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Observation of the common hall shower room
between Room #12 and Roomn #13 on the C Hall

- on 517/17 at 10:35 am revealed:
| -There were 4 tiles on the nght side wall of the

shower with black stainad grout.
-The tilas inside the shower were cavered with a
white, sficky substance.

| <The grout and caulk on the shower walls was

discolored with dark brown stained areas.

-The shower floor had several dark brown stained
areas.

-The grout and caulk on the outside wall of the
shower was covered with a sticky, white

i substance with black stalned areas,

Observation of Room #2 on the C Hall on 81717
at 10:43 am reveaied:

i =There was a thick layer of dust on the inside wall

and window seal of the shared bathroam.
-The entrance way into bathroom had chipped
and broken file af the base of the door frame.

Observation of a shared bathroom between
Room #2 and Room #10 on the C hall on 51717
al 4:10 pm revealed there were missing

| baseboards on 2 of 4 walls.

Obsarvation of the dining reom in the SCU on
5717 at 10r45 am revealed four of four walls
had numerous black, brown, and orange stains.

Observation of Room #4 on the SCU on
SM72047 at 10:50am revealed:
-The ceiling air vent next o the room entrance

! was dirty and had brown dust in bstween its
dividars.

-An approximately 3 inch semi-circle area with
exposed drywall was under the soap dispenser in
the bathroam.

| ~The towsl rack on the wall area to the right of the
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bathroom sink and there were no brackets,

Observation of Room #2 on the SCU on

: BM7/2017 at 10:58am revesled:

~There was white peeling paint over the sink
inside the bathroom that measured approximately
2 feet long and exposed the green wall painted
undemeath.

-Both towel racks were missing from the walls
inside the bathroom and there were no brackefs.
-The paint was peeling around the door knob
inside of the bathroom.

~The two bottom slats of the fght window
covering of the bathroom window were broken.

Observation of Room #14 on the A Hall an
SMTAT at 3:45pm revealed:

i =The paint was peeling around the ceiling vent
next to the door.

-There were two areas of brown raised staing
around the inside door knob that measured

| approximately 10 inches long.

-There was a 2 foot long scraped area along the
top of the left closet door on the wall,

| Observation of the shared bathroom between
Room #13 and Room #14 on A Hall on 51717 at
J:46pm revealed:

| ~The bathroom doer leading inte Room #13 was
covered with a white substance and had a hole
that measured approximataly 3 inches in
diameter.

~The door frame of the door leading info Room
#13 had several rust spots and chipped white
paint that measured approximately 3 feet up from
the floor,

-The white grab bar located next fo the toilet
tissue dispenser on the left wall had sevaral rust

! spots.

| -The metal grab bar located on the right wall next
Division of Health Senvice Regulation
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to the toilet was rusty.

| Observation of Room #13 on the AHall on

SMTNAT at 3:50pm revealed:

-There was a 2 foot long scraped area along the
top of the left closet door on the wall,

-There was a pesling white paint to the left wall

- area next to the closet that measured

approximately 5 inches long.

-The ceiling air vent next o the door was covered
with brown dust,

-There was an area of the black baseboard that
was partially detached 1 foot from the right wall.
-Thers were several brown linear stains on the

! floor next to detached baseboard area.
¢ =There was chipped, peeling paint along the

upper rght celling comer area that measurad
approximately 2 fest long.

-Thera was a brown raised stain encrusted along
the inside door knob that measured
approximately 1and % fest long,

Observation of the shared bathroom between

: Room #16 and Room #17 on A Hall en 51717 at
i 4:05pm revealed:

~The towel rack was missing from the right wall
next to the sink and no brackests were present,
-Both of the frames of the interior bathroom doors
had chipped white paint with several areas of

 exposed metal and rust spots that extended

approximately 4 inches from the floor,

Interview with the regident in Reom #16 on
5M7AT at 4:07 pm revealad:

-He had never noticed the towel rack was missing
an the right wall in his shared bathroom,

-The frame of the bathroom doors had chipped

| paint and rusty spots since he had been in the

room.
-He could not specify how long he had baen living
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in Room #16.

-He had not reported the missing towel rack in his
bathroom or the chipped paint and rust spots on
the bathroom door frames.

Observation of Reom #17 on A Hall on 5/17/17 at
4:10pm revealed the ceiling vent next to the room
entrance was coverad with brown dust.

Observation of Room #12 on A Hall on /1717 at
4:18pm revealed:

-There were brown raised stains around the

! inside door knob that measured approximately 6
| inches long along the perimeter of the door.
-There was a 5 foot puddie of yellow fluld that
exiended from inside the room into the shared
bathroom floor,

~There was a strong urine smell in the room.

. Attempted interview with resident in Room #12 on
5MTMT at 4:20pm was unsuccessiul due to the
resident cognitive stalus.

Observation of Room #11 on A Hall on 51717 at
4:23pm revealed the ceiling vent naxt o the door
! was coverad with brown dust and the paint was
peeling around all 4 sides of the ceiling fan.

Observation of the comman hall shower room
aoross from Room #19 on A Hall on 5M17AT at
4:35pm revealed:

-The walls inside of the shower stall were covered
with white stains.

<The grout of the shower stall had several areas
with black and brown staing on the shower walls
and floors,

Ohsarvation of Room #6 on A Hall on 51717 at
4:40pm revealed the celling vent next to the door
was covered with brown dust,
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Chbservation of Room #8 on A Hall on 511717 at

4:45pm revealad:

~There wara no towel racks in the shared

bathroom and the brackets were missing.

-The celling vent next to the door was coverad

with brown dust and the frame of the ceiling vent
was covered with duct tape.

Interview with the reskdent in Room #2 on A Hall
on 5MT7AT at 4:47pm revealed:

-He just moved in the room within the last 2
maonths,

~There were no towel racks In the bathroom when
her arrived.

-He had to hang is towel and bath cloth on

i hangers in his closet to dry.

-The tape around the ceiling vent had been there
since he maoved into the room.

-He did not complain about the towel racks or

| duct tape because it was like that when he gotto
the facility and he thought the staff already knew
ahout,

| Observation of Room #7 on A Hall on 1717 at

4:50pm revealed thera was an area of peeling

paint and drywall in the ceiling above the door

over the resident's bed that measured
approximately 12 feet long.

Observation of Room #5 on A Hall on 5/1717 at
4:55pm revealed:

“Twao of four walls had linear cracks along the

i ceiling molding that ranged € to 10 Inches long.
~The paint on the ceiling was peeling in several
areas,

-The ceiling vent next to the door was covered
with brown dust.

Observation of the commen hall bathroom across
Division of Health Service Regulation
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from Room #4 on A Hall on 51717 at 5:00pm
revealed:

! <The walls inside of the shower stall were covered

with white stains.

-The grout of the shower stall had several areas

with black and brown stains on the shower walls

and floors.

. =An L-shaped area of approximately nine -1 inch

x 1 inch shower tiles were missing from the floor

of the shower stall,

-Gray and brown dust was inside of the tub area.

-A bulb-like: round ceiling fixture was covered with

| green and brown stains,

-The paint around the bulb-like round ceiling

fixture was cracked and had exposed rust spols
around the frame of the fixture.

Confidential interview with a resident revealed;
-The resident did not use any of the common
shower rooms on A Hall because "they are nasty™.
| \He saw housekeeping staff go in to clean the
shower rooms but they all still looked the same
even after they are cleaned by the housekeeping i
staff. :

-The resident has seen green mold growing in the
shower stalls several fimes.

-The resident had complained several times
about the cleanliness of the bathrooms on A Hall
to housekeeping staff but there had been no

- improvements.

| -The resident could not remember which
housekeeping staff that the complaint was made
to.

-The resident reported taking baths using a wash
pari in the sink in the resident's room.

Confidential interview with a second resident
revealed:

~The resident uses the commaon hail shower

| rooms on A Hall but the shower rooms are never
Diviston of Heakh Serdice Regulation
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. deaned properly by staff.

-The resident reports the resident is careful nat to
let any skin touch the walls of the shower stalls.
-The resident wears sandals inside the shower
due to lack of cleanliness of the shower room
floors.,

-The resident reported, *it don't do no good to
complain because the shower rooms are nevar
clean here unless the state is in the building®.

Interview with a Housekeeper on 51817 at 1215
pm revealed:

-She cleaned the showers of the commaon

| bathrooms on the hall she was assigned every
day.

-5he cleaned all of the floors on the hall she was
assigned every day.

-She did not clean the baseboards or walls in the
| facility.

Interview with the Housekeeping Supervisor on
522117 at 4:44 pm revealed:

-He monitored housekeeaping staff on a daily
basis to ensure all resident rooms and bathroom
areas were claaned daily.

-Resident rooms and bathroom floors were swept
and mopped avery day.

-The toilets and =inks in the resident rooms and

| bathrooms were cleaned daily.

-Housekeeping cleaned the shower stalls in the
common shower rooms every day on the hall they
were assigned.

-He cleaned the facility as he was taught fo doin
training.

-He swept and mopped all of the floors in the
residents’ rooms every day when he worked the
halls.

i “He cleaned the shower stalls in the common
bathrooms every day when he worked the halls.
-He swept and mopped the floors of the commen
Divisicn of Heallh Sendce Regudation
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bathrooms every day when he worked the halls.
-Deep cleaning was performed on a weekly basis
and floors were striipped and waxed monthly.

| -Deap cleaning at the facility included pulling out
the residents’ beds go that the floors under the
beds were swept and mopped.

-Deep deaning at the facility also included wiping
i &l of the residents' matiresses down with
disinfectant once every two weeks.

-He did not clean windows, walls, or baseboards
in the facility.

Obsarvations of the C hall on 52317 at 10:40 am
revealed all resident rooms and hathroom areas
had nat changed since the inltial observations

| conducted on 5M17/17 from 10:30 am through
12:55 pm.

Interview with the Administrator on 5/24/17 at

L 2:15 pm revealad:

-She was in charge of the housekeeping staff.
-She had trusted her housekeeping staff to do
their jobs as they were assigned.

-The facility did have a general housekeeping
chacklist and a deep cleaning checklist the
housekeeping staff wera supposed to go by for
cleaning.

-She did not know if the housekeeping staff were
using the checklists.

-The housekeeping staff were expected to follow
| those checklists o complate those housekeeping
tasks.

-Deep cleaning was supposed to done every two
days at the facility.

-She would have to chack to see if the
housekeeping staff was using the checklist for
their cleaning schedules.

-It was expected for the housekeeping staff to

| clean all of the bathrooms in the facility every day.
| -She would see what could be done fo clean up
Divisan of Health Service Regulation
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as the resident could remamber, but the resident
could not specify a timeframe,

-The terfible urine odor could be smelled from the
dining room and sitting room areas of the facility.
-The resident believed the smell came from
Room #12.

-Both residents in Room #12 “peed” on their
padroom floor and on the floor in the common
bathroort.

<The smell was =0 bad that someiimes the

! regident could not eat their food In the dining

room or “sit in peace” in the sitting area.
-The strong urine odors came from the common
hathrooms on the A hall.

| "Housekeeping cleaned, it smelled hetier for a

little while, but the smeall always retumed",

-It usually smeled worse early in the mornings
and after 2:00 pm

-The smell lingerad in the A hall haliway most of

! the day.

~The resident did not want famity to visit because
of the bad smell and would meet them outside or
in a different area.

-The resident did not feel the need to report the

| foul odor because "everyone could smed! it."

Altemnplad Interviews with the two residents in
Room #12 revealed the residents wers not
interview-able due to their cognitive status.

Confidential interview with a secend resident
revealad;

-There ware chronic odors of urine in the facility
all the time especially on the A hall, in the
bathrooms on the A hall, near the dining/kitchan
areas, and in the sitling area.

-The resident usually smelled the odors all day
long every day.

-The urine smell was strongest in the momings
and after the lunch maal.

Dors
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-The housekeeper cleaned (he residents rooms
and bathrooms everyday but "It doesn't do any
qood.”

-It smelled better after housekeaping had cleaned
but the smell got stronger again after the cleaning
had bean done.

-"Everybody could smell that bad smell."

-The resident could smell the strong urine small

- aven in the dining room areas and sitting room.
~The resident ate thair meals even though it
"smelled bad in the dining room, but it wasn't a
pleasant experience.”

-It had smelled that way for a long time, but could
not specify how leng.

-The resident closed their bedroom door to help

- with the bad odors.

Observation of the A hall throughout the day on

&M 7/17 from initial tour at 10:30am - 6:00pm

i revealed:

-There was & strong urine odor in the hallway

starting at the dining/kitchen areas and in the

sitting room area and going down the entire A hall

hallway,

-The odor was strong throughout the day,
including in the morning and in the afternoon.

Observation of Room #12 on 51717 at 10:50am
revealed:

-The bedroom floor had been swept and mopped.
~The residents’ bedroom window was open.
~There was a strong urine odor in the room.

