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Initial Comments

The Adult Care Licensure Section conducted an
annual survey and complaint investigation on May
31, 2023, June 1, 2, 5 and 6, 2023. The complaint
was initiated on April 14, 2023, by the Richmond
County Department of Social Services.

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

10A NCAC 13F .0901 Personal 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 evidenced by:
TYPE A1 VIOLATICN

Based on observations, interviews and record
reviews, the facility failed to provide supervision
far 1 of 6 sampled residents resulting in a

resident eloping from the facility's locked Special
Care Unit (SCU) by accessing an outside porch
through a sitting room at approximately 1:04am
without staff knowledge and being found outside
on the facility grounds approximately 9 hours later
deceased (#6).

The findings are:

Review of Resident #6's current FL-2 dated
02/27/23 revealed:

-Diagnoses include dementia, chronic kidney
disease, bradycardia, hyperlipidemia, status post
pacemaker placement.

-He was ambulatory.

D 000

D 270

Enclosed is the Plan of Correction for Integrity-
Hermitage Retirement Center in

response to this Statement of

Deficiencies. While this document is

being submitted as confirmation of the

facilities on-going efforts to comply with ail
statutory and regulatory requirements, it should
not be construed as an admission or
agreement with the findings and conclusions in
this Statement of Deficiency.
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-He was intermittently disoriented.

-There was documentation he had a history of
wandering behaviors,

-His level of care was Special Care Unit (SCU).

Review of Resident #5's Resident Register dated
02/27/23 revealed:

-He was admitted to the facility on 02/27/23.

-He required assistance with dressing, bathing,
nail care, shaving, correspondence, toileting,
scheduling appointments and orientation to time
and place.

-He was forgetful and needed reminders.

Review of Resident #8's current care plan dated
03/06/23 revealed:

-He had significant memory loss and had to be
re-directed.

-He was independent with ambulation.

Review of Resident #6's Mental Health Provider
(MHP) visit note dated 03/14/23 revealed:
-Resident #6 was seen for a new patient referral.
-Resident #6 was "pleasantly confused and
forgetful®.

-Resident #68's assessment of psychiatric/mental
status revealed thought process: confused and
delayed, forgetful, recent and remote memory
loss, judgement/Insight: poor.

Review of Resident #6's Primary Care Provider
(PCP) visit note dated 03/06/23 revealed:
-Resident #6 was seen as a new patient to
establish with the practice.

-Resident #6 was a transfer from a nearby facility
which did not have a locked unit, and apparently,
he wandered out of the building at some paint.
-Staff denied concerns about Resident #6.

Review of Resident #6's PCP visit note dated

D270

Division of Health Service Regulation

BTATE FORM

L VX011

If continuation sheet 2 of 53




PRINTED: 06/27/2023

FORM APPROVED
__Division of Health Service Requlation
STATEMENT OF DEFICIENCIES (X1) PROVIDER/SUPPLIER/CLIA (X2) MULTIPLE CONSTRUCTION (X3) DATE SURVEY
AND PLAN OF CORRECTION IDENTIFICATION NUMBER: A. BUILDING: COMPLETED
C
HALO77012 Bt 06/06/2023
NAME OF PROVIDER OR SUPPLIER STREET ADDRESS, CITY, STATE, ZIP CODE
138 MALLARD LANE
HERMITAGE RETIREMENT CENTER
ROCKINGHAM, NC 28379
04 1D SUMMARY STATEMENT OF DEFICIENCIES iD PROVIDER'S PLAN OF CORRECTION s
PREFIX (EACH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX (EACH CORRECTIVE ACTION SHOULD BE COMPLETE
TAG REGULATORY OR LSC IDENTIFYING INFORMATION) TAG CROSS-REFERENCED TO THE APPROPRIATE DATE
DEFICIENCY)
D 270 Continued From page 2 D270
04/03/23 revealed:

-Resident #6 was seen as a follow up visit.
-Staff denied any behavioral changes or ¢oncerns
regarding Resident #6.

Review of Resident #6's Incident/Accident report
dated 04/14/23 at 9:51am revealed:

-Found resident on the ground on backside.
-Type of occurrence was elopement/wandering
-Location was documented as outside.

-Vital signs and biood pressure were noted as not
applicable.

-Description of unusual occurrence revealed
"found resident”.

-The PCP and County Department of Social
Services were notified.

Review of Emergency Medical Sarvices (EMS)
encounter document dated 04/14/23 revealed:
-A call was received from the facility at
9:52:54am.

-EMS was dispatched at 9:56:18AM

-EMS was at the patient (Resident #6) at
410:01am

-EMS was called out to the facility for a cardiac
arrest,

-EMS found Resident #86 lying on the ground
supine behind the building.

-Facility staff were doing chest compressions on
Resident #6.

-Resident #86 was cyanotic (bluish or grayish color
of the skin) and had dark coagulated blood
(clotted blood, the process of blood tuning from a
liquid to a gel, forming a blood clot) around his
mouth,

-Resident #6's body was cold to touch.

-None of the facility staff knew when Resident #6
was last seen alive, but staff advised that
Resident #6 did not come to breakfast this
moming at 7:30am.
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-Cardiac monitor was applied and showed
asystole (asystole is the cessation of electrical
and mechanical activity of the heart).

-Time of death was called at 10:04am.
-Resident #6's body was left in the care of the
Special Care Coordinator (SCC).

-EMS departed the scene at 10:12:06am.

Interview with a first shift Kitchen and
Maintenance staff on 04/14/213 at 11:17am
revealed:

~He worked in the kitchen and helped the
Maintenance Supervisor.

-Around 9:40am on 04/14/23 he and the
Maintenance Supervisor saw Resident #8 lying
on the ground and he appeared to be
uNCoNSCIous.

-He did not think Resident #6 was breathing but
he did not actually go up to him.

-When he saw Resident #6 lying on the ground,
he went upstairs to get the Special Care
Coordinator (SCC).

-Two staff members came down the stairs where
Resident #6 was, but he did not know their
names.

-The porch area off the Veranda Room was
usually where the residents smoked.

-He did not think Resident #6 smoked.

Interview with the Maintenance Supervisor on
04/14/213 at 11:24 am revealed:

-He clocked in for his shift around 9:32am.

-He was doing his rounds,

-He and his maintenance assistant went to the
laundry room to talk with the laundry staff.

-He and his maintenance assistant stepped
outside of the laundry facility past a brick pillar
and that was when they saw a resident laying on
the ground

-He alerted two staff who were on an enclosed

D270
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porch above that a resident was on the ground
undemneath the porch.

-He told the 2 staff he did not know who the
resident was but told them he was on the ground.
-He called the Administrator around 9:47am.
-Then everyone started coming outside asking
who was on the ground

Observation of the Veranda Room and parch on
06/02/23 at 3:35pm revealed:

-The Veranda Room door was locked.

-Staff unlocked the Veranda Room door.

-There was a door directly across from the
Veranda Room entrance door which led to a
porch.

-The door leading to the Veranda Room porch
was unlocked and there was no sounding device
when the door was opened.

-The porch was concrete.

-The perimeter of the porch had brick pillars
separated by white wood pickets.

-There was |attice atop the porch rails.

-There were 5 plastic chairs on the porch against
the building wall.

-There were no stairs leading off of the porch.
-From the top of the lattice to the ground was
approximately 16 to 17 feet.

Interview with a day shift Personal Care Aide
{PCA) on 04/20/23 at 5:04pm revealed:

| -She had been employed at the facility since 2018

as a PCA,

-She checked on her residents every 30 minutes
to 2 hours and sometimes, more frequently
depending on the situation.

-If a resident could not be located, she would
notify a supervisor and do a search and the
administrator and 911 are notified if the resident
can't be found.

-She worked on 04/14/23 on the day shift.
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-She was not assigned to Resident #6 but knew
he usually ate breakfast around 8:00am.

-She was told by one of the kitchen staff that 5
residents, including Resident #8 had not come to
the dining room.

-8he went to locate the 5 residents and found all
except for Resident #6.

-She notified the Medication Aide (MA) that she
could not find Resident #86 and the MA continued
passing medications.

-She returned to working with her residents and
later heard Resident #8 was found outside on the
ground downstairs.

-The communication between the current shift
and the on-coming staff at shift change could be
better.

Interview with the day shift MA on 04/14/23 at
41:00am revealed:

-She was the MA in charge on 04/14/23.

-Her shift started at 6:00am.

-She last saw Resident #6 in the hallway on
04/13/23 around 6:00pm when she got off from
her shift.

-Resident #6 liked going into the Veranda Room,
but she was unsure if he used the porch.

“The residents were to be supervised when they
go to the Veranda Room porch to smoke but as
far as residents just going out, she did not think
they required supervision because the porch was
enclosed.

-She received a call from a staff member, and
thay reported a resident on the ground outside.
-Resident #6 was found by the Maintenance
Supervisor and his maintenance assistant.

Second interview with the day shift MA on
04/20/23 at 4:12pm revealed:

-She worked on 04/13/23, 04/14/23 and 04/15/23.
-She last saw Resident #6 on 04/13/23 before

D270
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she got off her shift at 6:00pm.

-Her job description included making sure
everybody was accounted for.

-She did treatments, administered medication,
checked finger stick blood sugars, and made
sure that her staff was doing what they are
supposed to do.

-The staff checked residents every 2 hours,
sometimes every 30 minutes, depending on the
state of the resident.

-If the resident just got out of the hospital or been
to the ED, they were required to have every
30-minute checks.

-When another shift came in and the current shift
was about to leave, the staff was supposed to
walk the hall with the staff member that was
relieving them and ask who ate, who had not
eaten and if someone was sent to the hospital
had a medical emergency, the current staff would
need to let the on-coming staff know.

-They verified on the computer when staff, the
PCAs, completed the residents' ADLs.

-They did not have a logbook.

-Residents got supervised smaoke breaks every 2
hours.

-There was no set time of when residents could
go outside on the porch before the Veranda
Room was locked as a resuit of accident.

-It was the residents' right to be able to go
outside.

-A staff PCA was responsible for Resident #6
starting at 6:00am on 04/14/23.

-If a resident could not be located during
medicine time, she would ask the PCA if they saw
them and then she would do a search.

