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D 000/ initial Comments

The Adult Care Licensure Section and the
Haywoed County Department of Social Services
compfeted an annual suivey and complaint
investigation from 07/01/21, 07/02/21, 07/06/21
and a desk review with exit via telephone on
07/07721.

D 270. 10A NCAC 13F .0901(b) Personal Care and
Supervision

10A NCAC 13F 0901 Personat Care and

¢ Supervision

{b} Staff shall provide supervision of residents in
accordance with each resident's assessed needs,
care plan and current symptoms.

This Rule is not met as avidenced by:
TYPE B VIOLATION

Based on observations, interviews, and record
review the facility failed to provide supervision for
1 of 4 sampled residents {Resident #1) resulting
in multiple falls with injuries and slopement.

Review of Resident #1's current FL2 dated
06/03/2021 revealed:

-Diagnoses included Alzheimer's diseass, edema,
ingomnia, and vertigo,

-She was intermittently disoriented.

« -She was ambulatory with a walker,

Review of Resident #1's Care Plan dated
05/03/21 revealed:

-She was forgetful-needs reminders.

-She was sometimes disorientsd.

-She required extensive assistance from staff
with toilsting, ambulation, and bathing.
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Observation of Resident #1 and her room on
07/01/2021 at 10:00am revealed:

-Resident’s room was the first door to the left just
inside the main entrance to the facility.
-Resident had a wound on her right temple. The
entire right side of her face was bruised.

1. Observation of Resident #1 on 07/02/2021 at
9:50am revealed:

-She was in her wheelchair in the doorway of the
facility.

-She was halfway out of the door of the facility
when the Resident Care Coordinator (RCC) saw
her leaving and went to her.

-The RCC redirected Resident #1 and brought
her back into the facility.

Review of progress notes for Resident #1
revealed.

-On 02/16/21, resident "slipped out of bed"” when
attempting to get up to go to the bathroom.
-There was no apparent injury.

-There was no documentation of interventions,
-On 04/03/21 at 9:00am, resident was found to
have "slid out of her chair" in her room.

-She sustained a skin tear to her right am that
was bandaged by staff.

-There was no documentation of interventions.
-On 5M10/21 at 3:00pm, staff noticed that
resident's right shoulder looked "displaced.”
-Staff notified the Supervisor,

-The RCC supervizor notified the Family Nurse
Practitioner (FNP).

-Resident #1 was sent out to the hospital.

-Upon retum from the hospital, Resident #1 had a
sling for her right arm that was to remain in place
except during showers.

| -0On 05/22/21 at 11:40am, Resident #1 fell in her
| room.
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-She was getting off her bed and missed ner Do o ED B&ZP CCLH (’3‘{* Wiy reach)
wheeichair. contd [ ofF Pokient,
-She had a "bloody place" on her temple, back of . .
! her head and nose. @aﬁif < MUT{TS Pﬂfﬁ'}mj
-Emergency Medical Services (EMS) came and POSSESsqbnS Qre within Qadf-)

{ook resident to the Emergency Room (ER). | .
~On 06/23/2021 at 7:00pm, resident had a "spot" ) 'Y\ZLKQ"G‘EQLLW nunds.
on her right leg, injury of unknown origin,
-Medication Aide (MA) provided first aicl,

-On 06/29/21 at 11 45am, resident was found on
the floor in her room,

-She had fallen and hit her head.

-"Bfoed was everywhare."

-Staff provided first aid.

-On 6/30/21 ai 12: 15am, resident was faken to
the hospital for head injury sustained from her fai!
on 06/29/21 at 11:45am.

Review of Resident #1's Emergancy Room (ER)
records dated 05/10/21 revealed:
-Resident #1 presented with right shaulder pain
and deformity.
-She had been comptaining of pain for a couple of
days.
-She had a small fracture in one of the banes of
her shoulder and jofnt separation. i
-This was likely due to a fall or injury. {

Review of Resident #1's ER records dated
05/22/21 revealed:

-Residant #1 had "missed a chair and hit the
ground.”

-She suffered an injury to her right forehead.
-Diagnoses included right temporal scalp
laceration.

' -The laceration was repaired with adhesive.

Review of ED records dated 6/30/21 revealad:
-Resident #1 fell at the facitity.

-She suflered a faceration to her right forehead.
Division of Health Servica Regulation
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-She had a large hematoma and partial skin tear
of the right forehead region.

-CT scan revealed a smail subdural and some
subarachnoid blood.

-Non-absorbable, sterile surgical sutures were
used to close the wound.

-Diagnoses included mechanical fall & head
laceration, small subdural hematoma amd
subarachnoid haemorrhage.

¢ Interview with a resident regarding Resident #1

on 07/01/2021 at 8:45am revealed:

-She wandered around the facility in the middle of
the night.

-She went in and out of the rooms of other
residents.

-She fell a fot.

Interview with a personal care aide (PCA) on
07/08/2021 at 11:20am revealed:

-Resident #1 had been "going down hill* since
she started at the facility 4 months ago.
-Resident #1 fell a lot.

-Resident #1 needed more supervision than staff
were abie 10 provide.

-Resident #1 sometimes fell when she was trying
to get in and out of her bed or wheelchair.
-Resident #1 tried to transfer herself when staff
were not with her.

-There was no specific protocol for staff to
prevent falls.

-Staff are instructed to check on residents every
two hours.

-She checked on Resident #1 more often, about
every 20 minutes, because she worried about her
frequent falling.

Interview with Resident #1's Family Nurse
Practitioner (FNP} on (7/06/21 at 3:30pm
revealed:
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-Resident #1's dementia had progressed over the

| past several months.

-Regarding preventative measures for falls, she
would recommend that Resident #1 wear socks
with grippers, be meved to a room closer to the
nurses station and that staff check on her at least
every two hours,

-She did not know if staff were actually doing
these things.

-She did not mention whether she had relayed
these recommendations to staff.

-Resident #1 had not been moved closer to the
nurse's station.

Interview with a second PCA on 07/06/21 at

i 3:50pm revealed:
i -The progression of Resident #1's dementia had
| gotten worse.

-There were no specific protocol that staff were
instructed to fallow to prevent falis,

Interview with a third PCA on 07/06/21 at 4:10pm
revealed:

-Resident #1 was having a lot more unwitnessed
fails.

-Resident #1 would fall when she tried io get up
cut of bed without assistance.

-He was concernad about Resident #1's decline
and tried to bring it to the attention of the RCC
and the RCC Supervisor,

-There was no specific protacol staff were
instructed to follow to pravent falls.

-When a fail would occur staff wereg instructed to
assess the resident, let the MA know and chart it
in the progress notes.

Interview with a medication aide (MA)} regarding
Resident #1 on 07/06/21 at 4:35pm revealed:
-Resident # 1's dementia had gotten a iot worse
aver the past year and a haif
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-Resident #1 was walking well with a walker, now
she only used a wheeichair,

-Staff had to assist Resident #1 with going to the
bathroom.

-There was no specific protocol that staff were
instructed to follow to prevent falls.

-Staff were instructed to check on ail residents
every two hours.

Interview with a second medication aide (MA) on
07/07/21 at 9:45am revealed:

-Resident #1 had been mare confused and
disoriented.

-She had been falling more frequently.

-Protocol for fall prevention for all residents,
inciuding residents with dementia, was the
foltowing:

| -Monitor the resident every 45 minutes to an

hour.
-Encourage resident to use their call bell when
they needed assistance.