Interview with a Housakeeper on 5M8M17 at

I 12:15pm revealed:

-She cleaned the sinks, tollets, and showers in
the comman hall shower rooms on the A Hall
every day.

-She cleaned all of the floors on the A Hall every
day.
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-She was aware of the strong urine smell.

-The strong urine smell had bean that way since
she had been at the facility.

-"Everyone couldn't help but smell that strong
smell because it went from one end of the A hall
to the other.”

-She cleaned the residents’ rooms and
bathrooms every day and "was doing the best she
could, but the smell wouldn't go completaly
away."

~The strong smell of urine came mainly from
resident Room #12 and the commen bathrooms
on the A hall,

i =The urine must have saturated the cement floors
of resident Room #12 and the bathrooms on the
A hall because "it wouldn't ever complefely go
away.”

~The A hall smelled better after she had finished
cleaning but "wouldn't stay that way for too long.”
-She had made the Housekeeping Supervisor
awara of the foul smell on the A hall.

Chservation of the two commen hall bathrooms

on the A hall on 522017 at 11:18 am revealed:

| -Both bathrooms had been cleaned and mopped.

~There was a strong odor of urine in bath
bathrooms.

Confidential Interviews with three facility staff
ravealed:

. -The odor of urine could be smelled from the

i residents’ dining and sitiing areas near the A hall.
-Some residents had gotten up from the dining
table saying "they couldn't finish their food

i because of the bad odor.”

-Same residents who reside on the A hall kept
their doors closed because of the bad smell.
-Facility staff have kept the employee break rcom
door closed because of the strang urine odor.
-Bome facility staff use air fresheners because of
Division of Healih Service Regulation
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 the strong smell.
-The urine odor gets worse a few hours after
housekeaping has cleaned each day.

Interview with the Housekeeping Supervisor on
5/22/17 at 4:44 pm revealed:

-He monitored housekeeping staff on a daily
basis to ensure all resident rooms and bathroom

| areas were cleaned daily.

-Resident rooms and bathroom floors were swept
and mopped avery day.

-The toilets and sinks n the resident rooms and

| bathrooms were cleaned daily.

-Housekeaping cleaned the shower stalls in the
comman shower rooms every day on the hall they
wera assigned.

~The floors of the common shower roams were

i swept and mopped avery day on the hall thay
were assigned.

-He was aware there were chronic urine odors on
the A hall hallway, in the bathrooms on the A hall,
| and from the residents’ rooms on the A hall.
-There was a very strong uring odor in Room #12.
-He thought the tile needed to be removed and

! replaced in order to gat rid of the odaor.

-Deep cdeaning was performed on a weekly basis
and floors were stripped and waxed monthly, but
that smell would not fully go away.

- “He had made the Administrator aware of the
wrine cdor on the A hall but could not specify a
timeframe.

Observations of the A hall on 5/24/17 at 10:00 am
i revealed the odors of urine were as strong as the
pravious days on 5M7/17, 51817, 5/22M17, and
52317

| Interview with the Resident Care Coordinator
(RCC) on 5/24/17 at 2:05 pm revealed.
-There had always been a strong smell of urine
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! on the A hall for as long as she could recall, but
could not specify a timeframe.

-All residents were encouraged by facility staff to
take care of their toileting needs in the
bathrooms.

i -The two residents in Room #12 did not always
use the toilets in the bathrooms.

-All the residents’ rooms and bathroom areas
ware cleaned, swept, and mopped daily by the
housekeeping staff, but the smeli wouldn't go
completely away.

-She was unaware of any resident complaints
about the smell on tha A hall.

| Interview with the Administrator on 5/24/17 at

| 2:15 pm revealed:

-She was aware of the strong odor on the A hall.
-She couldn't smell the urine odor from the
dining/kitchen areas or the sitting room area.
-Housekeeping staff would continue to address
the issue and ensure thorough cleaning ocourred
dally.

-Mo residents had complained to her about the
smell on the A hall,

-She was unaware that the smell affected the
residents and residents' complaints of not being

i able to eat their meals because of the smell,
-She would follow-up with the housekeeping staff
regarding the cleaning process of the residents'
rooms, bathrooms, and comman areas on the A
! hall.

-She would follow-up with her corporate office to
discuss options to resolve the issue.

The facility falled to assure that 1 of 3 halls (the A
| Hall) was free of unpleasant and offensive odors
that spread through the entire A Hall, the front
sitting room, and dining room areas. This failure
resulted in residents not being able to eat and
enjoy meals in the dining room area; residents
Division of Heallh Service Reguistion
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-The faucets to the bathtub were covered with a
sticky, white substance,

i -The bathtub had discolorsd grout with dark
brown stains.

-The interior of the bathtub was dirty and had one
black clothes hanger in it.

| -The non-slip tread strips were pesling away from
the bottom of the bathiub.

-The faucet and handrails inside of the showar

| were covered with a sticky, white residue,

-The top of the white shower chair was covered
with several dark brown and black marks.

| Observation of Room #2 on the C hall on
05177 at 10:50am revealed:

-The bottom of the bathtub was dirty with gray

i stains.

-A shower chair In the tub had gray stains on the
seat.

. =The sink was dirty and had a sticky, white
substance.

-The faucet of the sink was covered with a sticky,
| white substance.

! -The light switch cover had chipped, peeling
paint.

-The paper towe! dispenser was covered with a

| sticky, white substance.

~The tofiel paper dispenser was covered with a
sticky, white substance.

Observation of Room #5 an the C hall on
05/171T at 11:00am revealed:

-The window blind was broken and had missing
slats.

Ohservation of Room #9 and Room #10 on the C
hall on 0577 at 4:10pm revealed:

-The bathroom had missing baseboards on two
walls,

o arg
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Observation of Room #11 on the C hall on
081717 al 4:15pm revealed:

-The door was very difficult to open and close,
-The door scrapped against the door frame and
floor when opened and closed.

Observation of the commeoen living room on the C
hail on 057117 at 11:20am revealed:
-The carpet area was covered with several piaces
of white paper and other white flaky materials.
- Four vinyl-clothed chairs had cracked seating
and armresis,
-The television stand was dusty.

Observation of the dining room on the C hall on

05MTHT at 11:30am revealad:

-The light switch cover had chipped/pesling paint.

- The graen cabinet in the dining room had

chipped paint and the knob was missing to the

right cabinet door.

-The side of the green cabinet was stained with

brown spots.

-The areas o the base of the cabinets were dirty
and corroded.

Obsarvation of Room #4 on the SCU on
§MTI2017 at 10:50am revealad:

-The toilat tank lid was missing from the back of
the toilet.

-Thera was a 3-light fixture over the sinks
covered with thick brown dust and the cover was
missing to the middle light,

Observation of Room #3 on the SCU on

i SMTR201T at 10:54am revealed:

-The tap drawer from a chest of drawers was
missing and had exposed splinter wood.

| -The top sheet of the bed was covered with
brown stains.

-A protective white corner strip was pulled away
Division of Healtn Sarvica Regulation
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- from the left comer at the foot of the bed from

bax siring.

Interview with a Persanal Care Aide an the SCU

{on 57T at 10:55am revealed;

-She did not realize the toilet tank lid or light
fixture cover was missing in Room #4.
-She did not know anything about the missing

| drawer, the stains on the sheets, or the pulled

protective white comer sirip on the bed in Room
#3.

-She reported neaded repairs to the
Housekeeping Supervisor when she saw them.

Interview with the Housekeeping Supervisor on
BMTMT at 11:40am revealed:

| ~The staff normally told him when things needed

to be fixed.

-If it was something he couldn't handle then he
got the maintenance person to fix it.

-He was not aware of the toilet tank lid, missing

i light fixtures, or the ripped protective comer of the

maltress box spring on the bed in the SCU but he
would try to fix it as soon as possible.

-He would find a drawer to replace the one
missing from the chest of drawers in the SCU.

Observation of Room #8 on A Hali on 51717 at
4:16pm revealed the front 2 fabs under the tollet

| seat were brokan and the toilet seat lsaned

forward.

Attempted interview resident in Room #8 was
unsuccessiul due to the resident's cognitive
status.

Observation of Room #12 on A Hall on 51717 at
4:18pm revealed.

-There was a 5 foot puddle of yellowish liguid that
extended from inside the room into the shared
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bathroom fioor back toward the base of the tollet.
-The yellowish liquid had not dried.

| -The length of time the yellowish liquid had bsen
| on the floor could not be determined.

| Attermnpled inferview with resident in Room #12 on
517117 at 4:20pm was unsuccessful due to the
resident cognitive status,

Observation of the common hall shower room
across from Room #12 on A Hall on 51717 at
4:35pm revealed:

<The door of the common hall shower room was
difficult to open and required extreme force to
apen it.

-Thers were numerous brown stains on the base
| of the toilet.

-The back splash around the shower handle was
IMissSing.

| ~Two dirty white washcioths were hanging from
the shower grab bar.

Observation of the cormmon shared bathroom
across from Room #4 on A Hall on 511717 at
5:00pm revealed there was a green vinyl bath

! mat with brown stains on the floor in front of the
shaower,

| Interview with a2 PCA on the A Hall on 51717 at
5:05pm revealed she did not know about the vinyl
hath mat in the common hall shower room.

Observation in the SCU dining room on 51817
at 7:55am revealed 2 small brown roaches
crawling along the back wall during breakfast,

Ohbservation of Room #3 on 51817 on the C Hall
[ &t 11:20am revealed 1 small brown roach
crawling on the floor by the resident's bed.

1
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Interview with a resident in Room #3 on the C
Hall on SM8MT revealed she was not aware that
the facility had any problems with roaches.

Observation of Room #7 on the A Hall on 51817
at 12:3%pm revealed 2 small roaches crawling
across the bottom of the bedspread.

Interview with a resident in Room #7 on the A Hall
on S5M8MT at 12:3%9pm revealsed

-The facility *has a problem with roachas".

-He had seen raaches crawling from the cracks in
the walls and across on the floar.

-He was not sure if the facility was sprayed by an

exterminator.

| Interview with the Housekeeping Supervisor on

082217 at 4:44pm revealed:

-He monitored housekeeping staff on a daily

! basis to ensure all resident rooms and bathroom

areas ware cleaned daily,

-Resident reoms and bathroom floors were swept

and mopped every day.

! -He was unaware of the leaning tollet seat in

Room #8.

-The toilets and sinks in the resident reoms and

bathrooms were cleaned daily, but the faucets

i with caleium deposits wouldn't come off those

faucets.

-He had told the administrator about the faucets

with calcium deposits.

<The floors of the common hall shower rooms

were swept and mopped every day on the hall

they were assigned.

-The facility was sprayed by the exterminaior at
least once a month to control the roaches.

Review of exterminator records for the facility
revealed the facility was sprayed monthly from
March 2017 through May 2017,
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The findings are:

Ohservation of the C Hall on 5M17/17 betwean
10:30am - 12:55pm revesaled:

-Twa of two commen hall shower rooms did not
have blinds or curtains at the exterior windows to
provide residents’ privacy whean used.

-Both shower room windows opened into the rear
courtyard facing toward the A Hall,

~This area was accessible to bath staff and
residents,

! Observation of the Special Care Unit on 511717
between 10:45am-10:58am revealed:

-0Ona of two comman hall showear rooms did not
have blinds or curtains at the exterior windows to
provide residents’ privacy when used.

-The shower room window opened inta the rear
courtyard facing toward a field and a side road
adjacent to the facility.

-This area was accessible to bath staff and
residents,

Observation of the A Hall on 5/17/17 between

! 4:05pm - 4:35pm revealed:

~Twao of two common hall shower rooms did not
have blinds or curtains at the exterior windows to
provide residents’ privacy whan used.

-Both shower room windows opened into the rear
courtyard facing toward the C Hall.

-This area was accessibie to both staff and
residents.

Interview with a resident on 511717 at 5:55pm
revealed:

<Thera had not been any curtains on the windows
in the C hall bathrooms since she had been at the
facility.

-She wished the two common hall shower rooms’
! windows had some type of covering and she
Division of Health Servics Regulation
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! would like to have curtains or blinds to cover the
| windows on the C hall, '

-Anyone could look In at you while you're using
the bathroom and she didn't ke to think about it
that happened.

-She was unsure If anyone had looked in on her
when used the comman hall shower rooms.
-She had not made "a big deal" about the
windows not having any curtaing or blinds, but
didn't fike it.

-She just "worked with it like it was" and coverad
herself up as much as she could when she was in
. the shower rooms on C hall.

i =Bhe had nat made anyone aware because there
weren't any blinds or curtains at the windows in
the shower reoms on the © Hall before she had
gotten to the facility.

| -"Staff knew there were no curtains or blinds at
the shower room windows before she got there®.

Interview with second resident on 51717 at
5:54pm revealed:

~There were two commaon hall shower rooms on
the C Hall but none had a curtain or blinds on the
windows.

-She wanted a blind or curtain to be on the
windows in the C hall shower rooms.