-She noticed Resident #6 was not in his room for
her medicine check.

-She forgot to give Resident #8 his morning
medication.

D270
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Third interview with the day shift MA on 06/05/23
at 2:43 revealed:

-She was the Supervisor and MA.

-She was responsible for making sure the PCAs
performed and documented their resident tasks.
-The PCAs were to check at the start of each shift
to make sure the residents are accounted for.

-if a resident was missing, she was to be notified
and a resident head count and full search would
be done that included all doors were checked, all
rooms, all resident rooms and zll bathrooms were
checked, if the resident was not found inside then
the immediate outside grounds were checked.
-She was the 1st shift MA on 4/14/23.

-She arrived at work late that day and was behind
on everything.

-Resident #6 was the last resident she had to
administer medication for the 7:00am to 8:00am
medication pass, and she forgot to give his
medication.

-A PCA told her one of the kitchen staff said
Resident #6 did not come to the dining room for
breakfast.

-She thought he was probably in the TV room.
-She had planned to look for Resident #6, but
someone calied her name and she got distracted.
-She should have initiated a search for Resident
#6.

interview with the night shift PCA on 4/20/23 at
7:06pm revealed:

-She worked from 6:00pm 1o 6:00am.

-She had been employed at the facility for about 1
month.

-She was a PCA, and her job description
consisted of providing feeding assistance,
changing, and checking the residents.
Resident #6 was kind of new to the facllity and
he did not communicate with a lot of people and
he kind of did his own thing.

D270
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-She usually checked on her residents every 2
hours, it depended on their needs, such as
needing to be changed.

-She often went to her residents' room and asked
if they needed anything.

-She described the missing resident policy as, if a
resident could not be located, the supervisor was
to be notified and everyone looked for the
resident, if the resident was not found, 911 was
called.

-She was assigned to Resident #6 on 04/14/23.
-Both the oncoming and ending shifts were
supposed to communicate at shift change but
before Resident #6's death, there was not a lot of
communication among the shifts.

-The residents had smoke breaks at 6:45pm,

| 8:45pm and 10:45pm.

-The residents were not supposed to be outside
after the last smoke break. ’
-Resident #8 was usually in the Veranda Room
watching TV.

-On 04/14/23 at 5:00am she walked into Resident
#6's room to check on him and it was very dark,
and she thought he was in there, but she found
out later he was not after Resident #8 was
discovered outside.

Interview with the night shift MA on 04/20/23 at
7:31pm revealed:

-She had been employed at the facility for nearly
3 years.

-Staff were to check the residents every 2 hours,
depending on what the residents had going on.

-if a resident had been in the hospital, they are
supposed to check them every 15 minutes for the
next 24 hours and every 30 minutes for 24 hours
if a resident fell but did not go to the hospital and
they are supposed to document every 2 hours.
-The tacility protocol for a missing resident was to
notify the supervisor when a resident could not be

D270
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found, everybody was supposed to look for the
resident then call the Administrator, even after
hours.

-The staff coming in and the staff ending their
shift were to communicate, for instance, ifa
resident went to the hospital or with a family
member or going to church, staff were to
communicate verbally.

-The last time she saw Resident #6 on 04/14/23
was around 12:30am to 1:00am in the Veeranda
Room.

-Resident #6 was pushing the volume on the TV
and it made a lot of noise.

-Resident #8 usually sat in the Veranda Room
and watched TV.

-The PCA assigned to Resident #6 on 04/14/23
night shift was "kind of new".

-She never received a report from the PCA that
Resident #6 was missing.

-She received a call from the Special Care
Coordinator (SCC) on 04/14/23 around 9:30am
stating what had happened to Resident #6.
-She told the SCC that she last saw Resident #6
between 12:30am and 1:00am in the Veranda
Room.

| Interview with the Assisted Living Resident Care

Coordinator (RCC) on 04/14/23 at 11:18am
revealed:

-Someone called the 1st shift PCA.

-She made her way to where Resident #6 was
found on the ground and once she got there, she
and another staff member started
Cardiopulmonary Resuscitation (CPR) until EMS
arrived.

-When EMS arrived, they hooked Resident #6 to
a cardiac monitor and put the pads on him and he
was flat-lined.

-From her medical experience she knew that
Resident #6 had already passed but she

D270
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continued to do CPR until EMS arrived.

Interview with the Special Care Coordinator
(SCC) on 04/14/23 at 11:31am revealed:

-She had been employed at the facility previously
from 2014 to 2016 or 2017 and had retumed in
2021.

-The last time she saw Resident #6 was an
04/13/23 in the dining room, probably around
lunch time.

-She was notified of what happened to Resident
#B on 04/14/23 when she walked into her office
that morning.

-She heard the medication aide (MA) say "we got
a resident outside".

-She went outside to where Resident #6 was and
saw 2 staff performing CPR on him.

-The 2 staff performed CPR for about 10-15
minutes and EMS arrived.

-EMS hooked Resident #6 to the machine and he
flat-lined (the absence of a heartbeat) and EMS
confirmed Resident #6's death.

-She notified Resident #6's PCP.

-She never saw Resident #6 on the porch but had
seen him in the Veranda Reom.

-The last time she saw Resident #6, she did not
notice any change in his behavior, and nothing
was reported as unusual by the staff.

-The porch off the Veranda Room was where the
residents were allowed to smoke.

-The staff were supposed to supervise and
monitor the residents that went out to smoke.
-The purpose of the staff was to supervise the
residents, so that nabody fell asleep and dropped

| a cigarette or burnt themselves.

Telephone interview with the PCP on 06/06/23 at
10:24am revealed:

-She saw Resident #6 twice at the facility.

-She had not heard from the staff that he was exit
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-Staff had not voiced any concerns about l
Resident #6.

-The facility notified her of Resident #8's death on '
04/14/23 and she described it as a "horrible
accident”.

-She expected all residents of the facility to be
supervised and accounted for.

Interview with a housekeeper on 04/19/23 at
6:20am revealed:

-She usually got to work around 5:00am on her
scheduled days.

-Resident #8 was very withdrawn when he was
first admitted to the facility but had recently just
started to make friends.

-0n 04/14/23, the day Resident #6 went missing,
she was cleaning the Veranda Room.

-She could not remember if she went to the
Veranda Room porch or not, but she said anytime
she went to the porch to get trash from out there,
she would look around and see if she saw
anything out of the ordinary.

-She did not see Resident #8 the day that he
passed away.

-The Veranda Room was locked now since the
incident occurred but was not prior to the incident.

Interview with the Administrator on 04/14/23 at
12:30pm revealed:

-She leamed about what happened to Resident
#6 from the Maintenance Supervisor, who called
her at around 9:51am and said there was a
resident laying outside on the ground near the
laundry room.

-She immediately went out of her office and ran
down the stairs to get where Resident #6 was
found.

-She saw Resident #6 laying there and saw blood
coming out of his mouth and saw that he was not
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breathing.

-She yelled to the Business Office Manager
(BOM) and asked her for assistance with the
resident on the ground.

-The Assisted Living RCC started CPR.

-While the RCC was performing CPR, she called
911 at 9:53am.

-She called the Adult Home Specialist with the
county Department of Social Services after she
called 911.

-She asked the staff when the last time Resident
#B was seen and was told they looked for him
during breakfast.

-She started looking at the security cameras.
-She looked at the security cameras and saw
Resident #6 in the Vleranda Room at 1:00am on
04/14/23 wearing a red jacket.

-Resident #6 was seen in the dining room at
1:03am wearing a red jacket.

-Resident #5 re-entered the Veranda Room and
was seen walking around, he sat down and got

up again and then went out the door to the porch.

-He was wearing the same clothes when he was
found outside on the ground with the red jacket
beside him.

-There was no camera on the porch.

-The camera was motioned activated and only
recorded when there was motion.

-She reviewed cameras of other areas of the
building to see if Resident #6 had come up
somewhere else but did not see Resident #6 on
any other footage.

Review of the Veranda Room camera video on
06/05/23 at 3:34pm revealed:

-Resident #6 was observed walking into the
Veranda Room at 12:48am on 04/14/23, he was
wearing a red jacket and jeans, he sat down and
got up at 1:01am and left the Veranda Room.
-Resident #6 re-entered the Veranda Room
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1:04:32am on 04/14/23 and exited through the
unlocked porch patio door and the door closed
behind him.

-The video resumed recording at 5:38am on
04/14/23 when a housekeeper entered the
Veranda Room and was seen vacuuming.

Second interview with the Administrator on
04/17123 at 11:45am revealed:

-She completed the 24-hour initial investigation
report on 04/17/23.

-She called her staff and interviewed them on
04/14/23.

-No one had notified her that Resident #6 was
missing during their rounds on 04/14/23.
-After the incident, there was discussion with
corporate as to whether the porch area off the
Veranda Room was to remain locked.
-According to the facility's policy, they had to
provide a free open space for residents to go
outside and smoke.

Third interview with the Administrator on 06/06/23
at 8:28am revealed:

-Staff were expected to do a census check at
each shift change.

-Residents were to be checked every 2 hours and
every 15 minutes for 24 hours if they had
returned from the hospital or had a fall.

-If a resident was missing, they were to notify the
supervisor, do a sweep, going from room to

room, including bathrooms, all available staff
were fo participate in the search, if the resident
was not located inside then the search moved to
outside premises and the woods line, if the
resident was still not located, 911 was called as
well as the Department of Social Services and the
family or responsible party.