Interview with the Resident Care Coordinator
{RCC) on 07/07/21 at 10:15am revealed:
-Residant #1 had declined over the past few
months.

-She used to walk with a walker, now she used a
wheelchair.

.Staff were providing maore assistance with
activities of daily living including toileting and
ambulating because she was less steady on her
feet and more likely to fall.

-There had not been any change in the level of
supervision for Resident #1.

-Protocols for fall prevention were;

-Watch residents more carefully.

-Check on residents every two hours.

-This protocol was the same for all residents,

including those with increased falls.

STATEMENT OF DEFICIENCIES (x1) PROVIDER/SUPPLIERICLIA 2(2) MULTIPLE CONSTRUCTION £X3) DATE SURVEY
AND PLAN OF CORRECTION IDENTIFICATION NUMBER: i COMPLETED
A BUILDING:
HALO44040 B WING 07/0712021
NAME OF PROVIDER OR SUPPLIER STREET ADDRESS, CITY. STATE, 2IP CODE
67 LOVINGWAY
SPICEWOOD COTTAGES DAKS
CLYDE, NC 28721
(X4) 1D SUMMARY STATEMENT OF DEFICIENGES i o PROVIDER'S PLAN OF CORRECTION x8)
PREFIX (EACH DEFICIENCY MUST BE PRECEDED BY FULL BREFIX (EACH CORREGTIVE ACTION SHOULT BE COMPLETE
TAG REGULATORY OR LSC (DENTIEYING INFORMATION) TAG (CROSS-REFERENCED TO THE APPROPRIATE DATE
D 270 Continued From page 5 D270

i

STATE FORM

}
Divislon of Health Service Regulation

e QQzFN

It conlinuation sheet 8 of 37




PRINTED: 07/27/2021

FORM APPROVED
Division of Health Service Regulation
STATEMENT OF DEFICIENGCIES (%1) PROVIDER/SUPPLIER/CLIA (X2) MULTIPLE CONSTRUGTION {X3) DATE SURVEY
AND PLAN OF CORREGTION IDENTIFICATION NUMBER: A BUILDING: COMPLETED
HAL044040 B. WING 07/07/2021
NAME OF PROVIDER OR SUPPLIER STREET ADDRESS, CITY, STATE, 2IP CODE
67 LOVINGWAY
SPICEWOOD COTTAGES OAKS
CLYDE, NC 28721
X4 1D SUMMARY STATEMENT OF DEFICIENGIES 0 PROVIDER'S PLAN OF CORRECTION xs)
PREFIX (EACH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX {EACH CORREGTIVE ACTION SHOULD BE COMPLETE
TAG REGULATORY OR LSC IDENTIFYING INFORMATION) e | CROSS-REFERENCED TO THE APPROPRIATE BATE
! BEFICIENCY)
D 270} Continued From page 8 D270

Interview with the RCC Supervisor regarding
Resident #1 on 07/07/2021 at 10:50am revealed:
-Resident #1 used to walk with a walker, now she
used a wheelchair and required staff assistance
with activities of daily living.

-Sometimes Resident #1 would get up and try to
go to the bathroom by herself when staff were not
with her.

-The protocol staff should have been following for
fail prevention was 1o keep a close sye on
residents who were fall risks,

| Interview with the Administrator on 07/07/21 at

i 1:00pm revealed:

; -Resident #1's family did not approve of the use
of any physical or chemical restraints.

-There was nothing else staff could have done to
prevent Resident #1's fails.

-He spoke with Resident #1's responsible person
about moving her to the Special Care Unit (SCu),
due to her increased falls.

-Resident #1's responsible parson had not
appioved the move.

-He had no other choice but to keep Resident #1
at the facility she was in.

i -There was no discussion of discharge for
Resident #1.

2. Review of progress notes for Resident #1
revealed:

-On 11710/20 at 1:30am, Resident # 1 eloped i
from the facility and was found by the Personal
Care Aide (PCA) knocking on the doar of a
neighboring facility.

-The PCA brought her back to the facility.

On 06/27/21 at 3:30am, Resident #1 "went
ocutside” three times.

-She was "very confused.”

-Staff redirected the resident back to her room
each time.
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-Resident #1 said she did not live thers and was
going homa.

Interview with a personal care akde (PCA} on
07/06/2021 at 11:20am revealed:

-Resident #1 had been "going down hill" since
she started at the facility 4 months ago.
-Resident #1 was oxit seeking.

-Staff could not watch Resident #1 "24/7".
_Resident #1 needed more suparvision than staff
were able to provide.

-l worry that she will go out the door of the
facility.”

-There was no spacific protocol for staff to
prevent wandering.

-Staff are instructed to check on residents every
two hours.

-She checked on Resident #1 more often, about
avery 20 minutes, because she worried about her
exit seeking behavior.

Interview with Regident #1's Family Nurse
Practitioner (FNP)} on 07/06/21 at 3:30pm
revealed:

-Resident #1's dementia had progressed over the
past several months.

-She often wandered.

-She liked to go outside and sit on the porch.
-Regarding preventative measures for elopement
soncerns, she would recammend that resident be
moved to a room closer to the nurses station and
that staff check on her at least every two hours.
-She did rot know if staff were actually doing
these things.

-She dig not mention whether she had relayed
these recommendations to staff.

%i -Resident #1 had not been moved closer to the
| nurse's station,

i Intsrview with a second PCA on 07/06/21 at
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3:50pm revealed:

-The progression of Resident #1's dementia had
gotten warse,

-There were no specific protacoi that staff were

‘ instructed to follow to prevent elopements,

| Interview with a third PCA on 07/06/21 at 4:10pm

i

revealed:

-He was concerned about Resident #1's dacline
and tried to bring it to the attention of the RCC
and the RCC Supervisor,

-There was no specific protocol that staff were
instructed to follow to prevent elopements.

Interview with a Medication Aide (MA) regarding
Resident #1 on 07/06/21 at 4:35pm revealeg:
-Resident # 1's dementia had gotten a lot worse
over the past yesr and a half,

-Resident #1 wandered and sometimes exhibited
exit-seeking behaviors,

-There was no specific protocol that staff were
instructed to fallow to prevent elopements.

-Staff were instructed to check on all residenis
every two hours.

Interview with a second medication aide (MA) on
07/07/21 at 9.45am revealeqd:
-Resident #1 had been more confused and

, disoriented,

-She has been wandering daily,
-Staff sumetimes found Resident #1 outside,
unatlended and had to bring her back in.

i -Protocol for elopement prevention for all
| residents, including residents with dementia, was

the following:

-Monitor the resident every 45 minutes to an
hour.

-Encourage resident to use their call bell when
they needed assistance.
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Interview with the Resident Care Coordinator
(RCC) on 07/07/21 at 410:15am revealed:

! Rasident #1 had declined over the past few
months.

_She used fo walk with a walker, now she used 2
wheelchair.

-Awesk or so ago Resident #1 "took off" to one of
the neighboring facilities.

_There was an aclivity going on at the neighboring
facility.

-Staff did not complete an incident report.

_Therte had not been any change in the level of
supervision for Resident #1.

.Sha did not think that it was a problem for
Resident #1 to go outside by herself.

| .Protocols for elopement prevention were.

Watch residents more carefully.

-Check on residents every two hours.

-This protocol was the same for all residents.

(nterview with the RCC Superviser regarding
Resident #1 on 07/07/2021 at 10:50am revealed:
.Residant #1 used to walk with a walker, now she
used a wheslchair and required staff assistance
with activities of daily living.