-She didn't know why there wasn't anything ever
on the C hall shower rooms’ windows, but "it had
. always been that way.”

-She hadn't complained to anyone, but could not
encplain why.

-She had a gown and a robe she wore when
having to go to the shower rooms on the G hall,

| -She tried not to "think too much® about the
windows not baing covered and tried to "hurry up
and finish when she used those shower rooms,
-She could recall if anyons had ever looked inon
. her while she used the shower rooms.

I
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Confidential interview with a third resident
| revealed:

-The resident had roticad that there were no
curiains or blinds in the common shower rooms.
~The resident would have preferred to have
something to cover the windows in the shower
rooms when bathing.

-If | were home, | would have curtaing at my
bathroom window™,

-The resident had not complained about the lack
of the blinds or curtains to the Administrator.

| Interview with & fourth resident on 51817 at
12:05pm revealed:

-He did not use the commeon shower rooms

i because they did not have any curtains and
anybody could see in the shower rooms when you
had to shower,

-He had not complained about it to the

¢ Administrator because the Administrator wasn't
going to do anything,

Interview with the Administrator on 5MEMT at
5:05pm revealed:

-She was not aware that the blinds or curtains
were missing in the commaon hall shower rooms.
-She always thought blinds were supposed to be |
at those windows in the shower rooms,
-Blinds or curtains shouwld have been at the
commeon bathroom windows but she could not
i explain why blinds or curtains were nol there.
-Mo residents had complained about 1t to her,
-The administrator said, "Getting blinds and
curtaing to those windows is an easy k",

The facility failed to assure curtains, drapes or
window coverings were in 5 of 6 common hall
shower rooms used by residents for their
personal care needs. This failure resulted in
residents not being able to utilize the toilet, the i
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coolers, and two reach-in freezers were clean
and protected from contamination.

The findings are:

Observation of the food preparation countartop
area in the kitchen area on 05/17/17 at 12:35
p.m. reveated:

-There were several dried food particles covering
the food preparation surface.

! -The food preparation countertop was very sticky
and coverad in a dried white substance.

. Dhsarvation of the two reach-in coolers and bwo

reach-in freezers on 51717 at 12:45 p.m.

revealed:

-There were large, white spider webs hanging in

the corners above the doors of reach-in cooler

and reach-in freezer,

! “There was thick dust and sticky grime above the

doors of the reach-in coclers and reach-in

freezers.

-The door handies of the reach-in coolers and

reach-in freezers were sticky and covered in dark

brown and black grime.

<The door handles of the reach-in coolers and

reach-in freezers had several dried food particles
on therm.

interview with a Cook on 05/17/17 at 3:50 p.m.
revealed.

| -She and a dietary aide had worked in the kitchen
at the facility the longest and cleaned before they
left each day.

! -Thera were two new distary staff who worked
days opposite of them.

-She was aware of a deaning schedule for the
kitehen posted on the bulletin board.

-She did not always remember to initial when she
had finished a task.
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-The entire kitchen was to be cleaned daily by the
- distary staff working that day.

i -She was not aware of when the last time the
area above the reach-in coolers and reach-in
frearars had been cleaned or the door handles.
-She accidentally had overooked those areas but
! would take care of it.

Interview with a Dietary Aide on 05180117 at 3.45
p.m. revealed:

-All of the dietary staff worked together to get all
of the cleaning done on a daily basis.

-She was aware of the cleaning schedule but did
i not always initial her completed tasks daily.
-She tried to clean the food preparation areas,
including the countertop, between meals,

-She was nol aware thers were spider webs and
| several dirty arsas above the reach-in coolers

i and reach-in freezers and on the handles.

Review of the Dietary Cleaning Schedule posted
on the kitchen small bulletin board on 051 THT
revealed:

| -The sheet was dated for an entire week at a
time.

-Each day had cleaning tasks listed but were nol
initialed.

| -After @ach task was completed, the distary staff
| wera to place their initials beside each task
compileted.

~There were no signed entries noted for the
maonths of March 2017, April 2017, or May 2017.

! Dbservation of the kilchen preparation countertop
i area and the two reach-in coolers and two
reach-in freezers on 05/2217 at 11:45 a.m.
revealed:

-There were saveral dried food particles covering
the food preparation surface.

-The food preparation countertop was very sticky
Divigdon of Healh Sarvice Regulation
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and covered in 2 dried while subsiance. J
~Thare wers large, white sprier wabs hanging n :
the comars above the doom of reach-dn conler
and reach-in freezer.

“Thera was thick dust and slicky grime above the
doens of the resoh-in coolers and eech-in
freeras

~Tha door handles of the reach-in coslars and
reach-n freazers were slicky and coversd in dagk
brosvn and black grime.

-The door handles of the reachein cooles and
reach-int freezers hat several dried Sood paiBicles
on tham,

o

Infardaw with the Administestor on 052317 g
4:56 p.m. revealed:

-Thers was 2 dleaning schadule for the Wchen _
~The deaning schedele wes posted in ihe kichen
an fie bidketin Bosyd : ! .
-All of e distary staff knew there was 2 cleaning _ .

. A
md;s o particular parson responsibla for {e ém wlﬂfﬂmwﬂ ’]"/S"}f 7
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£
cleaning the food preperation areas of tha ; o et
reach-n coalers. _ %mj ‘W%fm
-Bhe would follew-up with the distary staff P Perhen
Ee&l e

regerding ensyring cisaning oonumed ag T
o et rnssides :
Do, [aBLET AT et T

schaduled.
0207 108 NCAC 13F 000410} 1) Muittlon And Food Dasr gt 1B
Beorvice fLree ard. Mdﬁ

ratle:
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10ANCAC 13F 0804 Musrition And Food Service - " o
{€) Food Requiremants in Aduit Care Homes: Vs éw{f Aoty '
{1} Each rasigent shall be served a ménkmym of oY adae aﬂg{, cfmiynzi-“'“—”“? r';l}ﬁfﬂ
thise mutriianally adequale, priatabie meals a by glepr o it
day st reguiar hours with at ksaat 10 howrs Aieiy 8 oy
beiween the breakiast and svening meals. Laabh ,Ft,:gdﬁ;;f @‘L:: dm_m
This Bule is not met 23 svidenced by, aes *?
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Cibzarvation of the dinner meal on 05M7NT at
534 pom. revagiod:

-Cook & and e Distary Alde-1 had prepared
chicken durmpiings, cooked shoed oarrows,
cabbage, and combresd,

~The chichan dumplings covered neary hall of
fhe plales for most of the residents, none of the
residanis had boen served chicken dumpings:
-The cabbmage and conked gliced carrels covered
a quarter sizad section sach on the residents’
plates

-All residents who had mechanical.soft diefs had
fhe fond on their entire plate ground and tha
brasd looked fike brésd crumis.

Confidentlal inferviews with twelve reaidents
resasled:

-When Cock A and Dietary Alde 1 wore working,
thare was plenty of food served and seconds of
ford were Gl when requesisd.

-If the new Cook B anrd new Distary Alde 2 wara
cooking, there wars “wary srnall postions” of food
on their plates.,

“Whan the new Cock B and the new Distary Alde
2 were fhore, no ona would got seconds of focd
wiher they asked for it

<The food tasted gomd when Cook A and Distany
Alds 1 worked, but did not teste good and thers
manutmngh whmﬂ'ﬁnwcmkaaﬂ Y

mraiﬂenwpummanmm Ine
vending machines or ate thelr cwn snacks whan
tha naw Cock B and new Distary Alds zi'md
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cooked that day.
-if you do not get to the dining rooms first, there
would not be enough food left when the new
Cook B and new Dietary Aide 2 were cooking.
“WWhen the new Cook B and the new Dietary Aide
2 prepared their food, the food tasted "bad, had
no taste, and looked overcookead."
| -Residents only get one piece of meat when the
new Cook B and new Dietary Aide 2 were
| working. When a resident asked for another
piece of meat, the residents were told there
“wasn't anymore."
| -Residents had complained about how the food
tasted and that there were very small portions of
food placed on their plates when the new Cook B
1 and new Dietary Aide 2 were working in the
kitchen to them and to the Administrator "too
many times to count,” but nothing changed.

Obsarvation of the lunch meal on 05M18/17 at

| 11:4%9 a.m. revesled:

-Cook A and Dietary Aide 1 had prepared beef
tips in gravy with noodies, cooked broccoli, and
wheat roll.

| <The beef tips in gravy with noodies covered
nearly half of the platas for most of the residents,
none of the residents had been served beef tips
in gravy with noodles.

-The cooked broceoli covered a quarter sized
section on each residents’ plate.

-All residents who had mechanical soft dists had
the food on their entire plate ground and the
wheat roll looked pureed.

Interview with Cook A on 051717 at 3:50 p.m.

i revealed:

-She had prepared the residents’ meals as listed
on the dietician’s menu with specified portion
sizes but sometimes, she would serve more food
than spaecified.
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-She gave all residents seconds of food when
they asked for it.

-Mo resident had complained to her about the
food when she was off from the facility.

Interview with Dietary Aide 1 on 05/18/17 at 3:45
p.m. revealed:

-Sha prepared all meals by following the

| Diefician’s menu with portion sizes.

-She wanted the residents to get enough to eal
s0 sometimes, she gave a litlie more of each
portion of food.

-She gave the residents seconds of food if they
wanted it.

-The residents had commented to her that they
were glad to see her when she came In o work,
-The residents fiked her food and complimented
| her cooking a lot.

-No resident had complained to her about the
portion sizes or the taste of the food when she
was not working.

Interview with the new Cook B on 05/2217 at
5:00 p.m. revealed:

-She started working at the facility as a Cook in
January 2017,

-She was recently hired and worked mainly with
the other new Dietary Aide 2 at the facility,

-She did not follow the distician's menu with
specified portion sizes.

-She followed the weekly menu and faciity list of
residents without portion sizes when preparing all
resident meals.

-She knew how much focd to serve an each

! residents' plate bacause she would go by how it
locked to determing if she had served enough of
each food iterm.

-She fixed all the food together and served the
food items from the pot or container it was
prepared in.
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-She did not measure the food portions when

| preparing the meals or when fixing the residents’
| plates.

-She waould not give seconds of food when
residents asked because she thought she had fo
serve only one serving of each food item as listed
on the weekly menu.

-She grinded up all the food for the residents who
received mechanical soft diets.

-The mechanical soft foods did not look good but
neither did the pureed food,

-Mo resident had complained to her about not

liking the: food or not getfing encugh to eat.

Attempted telephone Interviews with the new
Dietary Alde 2 were unsuccessful prior to survey
axit,

. Confidential interview with thres facility siaff

revealed:

-The residents had complained about the food
tasting "bad" especially when the new Cook B
and the new Dietary Aide 2 had preparad the
food.

-Residents complainsd out loud that there was
not anough food on their plates when the new
Cook B and new Dietary Alde 2 were there.
~The raskients got "very small” porfions of food

! on their plates.
| -When residents asked for seconds of food

especially meat, they were told "no or we're out of
food."

-The residents received “extra-large sized
portiens of food and even seconds of food™ when
Cook A and Dietary Aide 1 had worked.

. -The residents went to the vending machines and
inta the kitchen looking for extra food when the

naw Cook B and new Dietary Aide 2 had worked.
-The residents ate well and did not complain
about their meals when Cook A and Dietary Alde
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I 1 had worked because they got "plenty of food on
their plates.”

Interview with the Administrator and the Resident
* Care Coordinator (RCC) on 05M8/17 at 5:02 p.m.
revealed:

-The Adminlistrator was aware the residents
complained about the portion sizes and the taste
| of the food especially when the new Cook B and
new Dietary Alde 2 had prepared the meals.
-Rasidents could ask for a sandwich if they did
not lika the food that was prepared or wanted
maore food.

-Tha Administrator was aware Cook A and Dietary
Aide 1 gave the residents "large portions" of food
and would give seconds of food to the residents

| when they asked as long as those residents were
| not diabetic,

-The Administrator was not aware the residents
were purchasing additional snacks because they
were still hungry on the days the new Cook B and
new Dietary Alde 2 had prepared meals.

-The Administrator was not aware the residents
did not receive seconds on food when requested
especially when the new Cook B and new Dietary
Aide 2 worked.

-The Administrator addressed the residents’
concerns with all four distary staff.

© -Some residents would "complain no matter what"
but she had talked with the dietary staff about the
residents’ concerns on a few occasions bul was
unable to specify when,

-Tha RCC was not aware the residents disliked
the food and were not gefting enough food when
the two new cooks worked,

-Cook A and Dietary Aide 1 worked together and

. the new Cook B and new Digtary Aide 2 worked
primarily togsther but on different days.

