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The Adult Care Licensure Section and the Avery.
Coaunty Dapartment of Soclal Services conducted
| @ follow-up survey and a complaint investigation
on Septombier 5, 2017 to September 7, 2017.
The complarnt investigation was initiated by the
Avery County Depariment of Social Sewioes on
August 28, 2017.
{01813 10A NCAC 13F ,0504(a) Competency Validation {D 167}

For LHPS Taske

10A NCAC, 13F .0504 Compatency Validation For
Licensed Health Professional Support Task,

(a) An adult care home shafl assure that
non-icensed parsonnel and licensed personnel
not practicing in thelr licensed capacity as
gaverned by their practics act snd oocupstional
licansing laws are competency validated by refurn
demonstration for any personal care task
specified- in-Subparagraph {ai(1) through {28) of
Ruks .0803 of this Subchapter priar to staff
performing the task and that their ongeing
compatency s assured through facility staff
oversightand suparvision,

This Rute is not mat as evidenced by:

Basad on observations, interviews and racord
reviews, the facility falled to assure 3 of 5
sampled staff (Staff A, B ared C) ware
competency validated by return demonstration for
the Llcenasd Health Professlonat Suppont
(LHPS) tasks of providing physical assistance to
residents ambulating with asslstve devices and
fransferring of semi-ambulatory or
noa-ambulatery residents by an appropriate
licensed heaith professional prior to perfoming
the tasks.

-

STATE

Diviston of Haalth Sarvica Reguistion
LABORATCRY DIRECTOR'S OR PROVIDER/SUPFLIER REPRESENTATIVE'S SIGNATURE

1. Staff members without LHPS Nurse
validation for skils completed by LHPS
Nurge,

2, LHPS Nurse will be monitored by ED
& MCM to ensure that all areas of staff
gualifications provided by LBPS are in
compliance.,

3. LHPE Nurse to have exit canference
after each visit to discuss duites per-
formed and provide completion certif-
icates,

4. New hired staff will complete alf re-
quired validations prior to beginning
fleor training.
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The findings are:

Interviews with seven residents =t various fimas
on 8/5/17 and 8/8/17 raveaied ono resident stated
she tid not walk and two of the Personal Care
Aldes (PCAs) transferrad her irfefout of her
wheaichair several imes each day.

Interview with a family membar on S/8/17 af
10:10am revesled:

-The residant had Hived at the faclity for several
years.

-The residant needed assistanca transferring into
har wheelchair.

Obsarvatans in the facility-at varlous tmes of the
day on ¥6/17, 9/6/17 and 9T T revealed several
PCAs were parforming LHPS tasks for residents
including providing physical assistance to
residents ambulating using canes, whealchairs
and walkars and transfoning of sami-ambulsiory
and non-ambuiatory residents from wheesichairs
toffrom bed.

1. Review of Staff A's personnel record revesied:
-Ahirz date of 8/10/17 as a Personal Care Alde
{PCA),

~Thare was no documentation s LHPS
competsncy validation had been completad prior
to her performing the tasks.

Observations on 9/6/17 of Steff A providing LHPS
tasks revaaled she had fransfamed one resident
from her bed ta g nearhy char,

Inforview with Staff A on 9/8/17 at 4:15pm
revealsd;

-She had starting working at the facility the
beginning of August 2017.
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+She assistad residents to and from thelr
whaslchairs,

~The other PCAs and the Medication Aldes (MAs)
hat showed her how to take czre of the
residents,

-The LHPS nurae kad not gone over the

.| compatancy validation checklist with her.

~The LHPS nurse would ba at the facility on
8/717 and she would be checked off at that tima.,

Refer to interview withthe Special Care
Coordinator (SCG) on $#6/17 at 10:40am.

Refer to intarviaw with the Administrator on /6/17
at 10:80am.

Refer to interview with the LHMPS nurse on /7717
at 3:30pm.

2. Review of Staff B's personna! record revealed:
-Ahire date of B/11/17 as a Persanal Cars Akl
(PCA).

-There was 1o documentation a LHPS
Sompetency velidation had bean completed prior
1o har performing the {asks. ‘

Observations on 9/5/17 of Staff B providing LHPS
tasks revealed:

-She had transfarrad soveral residents from their
wheelchalts to chalrs in thair rooms.

~3he had assisted one unstesdy mesident with a
roliing walker to the dining foom.

Itderview with Staff B on 96717 at 4:30pm
revesled:

«She had boen employed at the facility since
B/HINT.

~She had tranefarred residents to and from their
wheslchairs.

-Ghe assisted unsteady residents with canes and

D161
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rofling walkers to the dining room.

-Tha other PCAs and the Madication Aidss (MAs)
had showed her how o take care of the
residents.

-The LHPS nurse had not gone over the
competency validation checklist with her.

-The LHPS nurse would be at the facility on
217117 and she would be chacked off &t that time.

Refer to inferview with the Spedial Care
Coordinator (SCC) on #6417 at 10:40am,

Refer to Interview with the Administrator on 9817
at10:50am.