-Her supervisor checked the cameras periodically
overnight.
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-Staff were expected fo check on residents in the E importance of staff physically seeing |
| 8CU every 2 hours and to report to supervisor if | every resident at least every 2 hours l
anyone was missing. [ and that wandering/missing resident
| ~The supervisor was to monitor every 30 minutes | policy is followed. On April 14, 2023, |
] by walking the SCU haliway and making sure E facility designed and began
| staff were doing their duties. { implementation of an enhanced " l
| -Residents were not to be outside unattended. Resident Tracking System” which 67123
| ~The Veranda Room door had been locked since includes multiple “Touch Points” .
| the 04/14/23 incident with Resident #6. | throughout the day, to increase the
| monitoring of residents throughout the 1
The facility failed to ensure Resldent #6, with a day. Full training of staff on new l
| history of wandering behavior, was supervised. practice was completed on April 17,
I The lack of supervlsit?n resulted in Resident #6 2023. This program ensures that a |
sloping from the facility's locked Special Care resident check will be completed at
| LA Gy Soamale i aieicls porets Wil least every 2 hours for each shift
| sitting room at approximately 1:04am and not throughout the day, with multiple
| being found until approximately 9:40am, when the supervisors reviewing. Care Aide or
| resident was fouﬂd deceased after havlng fallal‘l designee wi" comp!ete “touchpoint“
| from the 18-foot high porch. The facllity's fallure supervision during each shift and
| resulted in serious neglect and serious physical document on the forms provided.
| harm which constitutes a Type A1 Violation. Administrator/AIC, Supervisor in
; charge (SIC), Resident Care
| The facility provided a plan of protection in Coordinator (RCC), or designee will
\ accordance with G.S. 131D-34 an 04/14/23 and monitor forms da"y. Attachment 1
06/06/23 for this violation.
THE CORRECTION DATE FOR THE TYPE A1 |
| VIOLATION SHALL NOT EXCEED JULY 6, 2023. }
D 271| 10A NCAC 13F .0901(c) Personal Care and D2m _
Supervision
|
10A NCAC 13F .0901 Personal Care and 3
| Supervision
(c) Staff shall respond immediately in the case of |
an accident or incident involving a resident to ]
| provide care and intervention according to the |
l facility's policies and procedures. i
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This Rule is not met as evidenced by:
TYPE A2 VIOLATION

Based on record reviews and interviews, the
facility failed to respond immediately when staff
became aware Resident #6 was missing from the
Special Care Unit (SCU).

The findings are:

Review of the facility's Missing Resident Policy
dated 02/01/2005 revealed:

-A resident will be considered missing when
he/she is not in the facility and we cannot verify
their whereabouts; and in addition, there is
reason to be concerned for the resident's safety.
-if the facility discovers a resident is missing, we
will notify the supervisor and all other staff
immediately, perform a quick but thorough search
of the building and the immediate area outside of
the building.

-If the resident is not found, we will immediately
notify North Carolina Project Life Saver
1-800-420-7604 and follow instructions in the
Project Life Savers handbook and any
instructions that are given by them oqver the
phone.

-Natify the resident's family member/responsible
party.

N:h’!fy the county Department of Social Services.
-Cooperate fully with law enforcement and or
authority in charge of search and rescue,
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Review of Resident #6's current FL-2 dated
02/27123 revealed:

-Diagnoses include dementia, chranic kidney
disease, bradycardia, hyperlipidemia, status post
pacemaker placement.

-His level of care was Special Care Unit (SCU).
-He was ambulatory and intermittently
disoriented.

-There was documentation he had a history of
wandering behaviors.

Review of Resident #6's Resident Register dated
02/27/23 revealed:

-He was admitted to the facility on 02/27/23.

-He required assistance with activities of daily
living (ADLs) and was not oriented to time and
place.

-He was forgetful and needed reminders.

Review of Resident #6's current care plan dated
03/06/23 revealed:

-He had wandering behaviors.

-He had significant memory loss and had to be
re-directed.

-He was independent with ambuiation.

Review of Resident #6's Mental Health Provider
(MHP) visit note dated 03/14/23 revealed:
-Resident #6 was seen for a new patient referral.
-Resident #6 was "pleasantly confused and
forgetiul®,

-Resident #5's assessment of psychiatric/mental
status revealed thought process: confused and
delayed, forgetful, recent and remote memory
loss, judgement/insight: poor.

Review of Resident #8's Primary Care Provider
(PCP) visit note dated 03/06/23 revealed:
-Resident #8 was seen as a new patient to
establish with the practice.
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-Resident #6 was a transfer from a nearby facility
which did not have a locked unit,

-Apparently, he wandered out of the building at
some point,

-Staff denied concerns about Resident #6.

Review of Resident #6's PCP visit note dated
04/03/23 revealed:

-Resident #6 was seen for a follow up visit.

-Staff denied any behavioral changes or concerns
regarding Resident #6.

Review of the Veranda Room camera video on
06/05/23 at 3:34pm revealed:

-Resident #6 was seen walking into the Veranda
Room at 12:48am on 04/14/23, he was wearing a
red jacket and jeans, he sat down and got up at
1:01am and left the Veranda Room.

-Resident #6 re-entered the Veranda Room
1:04:32am on 04/14/23 and exited through the
unlocked porch door and the door clesed behind
him.

-The video resumed recording at 5:38am on
04/14/23 when a housekeeper entered the
Veranda Room and was seen vacuuming.

Review of Resident #8's Incident/Accident Report
dated 04/14/23 at 9:51am revealed:

-Found Resident #8 on the ground on backside.
-Type of occurrence was elopement/wandering
-Location was documented as outside.

| -Vital signs and blood pressure were noted as not

applicable.

-Description of unusual occurrence revealed
"found resident".

-Primary care provider (PCP) and the County

| Department of Social Services were notified.

Review of Emergency Medical Services (EMS)
encounter document dated 04/14/23 revealed:
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-A call was received from the facility at
9:52:54am.

-EMS arrived on scene at 9:59:53am.

-EMS was at the patient (Resident #6) at
10:01am

-EMS was called out to the facility for a cardiac
arrest.

-EMS found Resident #6 lying on the ground
supine behind the building.

-Facility staff were doing chest compressions on
Resident #6.

-Resident #6 was cyanotic (bluish or grayish color
of the skin) and had dark coagulated blood
(clofted blood, the process of blood tuning from a
liquid to a gel, forming a blood clot) around his
mouth.

-Resident #6's body was cold to touch.

-None of the facility staff knew when Resident #6
was last seen alive, but staff advised that
Resident #6 did not come to breakfast this
maoming at 7:30am.

-Cardiac monitor was applied and showed
asystole (asystole is the cessation of electrical
and mechanical activity of the heart).

-Time of death was called at 10:04am.

-Resident #6's body was left in the care of the
Special Care Coordinator (SCC).

-EMS departed the scene at 10:12:08am.

Interview with a first shift Kitchen and
Maintenance staff on 04/14/213 at 11:17am
revealed:

-At around 9:40am on 04/14/23 he and the
Maintenance Supervisor saw Resident #8 lying
an the ground and he appeared to be
unconscious.

-He did not think Resident #6 was breathing but
he did not actually go up to him.

Interview with the Maintenance Supervisor on
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04/44/213 at 11:24 am revealed:

-He and his maintenance assistant stepped
outside of the laundry facility past a brick pillar
and that was when they saw a resident laying on
the ground.

-He called the Administrator around 9:47am.

Interview with the night shift Personal Care Aide
{PCA) on 4/20/23 at 7:06pm revealed:

-She worked from 8:00pm to 6:00am.

-She had been employed at the facility for about 4
month.

-She was a PCA, and her job description
consisted of feeding, changing, and checking the
residents.

-Resident #6 was new to the facility and he did
not communicate with a lot of people, and he did
his own thing.

-She usually checked on her residents every 2
hours, it depended on their needs, such as
needing to be changed.

-She described the missing resident policy as, if a
resident could not be located, the Supervisor was
to be natified and everyone looked for the
resident, if the resident was not found, 911 was
called.

-Both the oncoming and ending shifts were
supposed to communicate but before Resident
#6's death, there was not a lot of communication
among the shifts.

~The residents had smoke breaks at 6:45pm,
8:45pm and 10:45pm.

-The residents were not supposed to be outside
after the |ast smoke break and since the passing
of Resident #8, no one goes outside after the last
break.

-Resident #6 was usually in the Veranda Room
watching TV.

-On 04/14/23 at 5.00am she walked into Resident
#8's room to check on him and it was very dark,

pan
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and she thought he was in thers, but she found
out later he was not after Resident #6 was
discovered outside.

Interview with the night shift medication aide (MA)
on 04/20/23 at 7:31pm revealed:

-She has been employed at the facility for nearly
3 years.

-The PCAs were to check the residents every 2
hours, depending on what the residents had
going on.

-The facility protocol was to notify the supervisor
when a resident could not be found.

-Everybody was supposed to look for the resident
then call the Administrator, even after hours.
-The staff coming in and the staff ending their
shift were to communicate verbally, for instance,
if a resident went to the hospital or with a family
member or went ta church.

-The last time she saw Resident #6 on 04/14/23
was around 12:30am to 1:00am in the Veranda
Room.,

-Resident #6 was pushing the volume on the TV
and it made a lot of noise.

-Resident #6 usually sat in the Veranda Room
and watched TV.

-The PCA assigned to Resident #6 on 04/14/23
night shift was "kind of new".

-She never received a report from the PCA that
Resident #6 was missing.

-She received a call from the SCC on 04/14/23
around 9:30am stating what had happened to
Resident #6.

-She told the SCC that she last saw Resident #6
between 12:30am and 1:00am in the Vleranda
Room.

Interview with a day shift PCA on 04/20/23 at
5:04pm revealed:
-She had been employed at the facility since 2018
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as a PCA.

-If a resident could not be located, she would
notify a supervisor and do a search and the
Administrator and 911 were notified if the resident
could not be found.

-She worked on 04/14/23 on the day shift
-She was not assigned to Resident #6 but knew
he usually ate breakfast around 8:00am.

-She was told by one of the kitchen staff that 5
residents, including Resident #6 had not come t0
the dining room.

-She went to locate the 5 residents and found all
except for Resident #8.
-She notified the MA that she could not find

Resident #6 and the MA stayed on the medication
cart.

-She returned to working with her residents and
later heard Resident #6 was found outside on the
ground downstairs.

-The communication between the current shift
and the on-coming staff at shift change could be
better.

Interview with the day shift MA on 04/20/23 at
4:12pm revealed:

-She worked on 04/13/23, 04/14/23 and 04/15/23
on first shift.

-She last saw Resident #6 on 04/13/23 before
she got off at 6:00pm.

-Her job description was to make sure everybody
was accounted for.

-If a resident could not be located, the facility
protocol was ta check all doors, all bathrooms
and other rooms which include the residents'
rooms.

-If not found, then call 911 so that a missing
person report could be completed.

-A staff PCA was responsible for Resident #6
starting at 6:00am on 04/14/23.