-The facllity did not have a Dietary Manager.
-The Administrator would follow-up with 2l of tha
Division of Health Service Regulation
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dietary staff to ensure they were following the
dietician’s menu with specified portion sizes and
were giving seconds when raquested.
0 258 10A NCAC 13F .0904d)(3)(A} Mutrition And Food D 293

Service

L1048 MCAC 13F 0804 MNutrtion And Food Service

{d}) Food Reguirements in Adult Care Homes:

{3} Daily menus for regular diets shall include the
following:

{A) Homogenized whole milk, low fat milk, skim

i milk or buftermilk: Oné cup (8 ounces) of

pasteurized milk at least twice a day.
Reconstituted dry milk or diluted evaparated milk
may be used in cooking only and not for drinking
purposes due to risk of bacterial contamination

| during mixing and the lower nutritional value of

the product if too much water is used.

This Rule is not met as evidenced by:

Based on chservations, interviews and record
review, the fadility falled to offer 8 ounces of milk
at least twice a day to residents.

The findings are:
Review of Weekly Menu on 051717 revealed

each resident should receive 8 ounces of milk
twice a day.

| Ohservation of the refriigerator on 051717 at

12:55 p.m. revealed there were 10 gallons of
milk.

Observation of the dinner meal on 05/17/17 at
5:34 p.m. revealed no resident was served or
offered milk. (One gallon of milk was brought out
to the dining room and placed on the counter
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when the dinner meal was nearly completed).

| Observation of the breakfast meal on 05/18/17 at

8:45 a.m, revealed milk was served to all
residents at the breakfast meal.

Observation of the lunch meal on 05/18/17 at
11:49 a.m. revealed no residents were served or

offered milk.

Observation of the dinner meal on 05/2217 at
5:50 p.m. revealed no milk was served or offerad
to the residents.

Review of the Dietician's Menu on 05M17/17
revealed 8 ounces of 2% milk were o be served

to zll residents at the breakfast and dinner meals.

U Interview with Cook & on 051717 at 3:50 p.m.
| revealed:

-She offered milk at least threes times a day to all
residents,

-Some residant's didn't like milk but she offered it
anyway,

-She gave extra milk and other beverages to
those residents who wantad it

-She was not aware of any resident being told
"no" when they asked for milk.

Interview with Dietary Aide 1 on 05/18/17 at 3:45
p.m. revealed:

-She was not aware all residents should be
offered and served milk fwice a day.

-She only served milk at the breakfast meal.
-She thought the residents received milk with
thelr evening snack but could not explain why.
-She served exira milk during the breakfast meal
when residents asked for it.

-She served additional water or other baverages
when residents requested milk.
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Interview with Cook B on 052217 at 5:00 p.m.
revealed:

-She had been working as a Cook since January
2017 at the facllity.

-She only served 8 ounces of milk at the
breakfast meal to all residents.

-No one had told her to serve milk differently and
she thought that was okay.

i <When residents asked for milk, she would offer

them more water because she thought milk was
for the breakfast meal.

-She asked the residents to wait bacause they
wonild get milk with their breaidast,

i Confidential interviews with twelve residents

revealed:

-They wanted milk but only got it at breakfast.
-Milk was only offered during the breakfast meal,
-Residents have asked for milk and were fold
they would get some at breakfast the next
marning.

-No one had asked them if they wanted any milk
at the lunch or dinner meals.

-When we questioned why we couldn't have milk
during the lunch or dinner meals, we were told we

| could only get milk at breakfast.

~“Since | would not get milk when | asked, |
stopped asking.”

We have been told *no” teo many times when we
wanted milk "so why keep asking?

Confidential interview with thres facility staff
revaaled:

-The residents were only served milk during the
breakfast meals.

| -No resident had been sarved milk for as long as

they could remember at the lunch or dinner
meals.
-Residents have asked for milk during the dinner
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measal bt wera told to wait until breakiast,

-We don't know why the residents didn't receive
milk twice a day when there was plenty of milk in
the kitchen.

-A few residents have been observed asking for
rmilk at the dinner meal and were told "no” by the
! newer dietary staff.

| -Some residents were told they could have more
water but nat milk.

-We thought there must have besn a physician's
order in place that we weran't aware of since milk
was only given out at the breakfast meal, so we
didn't question it.

Interview with the Administrator and the Resident
Care Coordinator (RCC) on 05/18/17 at 5:02 pm.
revealed:

-All residents should be offered and served milk
twice a day in accordance with the Dieticlan's
Menu.

-Milk should be served at the breakfast and

| dinner meals,

-They wers not aware the residents wers not
receiving milk twice daily.

-Some residents did not like milk but should be

- offered milk anyway,

-They did not know the residents were being told
"na" when they asked for milk or were tald to wait
| until breakfast the next moming to get milk.

i -The Administrator would fallow-up with the
dietary staff to ensura all residents received milk
at least twice daily per the Dieticlan's Menu.

D 338 10A NCAC 13F .0909 Resident Rights D338

104 NCAC 13F .0808 Resident Rights

i An adult care home shall assure that the rights of
all residents guaranteed under G.5. 131D-21,
Declaration of Residents’ Rights, are maintained

Divislon of Health Senvice Regulation

STATE FORM bl UE4x 11 ¥ cortinuation sheet 39 of 85




SEATEMENT OF DEFRIERCIES
FDY PLAN OF COEAECTIN

PRINTELD: taf122017

FORM

AFPROVED

P FROVIDERSLIPELIERIGLIA
; FOENTIRSATION MUBEER:

HALDag018

T MULTIFLE CONSTRUGTIIN
B B DG

BM8G

R

(3 ATE SERVEY
COMPLETED

DR2A/201T

NAME GF FROVIDRR O0R SUPPLETR

PHEWDOD MANOR

STREET ADDRESE, 6ITY, STATE, 21F COOE

240 FOUTH EARLEY STATION ROAD

AHOSIOE, NG 2700

) o0y
BREMN
e

SurArlRyY STATERENT-OF DERCIENCES .
(EACH DEFICIENCY MUST BE FRECEDED BY FULL
REGLIEATOY 08 LA TP et [ ORBEAT N

FREFIE
TAG

PROVIDER'S PLAN OF CORRECTION ... .
(EALH CORRECTIVE ACTION SHOLRDBE
CROE-AEFERENCED TO THE AFPROPREATE
DEFEIENGY)

CATE

338

Coritinued From page 39
aing may ba exercised without hindrance.

1
H

This Reile 15 nod met as avidancad by
TYRE Al VICLATION

Based on observations, record reviews, and
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| residents not baing treated with dignity and
respect Bos of physical abuse, and free of far of
rataliztion, '

The Bndings.are:

1. Based on reviews and inlerdews, the faciily
Hallisd iy asturs rediiants vwere traated with
respect anid dignity. s svidenced by e residents
being subjacied to disrespeciitlness by the way
the Administrator, the Resident Care Coordinator,
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o1 3.5 §1310-21 {1) Declaration of Resident
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2. Besed on inderviews ond record reviews, the
fatiity faled to asaure 1 67 6 sampled residents
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physical harm and emotiora! disfress to Resldeant
7 by Staff G Foferfo Tag D 814 G5 131021
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3. Based on observations, Intendews and recmd
reviews, the facility failed to assure residents had
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retalistion as evidenced by an attempt by staff o
have Resident #5 involuntanly commitied besed
on false aflegations that Resident #8 exhiblied
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dysphagia, and herpes simplex virus 2.
-Resident #3 was intermittently disoriented and
wandered.

-Resident #3's level of care was for the Special
Care Unit (SCU).

Review of the Resident Reglster revealad an
admission date of 6/25/2014 for Resident #3.

Review of the Resident #3's Care Plan dated

| 8/24/16 revealed the resident was always

disoriznted and had significant memory loss.

Review of a physician's order for Resident #3
dated 03/16/17 revealsd:

-An order for Aggrenox 25/200mg twice a day
{Aggrenox is a medication used to reduce the risk
of stroke in pafients with a previous history of
stroke),

-An order for Bentyl 10mg four times daily with
meals and bedtime (Bentyl is a medication used
to treat imitable bowel syndroma).

-An order for Seroguel - 1 tablat twice daily
{Seroquel is used a medication used to treat
depressions).

-An order for Trazodone 50mg as nesded at
hedtime once daily for Insomnia (Trazodone is a
medication used to treat depression).

Review of the SCU Quarterdy Profile for Resident
#3 dated 4/28/17 revesled:

-Resident #3 had a history of spitting her
medications back out after medication
administration.

-Stafl needed to make sure Resident #3
swallowed her madications and was not tucking
medications in her cheeks during medication
administration.

Ohservation of a Resldent #3's room an the
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Special Care Unit {SCU} on 051717 at 10:58am
| revealed:
-Resident was lying in her bed with her eyes
closed.

-A medicine cup that contained 5 pills on the
nightstand next to Resident #3's bed.

-There wera 1 blue capsule, 2 white oval tablets,

1 white tablet, and 1 tan and red capsule inside
the medicing cup on the Resident #3's
nightstand.

-There was no one else in the roem with Residant
#3.

Interview with Resident #3 on 51717 at 10:589am
revealed:

¢ -Resident #3 was onented o parson only.,

-She did not realize there was a medicine cup
that contained medications on her nightstand.
-She wasn't sure where the medications came
fram.

-Resident #3 reported a family member had
brought the medications in the room and |eft them
on her nightstand.

-Rasident #3 then reporied she had dropped her
medications on the floor and asked her family
member fo leave it at har badside in the medicing
cup.

-She planned to rinse off the medications in the
cup and save it for later in case she ran out of
medications.

-She believed she had already taken her
medications on the marning of 511717,

Observation of the SCU on 05M17AT at 11:04am
revealed:

-Eleven residents were in the sitting area in the
5CU.

-One PCA was assisting a resident in the
bathroom.

-Resident #3 and another resident ware in their
Division of Health Sendoe Regulation

STATE FORM L UE4X11 If conliruaion sheet 43 of B3




FRIMTED: D6/1372017

rooms with their doors open.

! -Two residents were wandering the hallway of the
SCU.

-One resident was standing by the medication
cart with the MA at the entrance of the dining
room.

Observation of Resident #3's room at 11:06am
revealad:

| -The MA promptly removed the medicine cup

from the Resident #3's room.

-The medications in the medicine cup wera
identified as 1 Bentyl capsule, 2 Seroquel tablets,
1 Trazodone tablet, and 1 Aggrenox capsule.

| Interview with the MA in the Special Care Unit on
BMTAT at 11:07am revealed:

-She was the MA who administered medication
on the Special Care Unit today.

-She was not aware there was a medicine cup
with madications on Resident #3's nightstand.

| -The medications in the medicine cup locked like
they were part of Resident #3's night time
medications.

-Resident #3 had a history of "squirreling”
medications in her cheeks and then hiding the
medications in her room.

-She never gave medications to Reskdent #3 in

! her room.

-She abways had Resident #3 to come out of her
room and administerad medications to Resident
#3 In the haliway next to the medication cart.
~The MA had Resident #3 to open her mouth and
stick her tongue to ensure Resident #3 had
swallowed all of her medications after medication
i administration.

-The SCU did have several residents who wera
known wanderers in the SCLL

-It was possible for wandering patients In the

| SCU to get access medications if they were |sft at
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the hedside or if Resident #3 hid madications in
her room.

Interview with the Personal Care Aide (PCA) in

| the Special Care Unit on 51717 at 11:10am
revealed:

-She came In at 7:00am on 5M17TAT.

-She had not seen the medicing cup with the

| medications on Resident #3's nighistand when
she went in the resident's room earlier on
5MTMT.

-She was unable to specify what time she had
been in Resident #3's room on the moming of
sMTNMT.

-Sha did not know how lang the medications had
bean in Resident #3's room.

-Resident #3 had a history of hiding her
medications in her mouth during medication

| administration.

-She would try to pay better attention to menitor if
Resident #3 was trying hide medications in her
room.

Interview with the Special Care Coordinator

! (SCC) in the Special Care Unit on 05/17/17 at
11:15am reveaied:

-She was not aware a medicine cup that
contained medication was on Resident #3's
nightstand.

-She did not know how long the medications had
been in the medicing cup in the Resident #3's
room.

-Resident #3 would hide the medications in her
room behind her bed or inside her bed and the
MAs were supposed to walch and make sure
Resident #3 took her medications because
Resident #3 had a habit of holding medications in
i her cheaks.

-All the MAs were supposed to check Resident
#3's mouth after medication administration 1o
[kvisian of Health Service Reguiation
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make sure Resident #3 had swallowed all of her
medications.

-She would have to re-educate the all MA staff on
| medication administration precautions with
Resident #3 and she would notify the
Administrator of the medications found In ;
Resident #3's roam.

-She was concerned that other wandering
residents could get to medications that may have
been hidden by Resident #3 in her room.

| -5he would also have staff to check Resident #3's
| room every day to check for any hidden
medications.

! Interview with the Administrator on 051717 at

| 2:55pm revealad:

-The SCC had told her about the medications that
ware found in Residant #3's room.

-It was expected for the MAs to make sure

| Resident #3 tock her medications and no
medications ware left in the resident's room,
-She understood "it was possible for other
residents in the SCU to wander in to [Resident

| #3's} room and get to any medications that may
haye bean left in the room”.