Refer to inferview with the LHPS nurse on 9/7/17
at 3:30pm.

3. Review of &taff C's personns! recors revesled:
-A hire date of B/7/17 as a Personal Cate Alde
(PCA).

-There was no documantation g LHPS
competency validation had been completed prior
1o har perfoming the tasks,

Observations on &/6/17 of Stalf C providing LHPS
fasks revealed:

~She asslsted one resldent with a rolling walker to
the dining room due to ths residant belng
unsteady on ker feet,

-She transferrad two residents into wheelchairs
and had taken them {o the dining room.

Interview with Staff C on 86717 at 4:10pm
revesied:

~3he had been employad at the facillty aince
8/7H7.

-The vther PCAs ard the Medication Aldes (MAs)
had showed her how to take care of tho
residants.

(0 161}

Division of Haalth Salvice Regulation

STATE FORM

EBDEAR2

1F cartirstion shgel 4 of 24



0CT/17/2017/T0E 08:01 AM  Cramberry House

Division of Health Service Repgutation

FAX No. 828-733-5508

F. 006

PRINTED: 10/02/2017
FORM APPROVED

STATEMENT OF DEFICIENCIES
AND PLAN OF CORRECTION

1) PHOVIDER/SUPPLIER/CIA
IDENTIFICATION NUMBER:

HALODRDG7

(%2) MULTIPLE CONSTRUCTION
A, BUILBING:

B. \ann

(%3 DATE BURVEY
GOMPLETED

R

0e/07/2017

NAME OF PROVIDER GR SUPPLIER

CRANBERRY HOUSE

BYREET ADDRESS, CITY, $TATE, ZIF CODE

6255 US HIGHWAY 19 EAST
NEWLAND, NC 28657

X4 10
PREEJX
TG

SUMMARY STATEMENT OF DEFICIENCIES
(EACH DEFICIENCY MUST BE PREGEDED BY FULL
REGLNATORY DR LSS IDENTIPYING INEORMATION)

D
PREFIX
TAQ

PROVIOER'S PLAN DR CORRECTION i
{EACH CORRECTIVE AGTION SHOULD &8
CROBS-REFERENCED TO THE APPRUOFRIATE
DEFICIENEY)

DATE

D 167}

Gorinuad From page 4

-Bhe transferred residents fo and from their
wheelchalrs,

~Tha LHPS nurse had nof gong over the
competency validation ohecklist with her,

«The LHPS nurse would be at the facliity on
97M7 and she would ba chacked off st that time.

Refer fo Interview with the Spacial Care
Goordinatar (SCO) on 8/6/17 at 10:40am,

Refar to interview with the Administraior on 9/6/17
at 10:50am. :

Refar o intarview with the LHIS nurse an 977/17
&t 3:30pm.

interview with the Spacial Care Cootgdinator
{SCG) on S/6/17 at 10:40am ravealed:

-8he had baon Hired as the SCC “about 2 year
ago”.

-She was responsible for scheduling the LIPS
task validations for the-new staff.

~In March 2017, the facility nad hired a new LHPS
nurse to ensure all staff had been LHPS
competency validated.

“When the LHPS nurse left the position during the
summer, the Administrator and the SCC had
been teld "everything was up to date” but that was.
not the casg,

-t was her responsibility fo natify the LHPS nurse
when there was new staff to be task competency
validsted and when the current staff needed
additiona! training and compatency validation.

~lt was the LHPS nurse's respongbility to
complete the compstency tralning validation
checklist with the staff member,

-When the training was cormplated, the LHPS
nurse would submit the checllist to her and sho
woukd file it in her offica,

~The currant LHPS nurse had been in the facillty

{0161}
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on 94117 and had competency validated two
rehired amployees and two new employass,
~The LHPS nurse would be In the tacitity on
TN o competency validats three new PGAS,
-She currently had no systemn in placs to assure
the LHPS task validations were done and up to
date,

Interview with tha Administrator on 9/6/17 at
10:50am revealed;

-3he had been the Administrator for
approximately six months.

-In March 2017, the fackity had hired an LHPS
nurse fo ensore all staff had been LRPS
competency validated and the facility was back In
complianca,

When the LHPS nurse left the positfon this
summey, the Administrator had been tald all care
staff had been LHPS competancy vafidated.

-A review of staff records at that fime reveaied not
all staff had been LHPS competency validated
~The current LHPS nurse had beer to the faciity
on 9417 and had competency validated two
rehired employees and two new smployees.
-The LHPS nurse would be In the faciity on
87117 to competency validale three new PGAS,

interview with the LHPS nurse on 9/7/47 at
3:30pm revealed:

-Ha had been rehired by the fadiity to provide
Medication Aide training and competency
evaluations, Personal Care training and
competency evaluations, stall LHPS competency
vafidation by return demonatration, resident
record reviews and LHPS resident assessments
for the facility.