-Sometimes Resident #1 would get up and try to
go to the bathroom by herself when staff were not
with her.

-She did not think it was a problem for Resident
#1 1o go outside by herself.

-The protocol staff should have been following for
glopement prevention included redirecting
residents when they exhibited exit-seaking

! behaviors.

! Imterview with the Administrator on 07/07/21 at

| 1:00pm revealed:

| _Resident #1's family did not approve of the use
| of any physical or chemical restraints.

! There was nothing else staff could have done to

|
|
i
|
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Continued From page 40

prevent elopements,

-He spoke with Resident #1's responsible person
about moving her to the Special Care Unit (SCU,
due to her exit seeking behavior,

-Resident #1's responsible person had not
approved the move.

-He had no other choice but to keep Residant #1
at the facility she was in.

-There was no discussion of discharge for
Resident #1,

The failure of the facility to provide supervision to
Resident #1 resulted in elopement, muitiple falls
with injuries including a skin tear to her right arm,
a "blooady place” on her temple, back or her head,
and nose, a "spot" on her right leg and a head
infury . This was detrimental to the residents
health, safety and welfare and constitutes a Type
8 Violatlon,

The facility provided an acceptable plan of
protection in accordance with G.S. 1310-34 on
07/02/21.

D z7o

D273

CORREC'TION‘DATE“FOR"T‘HE"TYPE‘B"
VIOLATION SHALL NOT EXCEED AUGUST 21,
2021,

10A NCAC 13F .0902(b) Health Care

10A NCAC 13F .0902 Health Care

(b) The facility shail assure referral and follow-up
to meet the routine and acute health care needs
of residents.

This Rule is not met as evidenced by:
TYPE A1 VIOLATION

D273
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Based on interviews and record reviews, the
facility falled to notify the primary care provider
(PCP)for 1of4 sampled residents (Resident #4)
who continued to have symptoms of a urinary
tract infection {UT1) after completion of an
antibiotic resulting in a hospitalization.

The findings are.

Raview of Resident #4's current FL-2 dated
05/17/21 revealed:

-Diagnoses included pneumothorax {collapsed
lung), muscte weakness, cognitive
communication deficit, high blood pressure and
glaucoma.

_She was intermittently disoriented.

Review of Resident #4's hospital admission
records dated 06/21/21 revealed:

_Resident #4 was admitted to the hospital with
“goute cystitis (UT1), bilateral
hydrouteteronephrosls (urine back-up into both
kidneys}), and severe sepsis.”

-Hospital laboratory results drawn.on p6/21/21
revealed elevated urine red blood cells, elevated

Tifirie wWhité' BIGed calls, ritical potassium lavel sf

6.8 (normal range is 3.5-5.2 mEg/L), an elevated
blood uraa nitrogen (BUN) of 54.0 {normal range
is 8-21 mp/di) andg an elevated creatinine of 2.65
{nomai range is 0.6-1.3 mg/dl).

Review of Resident #4's progress notes dated
06/05/21 and 06/06/21 revealed:

-Resident #4 was yelling and cursing at staff.
-She was also refusing activities of daily living
(ADL) care.

-She was refusing medications.

_She would not altow her vital signs to be taken.
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Review of Resident #4's Physician's orders dated
06/08/21 raveated a wrinalysis with culture ang

sensitivity (determines what medication can treat
a urinary tract infection) was ordered,

Review of Resident #4's progress notes dated
06/09/21 revesled:

-A urinalysis had been completed.

-The resuits were sent to the Resident Care

Coordinator (RCC) who contacted the PCP. {
-Residsnt #4 was started on an antibiotic twice a
day for 7 days.

Review of physician's orders ravesled an order
for Macrobid (antibiotic used to treat UT1's)
100mg twice a day for seven days for Resident

Review of Resident #4's Medication
Administration Record (MAR) for June 2021
revealad: |
-An entry for Macrobid 100mg twice a day for
seven days was started on 06/09/21.

-The Macrobid was completed on 06/16/21 with
only one dese not being given due to residant
#4's refusal,

Interviow with a persanal care aide (PCA) on

1 07/01/21 at 2:30pm revealed:

-On the evening of 06/20/21, she took Resident
#4's dinner to her room because she had a "sour
urine smeik." !
-Resident #4 never really drank water.

-Her urine was "brownish.

-She had "no idea” how long her uring had been
brown.

-She did not report the brown, sour urine smell to
anyone.

'?
|
l!

interview with a medication aide (MA) on

e e
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07/04/21 at 3:15pm revealed:

-The MA gave assistance to the PCA on 06/21/21
to assist Resident #4 with toileting.

-Resident #4 yelled out in pain whan they tried to
move her.

-The MA was aware she had beéen on an
antibiotic for a UTI.

-The MA did not notice the color or smell of urine
when assisting the MA with tolleting Resident #4.
-Resident #4 was not acting how she normally
did.

-The MA contacted the Resident Care
Coordinator (RCC) Supervisor who contacted the
PCP.

“The PCP indicated Resident #4 should be sent
to the hospital for evaluation and treatment as
needed.

Telephone interview with a second PCA on
07/01/21 at 7:00pm revealed:

-The PCA assisted Resident #4 with toileting on
06/21/21.

-Her urine was a brownish-yellow.

-The PCA reported this to the MA (former

; employee).

This was the only time the PCA had ever worked
with Resident #4.

Intervisw with a third PCA on 07/02/21 at 1:58pm
revealed:

-Several days after Resident #4 came to the
facility she started being less talkative.

-She developed a strong urine odor.

-Her urine was brown.

-Sha was diagnosed with a UTL

-Resident #4 started taking an antibictic.

Her uring remained foul smelling after Resident
#4 completed her antibiotic.

E intarview with a third MA an 07/06/21 at 10:1Bam
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reveaied:

-8he knew Resident #4 had been taking an

antibiotic for a UTI,

-She administered a pain medication to Resident

| #4 around 7:30pm on 06/21/21 because she said

she was in pain.

-Resident #4 could not indicate where the pain
was.

-She did not remember what her urine looked

like.

Interview with a fourth PCA on 07/06/21 at
12:07pm revealed:

-She assisted with incontinence care for Resident
#4 on 06/21/21.

-Resident #4 was wearing a brief that had
brownish-ysllow urins.

-She had not besn incontinent of bowel.

-She had not reported the brownish-yellow uring

i to anyone.

interview with Resident #4's pCP on 07/06/21 at

1.35pm revealed:

-8he had an initial visit with Resident #4 on

056/21/21.

-She saw Resident #4 a second time on 06/04/21

i @t the request of a family member due to a rash

f and swollen feet and ankles.

| -8he saw Resident #4 a thirg and final time on
08/14/21 due to iab work that indicated she had
diabetes and congestive heart failure {CHF).
-5he had been contacted by staff on 06/08/21
about the possibility of g UTL.
-She ondered a urinalysis (UA} with culture and

 sensitivity (determines what medications can be

used for treatment).
was started on Macrobid on

08/08/21, twice a day for 7 days.
-She was not aware of any further issues related
i to Resident #4's urine,
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_Staff did not contact her regarding the continued
foul-smelling. brownish colored urine.

-if they had, she would have immediately ordered
a repaat urinalysis to determine if a second
antibiotic dese was needed,

Interview with the RCC Supervisor on 07/07/21 at
10:50am revealed:

.Staff was concernad about Resident #4 because
she was acling different than usual for her.

-She got an order from the PCP far a urinalysis
which was positive.

-She started taking an antibiotic.