-She would talk with the SCC and the MAS would
! be re-educated on assure Resident #3 look all of
her medications.

Review of a facifity Medication Alde In-Service
Report revealad;

-An Inservice was held on 0517117 with 3 MAs,
the Resident Care Coordinater, and the
Administrator in attendance.

-The agenda was titled "Medication" but there
was na summary of what agenda tems were
discussed.

Review of an Employee Motification from the
| facility reveaked a mandatory medication
Divisian af Health Service Regulation
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administration inservice was scheduled for 8/5M17
| at 11:00am and all MAs were required to attend.

Review of the facility's Medication Administration
Policy revealed the MA should always observe
the resident after medication adminisiration to
ensure the medication doss is complated
ingested.

Observation of a sscond MA in the SCU on
05/18/17 at 8:19am revealed:

-The MA administersd 8 madications to Resident
#3 with approximately 120 milliliters of water.
-The MA did not attempt to check inside Resident
#3's mouth to ensure the resident had ingested
ali medications.

-The MA proceeded with medication
administration with a second resident at 8:22am.
-Resident #3 walked back down the SCU hallway
toward her room.

-Mo attempts were made by the MA to ensure
Resident #3 had actually ingested all of the
medications during her medication administration.

Interview with the second MAin the SCU on
05/18/17 at 8:30am revaaled:
-She had been nervous and forgot to check
Residant #3 to make sure the resident actually
toak all of her medications.
-She would go back and check Resident #3
mouth and she would keep a check in Resident
#3's room for any hidden medications on 51817,
-She had not been re-trained yet on medication
! administration with Resident #3 but she knaw she
needed to check Resident #3's mouth thoroughly
to make the resident took her medications.

Interview with the SCC on 051817 at 8:40am
revealad:

-The second MA had not been re-frained in
Division of Heakth Service Regulation
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. medication administration.

-She planned to re-emphasize all MAs monitor
Resident #3's mouth and cheeks during

! medication administration to ensure Resident #3

actuzlly swallowed all madications.

-She would make the Administrator aware of that
the second MA did not check Resident #3 to
ensure the resident had swallowed her
medications during the medication administration.

| Attempted telephone interviews with the Primary

Care Provider (PCP) for Resident #3 ware
unsuccassiul 3 times during the survey process.

The facility failed to ensure the ingestion of

medications was witnessed by staff during

| medication administration of 1 of 5 sampled
residents (#3) in a Special Care Unit with a

known history of hiding medications in her cheeks
and later spitting them out. This failure resulted
in Resident #3 missing doses of madications
used for mood stabilization and stroke prevention.
This failure was detrimential to the health, safety

i and welfare of the resident which constitutes a

Type B Viciation.

Review of the Plan of Protection dated 51717

| revealed:

-The RCC will have staff mesting for all oncoming
MAs to re-aducation on medication
administration.

-The Administrator will contact the regional
registerad nurse to set Up an inservice on

- medication administration.

-A daily check by the RCC, SCC, and
Administrator will be done to check all rooms,

! dressers, and any other areas that may be usa lo

hide medications in the SCU.
~The MAs will ensure each resident has taken
their medication before leaving them.
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-A 24 hour report was not sent to the HCPR and
she had not completed a 5 day investigation
report regarding Staff C.

. -She was not aware Staff A had been verbally
| abusive to Resident #5 and Resident #6.

-She would complete a 24 hour report fo HCPR
for Staff A and Staff C by 5M9/17.

-Staff A nor Stafl C had never been suspended
from employment from the facility and continued
to work.

Raview of HCPR paperwork on 52217 revealed
the Administrator had reporied Staff C to HCPR
on 51817 but did not report Stafl A.

Intarview with the Administrator on /2417

revealed Staff A had been reported to the HCPR
on 5/24/17 and she was unable to give a reason
why she had not reported Staff A to the HCPR.

[Refer to Tag D 921 G.S. § 131D-21 (4)
Declaration of Resident Rights (Type A1
Violation}].

The failure of the facllity to investigate and report
known allegations of abuse to three residents (#5,
#6 and #8) by 2 staff members (Staff A and Staff
C) to the Health Care Personnel Regisiry resulted
in alleged perpetrators of abuse being allowed to

| sontinue to work around residents at the facility,
| putting Residents #5, #6, #8 and all other

residents at substantial risk of abuse, which
consftitutes a Typa AZ Violation.

Review of the facility's Plan of Protection dated
51817 revealed:

-The Administrator will forward a 24 hour and 5
day working report to the HCPR to invesligate the
reported resident abuse immeadiately.

-The Administrator will immediately investigate
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any report of residant sbuse and forward the 24
Hour report & the HOPR for investigation.

THE CORRECTION DATE FOR THE TYRPE A2
VIOLATION SHALL ROT EXCEED JUNE 23,
AT

G5, 1310-2111) Declaration of Residents’ Rights

3.5 131021 Declarstion of Residanfs Rights
Every resident shali have the Toliowing righis:
1. o be Feaind with respect, conskiaration,
cliggrity, sl fulf recogaition of his or her
individuskity and nght fo prvacy.

This Fube (s not met e evidensed by
TYPE A1 VEDLATION

Based on reviews and intseviews, the faciity
failed o assurs realdents wers ireated wilh
respect and dignity a6 videnced by ihe residsnts
being subjectsd to fisfaspactiuiness by the way
he Administrator, the Rasident Cars Coordinator,
Siaff A Staff G, Staff D, Staft B, and Sl F yeled
sndiar cursed al the residents; residents being
subjacied to unpleasant and cfiensive odors in
#hia A Hall, the front silting mom, end dining room
areas; and the failure of the facliity io provide
drapes of window sovenings for the privacy of e
rasidents in 5 of & common hall showel fooms
crested an unplessant living emviromment within
the faciity.

The findifgs are:
Eleview of a confidentisd nofe fom a residant

reamiEd
-Staffwede ‘disrespactiul 1o regidents as o yeling
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and saying 'l don't care’,

~Staff wanted residents to go by the facility rules
| but the staff do nat follow the state BIll of Rights
nides,

-When resident said something to staff, some
staff would change their words to something the
resident did not say.

| An interview with Resident #6 on 5(17/17 at
4:50pm revealed:

“Thay (Stalf A and Administrator} want me out of
here because | know my rights and they know |
will speak up®.

=" sea a lot of stuff that staff here are deing

{ wrong to the residents and when | try to say
something about it, then they {Staff A and
Administrator) tell me it's none of my business
and tell me | am going be discharged if | start
trouble”,

Confidential interview with a resident:

-"| always have problems with Staff A, Staff E,

and Staff F*. :

| -"Staff A, Staff E, and Staff F are always yalling at

me and make me fesl disrespected.”

-Staff A, Staff E, and Staff F often told the

| resident to "shut up® or "get out of my face” when

the resident asked for assistance.

“When the resident voiced complaints about the

| facility, Staff A and Sfaff F lold the resident "l don't

care”.

-Staff F cursed at the resident a lot.

-The resident had complained to the

Administrator about Staff A, Staff E, and Staff F

several timas but nothing was ever done,

| -Staff E argued with the resident a lot and

misconstrued the resident's words o the

Administrator.

| -Staff E told the Administrator that resident said,
=l the Administrator wantad was the residents’
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money” and that made the Adminisirator angry.
-The Administratar told the resident, "You can

. pack [expletive] stuff and go”.

Confidential interview with a second resident:

-*| am tired of staff being sarcastic with me and it
makes me Teel uncomforlable”.

-The resident reported that the Administrator, the
RCC, Staff A, and Staff C always talked mean to
the residents.

! -Staff C cursed at the resident when the resident

asked for cigarettes.

-If the resident asked for something or if the
resident asked for help, Staff Aand Staff C would
yell at the resident and “say why you keep asking
for the same thing over and ovar".

-If the resident complained about being talked
mean to the Administrator or the RCC then the
staff would say, “Well, you asked for it".

-if you catch the Adminisirator in a mood she will
yell and curse at you too" but the resident did not
specify how often that happened.

| <The RCC said to the resident, "Your family

doesn't want you and the only reason you are
heare is because of the Administrator”.

-That statement made the resident “feel bad” and
the resident did not believe staff should to talk to
tha resident that way.

Confidential interview with a third resident
revealad:

=" Itk to have peace of mind and peace in my
spirit”.

1 dan't like it here because | can't get any peace
hera®.

-| am not happy heara”,

-"Staff iz always fussing and upset with the
residents hers",

-The resident witnessed Staff D cursing at

| residents at the facility.

0a1
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=*| just try to stay out of crazy stuff here’,

Confidential interview with a staff member
reveaied:
-The staff member knaw that staff did not treat
the residents right at the facility.
-Staff yelled at residents a lot.
-The stafi member withessed Staff D cursing at
residents,
-The staff member did not report anything to the
Administrator because the staff member was
| afraid of losing their job.

~Siaff who had previously complained about the
mistreatment of residents or the conditions of the
| facility were soon terminated by the Administrator,

Confidential interview with a second staff member
revealed:

-Residents did complain a lot about staff whao
worked on second shift

-Residents complainad that second shift did not
treat tham right.

-The staff member had heard several staff curse
at residents.

-The staff member did not specify who the staff
were who cursed at the residents when asked by
the survey team.

-The staff member had witnessed Staff A jump at
a resident when Stafi A got angry with the
resident,

-That resident was no longer In the facility,

-The staff member did not report any of the
cursing or when Staff A jumped at the resident.
-The staff member reported, "You already know

| it's kind of hard to complain about a staff member
whao is the Administrator's family member”.

-The staff member reported that staff who

. complained about residents being treated badly to
the Adminisirator were soon terminated by the
Administrator.
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Review of the resldent complaint book revealed

| Resideni #8 wrote "Staff C neaded to back off” in

2f2017.

Inteniew with the Administrator on 51817 at
5:08pm revealed:

! -She knew about the complaint in the resident

complaint book but she never investigated what it
meant.

-She had spoken with Staff C and Staff C
reported that Resident #8 made an inappropriate
gesiure with his tongue at Staff C.

-She told Staff C to stay away from Resident #8.
-She believed that was why Resident #8 put that
complaint In the resident complaint book,

Interview with the Administrator on 51817 at

&:40pm revealed;

-She was not aware of any verbal abuse of the
residents by the staff.

-*1 am guite sure the residents had a lot to say
about the staff because they can't get their way”™
-Sha did not recall any residents making any
complaints about being verbally abused by
rasidents,

-She had never been verbally abusive to any
residents,

Interview with Resident #8 on 52217 at 1:15pm
revealed:

-He confirmed he wrote the complaint in the
resident complaint book in 2/2017.

-He wrote the complaint because Staff C kept

| holering at him and he was tired of it.

_The Administrator never talked to him about his
complaint. '

-He tried to taik with the Administrator about Staff
C but nothing was ever done.

-"Staff C kept hollering at me and the RCC doas

oo
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-Staff C and the RCC cursed and said such

things as, 'you're stupld’, 'vou're a stupid bastard’,

and "you ain't got nothing in your head’ to the

residents.

-The Administrator had told anather resident "you

need find yourself some [expletive] where else to

go, pack your stuff.

| -He saw when the same resident got Into an

| argument with Staff & and Staff A told the same

resident "to pack her [expletiva) stuff and get out.

' -He knew it wasr't right for the stalf to talk to ihe
residents like that but it never did any good il the

residents tried to complain fo the Administrator.

Review of a handwrilten notes given to the survey
team by the Administrator on 5/22/17 revealed
| the RCC, Staff C, Staff E, and Staff F ali denied
being verbally abusive to any residents at the
facility.

Two attempted telephone interviews ware
unsuccessfully with Staff A on 52217 and
: Bf23M7.

Interview with the Executive Officer on 5/24/17 at
i 10:45am revealed:

-Ha was not aware of the residents’ allegation of
verbal abuse or staff being disrespectiul to tha
residents.

-He planned to make changes in the facility as of
5i24117.

-Ha was there to protect the residents at the
facility.

-He would be submitfing a report to the Health
Care Personnel Registry (HCPR) on 572417
regarding the allegations against the
Administrator and Staff A.

2. Based on cbeervations and interviaws, the |
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facility failed to assure that 1 of 3 halls (the A Hall)
was free of unpleasant and offensive odors that
gpread through the entire A Hall, the front sitting
raom, and dining room areas [Refer to Tag D 075,

i 10A NCAC 13F .0306(a)(2) Housekeeping and

Furnishings (Type B Viclation]j.

3. Based on observations and interviews, the
facility failed to assure curtains, drapes or window
coverings were in 5 of 6 common hall shower
rooms, to provide for the privacy of the residents,
when used for their personal care needs [Refer to
Tag D 083, 10ANCAC 13F .0306{a)2)
Housekeepling and Furnishings {Type B
Violation ).

The facility failed to assure residents were treated
with respect and dignity as evidenced by the way
the Administrator and 5 other staff yefled and/or
cursed at the residents. The failure resulted in
residents suffering fealings of powerlessness and
the creation of an unplessant living environment.
This fallure constitutes a Type A1 Violation.

