sexual relationship. [Refer to
Tag DO338, 10A NCAC 13F .0909 Residants’
Rights {Type A2 Violation)].
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Sunrise Senior Living
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Brighton Gardens of Greensboro
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12/23/2020

Name/Title of Legal Entity Representative Signing the Plan of Correction:
Fran Etters, Executive Director

Date of Submission;

21912021

Signature of Sunrise Representatiue:(ﬁ%;};ﬂ;’:iﬂ—gﬁ
e T

AT T

10A NCAC
13F .0901(a)

Personal Care and
Supervision

1/22/2021

17222021

1/22/2021

: With respect to tfre speﬁﬁc resident/situation cited:
Resident #1 no longer resides in the community as of 12/23/2020.

B. With respect fo how the facility will identify
residents/sifuations for the identified concerns:

Residents who are listed as Independent and/or one person assist

with toileting and bathing had their care plans reviewed to assure they

are being assisted, cared for and documented on properly. This was

completed by our Resident Care Director (RCD), Reminiscence

Coordinator {RC) and Assisted Living Coordinator (ALC).

Review in-service completed 12/29/2020 by RCD/RN.

C. With respect fo what systemic measures have been put into

place to address the stated concern:
One care plan on AL and one on REM is reviewed weekly by the ALC
and RC of Residents who are listed as Independent with toileting and
bathing to ensure continuance of quality care reflective of Residents
continuous changing needs.

This was reviewed with the ALC and RC by the ED on 2/5/2021.

D. With respect fo how the plan of correction will be monitored:
This Plan of Correction will be monitored by weekly for four weeks
and monthly audits and reviewed at the Quality Assurance
Performance Improvement meetings for three months which are
conducted by the ED and QAPI commitiee.

Pagea1of 7

Responses on the enclosed plan of correction do nof conslitute an admission or agreement of the
fruth of the facts alleged or the conciusion set forth in the regulatory report. The responses are
prepared solely as a matter of compliance with law.



mpleted:

D270

10A NCAC
13F .0901(b)

Personal
Care and
Supervision

121232020

12/1/2020

12/1/2020

1/22/2021

112212021

12212021

1/14/2021

A. With respect fo the specific resident/situation cited:
Resident #1 no longer resides at the community as of 12/23/2020.

Senior RCD had a phone meeting with Resident #2's responsible
party to discuss the ongoing relationship with Resident #3, providing
information on Resident right to have sexual intimacy, how
supervision can promote a safe relationship and evaluation of
Resident’s verbal and non-verbal expressions and queues of
discomfort or pain will be reviewed with staff and added to the ISP.

Senior RCD had a phone meeting with Resident #3's responsible
party fo discuss the ongoing relationship with Resident #3, providing
information on Resident right to have sexual intimacy, how
supervision can promote a safe relationship and evaluation of
Resident's verbal and non-verbal expressions and queues of
discomfort or pain will be reviewed with staff and added to the ISP,

B. With respect to how the facility will identify
residents/situations for the identified concerns:

Residents residing in AL and REM who are involved in a relationship
beyond friendship will be consulted about consent both by the
Resident themselves and/or active POAs/Guargians. Consultation will
be made by RCD, ED, or EDs designee. ISPs of the Residents will be
updated to reflect the consent, the behaviors and activity of their
relationship and their way of verbal and non-verbal expressions of
discomfort.

Residents that have experienced falls in the last three months had
their ISPs reviewed during At-Risk meetings to confirm appropriate
interventions were in place and to confirm fall events are
documented.

The ALC and RC discussed topics of Resident consented sexual
activity, behavior expressions and fall interventions with the care
managers during cross shift meetings.