-if a resident could not be located during
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medication time, she would ask the PCA if she
had seen them and then she would do a search.
-She noticed Resident #6 was not in his room for
her medicine check.

-She forgot to give Resident #6 his morning
medication.

Second interview with the day shift MA on
06/05/23 at 2:43 revealed:

-If a resident was missing, she was to be notified
and a resident head count and full search would
be done.

-That included all doors were checked, all rooms,
all resident rooms and all bathrooms were
checked, if the resident was not found inside then
the immediate outside grounds were checked.
-She was the 1st shift MA on 4/14/23.

-She arrived to work late that day and was behind
on everything.

-Resident #6 was the last resident she had to
administer medication for the 7:00am to B:00am
medication pass, and she forgot to administer his
medication.

-A PCA told her one of the kitchen staff said
Resident #6 did not come to the dining room for
breakfast.

-She thought he was probably in the TV room.
-She had planned to look for Resident #6, but
someone called her name and she got distracted.
-She did not initiale and search for Resident #6
because she was behind on her medication pass
and was distracted.

-She should have initiated a search for Resident
#6.

Interview with the Resident Care Coordinator
(RCC) on 04/14/23 at 11:18am revealed:
-Someone called the 1st shift PCA.

-The RCC made her way to where Resident #6
was found on the ground and once she got there,
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she and another staff member started
Cardiopulmonary Resuscitation (CPR).

-The RCC and another staff member took turns
doing CPR until EMS arrived.

-When EMS arrived, they hooked Resident #5 to
the cardiac monitor and put the pads on him and
he was flat-lined (the absence of a heartbeat) and
EMS confirmed Resident #6's death.

-From her medical experience she knew that
Resident #6 had already passed but she
continued to do CPR until EMS arrived.

Interview with the SCC on 04/17/213 at 12:30pm
revealed staff did not notify her that Resident #6
was missing or that he was not around at
breakfast time or during the 7:00am medication
pass.

Second interview with the SCC on 06/06/23 at
11:25am revealed:

~There had been no resident elopement prior to
04/14/23.

-If a resident was missing, the supervisor was to
be notified and a search was started, checking all
doors, all rooms and resident's room and
bathrooms.

-if the resident cannot be found then, they were to
check outside.

-If unable to locate the resident, 911, law
enforcement and the Administrator was to be
notified.

-Walking rounds were to be done at each shift
change to account for the residents.

-Walking rounds should have been done on
04/14/23 to account for the residents.

Interview with a day shift MA on 04/20/23 at
6:14pm revealed:

-She normally worked on the front hall (assisted
living).
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-If a resident's whereabouts were unknown, the
supervisor would do a headcount and they would
search for the resident and would contact the
Administrator and call 911 if the resident could
not be found.

-When a resident was unavailable during the
medication pass, they checked locked doors, and
contacted the supervisor to do a head count and
asked everyone to help in the search.

Interview with the Administrator on 04/14/23 at
12:30pm revealed:

-She leamed about what happened to Resident
#B from the Maintenance Supervisor, who called
her at around 9:51am and said there was a
resident laying outside on the ground near the
laundry room.

-She immediately went out of her office and ran
down the stairs to get where Resident #6 was
found.

-She saw Resident #6 laying there and saw biood
coming out of his mouth and saw that he was not
breathing.

-She yelled to the Business Office Manager
(BOM) and asked her for assistance with the
resident on the ground.

-The Assisted Living RCC started CPR.

-While the RCC was performing CPR, she called
911 at 9:53am.

-She called the Adult Home Specialist with the
county Department of Social Services after she
called 911.

-She asked the staff when the last time Resident
#6 was seen and was told they looked for him
during breakfast.

-She started looking at the security cameras.
-She looked at the security cameras and saw
Resident #6 in the Veranda Room at 1:00am on
04/14/23 wearing a red jacket.

-Resident #G was seen in the dining room at
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1:03am wearing a red jacket.

-Resident #8 re-entered the Veranda Room and
was seen walking around, he sat down then got
up again and went out the door to the parch,
-He was wearing the same clothes when he was
found outside on the ground with the red jacket
beside him.

~There is no camera on the porch.

-The camera was motioned activated and only
recorded when there was motion.

-She reviewed cameras of other areas of the
building to see if Resident #6 had come up
somewhere else but did not see Resident #6 on
any other footage.

-She had the Maintenance Supervisor lock the
door to the Veranda Room so the residents could
no longer go out there.

Second interview with the Administrator on
04/17/23 at 11:45am revealed:

-No one had notified her that Resident #6 was
missing during their rounds on 04/14/23.

-She was shocked when she was notified by the
Maintenance Supervisor on 04/14/23 at 9:51am
when he found Resident #6 outside on the
ground.

Third interview with the Administrator on 06/06/23
at 9:28am ravealed:

-Staff were expected to do a census check at
each shift change.

-Residents were to be checked every 2 hours and
every 15 minutes for 24 hours if they had
returned from the hospital or had a fall.

-If staff found a resident was missing, they
notified the supervisor, did & sweep, going from
room to room, including bathrooms, all available
staff were to participate in the search, if the
resident was not located inside then the search
| moved to the outside premises and the woods
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[ line, if resident was still not located, 911 was
called as weli as the Department of Social
Services and the family or responsible party.
-Staff were expected to check on residents in the
SCU every 2 hours and to report to the
Supervisor if anyone was missing.

-The supervisor was to monitor every 30 minutes
by walking the SCU hallway and making sure
staff were doing their duties.

-She had implemented Missing Resident drills
every quarter after the incident with Resident #6
occurred,

-Residents were not to be outside unattended.

| Attempted telephone interview with the night shift
PCA on 06/05/23 at 2:50pm, and 06/06/23 at
11:25am and 4:11pm were unsuccessful.

| The facility failed to immediately respond when

| Resident #6 was missing. When the medication

| aide was alerted that the resident was not present

| at breakfast, the facility failed to perform a search

 of the building and outside of the building.
Approximately 2 hours later the resident was

| discovered outside lying on the ground and was
deceased. This failure resulted in serious physical

| harm and constitutes a Type A2 Violation.

The facility provided a plan of protection in
| accordance with G.S. 131D-34 on 04/14/23 and
[ 06/06/23 for this violation.

THE CORRECTION DATE FOR THE TYPE A2
VIOLATION SHALL NOT EXCEED JULY 6, 2023,

|
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|
|
|
|
importance of staff physically seeing |
| every resident at least every 2 hours
and that wandering/missing resident l
policy is followed. On April 14, 2023,
facility designed and began l
implementation of an enhanced " {
Resident Tracking System" which |
includes multiple "Touch Points" '
throughout the day, to increase the 1
monitoring of residents throughout the
day. Full training of staff on new |
practice was completed on April 17, l
2023. This program ensures that a [
resident check will be completed at
least every 2 hours for each shift i
throughotit the day, with multiple
supervisors reviewing. Care Aide or |
designee will complete "touchpoint”
supervision during each shift and
document on the forms provided. If a {
resident cannot be located, staff should
immediately report this to the SIC or |
designee. Administrator/AlC, l
Supervisor in charge (SIC), Resident |
Care Coordinator (RCC), or designee J
will monitor forms daily. See *
Attachment (1)
A Missing resident/wandering drill was
completed by Administrator on April 18,
2023. Missing/Wandering Resident
drills will be completed by SIC or
designee once a quarter on each shift.
Administrator or designee will monitor
quarterly to ensure completion of drills.
See Attachment (2)

D 273 10ANCAC 13F .0902(b) Health Care D273
Missing/Wandering Resident policy
10A NCAC 13F .0902 Health Care review and training will be included in
(b) The facility shall assure referral and follow-up the orientation process for all new hires |
ning fonyaed J
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to meet the routine and acute health care needs ]
of residents. . |
This Rule is not met as evidenced by: ;
Based on observations, record reviews and i

| Interviews, the facllity failed to ensure physician b . |
notification for 1 of 5 sampled residents (#3) for Lndm;;:g lé?,tlgfégrzz rae:éd:r';tswas |
complaints of a headache, and a positive COVID ‘
. . p scheduled to see PCP on 5/1/23.

Resident was taken to ER on 4/27/23
The findings are: and again on 4/29/23. ER discharge
recommended to followup with PCP
A. Review of Resident #3's current FL2 dated as scheduled on 5/1/23.
04/13/23 revealed: 1
-Diagnoses included dementia. Upon return from ER on 4/30/23, ;

| -He was semi-ambulatory, and he was resident complained about headache

intermittently disoriented. and was given a COVID test by facility '
and tested positive. Facility isolated
Review of Resident #3's Resident Register dated resident per COVID practices and [

| 04/26/23 revealed he was admitted to the facility treated the symptoms, planning to ‘

’ on 04/26/23, meet with PCP the next day.

! - F
Review of Resident #3's Nurses Notes dated Upon admission, PCP has agreed to ' 6/7/23
04/26/23 revealed: have facility submit paperwaork for new |
-The was an entry at 2:00pm that Resident #3 residents upon admission, and PCP

| was a new resident to the hall, had dementia with will accept communication regarding

' behavioral disturbance, walked with a cane, was the resident prior to first face to face |
hard of hearing, orlented to person, intermittently consultation. With a change in
oriented to place and time and needed assistance condition, SCUC/RCC or designee will
with all activities of daily living (ADLs). notify PCP by fax, email or call and
-There was an entry at 6:00pm that the resident document in resident chart and follow |
was coming into the kitchen looking for his sister. recommendations of PCP. .

-The resident was re-directed to the dayroom;

| resident was very confused and was roaming the |

" hall. |

; -There was an entry at 8:00pm that resident was

| still roaming the halls looking for his sister.

Review of Occurrence Report dated 04/29/23 at )
12:00am revealed: |
Division of Health Sarvice Regulation
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-Resident #3 fell and hit his head on the floor,
Resident #3 was bleeding and had a knot on his
head.

-Under Type of Occurrence, fall/sliptfound on floor
was checked.

| ~Location was marked as hallway.
| -The fall was unwitnessed.

-Resident #3 was sent to the Emergency
Department (ED).

-Resident #3's family was notified.
-Resident #3's PCP was notified via fax.