-Resident #4 was last seen by the PCP on
8/14/21 and had not completed her anfibiotic yet.
_She was not aware there was a strong odor or
dark colored urine for Resident #4 after the
completion of her antibictic.

-The PCA should havs told the MA.

The MA should have contacted her, so she could
have confacted the PCP.

.If staff had made her aware, she would have
called the PCP.

Interview with the Administrator on 07/07/21 at
1:17pm revealed.

-He was aware that Resident #4 was treated for
UTL

-Staff have been told they were more than
welcome to bring any issues or concems to him,
-if anything was going on out of the ordinary with
a resident, staff must let a supervisor know so it
could be addressed.

The facility failed to ensure the PCF was notified
of continuing symptoms of a urinary tract infection
resulting in a hospitalization for a resident with

| acute cystilis (UT1), bilateral

l hydroureteronephrosis, and severs sepsis. This

0273
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Continued From page 16
failure resulted in serious neglect, and constitutes
a Type A1 Violation,

The facility provided a plan of protection in
accordance with G.S. 131D-34 on 07/06/21.

THE CORRECTION DATE FOR THE TYPE Al
VIOLATION SHALL NOT EXCEED AUGUST 06,
2021,

10A NCAC 13F 0904(a)( 1} Nutrition and Food
Service

10ANCAC 13F .0904 Nutrition and Food Service
(a) Food Procurement and Safety in Adult Care
Homes:

(1) The kitchen, dining and food storage areas
shall be clean, orderly and protected from
contamination.

This Rule Is not met as evidenced by:

Based on observations and interviews the facility
failed to protect stored foods in the reach in
coolers from contamination.

The findings are:

Observation of the contents of the reach in
coolers on 07/02/21 at 10;30am revealed:

-Three large (galion size or larger) zip seal
plastic bag containing shredded cheese that was
not labefed, dated or in the original packaging
with no evidence of mold.

-A five-pound container of sour cream 1/3 full with
an open date of 05/07/21 and bast by date of
05/17/121.

D273

D 282
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-A five-pound container of sour cream, unopened
with a best by date of 05/17/21.

-A five-pound container of cottage cheese, 1/3 full
with no opened date and a best by date of
0517721,

-A five-pound bag of shredded cheddar cheese,
unopenad with & best by date of 05/12/21.

“There were 6 five-pound containers of Ricotta
Cheese, unopened with a best by date of
06/26/21.

| Interview with Kitchen Superviscr on 07/02/21 at
I 11:00am reveaied:

! -She was not aware that there were 50 many

. outdated and not labeted food items in the
coolers.

Intarview with Administrator on 07/07/21 at
1:00pm revealed:

-Kitchen staff were provided with a "huge”
checklist to use as a guide to operate the kitchen
and maintaln sanitation standards.

-The checklist included how often the food
storage areas should be cleaned out and
outdated food thrown away.

-it was his expsctation for staff to follow the
checklist provided.

D 438 10A NCAC 13F .1205 Health Care Persannel
Registry

10A NCAC 13F 1205 Health Carse Personnel
Registry

The Facility shall comply with G.S. 131E-256 and
supporting Rules 10A NCAC 130 0101 and
.0102.

} This Rule is not met as evidenced by:

D282

D438

i
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Based on record reviews and iterviews, the
faciiity failed to report to the Health Care and
Personnel Registry ( HCPR) within 24 hours;
injuries of unknown origin involving 1 of 3

| sampled residents (Resident #1) including a
shoulder fracture and ioint separation and blood
biister on the right leg.

The findings are:

Review of Resident #1's current FL-2 dated
05/03/21 revealed:

-Diagnoses included Alzheimer's disease, edema,
vertigo and insomnia.

-She was intermittently disorientsd.

-She was ambulatory with a walker.

-She was incontinent of bladder ang incontinent

f of bowel occasionally.

Review of Resident #1's progress notes gated
05/10/2% at 3:00pm revealed:

-Staff noticed that her right shouider looked
"displaced."

-The medication aide {MA) called the Resident
Care Coordinator {RCC) to report the injury,

-The Primary Care Provider (FCP) ordered her to
be sent out to the hospital,

-Emergency Medical Services (EMS) came and

{ took her to the hospital.

| -At 7:00pm, She returned from the hospital with a
; sling on her right arm.

j' -The sling was to remain in place for six to eight

| weeks.

Review of Resident #1's progress notes dated
06/23/21 at 7:00pm revealed:

-Resident #1 had a "spot” on the skin af her right
ieg and the cause of infury was unknown.

~The MA completed first aid.

-Further medical intervention was not fequired,
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Review of Resident #1's Emergency Physician
Notes provided by the hospital dated 08/10/21
revealed:

-She presented with right shoulder pain and
deformity.

-She had been complaining of pain for a couple of
days.

-She had a small fracture of one of the bones in
the shoulder.

-She also had separation of her joint in the
shouider where the collarbone and clavicle meet.
This was likely due to a fall or injury.

Interview with medication aide (MA) on 07/06/21
at 4:35pm revealed:

-She was on duty on 05/10/21.

_The personal care aide (PCA) was ¢changing
Resident #1's shirt when she noticad that her left
shoulder looked different than her right shoulder.
-The PCA notified the MA of the shoulder
difference.

-She examined Resident #1's shoulder and
agreed it looked different.

~“Nobody knew how it happened.”

-She notified the Resident Care Coordinator
{RCC) Supervisor. !
-The RCC Supervisor notified Resident #1's PCP.
-The PCP ordered a mobile x-ray of Resident
#1's shouider and then sent her out to the
Emergency Room (ER).

-The protocal for handiing incidents was as
follows: take pictures, contact the RCC or the
RCC Supervisor, the RCC Supervisor contacts
the PCP, orders received from the PCP for
treatment, then complete documentation.

' _The MAs were responsible for writing incident
reports, which should be done as soon as

i possible after an incident.
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I Interview with a second medication aide (MA} on

07/07/21 at $:45am revealed:

-On 05/10721 Residont #1 was complaining of

pain in her right shoulder.

-Another MA examined Resident #1's shoulder

and noticed that it looked different than her left

shoulder.

-That MA contacted the RCC Supervisor.

-The RCC Supenvisor contacted Resident #1's

PCP.

=) | -He documented the incidsnt in progress notes,
-He did not complete the Health Care Perscnnel
Registry (HCPR) report.

M _Protocol for handling incidents is as follows:

{ Contact the RCC or the RCC Supervisor, they

contact the PCP, the PCP gives treatment orders,

staff document in prograss notes.

Interview with the RCC on 07/07/24 at 10:15am
revealed:

-The protocol for handling incidents was as
follows: Staff report to the RCC Suparvisor, the
RCC Supervisor reports to PCP, the PCP reports
back to the RCC Supervisor with orders, the RCC
Supervisor relayed orders to the staff, the staff

| document incident in progress notes.

-There was nothing eise that was required of staff
to do.

Interview with the RCC Supervisor regarding
Resident #1 on 07/07/21 at 10:50am revealed:
-She knaw that Health Care Personnai Registry
(HCPR) report was supposed to be completed for
injuries of unknawn arigin.

-8he did not complate the HCPR report regarding
Resident #1's shoulder injury on 05/10/21.

-t was her responsibility to report to the HCPR ar
meke sure that someone slge did and she did
not.
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j

and Incidents

10A NCAC 13F 1212 Reporting of Accidents and
Incidents

{a) An adult care home shall notify the caunty
department of social services of any accident or
incident resulting in resident death or any
accident or incident resulting in injury to &
resident requiring referral for emergency medical
evaluation, hospitalization, or medical treatment
ather than first aid.