Review of a Plan of Protection dated 5/18M17
revealed;

! -The Administrator will review residents' rights

regarding physical, verbal, and mental abuse with
all staff immediateby.

-The Resident Care Coordinator, Special Care
Coordinator, and Administrator will assure ail
residents’ right are reviewed daily and mest
accordingly to the Residents’ Bill of Rights

-The facility will schedule an inservice on
physical, verbal, and mental abuse for all staff,
-The Resident Care Coordinator, Special Care
Coordinator, and Administrator will be responsible
to report any allegation of abuse to the Health
Care Personnel Registry within 24 hours,

-The facility will have ongoing In-services as
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needed by the reglonal mase and ombudsman;

“CORRECTION DATE FOR THE TYPE A1
VIOLATION SHALL NOT EXCEED JUNE 23,
2017. '

D12 (S 1310-24(2) Dectaralion of Residents’ Rights

6.5, 1310-21 Declarstion of Residenis' Righis
Every rasident shall have tha following rights:
2. Toracene Care and senvices which are

| adequate, approprzts, and incompliznce with
¢ reflevant federal snd state iaws bnd Tules snd

| regulations.. -

£

| This Rule 1§ not mat as evidented by:

Based on-observeions, reaond reviews, and
Interviews, the faciity feiled f0 assure overy
resitlent had e right 1o receive cans and,
services which ane adequate. appropriate, and m
complisnce with nslas and regulations as related
to medication adninistration and health care

Theﬁﬂdmg; s

1. Based on observations, record reviews, and
infarviens, ihe facility falled o ensure the
Ingestion of msdications & 1 of 5 sampled
resideris (#35 who had 3 known tistory of hiding
| medicatione i her cheaks dufing medication

| administration and later spiiing them oul. Based
| ‘on observations, resord reviews, and nievisws,
| the: faciity failed 16 ensurs the ingestion of

| whit-had & known history of hiding medications in
| her sheeks during madication administration and
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Basad o mnotﬂ mﬂm E Im the
facM]r failad fo investigate and report known
‘aliegations of abuse for 3 residerits (5, #5: and
#3) by 2 staff manbers (Staff A and Stalf C) to
the Healih Care Parsonnel Registry (HCPR)

! IRﬂﬁr o Tog 438 10A NCAC 13F Health Care
1 Personne! Regialry 1026 {Tupn A2 Viosbon),

[191.415 @.8.1310-24{4) Declanstion of Residents’ Rights

0.5 4310:21 Deoclaration of Residents’ Rights
Every resident shall have the following rights:
4 To be froe of mental and physical abuse,
neglact snd axploitation. :
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TYPE A1 VIOLATION:

WQnmﬁmmmdwm th
| facility failed 13 assirs 108 sampled residants
| was free of physical abise Sat resufied in both

87 by Saff G,
Tha findinigs are

Confidantial interview with 2 resitent revealed:
=T H: maedani saw Staff G "pusi” Resident #7
donwry on the smoking pareh fioor.

~Resldent £7 hada't started anything, bul was
upset sbout 4 sodd.

] e Hial, o didn't bother anyora.
~The "ight™ pecurmicd around late Apnl 2017 or
immyzm?

| physigal harm and amuticnal distrass to Reskient:

| -Resident #7 shoukdn't have been "pushied dowr” '
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~Staff G assisted Resident #7 outside to the

| smoking porch area and pushed Resident #7
dawn to the parch floor "hard."

-Resident #7 yslled, but the resident wasn't sure
what Resident #7 had said.

-Staff came outside after Staff G pushed
Resident #7.

~The resident couldn’t remember which staff had
come outside,

| -Resident #7 had a bruise on “his rib cage,
stomach area.”

-Tha resident had not toid anyone about what had
happened because the resident “didn't want any
trouble.”

-Staff G was known as "the enforcer” because he
made sure things were taken care of at the facility
when any of the residents had behaviors.

-Siaff G was called on by other facility staff when
! residents got upset to assist.

Confidential interview with a second resident
ravealed:;

. <The resident saw Staff G "hit" Resident 7 and
"push" him down to the cement on the smaking
porch of the facility.

-Resident #7 hadn't done anything to Staff G that
i the resident saw.

-Tha incident occurred in early May 2017 but the
resident could not remember the exact date,
-Resident #7 was upset because he wanted a

| soda.

-Mo other staff were on the porch when the
incident occurred,

-The resident could not remember what other

! residents were on the porch that day.

Interview with Resident #7 on 522/17 at 3:20 pm
revealed:

-Staff G had pushed him down on the front porch
. of the smoking area.
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-They use to be friends but aren't anymaore,

-He didn't know why Staff G had pushed him
down, but he was upset that day becausa he
wanted a soda.

| =This incident happened late April 2017,

-The facility staff wouldn't let him have a soda.

| -Staff G pushed him down after he had gone out
to the smoking porch and then hit him.
-Resident #7 pushed and hit Staff G back
because Staff G had push and then hit him first.
-Resident £#7 tald Staff B and the Resident Care
Coordinator (RCC) about the incident.

! -Resident #7 had a bruise on his side, but
couldn't remember which side,

-He wished that Staff G and him were friznds

- again, but hadn't been since that incident.

Confidential interview with a third resident
ravealed:
| -Resident #7 was upset about not getting a soda.
-Resident #7 want vulside to the smoking porch,
-Staff G was outside by the door on the smoking
. porch,
-Staff G pushed Resident #7 down to the floor
and put his arm across his chest.
| -Resident #7 hadn't started anything, but was enly
upset and fussing about wanting a soda.
-The resident was not sure who yelled out but
. staff did come outside.

-Staff B, Staff C, and the RCC came oulside to
the front porch,
-The residant was not sure what else happened
after that.

Telephone Interview with Staff G on 5/22117 at
| 4:44 pm revealed:

-He was not aware of any resident being

! physically abused.

| -He had not abused any resident.

-He knew that "if he had put his hands on any

Da14
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resident, he would be fired and put out of the
facility.”
Review of a progress note on 52217 at 5:00pm
for Resident #7 dated 54/2017 revealed.
-The progress note was written by the RCC.
| -Resident #7 became very agitated because he
wanted a soda.
-Resident #7 was informed by the staff that the
Administrator was not there to give him a soda.
-Residant #7 began yelling and threatening staff
| {no specification on what the threats were),
-The Administrator came in the building and tried
to talk with the resident,
-Resident #7 tried to hit the Administrator.
-Resident #7 did hit the Staff G twice (no
specification on where Staff G was hit),
-Rasident #7 continue to threaten staff (no
spacification on what the threats were).
-Resident #7 apelogized after he had calmed
down and cooled off outside.
Mo time was documented in the progress note
for the incident.
Second telephone interview with Staff G on
&22/17 at 5:15pm revealed:
-He was not aware of any reskdent having hit staff
or being aggressive towards facility staff,
-Mo resident had been yelling at or threatening
any Tacllity staff to his knowledge.
-He remembered that Resident #7 had "charged
al him® and "he had pushed him away."
-Resident #7 continued Yo charge at him after he
had pushed Resident #7 away.
-The incident happensd sometime in May 2017,
="l had put my elbow, no my forearm, across
! Resident #7's chest, to stop him."
-He had yelled for facility staff to come out there
and get Resident #7.
-Staff B, Staff C, and the RCC came outside to
Division of Health Service Regulation
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the smoking porch on the front side of the facility.
-Resident #7 calmed down and Staff G bought
Reskdent #7 a soda.

-Resident #7 had initially charged at Residant #6,
but then charged at him.

-He didn't write an incident report becauss "he
doesn't write incident reports.”

-Resident #7 was upset because he wanted a

- soda and his brother hadn't brought him any yet.
-He had no idea why Resident #7 continued to
charge at him.

-He was on the smoking porch leaning against
the entrance door prior to Resident #7 coming
outside and charging at him,

~Oifer residents were outside too, but he couldn't
| remember who or how many.

-Resident #7 had grabbed his arm and scratched
him, but he did not complete an incident report,
-The whole situation "wasn't nothing really at all.”
-Resident #7 drank the soda he had bought and
he remainad calm.

Interview with the Adminkstrator on 522/17 at
5:27 pm revealed:

-She was not aware of any Incident or altercation
bebwveen facility staff or any resident.

-After being shown the Progress Mote in Resident
#7's record regarding the 504017 incident, the
Administrator sald "RCC had left for today and
"we'd have to ask her about that.”

-"Resident #7 had charged at Staff G, but she
didn't know because she wasn't cutside and didn't
observe it, but she knew Staff G hadn't come at
Resident #7 first.”

-Resident #7 got upsat when he wanted a soda
and could not get one when he wanted it

| -She was at the facility the day of the incident but
only heard the residents yelling and talking loudly
outside.

-She was not sure which residents were outside
Division of Heallh Service Regulation
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or how many.

-The incident occurred around early May 2017,
but she was unsure of a specific date.

-Resident #7 had not been aggressive toward her
nor had tried to hit her,

-She wasn't not sure what all had happaned that
day and informed the survey team to ask Staff G
and the RCC what had happened.

-Staff G remained employed at the facility
following the incident with Resident #7.

Interview with Resident Care Coordinator (RCC)
on 52317 at 10:10 am revealed:

-She was at the facility when the incident
occurred between Staff G and Resident #7 on
5/04/17.

-She did not withess the incident but was told by
Staff G what had happened.

-The incident happened before lunch that day.
-Resident #7 became upset while in the facility
because he wanted a soda.

| -Sodas for Resident #7 were locked up In the

Administrator’s office but she was not there at
that time to get a soda for Resident #7,
-Resident #7 tried to hit Staff B first before going
outside to the smoking area.

| -She was not sure when exactly Staff G went
| outside, but said 2 or 3 residents yelled out that

Staff G was being hit by Resident #7.
-It was Resldent #7's history to be aggressive

| toward staff but that had occurred at a previous

facility.
-There were no documented behaviors for

! Resident #7 at the current facility.

-Staff B and herself went outside to see what was
gaoing on and talked with Resident #7.

-She did not observe the incident but said Staff G
was not hurt.

-She asked Staff G to complete an incident
raport.
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-It was cemmeon practice for facility staff to move

out of the way when any resident was aggrassive.

-She believed Staff G had moved out of Resident
#7's way when he went outside.

-Staff G helped handle some of the residents who
were of a larger size.

-Staff G brought Resident #7 a soda after the
incident and Resident #7 was calm.

Review of Resident #7's Register revealed the
resident was admitted to the facility on 2/1002017.

Review of Resident #7's FL-2 dated 2/20/17
revealed:

-Diagnoses of schizoaffective disorder, mild
intellectual disability, diabetes, and hypertension.
-Resident #7 had a history of being verbally
abusiva and a history of being injurious to others.
-Resident #7 took Haldol 10mg twice a day and

: Zoloft 100mg once a day (Haldol is used 1o reat

schizophrenia and Zoloft is used to treat
depression.

Review of Resident #7s record revealed there
was no documentation that the resident had bean
abusive or aggressive toward staff or residents
from February 10, 2017 through May 3, 2017,

Review of handwritten note written by Staff G
dated 5/23/17 revealed:

-On 5/4/17 Resident #7 charged and grabbed
Staff G twice.

| -Staff G shoved Resident #7 twice off of him with

his forearm and called for assistance.

-Resident #7 then turned and walked toward the
banch in the front courtyard and sat down.
-Staff G was not injured during the altercation.
-There was no documentation of any other staff
members being presant during the aitercation or
who witnessed the altercation.
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Review of handwritten note written by the
Administrator dated 5/23/17 revealed:
~The Administrator wiote "Resident #7 was very

i agitated that moming "walking back and forward

fussing cussing about a soda".

-Resident #7 went from the hallway to the oulside
yelling, cussing what he was going to dao.

-The Administrator wrote, "Staff G was charged”,
-The Administrator wraote, "Resident #7 came to

' him®,

-Staff G didn't aliow Resident #7 to hit him during
the charge.

~Staff & used his forearm to push Resident #7
away.

-Resident #7 walked away and later Resident #7

| came and apologized.

-Resident #7 stated, "He didn't mean any harm.”

Telephone interview with Resident #7's primary
care provider's nurse revealed on 52317 at
11:50am.

i -Resident #7 did have a history of being verbally

abusive and injurious to others,

-There was no reports from the facility that
Resident #7 had been verbally abusive or
injurious to others since he was admitted to the
faciity.

-She was not aware of the incident on 5417 and
their office had received no notification fram the
facility.

The facility failed to assure 1 of 6 residents
sampled was free from physical abuse that
resulted in Resident #7, with a diagnosis of mild

i intellectual disability, being physically harmad by

Staff G. Resident #7 sufferad continued
emotional distress when the incident was not
investigated by the Administrator and Staff G was
allowed to continue working at the facility. This
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falure of the Bicillly to profiect the residents dahis

1 10 be free from physical sbuse reaulled in serdfous

neglect and constiuies a Type A1 Violksiion,

Rmuamr crl a Plan u-E Frm&r:lnn d&led 5?23!1?
rervaahed.