Review of Resident #3's Nurse Notes dated
04/29/23 revealed:

-There was an entry at 3:00am that resident was
found on the fioor in the hall and was sent out,
resident had bleeding from the head and family
was notified.

-There was an entry at 8:45am that the resident
returned from the ED.

Review of a hospital after visit summary dated
4/29/23 revealed:

-Non sutured {aceration care.

-Go to the ED if you have new or worsening
symptoms.

-Imaging Tests done: CT Cervical Spine without
contrast, X-ray Pelvis AP 1 or 2 views.

Review of Resident #3's ED Course and Medical
Decision-making notes dated 04/29/23 revealed:
-History of dementia, presents to ED with facial
laceration status post fall.

-Vital signs unremarkable.

-Patient neuralogically intact baseline on physical
examination.

-Found to have facial laceration repaired as
documented on separate procedure note.
-Superficial skin avulsions bilateral elbows did not
require repair.

D273

Division of Health Service Regulation

STATE FORM

VXo11

If continuation sheet 29 of 53



STATEMENT OF DEFICIENCIES
AND PLAN OF CORRECTION

PRINTED: 06/27/2023
FORM APPROVED

{X1) PROVIDER/SUPPLIER/CLIA
IDENTIFICATION NUMBER:

HALO77012

B.WING

(X2) MULTIPLE CONSTRUCTION
A. BUILDING:

(X3) DATE SURVEY
COMPLETED

C

06/06/2023

NAME OF PROVIDER OR SUPPLIER
HERMITAGE RETIREMENT CENTER

STREET ADDRESS, CITY, STATE, ZIP CODE
138 MALLARD LANE

ROCKINGHAM, NC 28379

(x4) IO
PREFIX
TAG

SUMMARY STATEMENT OF DEFICIENCIES
(EACH DEFICIENCY MUST BE PRECEDED BY FULL
REGULATORY OR LSC IDENTIFYING INFORMATION)

D
PREFIX
TAG

(EACH CORRECTIVE ACTION SHOULD BE
CROSS-REFERENCED TO THE APPROPRIATE

PROVIDER'S PLAN OF CORRECTION X3)

DATE
DEFICIENCY)

D273

Continued From page 29

-No evidence of life-threatening traumatic injury.
-Negative CT of head and cervical spine imaging.
-Appropriate for discharge.

-Should follow with primary care for
re-assessment later this week.

Review of the nurses' natas for Resident #3
dated 04/30/23 revealed:;

-There was an entry with no time documented
that the resident complained of a headache, a
rapid COVID test was administered, and it came
back positive.

- Called and left a message on family member's
answering machine.

-There was a second entry with no time
documented that another family member was
contacted, and the family member said she would
be calling to check on resident.

-There was no documentation, the PCP was
notified of Resident #3's positive COVID test,

Interview with the Supervisor on 06/01/23 at
8:05am revealed:

-She was the on-call supervisor for the weekend
and was in the facility Sunday 04/30/23 in the
moming until about 2:00pm.

-Resident #3 complained of not feeling well, not
wanting to eat and complained of a headache.
-She did a Rapid COVID test because other
residents in the building with COVID complained
of headache as their only symptom.

-The Rapid COVID test was positive.

-8he was not cancerned about Resident 3's
complaint of headache because he had been to
the ED the day before after a fall and had been
checked out and was ok.

-Resident #3 was scheduled to see the primary
care provider (PCP) the following day.

-Since it was the weekend and Resident #3 was
not symptomatic for COVID other than a

D273
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headache, the PCP would be notified the
following day at his visit.

-She last saw Resident #3 in the afternoon
around 2:00 or 2:30pm and he was sleeping.
-She failed to document the time of her nurses'
notes.

Interview with the Administratar on 08/02/23 at
9:54am revealed:

-Resident #3 would be expected to have pain and
bruising after his recent fall.

-She was not concerned about Resident #3's
complaint of headache after a fall and head injury
because he was sent to the ED the day before to
be checked and was ok.

-She would have been concerned about "real
changes", she described as increased confusion
or change in mental status, weakness, changes
in the eye or pupils, fever, then the PCP would
have been contacted and possibly sent back to
the ED.

-There had been cases of COVID in the facility
around 04/30/23 and one of the symptoms had
been a headache.

Interview with the Special Care Coordinator
(SCC) on 06/06/23 at 10:58am revealed:

-If a resident tested positive for COVID, the PCP
was notified, but since Resident #3 tested
positive on Sunday and the only symptom was
headache, he was to see the PCP the following
day.

-It was her understanding that Resident #3's only
symptom of COVID was a headache.

Interview with the night shift Medication Aide (MA)
on 06/01/23 at 11:08am revealed:

-If a resident complained of a headache, they
sometimes notified the PCP.

-Same of the residents with COVID had
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complained of a headache as a symptom.
-Resident #3 had tested positive for COVID but
she was not sure exactly when.
Interview with the on-call Supervisor on 06/02/23
| at 8:18am revealed she did not contact the PCP
the day before when Resident #3 complained of a
headache and tested positive for COVID.
Second interview with the Administrator on
06/06/23 at 10:58am revealed:
-The PCP was always notified of positive COVID
tests.
-Resident #3 had not been seen by the facility's
contracted PCP and was scheduled for his 1st
visit the following day so the PCP was not
contacted.
-8he did not have contact information for
Resident #3's previous PCP.
Telephone interview with the facility’s contracted
PCP on 06/06/23 at 9:59am revealed:
-She was to see Resident #3 on 05/01/23 as a
new patient.
-She was not aware Resident #3 was positive for
COVID.
-She received notification on 05/01/23 that
Resident #3 had expired.
D 338 10A NCAC 13F .0909 Resident Rights D 338
10A NCAC 13F .0909 Resident Rights
An adult care home shall assure that the rights of
all residents guaranteed under G.S. 131D-21,
Declaration of Residents' Rights, are maintained
and may be exercised without hindrance.
This Rule is not met as evidenced by:
TYPE B VIOLATION
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D338 Continued From page 32 D338 Facility did not provide or allow a
resident to smoke the illegal
Based on interviews, record reviews, and substance, marijuana. On the evening
observations, the facility failed to protect a of 5/18/23 the facility management
resident from neglect related to staff providing an suspected that a staff person rehired in
illegal substance to Resident #8 who resided on November 2022 (who passed a drug
| the Special Care Unit (SCU). test prior to being rehired) may have
provided a resident with marijuana. 7117123
The findings are: The administrator questioned the staff
person and the employee stated that
Review of Resident #8's current FL2 dated she did not provide the resident with
09/12/22 revealed: marijuana. The administrator required
-Diagnoses included Parkinson's Disease and the staff person to re-take a drug test,
substance abuse. which the employee agreed to. The
-The recommended level of care was Special employee was immediately placed on
Care Unit (SCU). administrative leave, subject to the
. ; X results of the drug test. The drug test
Review of Resident #'s records revealed: came back positive only for THC, and
-The SCU disclosure statement signed by upon receipt of the test results the
resident's responsible party on 08/01/17. employee was terminated.
~SCU disdasure was signed when resident was The facility provided re-training to all
admitted to assisted living facility. staff as to the facility's zero tolerance
SV BELL pre-acesanivg cephetad o5 DORIVL drug policy. The facility will continue to
- drug test all new employses and
Review of Resident #8's care plan dated 05/30/23 whgnever there is prgbggle cause to
i b g perform an additional test. The facility
bathing and set up and supervised with eatmg. provided re-training on resident rights
Interview with Resident #8 on 06/26/23 at 4:09pm regarding illegal drugs and alcohol.
revealed:
-There was a girl that worked in the SCU that
offered him marijuana.
-He had smoked marijuana on the porch outside
of the Vleranda room.
-He had smoked marijuana with staff in the SCU
at night.
-A staff member had bought him $10.00 worth of
marijuana on two different occasions.
Interview with Resident #8 on 06/05/23 at
10:30am revealed:
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Continued From page 33

-Staff members smoked marijuana on the SCU
porch at night.

-A staff member gave him marijuana but he could
not remember her name.

-Another staff member found the marijuana in his
drawer and took it.

Interview with the Supervisor on duty at the time
of the incident on 06/05/23 at 2:35pm revealed:
-She was not aware of how Resident #8 obtained
the marijuana.

-Another staff member found the marijuana and
took it from Resident #8.

-She called the Administrator and informed her
about the incident.

Interview with the Special Care Unit Coordinator
on 08/05/23 at 2:26pm revealed:

-She was told a staff member caught Resident #8
with marijuana and took it from him,

-She thought staff gave the marijuana to the
Administrator,

-She did not investigate the incident.

Interview with the Administrator on 06/05/23 at
3:10pm revealed:

-On 05/18/23, the Supervisor on duty of the SCU
called and told her Resident #8 had been caught
with marijuana,

-Staff G was sent home because she was
suspected of giving the marijuana to Resident #8.
-When she arrived at work the following day there
was marijuana on her office floor, where staff had
slid it under her door.

-A staff member told her that she did not give
Resident #8 the marijuana and she did not know
how he got it.

-She asked the Staff G to submit to a drug test
and the drug test was positive for marijuana.

D 338
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Continued From page 34

Telephone interview with Staff G on 06/06/23 at
10:45am revealed:

-She called her brother who came to the facility
and sold $10 worth of marijuana to Resident #8.
-She did not smoke the marijuana with the
resident,

-All the staff members on the SCU on the 3rd
shift smoked marijuana on the porch of the
facility.

-On the night when a resident was found outside
on the facility grounds deceased, the staff
assigned to manitor him had been outside
smoking marijuana during 3rd shift.

-She agreed to take & drug test and was never
given the results.

The facility failed to protect Resident #8 from
neglect by providing and allowing him to smoke
marijuana. Resident #8, resided on the SCU and
diagnoses included Parkinson's Disease and
substance abuse. This was detrimental to the
health, safety and welfare of Resident #8 and
constitutes a Type B Violation.

The facility provided a plan of protection in
accordance with G.S. 131D-34 on 06/26/23 for
this violation.

THE CORRECTION DATE FOR THE TYPE B
VIOLATION SHALL NOT EXCEED JUNE 8,
2023.