This Rule is not met as evidenced by:

Based on interviews and record reviews the
facility failed to notify the county Department of
Social Services (DSS) regarding two incidents
resulting in an injury to Resident #1 that required
smergency medical evaluation within a 31 day
period,

Tha findings are:
Review of Resident #1's progress notes dated

05/10/21 revealed:
-At 3:00pm, staff noticed that the resident's right

i shoulder looked displaced.

-The Resident Care Coordinator (RCC)
Superviser and Priamry Care Provider (FCF)
were notified.

-Staff were ordered to send the resident ta the
hospital.

-Emergency Medical Services (EMS) came and
took Resident #1 to the hospital.

-Staff left a message for Resident #1's family
member about what had happened.

-Al 7:00pm, Resident #1 returned to the facility
from the hospital.

-Staff received instructions from the hospital that

451 (Syaf has been redraintd g o gy
Nt v

uuos@ %“&*&m@

STATE FORM

Division of Health Service Regulation

8850 QQzF1 If continuation stest 22 of 37




PRINTED: 07/27/2021

FORM APPROVED
Division of Health Service Regulation
STATEMENT OF DEF| ICIENCIES X% PROV!DERISUPPLIER!CLJA (X2} MULTIPLE COMSTRUCTION (X3) DATE SURVEY
AND PLAN OF CORRECTION IDENTIFICATION NUMBER: A BUILDING: COMPLETED
HALO44040 B. WING 0710712021
NAME OF PROVIDER OR SUPPLIER STREET ADDRESS, CITY, STATE. ZIP CODE
67 LOVINGWAY
SPICEWOOD COTTAGES OAKS
CLYDE, NC 28721
(X4} 1D SUMMARY STATEMENT OF DEFICIENCIES [[n) PROVIDER'S PLAN OF CORREGCTION i %5)
PREFIX (EACH DEFICIENCY MUST 8E PRECEDED BY FULL PREFIX {EACH CORRECTIVE ACTION SHOULD B COMPLETE
TAG REGULATORY QR L3C IDENTIFYING }NFORMA'HON) TAG CROSS-REFERENCED T() THE APPROPRIATE DATE
DEFICIENGY)
B 451] Continued From page 22 D 451

Resident #1's arm was in a sling and she was
required to wear it all times except during
showers for 6 to 8 weeks,

Review of Resident #1's progress notes dated
06/22/24 revealed:

-At 11:40am, Resident #1 fell in her room by
missing her wheslchair while getting off her bed.
-Resident #1 had a sling on her shoulder.

-Staif always encouraged her to ring her beil,
sometimes she would,

-Resident #1 had a "bloody place” on her tem ple,
back of her head and her nose.

-Staff contacted Residnet #1's family member
and the RCC Supervisor.

-EMS came and took resident to the ER.

-Al 1:30pm, information received from the
hospital that Resident #1's wounds were giued
instead of stitched.

-At 1:40pm, information received from the
hospital to not get Resident #1's head wet around
the glued areas.

-At 2:00pm Resident #1 returned to the facility
from the hospital,

-information received from the hospital indicated
the CT scan was clear.

Review of all Incident reports for the prior six
months requested for Resident #1 on 07/02/21
revealed;

-A total of four incident reports were completed
between 02/05/21 and 07/02/21. -

+ -No incident reports far May 2021 were

| completed.

Review of the local county DSS Incident Reports

received from the facility between 02/05/21 and

07/02/21 revealed only ane incident report dated

06/20/21 related to Resident #1 was received on
| 08/30/21.
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Intarview with a madication aide (MA) on
07/06/21 at 4.35pm reveaied:

-8he was the MA on duty on 05/10/21 when
Resident #1 was found with a dislocated
shoulder.

-A PCA was changing Resident #1's shirt when
she noticed that one shoulder looked different
than the ather,

-The PCA notified her and she examined
Resident #1.

-She took & picture of the shouider and notified
the RCC Supervisor.

-The RCC Supervisor then contacted the PCP.
-The PCP ordered a mobile x-ray and then
ordered Resident #1 to be sent out to the
Emergency Room (ER).

-As the MA on duty, it was her responsibility to
compiete an incident report, but she did not think
to doit.

Interview with the RCC Supervisor on 07/07/2021
at 10:50am revealad:

-When an incident/accidant occured, staff were
10 notify her or the RCC of the incident details.

-If an injury had occurred, she would notify the
PCP of injuries and related symptoms.

. -The MA completed documentation including

incident Report and nurses notes,
-Staff contacted the responsible person of the

 resident.
; -Staff should notify DSS by sending the incident
: report via fax.

10A NCAC 13F .1212(d) Reporting of Accidents
and Incidents

10ANCAC 13F 1212 Reporting of Accidents and

] Incidents

D451

D 453
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(d) The facility shal immediately notify the county
department of social services in accordance with
G.8. 108A-102 and the focal law enforcement
authority as required by law of any mental or
physical abuse, neglect or exploitation of a
resident.

This Rule is not met as evidanced by:
TYPE 8 VIOLATION

Based on interviews and recorgd reviews, the
facility failed to immediately notify the local
Department of Sccial Services (DSS) and Law
Enforcement authorities as required after staff
withessed inappropriate treatment of a résident
{Resident #4) by a family member.

The findings are:

Review of Resident #4's current FL-2 dated
05/17/21 revealed:

-Diaghoses included muscle weakness, cognitive
communication deficit, high blood pressure and
glaucoma.

-She was intermittently disoriented.

-She was semi-ambulatory with the use of a
walker,

| Review of an incident/accident raport dated
06/21/21 ravealeq:

-Resident #4 was pulted by her shirt collar by a
family member.

-There was "no injury except for red ring around
neck."

-Resident #4's kneesg buckled, and she fall to the
floor fanding on her buttocks,

-The Resident Care Coordinator (RCC) wasg
called at 1:30pm and notified about the ingident,

DH52
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-No information was listed for steps to be taken
by staff to prevent a reoccurrence.

Interview with a Personal Gare Aide {(PCA) on
07/01/21 at 2:30pm revealed:

-She assisted Resident #4 with a shower between
11:00am and 12:00pm on 06/21/21.

-A family member was observed yelling at
Resident #4 while she was attempting to walk her
from the shower room to the dinlng room for
lunch.

-Resident #4 had not been sating well and had
refused her breakfast on 06/21/21.

-Afamily member assisted Resident #4 with her
lunch meal around 12:00pm on 06/21/21.

-She observed the family member atternpt to
"force feed” Resident #4.

-Resident #4 would push her food away, but the
family member would continue putting food in her
mouth.

-She did not want to intervene because she did
not want to get "jumped on” by the family
member.

-She did nat report the yeliing or force feeding to
. a supsrvisor immediately when the incidents
occurred.

Telephone interview with a second PCA on

07/01/21 at 7.00pm revealed:

-She observed a family member aftempting to

force feed Resident #4 at lunch time,

-Another resident at the facility told the family

member to stop trying to force feed Resident #4.

-She assisted the family member in walking

t Resident #4 back te her room after lunch.
-Resident #4 was assisted to the bathroom when

E the family member was observed grabbing her |

! "oy the laft arm and slinging her on the toilet.”

-She asked the family member to step back while

she assisted Resident #4.
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-As Resident #4 was coming out of the bathroom
assisted by both the PCA and her family member,
Resident #4's knees buckied, and she fell on her
buttocks.