C. With respect to what systfemic measures have been put
into place to address the stated concern:

Incidents of falls are reported to the RCD and investigated by RCD,
ED or EDs designee to determine a root cause analysis for
appropriate interventions. Falls are reported promptly to PCPs with
orders followed when given. Who is a fall risk will be discussed at At-
Risk meeting for planning and implementation of appropriate
interventions for prevention.
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Team members cnmplate our tramlng -:rn !ntlmacy and Raportmg of
incidents. Resident Rights training is completed upon hire for all
Team Members, annually and PRN throughout the year,

Inservice on Resident Rights completed by our RCD/RN on
12/29/2020. Inservice on Resident Right conducted by our
Ombudsman on 1/29/2021.

Team Members who recognizes relations/signs between Residents
beyond friendships must report to their Department Coordinator, RCD
and ED, ISPs will reflect the nature of the consented relationships
and include the Resident's verbal and non-verbal expressions which
will inform care managers of how to provide appropriate supervisor
and reporfing events.

D. With respect to how the plan of correction will be
monitored:
Falls are reviewed initially at daily stand up with planning,
interventions and reviews during weekly At-Risk meetings and QAP
meeting conducted by ED and QAP| committee.

Any new or current activity between Residents are
discussed/monitored at weekly Depariment Coordinator and At-Risk
meetings and action put in place where needed. In-service trainings
on Personal Care and Supervision are monitored to ensure timely
completion by our BOC, RCD and/for ED.

This plan of correction will be monitored for three months through the
review of performance indicators and Resident events at the QAPI
meeting led by the ED and QAPI committee.

D 338

10A NCAC
13F .0909

Resident
Rights

112272021

A. With respect to the specific resident/situation cited:
Senior RCD had a phone meeting with Resident #2's responsible
party to discuss the ongoing relationship with Resident #3, providing
information on Resident right to have sexual intimacy, how
supervision can promote a safe relationship and evaluation of
Resident's verbal and non-verbal expressions and queues of
discomfort or pain will be reviewed with staff and added to the ISP.

Senior RCD had a phone meeting with Resident #3's responsible
party to discuss the ongoing relationship with Resident #3, pmwdmg
information on Resident right to have sexual intimacy, how
supervision can promote a safe relationship and evaluation of
Resident's verbal and non-verbal expressions and queues of
discomfort or pain will be reviewed with staff and added to the ISP,
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B. With respect to how the facility will identify
residents/situations for the identified concerns:
Residents residing in AL and REM who are involved in a relationship
beyond friendship will be consulted about consent both by the
Resident themselves and/or active POAs/Guargians. Consultation will
be made by RCD, ED, or EDs designee. ISPs of the Residents will be
updated to reflect the consent, the behaviors and activity of their
relationship and their way of verbal and non-verbal expressions of
discomfort.

The ALC and RC discussed topics of Resident consented sexual
activity, behavior expressions and fall interventions with the care
managers during cross shift meetings.

C. With respect to what systemic measures have been put
into place to address the stated concern:

Incidents of falls are reported to the RCD and investigated by RCD,
ED or EDs designee to determine a root cause analysis for
appropriate interventions. Falls are reported promptly to PCPs with
orders followed when given. Who is a fall risk will be discussed at At-
Risk meeting for planning and implementation of appropriate
interventions for prevention.

Team members complete our training on Intimacy and Reporting of
incidents. Resident Rights training is completed upon hire for ali
Team Members, annually and PRN throughout the year.

Inservice on Resident Rights completed by our RCD/RN on
12/29/2020. Inservice on Resident Right conducted by our
Cmbudsman on 1/29/2021.

Team Members who recognizes relations/signs between Residents
beyond friendships must report to their Department Coordinator, RCD
and ED. 1SPs will reflect the nature of the consented relationships
and include the Resident's verbal and non-verbal expressions which
will inform care managers of how to provide appropriate supervisor
and reporting events.

D. With respect to how the plan of correction will be
monitored:
Falls are reviewed initially at daily stand up with planning,
interventions and reviews during weekly At-Risk meetings and QAPI
meeting conducted by ED and QAPJ committee.