10ANCAC 13F ,1205 Health Care Personnel
Registry

10ANCAC 13F .1205 Health Care Personnel
Registry

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

D 338
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This Rule is not met as evidenced by:

Based on record reviews and interviews the
facility failed report allegations of neglect and
abuse to the Health Care Personnel Registry
(HCPR) for 2 of 2 staff (Staff G and Staff F).

The findings are:

1. Review of Resident #8's current FL2 dated
08/12/22 revesled diagnoses included
Parkinson's Disease, seizure disorder,
schizophrenia, anxiety, chranic pain, essential
hypertension, and substance abuse.

Review of Resident #8's care plan dated 05/30/23
revealed he required limited assistance with
eating and bathing.

Review of Staff G's Persenal Record revealed the
following:

-She was hired as a PCA on 01/24/20.

-Facility completed a criminal background check
on Staff G on 01/24/20.

-There was documentation of 20 hours of Special
Care Unit (SCU) training on 04/04/08, three hours
of SCU training on 01/20/20. and thrae hours of
SCU training on 01/24/20.

Interview with Resident #8 on 05/26/23 at 4:09pm
revealed the following:

-There was a girl that worked on the SCU that
offered him marijuana.

-He had smoked marijuana on the porch outside
of the Veranda room.

-He had smoked marijuana with staff in the SCU
at night.

D438
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Interview with Resident #8 on 06/05/23 at
10:30am revealed:

-A staff member gave him marijuana but he could
not remember her name.

-A staff member found the marijuana in his
drawer and took it.

-He did not know what the staff member did with
the marijuana after she took it from his room.

Interview with the SCU Coordinator on 06/05/23
at 2:25pm revealed:

-She was told a staff member caught Resident #8
with marijuana and took it from him.

-She thought staff gave the marijuana to the
Administrator.

-The Administrator conducted an investigation,
she was not sure of the outcome.

Interview with the Supervisor on 06/05/23 at

| 2:35pm revealed:
| -She was not aware of how Resident #8 got the
| marijuana.

-A staff member found the marijuana and took it
from Resident #8.

-She called the Administrator and informed her
about the incident.

-The Administrator did an investigation, she was
not aware of the outcome.

-She did not witness staff members smoking
marijuana at the facility.

Interview with the Administrator on 06/05/23 at
3:10 pm revealed:

-On 05/18/23, the Supervisor on shift of the SCU
called and told her Resident #8 had been caught
with marijuana.

-Staff G was sent home because she was
suspected of giving the marijuana to Resident #8.
-When she got to work the following day there
was marijuana an her office floor, staff had slid it

D438
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under her door.

-Staff told her that she did not give Resident #8
the marijuana and she did not know how he got it.
-She informed Staff G not to return to work until
she completed an investigation,

-She asked the Staff G to take a drug test, staff
member agreed to take the test,

-Staff G's drug test was positive for marijuana.
-She sent the staff member a text message
informing her not to return for her shift,

-She did nat notify the Health Care Personnel
Registry about the incident.

Telephone interview with the Staff G on 06/06/23
at 10:45am revealed:;

-All the staff members on the SCU on the 3rd
shift smoke marijuana on the porch of the facility.
-She called her brother who came to the facility
and sold $10 worth of marijuana to Resident #8.
-She was put on leave by the Administrator after
the incident was reported.

-She was terminated from her position at the
facility after failing the drug test.

Attempted interview with Resident #8's Power of
Aftorney on 06/06/23 at 9:35am was
unsuccessful.

2. Review of Resident #7's current FL-2 dated
08/29/22 revealed diagnoses included acute
respiratory failure, COVID-19 pneumonia, acute
kidney injury, chronic kidney disease, epilepsy,
hypertension, pan lobar emphysema, depression,
and cerebral vascular accident.

Review of Staff F's employee record revealed she
was hired on 12/15/21 as a personal care aide
(PCA).

Review of Resident #7's progress note dated
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05/03/23 revealed:

~The resident took a pair of scissors from the hati,
refused to give them to staff and threw them
under his closet door.

-The medication aide (MA) used a ruler to get the
scissors from the under the closet door using a
ruler.

-Resident #7 attempted to move toward the MA in
the room and the personal care aide ( PCA) pulled
him back in his wheelchair.

-The resident was trying to hit the PCA as she
pulled him in his wheelchair out of the room.
-Neither the MA nor the PCA hit Resident #7.

Review of an intemnal investigation report for
Resident #7 dated 05/03/23 revealed:

-Staff F came to the office and said Resident #7
had taken a pair of scissors that she could not get
back from him.

-Staff F asked for help from other staffin getting
the scissors because Resident #7 was always
saying something about her,

-A MA went to assist Staff F.

-A staff called out for assistance because
Resident #7 was trying to fight Staff F and the
MA.

-The Administrator went to see what was
happening, but the incident was over by the time
she arrived.

-Resident #7 told her Staff F and the MA tried to
jump him in his room.

-Staff F said she remained at the door of the
resident's room and did not hit him.

-The family member came to the facility and
called local law enforcement.

-The Administrator and the law enforcement
officer reviewed the camera footage.

-The investigation was closed with nething to
support the accusations.
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Observation of facility camera footage dated
05/03/23 revealed:

-At B:48am, Staff F walked to Resident #7 doar
where the resident was sitting in a wheelchair.
-AMA was in the hallway at the door next to the
resident.

-Staff F moved the resident’s right arm and pulled
the wheelchair back out of the doorway and into
the hall.

-The MA went into the resident's room.

-Resident #7 began swinging his arms upwards,
sitting forward and then back.

-Staff F grabbed the resident's shoulder and shirt
to prevent him from going forward.

-The resident then began propelling the
wheelchair down the hall and Staff F walked
toward the resident's room.

Telephone interview with Resident #7's family
member on 06/05/23 at 3:14pm revealed:

-The resident came to her house and told her
Staff F went into his room, choked, and hit him.
-She told the Administrator and called local law
enforcament.

-The law enforcement officer told her the camera
footage did not substantiate the accusations
against Staff F.

-The resident could be very difficult to deal with
and was very hard of hearing.

-He also had a stroke which had affected how he
remembered and understood things.

-She believed what he told her because he had
scratches on his arm, neck and back.

Telephone interview with Staff F on 06/06/23 at
10:52am revealed:

-Resident #7 was difficult to provide care and
assistance to.

-If Resident #7 was out of cigarettes, he tended to
make accusations against staff who did not
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provide him with a cigaretts.

-She was trained to walk away, let the situation
calm down and get a supervisor when a resident
was agitated and when she was frustrated or
angry.

-She and the MA were trying to get a pair of
scissors Resident #7 took from the haliway.

~He had thrown the scissors under his closet
door.

-She was moving his wheelchair to allow the MA
access to his room to obtain the scissors.

-She did not think she handled the resident
roughly.

-She did not hit or choke the resident.

-She was trying to keep him from hurting himself
by throwing himself out of his wheelchair.

Interview with the Administrator on 06/05/23 at
2:08pm revealed:

-She became aware of the incident with Staff F
and Resident #7 because the farnily member
came to the facility and called local law
enforcement on 05/03/23.

-The family member accused Staff F of jumping
the resident in his room and choking him.

-She immediately viewed the camera footage and
showed the law enforcement officer as well.
-She saw Staff F try to keep the resident from
hitting staff and throwing himself out of the
wheelchair.

-She completed an internal investigation by
reviewing the camera footage and interviewing
Staff F and the MA.

-She did not complete and send a 24 hour initial
report and 5 day investigation to the HCPR
because she did not think anything happened.
-She thought 24 hour initial reports and 5 day

| investigations were completed and sent to the

HCPR when allegations were substantiated.
-She was responsible for completing 24 hour
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initial and 5 day investigation reports for the
HCPR.

D453 10ANCAC 13F .1212(d) Reporting of Accidents
and Incidents

10A NCAC 13F 1212 Reporting of Accidents and
Incidents

(d) The facility shall immediately notify the county
department of social services in accordance with
G.S. 108A-102 and the local 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 evidenced by:

Based on interviews and record reviews, the
facility falled to notify the county Department of
Social Services and the local law enforcement
authority of abuse for 1 of 3 sampled residents
(Resident #8).

The findings are:

Review of Resident #8's current FL2 dated

| 09/12/22 revealed diagnoses included

| Parkinson's Disease, sefzure disorder,

| schizophrenia, anxiety, chronic pain, essential
hypertension, and substance abuse.

Review of Resident #8's care plan dated 05/30/23
revealed he required limited assistance with
eating and bathing.

Interview with Resident #8 on 05/26/23 at 4:09pm
revealed:
~There was a girl that worked in the special care

D 438

D 453

The facility will perform an in-service to
leadership to include resident rights, policy
on drug free facility, and the reguiations ' 7118/23
regarding Healthcare Personnel Registry |

on 7/18/23 ,

Administrator or designee will report ]
required information to Healthcare
Personnel Registry
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unit that offered him marijuana.

-He had smoked marijuana on the porch outside
of the Veranda room.

-He had smoked marijuana with staff in the
special care unit at night.

Interview with Resident #8 on 06/05/23 at
10:30am revealed:

-Staff members smoked marijuana on the special
care unit porch at night.

-A staff member gave him marijuana but he could
not remember her name,

-A staff member found the marijuana in his
drawer and took it,

-He did not know what the staff member did with
the marijuana after she took it from his room,

Interview with the Special Care Coordinator on
06/05/23 at 2:25pm revealed:

-She was told a staff member caught Resident #8
with marijuana and took it from him.

-She thought staff gave the marijuana to the
Administrator.

-The Administrator conducted an investigation,
she was not sure of the outcome.

Interview with the Shift Supervisor at the time of
the incident on 06/05/23 at 2:35pm revealed:
-She was not aware of how Resident #8 got the
marijuana.

-A staff member found the marijuana and took it
from Resident #8.

-She called the Administrator and informed her
about the incident.

-The Administrator did an investigation, she was
not aware of the outcome.

-She did not witness staff members smoking
marijuana at the facility.

Interview with the Administrator on 06/05/23 at

D 453
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3:10pm revealed:

-On 05/18/23, the Supervisor on shift of the SCU
called and told her Resident #8 had been caught
with marijuana.

-Staff G was sent home because she was

-When she got to work the following day there
was marijuana an her office floor, staff had slid it
under her door.