-The family member attempted to fift her uptoa
standing position, by grabbing her coliar and
pulling her forward,

| -Resident #4 was observed tg have a red mark
from her left shoulder, around the back of her
neck, to her right shoulder,

-The Maintenance Directer passed by the room
and the PCA requested his help with assisting

i Resident#4 to 2 standing position.

-Once the Maintenance Director and the PCA hag
assisted Resident #4 to 3 standing position,
Resident #4 was able to walk with her walker to
her chair and sit down with assistance from the
PCA and the family member.

|
| Interview with the Adult Home Specialist (AHS) on
| 07/02/21 at 9:22am revesled:

-The incidents that occurred on 06/21/21 between
i Resident #4 and her family member were not
feported to DSS immediately.

-She did not know of the incident until the
following marning.

-Emergency Medical Services {EMS) had made
an Adult Protective Services (APS) raport on
06/21/21 after transporting Resident #4 1o the

| Emergency Room (ER}).

.} Interview with a resident on 07/02/21 at 8:50pm

[ revealed:
-8he had observed Resident #4's family member
feading her at lunch on 0&/21/21.
-The family member "kept putting more and more
food in her mouth "
-"Her cheeks were puffing out."
-Resident #4 was "thewing but she wasn't
swallowing."

B
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-She told the family member to stop forcing
Resident #4 to eat.

-She never witnessed the family member do
anything like this before.

-She witnessed an incident a month ago when
she was walking by Resident #4's room and the
same family member was cursing and yelling at
Resident #4.

-She told the medication aide (MA) about it but
could not remember which MA it was.

Interview with the Resident Care Coordinator
(RCC) Supervisor on 07/02/21 at 2:51pm
ravealed:

-She was contacted by ihe MA on 06/21/21
regarding Resident #4.

-She was told that Resident #4 was "out of it" and
"not easy to arouse.”

. -She was aware a family member had jerked on
Resident #4's collar earfier in the day and she
had a red mark around her neck.

_Staff sent her pictures of Resident #4's neck and
she called the Primary Care Provider (PCP).
_The PCP instructed her to send Resident #4 to
the hospital for evaluation. |
-She was not aware of any episodes of a family
member yelling, screaming, or cursing at
Resident #4.

-No one told her Resident #4 had baen force fed
by a family member.

-The next morning, she called Adult Protective
Services and reported the incident to them.
-She did not know she needed fo report the
incident to law enforcement.

| Telephone interviews with the EMS first
responder on 07/06/21 at :10am and 10:45am
revealed:

“He and a coworker were called to the facility
after 8:00pm on 06/24/21 for Resident #4.
Division of Health Sarvice Regutation
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-He was informed by staff Resident #4 was
“choked" by & family member earlier in the day.
-He asked the staff if they had contacted law

- enforcement and was told by staff that oniy the
supervisor was informad.

-After transporting Resident #4 to the hospital, his
co-worker contacted APS and made a raport
about what was reported to them by staff at the

i facility.

l Interview with the Administrator on 07/07/21 at

' 1:17pm revealed:

| -He reviewed in orientation for new staff how to

| report incidents that accurred bstween staff and
residents.
-He never trained staff on reporting incidents that
occurred betwesn family members and residents.

i -He did not train staff on how o recognize abuse

! or negfect.

J -Staff couid not be afraid to report what they

| witness,

i -The RCC completed an APS report the next

morming regarding the incidents that ocourred on

06/21/21 with Resident #4.

-It had not occurred to him to call law

enforcement since Resident #4 Jeft the facility.

-If Resident #4 had returned, he would have

addressed these issues with the family member.

The facility faiied 1o immediately notify the county
Department of Social Services and the local Law
Enforcement authority of an alleged physical
abuse of Resident #4 by a family member who

. was observed force feading the resident,
forcefully pushing her on a toitet, and grabbing
her by the shirt collar to pull her up from the floor.
This failure was detrimental to the health, safety
and welfare of Resident #4 and constitutes a
Type B Violation.
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This Rule is not met as evidenced by:

Based on observations, interviews, and record
reviews the facility failed to ensure
recommendations and guidance by the Centers
for Disease Control (CDC) and the North Carolina
Department of Health and Human Services
(NCDHHS) were implemanted when caring for 10
residents during the global Coronavirus
(COVID-19) pandemic as related to the screening
of residents and visitors.

Ms
i
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The facility provided an acceptable plan of
protection on 07/06/21 in accordance with G.s.
131D-34.
CORRECTION DATE FOR THE TYPE B
VIOLATION SHALL NOT EXCEED 08/21/21,
D612 10A NCAC 13F .1801 {¢) Infection Prevention & D612
Contral Program (temp)
10A NCAC 13F .1801 INFECTION
PREVENTION AND CONTROL PROGRAM ;
(c) When a communicable disease outbreak has DlotZ. Aﬂ regduﬂ- W ‘M“ b@
peen identified at the facility or there is an _*3 ]ZQ N <= ) e
. amerging infectious Y OI ‘ Ll % slve
disease threat, the facility shail ensure QUW\P\Iamc__Q, we Cx\dﬂd)
implementation of the facility ' s IPCP, related v
policies and procedures, and "kh‘L pre cclure 4o +he. .
published guidance issued by the CDC; however, Qd !* e 2 ,!
if guidance or directives specific to the M c ajh A min :&Yaﬁuy;
communicable disease Qw\f&l_) Twvis must be
outbreak or amerging infactious disease threat .
have been issued In writing by the NCDHHS or Y lw_@l. O-FP C‘"&L\ - br S\ﬁ}tﬂ'}
local health A1 : :
| department, the specific guidance or directives nﬁt al \D\a\-\ \{OUL "\'"D ;
i shatl be implemented by the facility. . , '
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The findings are;

Review of the CDC guidelines dated 03/2g/21 for
the prevention and spread of the Coronavirus
Disease in long term cars ( LTC) faciiities
revealaed:

1 -A strong infection prevention and control

[ Program is critical to protect both residents and
healthcare personnel.

-All egsential vigitors should be screened for the
| presence of fever and symptoms of the virus
when antering the building.

-Actively monitor all residents at least dally for
fever and symptoms consistent with COVID-1g,

Review of the NC DHHS guidelines dated

J 05/05/21 for the prevention ang spread of the

] Coronavirus Disease in LTC facilitios revealed:

| -Recommended routine infection prevention

fl control (IPC) practices during the COVID-19

| Pandemic include screening everyone entering a
healthcare facility for signs and symptom of
COVID-19 by temperature checks, screaning

, Questions, and observations of 8igns and

| symptoms.

! -Establish a process to ensure visitors entering

| the facility are assessed for symptoms of

COVID-18 angd temperature was checked,

-Proper visitér education on COVID-19 signs and

symptoms, infection contrg| precautions, and use

of a face covering or mask.

 Review of the facility's Infection Controi
| (COVID-19) policy dated 03/10/20 revealeq:
i -The purpose of the policy was to prevent the

j spread of COVID-19.

! -Resident's temperatures were to be checked
daily.

a. Observation of a medication aide (MA} on

B
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07/01/21 at 9:05am revealed she allowad three
Surveyors inte the facility with no CoviD-19
screaning of temperature checks.

Observation of the same MA on 07/01/21 at
9:57am revealed:

-She began checking temperatures of the three
Survayors,

-She did not ask the Surveyors COVID-18
screening questions.

Interview with the MA on 07/01/21 at 9:58am
revealed:

| -She forgot to get temperature checks on the

Surveyors upon entry.
-She forgot to get the Surveyors to complete the
facility COVID-19 scresning form upon entry.