~Thie Administrator will review residenta’ righta
reganding physical sbuse with il staff
immediatsly.

-The Resident Care Coordinater, Special Cams
Courdigator, and Adminisirator wil assurs all *
resicents” rght are reviewsd dally and mest
accordingly fo the-Residents' BAl of Rights

«The fackity will schedule an in-servigs on
physical sbuse for all siaff,

~The Residett Care Coordinator, Special Care
Cosrdinator, and Adminishmior will be reponsible
te renort any allsgation of phyaical abose to the
Health Care Personnel Registry within 24 hours.
~The facility wilt Fave ongning Frssvices &3

| needed by the regional nrss @l ombudsmar

CORRECTEON DATE FOR 'l'HETI’PE A
WECH ATHON SHALL NOT EXCEED JUNE 23,
2017,

3.3, 1310-21( 1) Declaration of Pesident's
Rights

G5, 131021 Declaration of Resdent's Fighiy
Every resident shall haves the following righis:
11, Th be ancouraged 10 exerciss his or her
rights 55 & resident and cilizen, and o ba
penmiting to make complainks and sugpestions
withaut faar of coarcion or retaliation,
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Eased on chearvatons, intendews and record
raviews, fhe taciiity faited to gasure residents had
e it bo voice complainis and ba free of
retaliation as evidenced by an affempt by siaff o
heve: Resident #8 invallntarly commiited basasd
on false sllegations that Resldent #6 exhibited
agoressive and combative behaviors and other
residents subjacted fo thraats of discharga from
the facihty by the Administmtor ard Staff A for
expressing thelr complaints.

The fintings are

Review of Rosidant i5's FL-2 dated 7/19/16

| revesied:

Diagnosss included 2 single episode of major
depression, sequels of spinal cord injley, cocains
abuse, and marijusns sbuse.

Mot appicable was documanted for sections
regarding Resident #5 being discrionted, werbally
abusie, injurous o self, or injurious 1o others,

Raview of Resident #5's Care Flan daled 810716
e ke ‘
~Resident 88 did not have a Kstory of being
warbally sbusive, phvsically abiushe, exhibiing
deruptive or inappropriate behaviors,
-Resident #5 was nof injurious 1o sel, cibers, or
propeqty. .
-Resident #6 have a diagnoses of B single
spisode of major depression, sequela of spinal
sond injury, cocaing abuse, and manjuang abuse,
~Rasikdant #6 was recahing mental health
SErvices,

-He was orisntad and his memary was atlequale.

Review of Resident Register for Resident #6
reverled an admission date of TI27/18.

An inferview with Residant #5 on &17AT &t
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Continued From page 68

4:50pm revealed:

“They (Stalf A and Administrator) want me out of
here because | knaw my rights and they know |
will speak up".

-" see a lot of stuff that staff here are doing
wrong fo the residents and when | try to say
something abaut it, then they (Staff A and

- Administrator) tell me it's none of my business

and tzll me | am going be discharged if | start
trouble”

| -He did not get along with Staff A and Staff A had

threatened several times o have her family
member (the Administrator) to discharge him
when he complained about Staff A,

| <The Administrator had threatened him several

times to give him a 30 day nofice of discharge
when he complained about Staff A or voiced any
complaints about the facility.

-He was unable to give specific dates or the

| number of times he had been threatened fo be
discharged from the facility by the Administrator

or Staff A

-The residents at the facility were afraid o
complain about conditions at the facility or
complain about Staff A to the Administraor.

-The Administrator had threatened other
residents with discharge from the facility if
residents’ complaints were going to cause her
problems at the facility.

“"Most of the residents won't compiain about Staff
A to the Adminisirator either because they have
been threatened fo be discharged from the facility
by the Administrator”.

-Resident #6 felt that "the Administrator refaliates
against residents that try lo speak up for
themselves®,

Interview with the Administrator on 051817 at
8:40 a.m. revealed:
-"The bottem fell out last night” regarding a

D921
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Continued From page 89

| resident who became very agiated and was out
of control but she refused to disclose which
residents ware Invalved.

-She "wasn't going to have to deal with any of this
much longer and she have laken care of one
rasident and sha was warking on taking care of

| the other resident” when she referred to the

| agitated resident(s)

Interview with Resident #8 on 5M8M17 at 12:05pm
revealed:

~Resident #6 reported that the Administrator had
| him taken out of the faciiity by the police on
5MT/17 because he threatenad to call the state
and complain about what was geing on In the
facility.

=1 am tired of it and somebody needs to know
what is really going on in here".

! -He had gotten into an argument with Staff A on
the afternoon of 5A7/17 because he withessed
another resident fall two fimes in the dining room
whila Staff Awas on the phone in the front office.
-Ha had to go and find help for the resident who
fell because no staff was available and it upset
him.

! -He found Staff A and told her about the resident
who had fallen in the dining room.

-Staff A told him, "That's none of your business in
an angry tonea",

-Resident #8 reported he was also upset because
another staff member had a child at the facility
during work hours on the afternoon of 51717,

i -It was really upsetting because staff were not
taking care of the residents as they should be.
-"How can you tzke care of residents here If you
are on the phone or watching your child, that's
Just not right.”

-He and Staff A arguad off and on during the

i evening of 51717 while he was sitting in the frant
| sitting room of the facility.
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-He todd the staff on the evening of 5117/17 that
he was going to report the facility to the state

| because “they weren't doing nothing to take care
of the residents” at the facility.

-Staff A told him, ™You ain't have a [expletive]
thing to do with it" and called Resident #6 "a
crack head".

-Staff A told him that she was going to call her
family (the Administrator) and the police to get
him out of the: facility.

The Administrator came to the facility and she
was upset bacause he was arguing with Staff A
{the Administrator's family member},

-Resident #5 was not sure what time the
Administrator returmned to the facility on the
evaning of 5/117/17.

-The Administrator and Staff A were both in
Resident #8's face yelling at the resident.

-The Administrator told Resident #6, "You are
always in somebody's [expletive] business™
-The Administrator told him, "Go get your stuff
before | go and throw it out®.

-The Administrator repeatedly threatened to throw
Resident #5 out of the facility because the police
had been calked.

~Tha Administrator gave clear trash bags to Staff
H to pack up Resident #6's belongings.

-Two police officers arrived at the facility around
10:00pm on S1TMT.

Siaff A went off and told the police Residant #5
| had a bad record and Resident #5 was a crack
head",

-The police asked Resident #6 why he was upssat
and he told them what had happened earlier.
-Resident #6 was not arrested, handcuffed or
escorted out the facility at that time.

-The polica told him to go his room and he went
to his room per the policeman’s reguest.

-The police left the facility but retumed to the
facility a second time around 2:00am.
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-He was not exactly sure about the time but he
was in his bed asleep.

-Three policemen woke him up and told Resident
#6 that he had to go with them to the hospital to
be checked out.

-He did not know about the involuntary
commitment papers served on him untii after he
went to the hospital for a mental health
evaluation.

Confidential interview with a resident revealed:

| -Tha resident saw Staff A and Resident #6

arguing in the front sitting room on the evening of
5M1T7/7 around 8:00pm or 8:30pm.

| -Staff A called and told the Administrator that

"Resident #5 was at it again and bothering Stafl
A" 50 the Administrator came to the facility.
~The resident was not sure what time the
Administrator arrived.

| -The resident saw Staff A and the Administrator

“fussing” with Resident #6.

-The resident saw the police come up but was not
sure what time the police armived.

-The resident left for their own room once the
police arrived and did not know what happened
after that,

-The resident did not observe Resident #6 being
aggressive or combative with staff or other
residents,

Review of Resident #5's Record on 51817 at

- 12:40pm revealed:

~There was no documentation of any incidents on
5MTMT.

-The last eniry in the progress notes was dated
42117,

-There was no documentation of Resident #6
being combative or aggressive since his
admission on 72716,
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Interview with the Administrator on 51817 at
5:05pm revealed:

-Staff A had called her on 5M7M7 around $:00pm
and reported that Resident #6 and Resident #5
were being disruptive at the facility.

-Staff A reported that Resident #6 insinuated that
he was going to call social services because a
staff member had a child at the facility earlier on
the affernoon of SM7MT.

~The child had already been picked up about

! 4:00pm on 51717 so the Administrator did not
understand why Resldent #6 was concerned
about that,

-Reasident #5 accused the staff of not doing their
jabs and was fussing with staff as he followed the
staff around the Aand C Halls.

i -The Administrator told Staff A to try to resolve the
situation,

-Resident #5 always had issues with the 3-11

i staff and was argumantative.

-Staff A calied the police because Resident #6

| was fussing with the staff and coming up fo the

| staff in his wheelchair.

-The staff on the 3-11 shift were tired of Resident
#B6 because the resident thought "he was running
ghuff in the facility”,

-The police advised the Administrator to get

| Resident #6 out of the building.

-The Administrator was unable to specify which
police officer advised to get Resident #6 out of
the building.

-"Thea police officers sald it was out of their

! hands" and left the facility a litde before 11:00pm.
| -Resident #6 was still not calm when the police
left the facility.

. _The Administrator did call 2 family members of
Resident #6 to see if they could come and get the
resident,

Melther of family members of Resident #6 would
agrea to come get the resident.
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~“Resldent #8 was just fussing with the 3-11 staff
and was acting like he was running things here”,

| “"He (Resident #6) had to go so | had involuntary
commitment papers taken out for him because |
did not know what else to do”.

! *Resident #6's behavior on 51717 was
disruptive” but she was unable to specify any
disruptive behaviors other than Resident #6 was
arguing with staff.

-"He (Resident #6) needed o get out of here with
all that mouth®.

~The Administrator denied three times that
Resident #6 was combative or aggressive to staif
© or residents on the afterncon or evening of
5MTMT.

| Review of an Affidavit and Petition for Involuntary
Commitment for Resident #6 dated 051717
revesled;

-Staff H swore that Resident #6 was mentally ill
and dangerous to self and others,

-Staff H swore that Resident #6 was combative to
staff and other residents.

-Rasident #6 was hearing voices and was talking
i to himself.

-Resident #5 had a history of deprassion and was
taking his mads.

! -Resident #6 had poor insight and his judgment in
his actions with other residents was he was
aggressive with his talking with other residents

i and attempted to harm them with his cane or his
wheelchair showed danger to himsalf and othars.

Review of an Examination and Recommendation
to Determine the Necessity for Involuntary

| Commitment for Resident #6 dated 0817117
revealed:

-In the emergancy room, Resident #6 was calm

. and cooperative.

| -Resident #6 was oriented to person, place and
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situation.

-Resident #6 did not verbalize any thoughts of
delusions.

-Resident #6 was not held for inveluntary
commitment after evaluation in the emergency
fpalec

interview with Staff H on 51817 at 8:15pm
reveaied:

| -She worked on the A Hall on the 3-11 shift an
5M17TMT.

-She had been off the bwo nights prior o SMTAT.
-Resident #6 was sitiing In the front sitting reom
near the business office most of the aftermoon on
EM7MT and he was fussing with the 3-11 staff.
-Resident #5 was mainly fussing with Staff A
because he was upset that a resident had fallen
in the dining room while Staff A was doing

- something else,

-She did not know what Staff A was doing when
the other resident fell but the resident's fall was
handled appropriately by the staff,

-The resident that had fallen didn't get hurt.

! -Resident #6 was saying disrespeciful things
about an employee's child who was briefly at the
facility on the afternoon of S/17A7.

-"The child had been gone but he (Resident #8)
was still talking about the child arcund 8:00pm".
-"He {Resident #6) shouldn't have been talking
about her kid like that because it was none of his
business”,

-She could not specify what Resident #6 sald that
was disrespectiul.

-She could hear Resident #6 fussing under his
breath but he was not loud,

-Resident #6 "was still talking junk” when she
returmed from her lunch break around $:00pm.
-Resident #6 and Staff A kept arguing off and on
as he was sitting in the front sitiing room
-Resident #6 stated, "l am going to call the state

D921
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because ya'l aint doing nothing. The state told
me to keep a diary and ya'll are going to have fo
go back to work at McDonald's".

-Resident #5 told Staff A that he was going to call
the state on the facility because something
needed to be done about how staff was treating
the residents.

| -Resident #5 was going Lo report to the state

about the child being at the facility and how he
had to get help for the resident who fell.

=" just tried to stay out of it because he (Resident
#6) wasn't fussing with me".

| -Staff A got fed up and she called her family {the

Administrator).

-The Administrator came to the facility around
10:00pm and the arguing continued between
Staff A and Resident #6.

-The police were called but she was not sure who
called the police.

~The police came but there was nothing the police
could do because Resident #8 had only fussed
with Staff A.

-Resident #6 was calm when the police left and
the resident had gone fo bed.