Any new or current activity between Residents are
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::Imcussedfmumtared at weekly Department Cmrdmator and At-Rlsk
meetings and action put in place where needed. In-service trainings
on Personal Care and Supervision are monitored to ensure timely
completion by our BOC, RCD and/or ED.

This plan of correction will be monitored for three months through the
review of performance indicators and Resident events at the QAPI
maeting led by the ED and QAPI committee.discussed/monitored at
weekly Department Coordinator and At-Risk meetings and action put
in place where needed. In-service trainings on Personal Care and
Supervision are monitored to ensure timely completion by our BOC,
RCD and/or ED.

This plan of correction will be monitored for three months through the
review of performance indicators and Resident events at the QAPI
meeting led by the ED and QAPI committee.
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1/22/2021

;l With mspact m the specfﬂc resfdenﬁsituaﬂun cited
Resident #1 no longer resides at the community as of 12/23/2020.

Senior RCD had a phone meeting with Resident #2's responsible
party to discuss the ongoing relationship with Resident #3, providing
information on Resident right to have sexual intimacy, how
supervision can promote a safe relationship and evaluation of
Resident's verbal and non-verbal expressions and queues of
discomfort or pain will be reviewed with staff and added to the ISP.

Senior RCD had a phone meeting with Resident #3's responsible
party to discuss the ongoing relationship with Resident #3, providing
information on Resident right to have sexual intimacy, how
supervision can promote a safe relationship and evaluation of
Resident's verbal and non-verbal expressions and queues of
discomfort or pain will be reviewed with staff and added to the ISP.

B. With respect to how the facility will identify
residents/situations for the identified concerns:
Residents residing in AL and REM who are involved in a relationship
beyond friendship will be consulted about consent both by the
Resident themselves and/or active POAs/Guargians. Consultation will
be made by RCD, ED, or EDs designee. ISPs of the Residents will be
updated to reflect the consent, the behaviors and activity of their
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1/22/2021

relationship and their way of verbal and non-verbal expressions of

discomfort.

Residents that have experienced falls in the last three months had
their ISPs reviewed during At-Risk meetings to confirm appropriate
interventions were in place and to confirm fall events are
documented.

The ALC and RC discussed topics of Resident consented sexual
activity, behavior expressions and fall interventions with the care
managers during cross shift meetings.

C. With respect to what systemic measures have been put
into place to address the stated concern;

Incidents of falls are reported to the RCD and investigated by RCD,
ED or EDs designee to determine a root cause analysis for
appropriate interventions. Falls are reported promptly to PCPs with
orders followed when given. Who is a fall risk will be discussed at At-
Risk meeting for planning and implementation of appropriate
interventions for prevention.

Team members complete our training on Intimacy and Reporting of
incidents. Resident Rights training is completed upon hire for all
Team Members, annually and PRN throughout the year.

Inservice en Resident Rights completed by our RCD/RN on
12/29/2020. Inservice on Resident Right conducted by our
Ombudsman on 1/29/2021.

Team Members who recognizes relations/signs between Residents
beyond friendships must report to their Department Coordinator, RCD
and ED. ISPs will reflect the nature of the consented relationships
and include the Resident's verbal and non-verbal expressions which
will inform care managers of how to provide appropriate supervisor
and reporting events.

D. With respect to how the plan of correction will be
monitored:
Falls are reviewed initially at daily stand up with planning,
interventions and reviews during weekly At-Risk meetings and QAPI
meeting conducted by ED and QAPI committee.

Any new or current activity between Residents are
discussed/monitored at weekly Department Coordinator and At-Risk
meetings and action put in place where needed. In-service trainings
on Personal Care and Supervision are monitored to ensure timely
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This pfan of correction will be monitored for three months through the
review of performance indicators and Resident events at the QAPI
meeting led by the ED and QAPI committes.

Received and Accepted Recakhta Banka 02/23/21
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