Observation of a Housekeeper on 07/02/21 at
8:30am revealed she allowed one Surveyor into
the facility with no COVID-19 screening or
temperature check.

Interview with a Housekeeper on 07/02/21 at

' 1:20pm revealed:

When visitors approached the entrance to enter
the facility, she routinely woula get a personal
care aide (PCA) to perform the temperature
check for the visitor.

_She did not know a COVID-19 symptom
screening form was also required to be
completed for ali visitors.

.She had not alerted a PCA to perform the
temperature check or COVID-19 screening,

! bacause she thought the Surveyor would know

what to do upon entering the facility.

Interview with the Resident Care Coordinator
{RCC) Supervisor on 07/02121 at 11:22am
ravealed:
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D632 Continued From page 32 D612 !
-All visitors were supposed 10 have a temperature ‘ ]
check before being allowed into the facility by Dlof2. A Sﬁ# members by \
staff. _ - 7/ / ?ﬁ/
-All visitors were supposed 1o fill out a COVID-19 mmﬁd_ -—anj- 2. W)
screaning form before being allowed into the Linker “H ;
facilty by staff, @ .bw,chLn
i -If a visitor had an elevated temperature or had W\u&‘_ - hﬂ" 3
| Symptoms of COVID-19, they were not allowed 14 ID SCJZ!,mm
into the facility. MLP&S ~
| Telephone interview with the local health 'Té h&( p eng t’én Ch
| department infectious disease nurse on 07/06/21 We - . . !
at 10:50am revealed: e Now LSy \{LQS
-Facility staff should be checking temperatures on 'k%ﬂj' . T
| alf visitors before allowing visitors to enter the _PrDW df‘. Yaldd) $ -LD ‘
iy R
| facility. S Necegar N
| -Facility staff shoulg screen all visitors for 5S> Ls Scmr‘\t ;"
" COVID-19 before allowing visitors to enter the { Y\cd wd < Ny - I
| facility. eed Wi ok . |
, 'QD - b !
! Telephone interview with the Administrator on ‘ ; S¢e N ‘s
| 07/07/21 at 1:19pm revealed: %Wld‘s T Thge luinctk< ‘
-Staff were required to cherk temperatures for alt ; :
i visitors to the facility, Bve Very ugeyr erdly]
-Unless the visitor had proof of completed kf !
' COVID-19 vaccination, the visitor was required to T\D T\EQ_ 6‘\’3 :
| complete a COVID-19 screening form upon entry e y e
! to the facility. BSSIS-{AM. LLV\H"S Nl
| -All visitors were required to wear face masks, Z{iim pped WA _.Faa ol
i b. Interview with one resident on 07/01/21 at rece ety U.)'l\id/\
9:40am revealed: . *
! -Staff were not checking the resident's ch Yhe necd
temperature every day. “QN du‘P\ . N _ ;
-Staff did not ask the resident COVID-19 e i l.\igb( mahey
i sCreening questions, gn ‘FLU"LU(L V]‘S\'.\—S
Interview with a second resident an 07/02/21 at
10:15am revealed:
! -Staff checked her lemperature every other day.
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D 612 Continued From page 33 D612

{ermperature every other day.
-Staff did not ask the resident COVID-19
screening questions.

Interview with 2 third resident on 07/02/21 at
11:12am revealed:
-Staff were not checking the resident’s
temperature every day.
-Staff did not ask the resident COVID-19
screening questions.

Raview of the resident temperature record shests

ravealed:

. “There were daily temperature checks racorded
for all residents from 04/01/21 to 04/30/21.

.There were daily temperature checks recorded

 for all residents from 05/01/21 to 05/03/21.

_There was a daily temperature check recorded

for all residents on 06/13/21.

-There wers daily temperature checks recorded

for all residents from 07/05/21 to 07/06/21.

I interview with the Resident Care Coordinator
1 {RCC} Supervisor on 07/02/24 at 11:22am
ravealed:
-The facility had been checking resident
- temperatures three times a day, but that had
recently stopped.
-Resident temperatures were not checked now
unless the resident was symptomatic.

Telephone interview with the local health

l departrent infectious disease nurse on 07/06F21
I at 10:50am revealed:

| -Facillty staff shouid be checking all resident

; temperatures daily.

| -Facility staff shoutd be screening ali residents for
{ symptoms of COVID-19 daily.

. -Symptomatic residents should be tested for

|
|
1
|

-She did not know why staff were checking her -

i
i
;
)
]
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D &12] Continued From page 34
COVID-19.

Interview with the RCC on 07/06/21 at 10:52am
revealsd:

-Staff were supposed to be checking resident
temparatures once a day and recording them on
the temperature iogs.

-She was responsible for maintafning the resident
temperature logs once they ware completed.
-She had been unable to find the resident
temperature logs from dates 05/04/21 to 06112121
and 06/14/21 to 07/04/21.

-Staff had not been required to ask the residents
| COVID-19 screening qusstions.

-The residents wouid not be able to answer the
screening questions If they were asked.

-Staff would know if a resident was symptomatic.

Telephone interview with the Admi nistrator on
07/07/21 at 1:18pm revealsd:

-All of the residents in the facility were fully
vaccinated against COVID-19,

-He was not sure what might have happened
after 05/03/21 for staff to have stopped recording
daily temperaturss for residents.

-Residents were not being screened for
symptoms of COVID-19, unless they left the
facility.

‘When & resident was out of the facitity for 24
hours ar mare, they were quarantined upon returmn
to the facility.

-Staff were now checking resident temperaturas
daily,

D912 G.S, 131D-21(2) Declaration of Residents' Rights

G.5.131D-21 Declaration of Residents' Rights
Every resident shall have the following rights:
2. To receive care and services which are

D812

D912

-

|
|
J
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adequate, appropriate, and in compliance with
relevant federal and state laws and rules and
regulations.

Thig Rule is not met as evidenced by:

Based on observations, record reviews, and
interviews, the facility failed to ensure the
residents received care and services that were
adequate, appropriate, and in compliance with
relevant foderal and state laws and rules and

' regulations related to personal care and
supervision, health care, and reporting of !
incidents to the local DSS and Law Enforcement.

The findings are:

1. Based on observations, interviews and record

reviews the facility falled to provide supervision m] Q_ % »\’D D Z/‘O on 7 I f g_b_’

for 1 of 4 sampled residents (Resident #1)
resuiting in multipte falls with injuries and (Pas(" &

glopement. [Refor to Tag D270 10A NCAC 13F 7 [ [ 3—‘ 'A
.0901 (b) Persanal Care and Suparvision (Type B
L Violation)].

-

2. Based an observations, interviews, and
resident reviews, the facility failed to mest the . i »

nealth care needs for 1 of 4 sampled residents DC\ (2- ’Q-ﬂ-rtr D 27 6 OO
(Res,dent #4) by fai_hlng to follow-up with t‘he /P AL \Z

Family Nurse Practitioner (F NP) for a resident

who continued to have symptoms of a urinary
tract infection (UTI) after completion of an
antibiotic resulting in a hospitalization. [Refer to

Tag D438 10A NCAGC 43F .0902 (b} Health Care
i {Type A1 Violation)].