-A Staff member told her that she did not give
Resident #8 the marijuana and she did not know
how he got it.

-She informed Staff G not to retum to work until

! she completed an investigation,

~She asked the Staff G to take and drug test and
the drug test was positive for marijuana.

-She sent the staff member a text message
texted informing her not to return for her shift.
-She did not notify the county department of
social services or law enforcement about the
Incident.

Telephone intarview with Staff G an 06/06/23 at
10:45am revealed:;

-All the staff members on the SCU on the 3rd
shift smoke marijuana on the porch of the facility.
-She called her brother who came to the facility
and sold $10 worth of marijuana to Resident #8.
-She did not emoke the marjjuana with the
resident.

-She agreed to take a drug test and was never
given the results.

Attempted interview with Resldent #8's Power of
Attorney on 06/06/23 at 9:35am was
unsuccessful.

D 462 10A NCAC 13F .1305 Special Care Unit Policies
And Procedures

suspected of giving the marijuana to Resident #8.

l
( =

The facility will perform an in-service
to leadershlip to inciude resident rights,
policy on drug free facility, and the
regulations regarding reporting
incidents to DSS and local law
Enforcement. Training will be
completed on 7/18/23

Administrator or designee will report
required information to Healthcare
Personnel Registry and DSS

D 462
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10A NCAC 13F .1305 Speciai Care Unit Polices
And Procedures

The facility shall assure that special care unit
policies and procedures are established,
implemented by staff and available for review
within the facility. In addition to all applicable
policies and procedures for adult care homes,
there shall be policies and procedures that
address the following:

(1) the philosophy of the special ears unit which
includes a statement of mission and objectives
regarding the specific population to be served by
the unit which shall address, but not be limited to,
the following;

(a) safe, secure, familiar and consistent
environment that promotes mobility and minimal
use of physical restraints or psychotropic
medications;

(b) a structured but flexible lifestyle through a
well developed program of care which includes
activities appropriate for each resident's abilities:
(c) individualized care plans that stress the
maintenance of residents' abilities and promote
the highest possible level of physical and mental
functioning; and

(d) methods of behavior management which
preserve dignity through design of the physical
environment, physical exercise, social activity,
appropriate medication administration, proper
nutrition and health maintenance;

(2) the process and criteria for admission to and
discharge from the unit;

(3) a description of the special care services
offared in the unit;

(4) resident assessment and care planning,
including opportunity for family involvement in
care planning, and the implementation of the care
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plan, including responding to changes in the
resident's condition;
(5) safety measures addressing dementia
specific dangers such as wandering, ingestion,

| falls and aggressive behavior:

! {6) staffing in the unit;

| (7) staff training based on the special care needs
of the residents;

' (8) physical environment and design features
that address the needs of the residents;

‘ (9) activity plans based on personal preferances

I and needs of the residents;

| {10) opportunity for involvement of families in

| resident care and the availability of famity support
programs; and

' {11) additional costs and fees for the special care

1 provided.

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

[ Based on observations, interviews and record

| reviews, the facilty failed to establish and
implement a safety palicy of monitoring unlocked

l exit doors on the special care unit (SCU) where

| one door without an alarm led to a porch

approximately 16 feet above the ground and a

second door locked from the outside with no

means of re-entry once the door closed.

| The findings are:

l Review of the facilty's undated policy and

| procedure for the special care unit (SCU)
provided in response for safety and monitoring of
exit doors and outside enclosures on or attached
to the SCU revealed:

| ~The SCU was developed for the task of caring

D462

On June 5, 2023 a new alarm was l
added to the left hall exit door that
continuously alarms requiring staff to
deacftivate after staff monitor courtyard
to ensure no residents are outside
unattended.

6/7/23

|

|

i

|

|

I
Veranda living room door was locked |
on April 14, 2023 and will remained !
locked. f
|

{

|

|
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for residents with Alzheimer's.

-The SCU provided a safe, secure and
stimulating environment for residents.

~There was a secure courtyard as part of the SCU
community.

-Staff received training regarding activation of the
fire alarm system and the door locking system
would no longer be operational.

-All exits from the facility were constantly
monitored and there was an accounting for each
resident during an emergency.

-The SCU doors were equipped with magnetic
door locks.

-The outside area was enclosed by a six foot
fence and had a magnetic door lock on the exit
gate in the courtyard.

-There was no documentation of the facllity's
policy for unlocked exit doors.

-There was ne documentation of the facility's
policy for monitoring residents in outside
enclosed areas.

1. Review of Resident #8's current FL-2 dated
02/27/23 revealed:

-Diagnoses include dementia, chronic kidney
disease, bradycardia, hyperlipidemia, status post
pacemaker placement.

-He was ambulatory and intermittently
disoriented.

-There was documentation of wandering
behaviors,

-His level of care was Special Care Unit (SCU).

Review of Resident #6's Resident Register dated
02/27/23 revealed:

-He was admitted to the facility on 02/27/23.

-He required assistance with dressing, bathing,
nail care, shaving, correspondence, toileting,
scheduling appointments and orientation to time
and place.
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-He was forgetful and needed reminders.

Review of Resident #6's current care plan dated
03/06/23 revealed:

-He had wandering behaviors.

-He had occasional incontinence {less than daily)
of bowel and bladder.

-He had significant memory loss and had to be
re-directed.

-He was independent with ambulation.

Review of Resident #6's primary care provider
(PCP) visit note dated 03/06/23 revealed:
-Resident #6 was seen as a new patient to
establish with the practice.

-Resident #6 was a transfer from a nearby facility
which did not have a locked unit, and apparently,
he wandered out of the building at some point.

Review of the Veeranda Room camera video on
06/05/23 at 3:34pm revealed:

-Resident #6 was seen walking into the Veranda
Room at 12:48am on 04/14/23, he was wearing a
red jacket and jeans, he sat down and got up at
1:01am and left the Veranda Room.

-Resident #6 re-entered the Veranda Room
1:04:32am on 04/14/23 and axited through the
unlocked porch door and the door closed behind
him.

-There was no footage of Resident #6 re-entering
the facility.

-The video resumed recording at 5:38am on
04/14/23 when a housekeeper entered the
Veranda Room and was seen vacuuming.

-The camera video was motion activated and only
recorded when there was motior in the room.

Interview with a night shift personal care aide
(PCA) on 04/18/23 at 5:12am revealed:
-She had been employed at the facility as a PCA
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for 1 year.

-The latest the residents could go outside to the
Veranda Room porch was 10:45pm, whether it
was a regular break or a smoke break,

-When the residents go to smoke on the Veeranda
Room porch, they were to be supervised.

Interview with a day shift medication aide (MA) on
04/14/23 at 11:09am revealed:

-The residents were supposed to be supervised
for smoke breaks on the Veranda Room porch.
-As far as residents just coming out on the porch,
she did not think they required supervision
because the porch was closed in.

Interview with a night shift PCA on 04/20/23 at
7:06pm revealed:

-She has been employed at the facility for 1
month as a PCA.

-The residents on her shift were allowed smoke
breaks at 8:45pm, 8:45pm and the last smoke
break was 10:45pm.

-The residents are not supposed to be outside
after the last smoke break,

Second interview with a day shift MA on 04/20/23
at 4:12pm revealed:

-The residents were permitted smoke breaks
every 2 hours.

-There was no set time when residents could go
out to the Veranda Room porch when it was
accessible.

-It was the residents' right to go outside.

Intetview with a day shift PCA in the SCU on
04/20/23 at 5:50pm revealed:

-The residents were permitted smoke breaks
avery 2 hours.

-The 1st smoke break of the day was at 8:45am.
-The last smoke break was at 10:45pm.
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-The staff was required to sit outside with the
residents when they smoked,

-Even when the residents were not smoking and
on the porch, she would sit outside with them.

Interview with a second day shift PCA on the SCU
on 4/20/23 at 4:24pm revealed:

| -The residents took smoke breaks on her shift

starting at 8:45am.
-The last smoke break was at 10:45am.
-She said when certain residents go to the porch,

| they were to be supervised.

Interview with third day shift PCA on the SCU on
04/20/23 at 4:43pm revealed when the residents
took breaks on the Veranda Room porch, they
had to go outside with them alt the time when
they smoked.

Interview with the Administrator on 04/14/23 at
12:30pm revealed:

-Resident #8 was wearing the same clothes
when he was found outside on the ground with
the red jacket beside him.
-There was no camera on the porch off of the
Veranda Room.

-The camera was motioned activated and only
recorded when there was motion.

-She reviewed cameras of other areas of the
building to see if Resident #8 had come up
somewhere else but did not see Resident #6 on
any other footage.

-She had the Maintenance Supervisor lock the
door to the Veranda room so the residents could
no longer go out there.

2nd interview with the Administrator on 08/06/23
at 9:28am revealed;

-Staff were expected to do a census check at
each shift change.
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-Residents were to be checked every 2 hours and
every 15 minutes for 24 hours if they had
returned from the hospital or had a fall.
-Residents were not to be outside unattended.
-The Veranda Room door had been locked since
the 04/14/23 incident with Resident #6.

Observations of the Vieranda Room on 06/02/23
at 3:35pm revealed:

-The entrance door to the Veranda Room was
locked.

-Staff unlocked the door with a key.

-There was an unlocked exit door across the
room from the entrance door.

-There was no sounding device on the exit door.
-The exit door led to a balcony (at the back of the
puilding) with brick topped with lattice around the
perimeter.

-The porch was approximately 16 feet from the
ground.

Interview with a medication aide (MA) on
06/02/23 at 3:35pm revealed:

-The Veranda Room was kept locked since the
incident with Resident #6 (04/14/23).

-Residents on the SCU used to be able to go out
on the porch off the Veranda Room to smoke.
-The door to the balcony did not lock.

-She declined to answer if the unlocked doors on
the SCU were monitored by staff.

-Staff knew when residents went out on the porch
off the Veranda Room when it was kept open.
-She did not have an answer for how staff knew
when residents went out on the porch off the
Veranda Room.

2. Interview with the Administrator on 06/02/23 at
4:00pm revealed:

-The left hall exit door on the SCU was always
unlocked for residents to have access to outside.

D 462
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-The gate outside was kept locked.

-Staff were responsible for accompanying
residents outside via the left hall exit door. (The
left hall exit door locked from the outside.)