"Lock, | am going to tell you ths truth that
Resident #6 had not threatened any staff or
residents on the evening of 5M17/17~

-The Administrator was angry and wanted

| Resident #6 out of the facility.

-She was Instructed by the Administrator to go to

i the magistrate's office and complete a petition for

Resident #8 to be involuntarily committed.

-She told the magistrate that Resident #6 was
combative and aggressive but Resident #6 had
not been combative or aggressive on the evening

- of BM1TMT.

-She did the petifion because she feared she
would lose her job if she did not do what the

| Administrator wanted.
| -She had documented In Resident #6's record
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about 30 minutes before the 51717 enfry as she
was instructed by the Administrator and signed a
blank incident report form for Resident #6.

Review of a Progress Mote dated 05/17/17 on
518/17 at 5 30pm for Resident #6 revealed:
-Staff H documented Resident #6 was watching
staff and constantly telling them what they should
be doing.

-Resident #6 was talking inapproptiately and
indiractly acting with authority.

i -Resident # continued hiz harassment all during
the night

-He picked with other residents and made them
feel threatened.

-Resident #6 continued these actions all day and
night.

-Resident #6 had besn acting out for the last 3
days,

-Staff tried to calm the problem but Resident #6
was unwilling to listen and cops were called.

Review of Facility Staffing Records revealed Staff
H worked on the 3-11 shift on 8177 but did not
work on 5M5A7 or 516/17.

Interview with the Administrator on S/18/17 at
G:40pm revealad:

-She had Resident #6 sant out for inveluntary
commitment evaluation because he would not

- calm down.

-Resident #6 was not sent out for inveluntary
commitment because he made complaints about
the facility to state or county.

-She was not aware that residents feared

! retaliations fram her and Staff A if they voiced
complaints.

-She had never threatenad any residents with a
30 day notice discharge if they complained.

Moy

Division of Health Service Regulation
STATE FORM

b UELK1

1§ ponlinuation sheat 7T of 86




PRINTED: 06/13/2017

FORM APPROVED
Division of Health Service Requlation
STATEMENT OF DEFICIENCIES (1) PROVIDER/SUPPLIERICLIA (¥2] MULTIPLE COMSTRUCTICN 3 DATE SURVEY
AND PLAN OF CORRECTION IDENTIFICATION MUMBER: 2 BUILDING: COMPLETED
R
HAL46019 B. WING 05/24/2017
MAME OF PROVIDER OR SUPPLIER STREET ADDRESS, CITY, STATE, fIF CODE
240 SOUTH EARLEY STATION ROAD
PINEWOOD MANDR
AHOSKIE, NC 27310
payin SUMMARY STATEMENT OF DEFICIENGIES 18} PROVICER'S PLAN GF CORRECTICN {x5)
BREFDC (EACH DEFICIENGY MUST BE PRECEDED BY FRAL FREFIX {EACH CORRECTIVE ACTION SHOULD BE CONPLETE
TG RECULATORY OR LSC IDENTIFYING INFORMATION) TAG CROSS-REFEREMCED TO THE APPROPRIATE [HTE
CEFICIENCY)
D921 Continued From page 77 D921

Telephone Interview with Police Officer an

| B2217 at 12:00pm revealed:

-He was one of the officers who came to the
facility on 51717 and 51817,

| -The police were called to the facility for a report

of a resident being combative and aggressive
with staff and other residants.

-Resident #8 wasn'i displaying any type of
aggressive or combative behaviors toward staff
when the police were called out to the facility on
thair two visits.

-Rasident #6 was sitting in the front silting area
and came up to the poficemen as they entered
tha facility.

-"He (Resident #6) just wanted to tell his side of
the story”.

-Resident #6 told police officers that he was upsat
that another resident had fallen at the facility and
staff was not available to help the resident.

i -The police officer did not feel threatened by

Resident #6 at any time,

-*The staff appeared upset and looked like they
wanted to leave".

-Administrator stated *| am tired of him (Residant
#8) causing trouble here, | know what to do; | am
going to have him (Resident #6) committed”.

-He did not recall any other comments from other

| staff,

-He did not observe any staff using any foul
language while he was there.

| -He asked the Resident #5 to go to his room and

the resident complied.
-The police left the facility because there was

| nothing they could do.

-Resident #5 was calm when the police left the

! facility on the first visit

-The police returned to the facility a second time
around 2:00am on S/18/M17 because they had an
involuntary commitment order for Resident #8.
-Resident #5 was in his bed asleep and the police
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| officers had to wake Resident #6 for transport o

the emergency room because of the involuntary
commitment order.

-Resident #6 asked, "What did | do wrong, why
do | have to go out 1o the hospital?

-He Ioid Residant #6 that "he needad to go oul
with the officers to the hospital to be checked
out”,

-Resident #5 went caimly with the police officers
and he did not resist lzaving the facility with the
pofice officers.

-Resident #5 repeatedly kept asking the police
officers, "what did 1 do wrang?".

i -The involuntary commitment order stated that

Resident #6 was aggressive and combative with
staff and other residents but the police officer
said, "l did not observe any of those behaviors by
Resident #6 on either visit".

-The police officer said, "the statements on the
involuntary commitment orders about Resident #5
being aggressive and combative did not coincide
with the behaviors he observed for Resident #5%,

Intendew with the Primary Care Provider (PCP)
for Resident #6 on 5/24/17 at 9:36am revealsd:
-There was no documentation of Resident #6
being aggressive or combative in his previous
medical history.

| -There was no documentation of Resident #6

being aggressive or combative since he was
admitied at the facility.

-The PCP had not been confacted by any staff
from the facility about Resident #8 being
aggressive or combaliva,

-The PGP had not been contacted by any staff
from the facility about the petition for involuntary
commitment for Resident #6 being aggressive ar
combative on 51717,

. Interview with the Mental Health Provider for
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Resident #6 on &24/17 at 9:36am revealed:
-There was no documentation of Resident #6
belng aggressive or combative in his previous
medical history.

-There was no documentation of Resident #6
being aggressive or combative since be was
admitted at the facility.

-The Mental Health Provider had not bean

| contacted by any staff from the facility about

Resident #6 being aggressive or combative,
-The Mentai Health Provider had not been
contacted by any staff from the facility about the

| petition for involuntary commitment for Residant

#6 being aggressive or combative on 5M7/17.
-Resident #5 was last seen in his office on
4/21/17 for depression and his next appointment
was scheduled in August 2017,

Observation of two residents who appeared
apprehensive and declined to speak with the
survey team on 522017,

Two atternpted telephone interviews wers
unsuccessiully with Staff Aon 522/17 and
5/2317.

Two attempted telephone interviews were

» unsuccessfully with family members on 524117,

Confidential interview with a staff membar
revealed:

! “The staff member had heard the Administrator

threaten several imes to discharge residents
from the facility if residents volced complainis.
-She could not specify the number of residents or

| specific dates or times.,

-The Administrator and Staff A did not like
Resident #6 because he would try fo get help for
ofher residents and he complained a lot.

| -Staff tried to aveld any conflicts with Staff A and

[y
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not complain about things going on at the facllity
because they wanted to remain employed at the
facility.

Confidential interview with the same resident
revaealed the resident overheard the Administrator
! tell staff members not to talk with the survey team
and ta let the Administrator know what residents
spoka with the survey team.

Confidential interview with a second resident
revealed:

-The resident had been threatened to be
discharged from the facility by the Administrator
when the rasident complained that there were not
enough condiments sarved with meals.

-The resident was not able to give a specific time
frame when this occurred.

-The resident reported feeling powerless in
making any complaints at the facility.

. An inferview with a third resident on 5M&17 at
10:05am revealed:

-She was admitted to the facilily in the later part

i of March 2017,

-She has gotten Into several arguments with Staff
A

-0n 2 separate accasions, she complained about
Staff A to the Administrator since she was
admitted to the facility.

-The Administrator told her "if she couldn't get
along with Staff A to pack her [expletive] and get
out on both occasions.

-The Administrator had also threatened her
several times to be discharged fram the facility.
-She was fearfully to complain about anything
because she did not have any other place to go.

Confidential interviews with two pravious

| residents revealed the Administrator said, * don't
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cara what the state says, | am going to keap on
doing what | want to do here, just watch and sse”.

Confidential Interview with a fourth resident
revealad:

<The resident felt intimidated by the Adminisirator
when they volced their concems.

“The resident had sesn when other residents
complained a lot that these residents were quickly
discharged from the facility.

Interview with the Administrator on 51817 at
£:40pm reveaied:

-She was not awara that residents feared
retaliations from her and Staff A i they voiced
complainis,

-She had never threatened any residents with a
30 day notice discharge if they complainad,

-She had never told any residents that they had to
get out of the faciiity.

-She would go around and tafk with the residents
lo see what was going on.

The facility failed to assure residents were
allowed fo voice complaints without fear of
retaliation as evidenced by an attempt by staff to
have Resident #6 involuntarily committed based

| on false allegations of aggressive and combative

behaviors and the threatening to discharge other
residents of discharge from the facility. This
failure constitutes a Type A1 Violation.

Review of the Plan of Prolection dated 05/2217
revealed:

The Administrator will immediately review
Resident Rights with ail staff,

| -The facility will have the ragional nurse to come

and provide an Inservice to all staff related not

' taking any retaliation actions agains! residents.
| -The Administrator will contact the ombudsman to
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when used for their personal care needs, [Refer
to Tag D 083, 10A NCAC 13F .0306(a)(9)

| Housekeeping and Furnishings {Type B

Violation)].

3. Based on observations, record reviews, and
interviews, the facility failed 1o assure every
resident’s rights were maintained as related to
residents not being treated with dignity and
respect; free of physical abuse, and free of fear of
retaiiation. [Refer to Tag D338 10ANCAC 13F
08909 Resident Rights {Type A1 Violation).).

4. Based on observations, record reviews, and

i interviews, the facility failed to ensure the

ingestion of medications for 1 of 5 sampled
residents (#3) who had a known history of hiding
medications in her cheeks and later spitiing them
out [Refer to Tag 358, 10A NCAC 13F
Medication Adminstration .1004(a){2) (Typa B

| Violation]].

' 5. Based on record reviews and interviews, the

facility faflad to investigate and report known
allegations of abuse for 3 residents (#5, #6 and

| #8) by 2 staff members (Staff A and Staff C)to

the Heatth Care Personngl Registry (HCPR)
[Refer to Tag 438 10A NCAC 13F Health Care
Personnel Registry (1025 (Typa A2 Violation]].

6. Based on reviews and interviews, the facllity
failed to assure residents wers treated with
raspect and dignity as evidenced by the residents
being subjected to disrespactfulness by the way
the Administrator, the Resident Care Coordinator,
Staff A, Staff C, Staff D, Staff €, and Staff F yelled
andfor cursed at the residents [Refer to Tag D
911 G.5. § 1310-21 (1) Declaration of Resident
Rights (Type A1Viclation)].
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7. Basad on inferviews and record reviews, the
facility failed to assure 1 of 6 sampled residents
was free of physical abuse thal resulted in both
physical harm and emotional distress to Resident
#7 by Staff G [Refer to Tag D 914 G.5. § 131D-21
i4) Declaration of Resident Rights (Type Af
Yiolation)].

8. Based on observations, interviews and record
reviews, the facility failed to assure residents had
the right to voice complaints and be free of
retaliation as evidenced by an attempt by staff to !
have Resident #6 involuntanly commitied based
on false aliegations that Resident #5 exhibited

. aggressive and combative behaviors and other
residents subjected to threats of discharge from
the facility by the Administrator and Staff A for
expressing their complaints[Refer to Tag D 921

| G.5. § 131021 (11} Declaration of Resident
Rights (Type A1 Vialation}].

The Administrater falled to assure the
management, operations, and policies of the
facility were implemented including
implementation of residents’ rights. The
Administrator falled to assure residents ware
treated with respect and dignily as evidenced by
staff being verbally disrespectiul to residents,
speaking inappropriately to residents, subjecting
residents to physicial abuse, and staff retaliation
against residents for voicing complaints. The
Administrator failed to assure appropriate care
and services were provided by the failure to
| maintain substantial compliance with rules and g
statutes related to housekeeping and furnishings, |
medication administration, and health care |
| personnel registry, which is the responsibility of
the Administrator. This faillure to implement rules
and regulations resulted In the serious neglect to _ ]
! all residents which constitutes a Type A7 i ! |
Division of Heakh Sendcs Regulation '
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Wialaticn.

Review of the Plan of Prolection dated 52317
revealad:

. -The Administrator will Implement and recreate &

better managment system o make us of
avallable resources o imprave the managemant
of the facility.

-The facility will continue to monitor the day to day
operation of the facility and assure all tasks ars
cared out accordingly to provide patient care.
-Tha Administrator will confinue to meal with
residents to make sure their issues and concems
are addressed,

CORRECTION DATE FOR THE A1 VIGLATION
SHALL NOT EXCEED JUNE 23, 2017,
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