' 3. Based on interviews and record reviews, the
tacility failed to immediately notify the local
Deparmtner of Social Services (DSS) and Law
Enforcement authorities as required after staff
witnessed inappropriate treatment of a resident
Division of Health Service Regulation
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ATTENTION

ALL SPICEWOOD STARE

MANDATORY MEETING

JULY 12, 2021
11:00 AM

Discussion of State Regulations & Reporting incidents with Emily Crawford/Cathy Lowdermiik
Code of Conduct with Residents

Reporting Abuse and Neglect of Residents with staff and visitors

Frequent checks on Residents

Documentation

Incident Reports

Reporting Accidents & Incidents

Recognizing and reporting change in Residents

Procedure for monitoring for outdated food products
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CODE OF CONDUCT with Residents

RECEIVED
AUG 11 2021

ADULT CARE LICENSURE SECTION

The following polides are intended to assist staff alnd volunteers in maklngRé‘e@@?ons about

interactions with resldents. For darification of any
addressed here, contact your supervisor,

Earl Enterprises, Inc. provides our consumers with
committed to Creating an environment for consu
that promotes growth and success,

No form of abuse will be tolerated and confirmed a
organization. Ali reports of suspicloys or inappropr
abuse will be taken seriously. Our organization wili
of abuse are made that require investigation,

guidelines, or to Inquire about behaviors not

rs that Is safe, nurturing, empowering, and

mefthe highest quality services avallable. We are

buse will result In immediate dismissal from our
ate behavior with residents or ailegation of
fully cooperate with authorities if aliegations

The Conduct with Residents outlines specific expecqations of the staff and volunteers as we strive

to accomplish our mission together,

Residents will be treated with respect at al|

N

times,

Residents wilf be treated fairly regardiess of race, sex, sexual orientation, gender

identification, age or reilglon,
3. Staff and voluntaers wil} adhere to uniform
OUr organization,

verbal Interactions ag outlines by our organ
Staff and volunteers Wil not stare at or co
Staff and volunteers will not date or becom

® N

presence of consumers,

standards of displaying affection as outlined by

standards of appropriate and inappropriate

fzation,

ent on consumers’ bodies,

e romantically involved with residents,
Staff and volunteers will not use or be unde’ the infiuence of aicoho) or illegal drugs in the

9. Staff and volunteers will not have sexually o" tented materials, including printed or online

pornography, on our organization’s prope

10. Staff and volunteers will not have secrets wi residents and will only give gifts with prior

permission,

11. Staff and volunteers will comply with our org'anization's policies regarding interactions with

residents outside of organization,

12. Staff and volunteers wilf not engage In inapp*roprfabe electronic cammunication with

residants,

13. Steff and volunteers will not abuse consume}s in anyway including (but not iimited to) the

following:

Physical abuse; hitting, spanking, shaking, apping, Unnecessary restraints
Verbal abuse: degrading, threatening, cursiy /4

Sexual abuser inappropriate touching, expo. NG onesel; sexually orenter! Conversations

Mental abuse: shaming, humitiation, crue
Neglect: Withhiolding food, water

i
f

|



PHYSICAL ABUSE, VERBAL ABUSE, SEXUAL ABUSE, MENTAL ABUSE & NEGLECT

POLICY

Earl Enterprises, Inc. does not permit actual or threatened acts of physical or mental abuse,
sexual abuse, sexual molestation or sexual misconduct (“prohibited conduct™ to occur in the

workplace or at any activity sponsored by or related to it. In order to make this “zero-

tolerance” policy clear to all employees, volunteers, and staff members,

we have adopted

mandatory procedures that employees, volunteers, family members, board members,
individuals and victims must follow when they reasonably suspect, learn of or witness

prohibited conduct. This inciudes ali residents, staff members, volunteers, family members and

visitors,

Abuse or molestation means each, every and alf actual, threatened or all
abuse, verbal abuse, sexual abuse, mental abuse or n

persons acting together.

Appropriate Physical Interactions

Inappropriate Physical Interactions

Side hugs

Full-frontal hugs

Shoulder-to-shoulder or “tempie”
hugs

Kisses

eged acts of physical,
eglect performed by one person or more

appropriate

Pats on the shouider or back Showing affection in Isolated area
Handshakes Lap Sitting

High-fives and hand slapping Wresting

Verbal praise Piggyback rides

Pats on the head when culturally Tickling

Youching hands, shoulders, and
arms

Allowing a consumer to cling to an
employee’s or volunteer’s ieg

Arms around shoulders

Any type of massage given byortoa
cohsumer

Hoiding hands

Any form of affection that is
unwanted by the consumer or the
staff or volunteer

Compliments relating to physique or
body development

Touching bottom, chest, or genital
areas

18




Policy Title;

Procedure:

108

INCIDENTS/ACCIDENTS

Whenever an occurrence or event leads to unintentional consequences and an
unfortunate happening to a resident, visitor, or staff member on the grounds of
Haywood Lodge & Retirement Center, Spicewood Cottages or Creekside Villas
Incident/Accident report must be completad.

Notify the Administrator or resident Services Coordinator as soon as possible if
there was actual injury to the resident, visitor or staff member.

When in doubt, complete the form. No ineident is too small.

If a resident has experienced the incident, they should be involved in the decision
as to whether or not the family/responsible person is notified if appropriate.

If there is any injury resulting in the need for medical treatment, the
Administrator and Resident Care Coordinator should be notified, The
family/responasible person must be notified and report sent to Department of
Social Services Adult Home Specialist.

Any injuries occurring of unknown origin requiring emergency medical
treatment, hospitalization or death must be reported immediately to Local Law
Enforcement and Department of Social Services Adult Home Specialist. This
should be followed by a 24 hour report followed with a 5 day working report both
submitted to DHSR.



Reporting Procedyre: Al staff members who learn of, or have a reasonable
suspiclon of ite ndu ust immedia i RCC & or
Admipistrator

Abuse or neglect will be reported by this designee to the local or state police and/or Adult
Protective Services (APS) Agency as well as the Heaith Care Personnel Registry. Appropriate
family members of the victim must be notified immediately of suspected abuse or neglect. If

suspected abuse or neglect is reported a facility designee wili immediately notify Local Law
Enforcement and Department of Social Services Adult Protective Services Division.

n Follow Up; We take allegations of prohibited conduct seriously. Once the
allegation is reported we will promptly report it to Local Law Enforcement and Department of
Social Services Adult Protective Services Division. Facility management will initlate an

on an involuntary leave of absence or reassign that person to responsibilities that do not
involve personal contact with individuals or residents or employees. To the fullest extent

appropriate authorities, we will endeavor to keep the identity(ies) of the target(s) and the
alleged victim(s) confidential.

If the investigation substantiates the allegation, our policy provides for disciplinary penaities,
including but not fimited to termination of the target’s relationship with our organization.

Retaljiation Prohibited: We prohibit retaliation against anyone, including an employee,

volunteer, board member, resident, or individual, who in good faith reports prohibited conduct.
Retaliation against a participant in the investigation is also prohibited.

Anyone who retaliates 2gainst someone who has made a good faith allegation of prohibited
conduct or who intentionally provides faise information to that affect will be subject to
discipline, up to and including termination.,

ACKNOWLEDGEMENT OF RECEIPT OF CODE OF CONDUCT WITH RESIDENTS including
but not limited to PHYSICAL or MENTAL ABUSE, VERBAL or SEXUAL ABUSE or SEXUAL
ABUSE, SEXUAL MISCONDUCT and MOLESTATION POLICY

I, s acknowledge that I have received and
read the physical or mental abuse and sexual abuse, sexual misconduct and sexual
molestation policy Immediately preceding my signature below. I understand that I
am bound to follow the policy and understand the consequences in the event that I
fail to do so.
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