-She did not know if staff routinely monitored the

-She thought the outside area was a safe area
because it was enclosed with a locked gate.
-She did not have a policy and procedure
implemented for safety monitoring of untocked
SCU doors and related outside areas.

Observations of the left hall exit door on the
special care unit (SCU) on 06/01/23 from
11:20am until 11;24am revealed:

-The exit door was unlocked with a sounding
device that was activated upon opening the door.
-The sounding device de-activated once the exit
door closed.

-The exit door led to a balcony (at the side of the
building) with a concrete ramp going down to a
large outside area (side and center of the
building) that was enclosed with a locked gate.
-The exit door locked, once shut, from the outside
with no means of re-entry or alerting staff.

-The balcony was approximately 7 feet from the
ground and had a picket fence installed around
the inside perimeter.

-Staff did not respond to sounding device and
surveyor outside of building.

-Staff had to be contacted by phone for re-entry.

Interview with a personal care aide (PCA) on
06/01/23 at 11:24am revealed:

-The left hall exit door was kept unlocked.

-The door locked from the outside.

-Staff did not monitor the exit door because it had
a sounding device on it to alert staff when
someone went out the door.

-She did not hear the alarm when the door was

outside area for residents who may be locked out.
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opened at 11:20am.

Observations of the left hall exit door on the
special care unit (SCU) on 06/01/23 from 2:32pm
until revealed:

-There was no staff on the left hall of the SCU.
-The left hall exit door was opened and the
sounding device was activated long enough for
someone to step outside onto the balcony.

-The sounding device de-activated once the door
was closed.

-No staff responded to the sounding device of
checked the outside area.

[Refer to Tag 270, 10A NCAC 13F .0901(b)
Personal Care and Supervision]

The fagility failed to establish and implement a
safety policy for monitoring the special care unit's
(SCU) unlocked and locked exit doors. The
facility's failure resulted in a door without an alarm
leading to a porch approximately 16 feet above
the ground and a second door locked from the
outside with no means of re-eniry once the door
closed not being monitored which placed
residents on the SCU at risk for falls, prolonged
exposure to outdoor elements and injury. The
facility's failure was detrimental to the heaith,
safety, and welfare of the residents on the SCU
and constitutes a Type B Violation.

The facility provided a plan of protection in
accordance with G.S, 131D-34 on 06/06/23 for
this violation.

THE CORRECTION DATE FOR THE TYPE B
VIOLATION SHALL NOT EXCEED JUNE 6,
2023.
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Integrity Resident Census and Tracking Practice
INTRODUCTION:

As caregi\;ers for vulnerable adults, adult care home staff have a crucial responsibility to
help eﬁsure the safety and well-being of our residents. The safety and well-being of our
residents is of the utmost importance. Implementing policies to track each resident's
location throughout the day can help identify incidents such as a possible elopement.

It is essential to have practices in place that help ensure the safety of all residents. By
eﬂ'ectivély implementing these practices, adult care home staff can help provide a safe
and secure environment for our residents while also offering peace of mind to their
families and loved ones. By prioritizing the safety and security of our residents through
these measures, adult care home staff will create a supportive and protective
environment that helps promote the safety and well-being of all.

NC regulations mandate that facility staff determine that all residents are present at the
facility at least every two hours. During the day there are many natural “touch points”
when an adult care home provides direct service to every resident. This includes but is
not limited to three meals every day, three snacks every day, physician ordered
treatments, and/or assistance with medication management. These “touch points" are
the foundation of tracking the presence of all residents and can be supplemented by
other census checks to make sure the resident is bresent and accounted for.

At all times, there is either an administrator, administrator-in-charge (AIC), or
supervisor-in-charge (SIC) responsible for supervision of the overall facility including
resident care. This individual's responsibility includes compliance with state regulations
and standards, managing staff, overseeing resident care, maintaining recordkeeping,
and communicating with residents and family members. The responsible administrator-
in-charge (AIC) or supervisor-in-charge (SIC) for each of the three shifts is responsible
for documenting that this census and tracking practice is followed.



Page 2 — Integrity Census and Tracking Practice
DAILY DOCUMENTATION:

Every day the following documents will be completed at all facilities:

1. Midnight Census

PURPOSE: To document where all residents of a facility are at 11:59 PM. This document

is used for Medicaid documentation purposes including Room and Board and Personal
Care Services (PCS).
2. Meal-Time Census

PURPOSE: To document at Breakfast, Lunch, and Dinner where every resident of the
facility is located at the documented meal-time. Also, we must document whether or not
‘the resident chose to eat the meal and if they chose not to eat the meal, the reason.

3. Snack-Time Census

PURPOSE: To document at the three snack times where every resident of the facility is
located at the documented snack time.
4, Specific Three Shift Other Census Check Times (one page for each shift)
PURPOSE: To document at the designated times for each shift where every resident of
the facility is located.
Other daily documented times for observing residents include times médications or
treatments are scheduled to be given and excellent “touch-points”. However, ‘
medicatibn and treatments are not included in this practice and are covered by standard
policies and practices for Medication Administration Recordkeeping. When any resident
is not present to receive their medication or treatment, this needs to be immediately
communicated to the Administrator; AIC, or SIC.

Each of these four types of tracking forms are reviewed and signed off daily by the AIC
or SIC responsible for the practice during each shift. It is critical and absolutely
méndatory that the AIC and/or SIC specifically review the census check practice that
occurred on their shift and sign off on the documents at the designated signature
location.

If any staff person has any questions regarding this practice, they need to immediately
contact their supervisor or administrator. If any staff person does not feel that this policy
is being followed as it has been defined, they should call the Integrity corporate phone
number at 1-844-878-6762 or call the toll free Engage hot line and request that a

corporate executive return their call. 4/14/2023
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Post Wandering Query
Quality Improvement (QI) Program

Definitions of Wandering:

Special Care Unit: Any incident where a resident leaves the secured memory care area of the community or the
secured courtyard, unescorted, with or without injury.

Assisted Living: Any incident where a resident leaves the interior of the assisted living portion of the community;
unescorted or unsupervised, with or without injury, when it has previously been determined that he/she needs

supervision.

Namef/Title Community Name

Type of Community (AL or SCU)

Resident's name Date of Move-in

Date of Wandering Time of Wandering

Resident's Diagnosis:

What Happenes?

When was it determined that the resident was missing (iime of day)?
Wha initiaily deternined the resident to be missing?

How did the associate become aware the resident was missing?

When was the resident last seen?

Do we know if the resident followed an associate/visilor out of the door?

Whare was the resident located? (How far from tha community?)
Was it necessary 1o notify the police or was tha resident found within a reasonable time trama?

Whao located the resident?
What time was the resident located?
Was the resident assessed for injuries and sent out to ER to be evaluated?

Was the resident injured? [ Yes [|No [f so. haw?

What were the resident’s vital signs when located?

Could the resident state where they were going and what were any comments made by the resident upon
returning?
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Were all our systems in place?

If the time of the wandering is unknown--were the care associates performing resident checks every two (2) - four
{4} hours or following a ‘points of contact’ standard during the course of a day for a resident that includes:

e ADL care and toileting » Resident programming

s Meals and snacks « Night checks and assist with toileting as needed

o Medication administration times

What actions were taken as soon as the resident wag determined to ba missing?

Who was notified of the elopement and when? (Family/responsible party, physician, Administrator/Operations
Manager, Corporate support)

Was the security system functioning properly?

Have you run a security report to ensure equipment working properly and to determine how often and when the
doors have been opened?

Was the security pass code given out to anyone other than associates?

Did you check the windows and screens?

Were the courtyard gates locked?

What is going on with the resident?

Was there any resident specific information gathered from the initial move-in evaluation/assessment that would
have been helpful to understand the potential for wandering from the community (e.g., Resident has a history of
regular alcohol use and may be more likely to leave the communily without signing out fo purchase aicohol for

' their apartment).

Has the resident been seeking exits and If yes what interventions had you tried to reduce the exit seeking?
Have there been any recent changes in condition?

Has the resident had any recent mood or behavioral changes?

Have there been any recent ilinesses or infections?

What medications is the resident taking and have there been recent medication changes?

Has this resident wandered before?

What is the plan now?

What is the plan of action to keep the resident safe 24/77

Is an SCU a more appropriate setting for the resident?

Is there a plan to transfer to a secured community?

Have we begun a conversation with the family/responsible party re. the possibility of a need to transfer to a more
secured setting?

What is the response to that plan from the family/responsible party?
Did we suggest the resident have a companion 24/7 until he/she adjusts to the new environment?

What programmatic interventions have been put into place?
Was a 30 day notice issued?

PRIVILEGED AND CONFIDENTIAL: The information contained in this query is for internal quality
assurarice purposes only.
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MANAGEMENT

Policy Name: Missing Resident Drills Policy Effective Date: 04/2023

Category/Sub-Function: Operations/Clinical Services

Policy Overview

Missing resident drills should be conducted regularly using the Missing Resident and
appropriate related policies.

Policy Detail

1, Missing resident drills should be conducted quarterly for all shifts or per state regulation.
2. The following elements should be included in an wandering drill:

a.

b.
C.

d.

Simulate a missing resident situation; e.g., trigger an exit door alarm; associate report of
missing resident.
Monitor associates' immediate response to the missing resident situation.

Monitor associates’ ability to carry out appropriate procedures, following the applicable
related policies and Missing Resident policy.

Review process with associates as indicated.

3. Complete a Missing Resident Drill Report form and retain the original in a binder/file located in
the Administrator/Operations Manager office.

4. Recommendations for improvement are shared by the Administrator/Operations Manager during
associate meetings and InServices.

Related Documents! Other Manuals

Wandering Drill Report
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Washington, anithia T

From: Taylis Deese <taylis.deese@integrityspillc.com>
Sent: Monday, July 17, 2023 6:26 PM

To: Washington, Bynithia T

Subject: [External] Signed SOD for Hermitage
Attachments: Signed SOD.pdf

CAUTION: External email. Do not click links or open attachments unless verified. Report suspicious emails with the Report Message
button located on your Outlook menu bar on the Home tab.

Hello Ms Bynithia
Attached is our signed SOD
Thanks

Taylis R Deese