-On 8/4117, he nad LHPS compsiency validated
two rehired employees and fwo new stployees.
<He was currently at the facility to LHPS
competency validate three new PCAs (Staff A,
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The faciity shall comply with G.S, 131E-256 and
supporting Rulasz 10A NCAC 130 .0101 and
0102,

Based on interviews and record reviews, the
facifity falled to report allegations of physleal and
mantal abuse and neglect by Staff D (Personal
Care Aida) of residents reslding In a specia) cars
fachlity to the Heaith Gare Personnsl Registry
(HCPR) within 24 hours of knowledge of the
events and for failure ko complete the 5 day report
o the HCPR.

Tt findings are:

1. Interview on 8/29/17 at 1:55pm with the
Administretor snd the Special Care Coordinator
{5CC) revealec:

-Resldent #6 was the resident a staff member
had identified in a verbal staternent given to the
Administrator on 82817,

~The staff member had witngssed Staff D,
Personal Cara Alde (PCA), who had been feeding
Resident #5, place food in the residens mouth
and then hold her hand over the resident's face.
- The Administrator and SCC were aware of the
incident and verified it had cccurad during thelr

facility investigation was completed,

2. As of 8/7/2017 all allegations of
abuse/ neglect have been reported
to HCPR via 24 hr 5 day report,

3-Aggresive Resident In-senvice 1o.be
sompleted-en-10/6/2017

L
B Random staff S3adsge el with ED

to discuss resident needs .and apﬂ&- ol

priateness of care.
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investigation on 8/27/17 when it had been
reporied by other staff as well.

-The Administrator and the SCC stated Staf D
did not hold her hand over Resident #8's faca or
mouth but had held her hand under the resident's
chin {0 "weap the residant from spltting foed out
and to keep from baing spit on.*

-The Administrator stafed she hiad conducted an
Irvastigation but there-were no staff interviews for
review.

-Tha Administrator and the STC stated they id
not recall the date of the incident

~The Administrator and the SCC had not reported
tha allegation to the Health Care Parsonnel
Reglstry because they did not eubstantizte the
allegation.

~The Administratar had requested a writtan
stetement from Staf D,

-Staff D stated she had placed the tips of her
fingers under Resident #8's chin and told the
residem not {o spit out food.

Aconfidential intarview with a stalf member
ravealad:

-Afew months ago (May/June), the staff member
had witnessed Staff O feading Resident #8,
~Staff D hed her cupped. hand under the
resldent's chin holding the resident's mouth
closed.

-The afaff member stated that was not common
praciica,

intarview on 8/26/17 at 3:47pm with the Business
Office Managar {BOM) reveaied:

~He: had worked the second shift {3:00pm ‘o
11:00pm) the night of the incident as a Medication
Alde.

~He stated the Incident-cocurred approximately In
June 2017,

-When he learmed of the Incldent with Residant

D 438
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#5 and Staff D, ha had contacted the
Administrator.

~He did not recall writing a statemant or baing
asked to do s0 by the Administrator,

-He had been lnstructed by the Administrator to
tak with staff regarding the incident.

-He hod spoken to a staff metnber who reported
"the incident lasted 10-20 seconds and did nat
look foreeful”.

-He then epoke with Staff D, who stated she had
not intertonslly tried to hurt Resident #6. she was
just trying to stop the resldent from spitting, she
did not want o be spit on.

-Ha stated Staff D "eould be loud, boisterous,
opipionatad and had a faul mouth®,

A'confidential telephone Interview with a staff
member revaaled:

-She had witnessed Staff D feeding Resident #6,
~Bhe statad the incidant had oocurred a few
months ago.

-Staff D had placed a bite of food In Resident #5's
mouth,

-Staff D then placed the back of her hand under
the resident's chin and held the resident's mouth
shut,

-Staff D knew the staif member had witnessad
the Incident and told the staff member she (Staff
D} "did not want to ba splton® by the resident..
~The resident had showed some distress white
her mouth was being held shut by grunting and
immediately spit the food out when Stafi D
removed her hand,

~The staff meinber immedlately reported the
incident tc the Administrator who asked her to
provide a signad and dated writien statement
which she did.

Based on record review and obsarvations on
S/517 and B/6/17, the resident was detarmined

D438
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not fo ba intarviswablo.

Refar o Intorview on 9/7/17 at 2:15pm with the
Adrninistrator, |

2, Interview on /287 at 1.55pm with the
Administrator and tha Spscial Care Coondinatpr
(SCC) revealed:

~The Administrator and the SCC stated Staff D
cauld be very foud and they coukd sos where
some rosldents might think she had been yeling.
-They were unawarg staff membeis had heard
Staff D swearing and. cussing at the residants.
~They had beentoid by staff members Siaf D
‘had been leaving residants wet and solled for
.entire shifts.

~Thay had investigated by making rounds end
marking inconlinence brefs.

-Thay had not reported the allegatlons of resident
neglect to the Health Care Parsonnat Registry
becalse their investigation did not substantiate
the allegations.

-The Administrator had requested a written
statoment from Stafi D on 97117,

“Staff D admitted, in the written statemert, to
leaving Resident %7 wet and solied.

-it had bsan brought {6 her (the Administrator)
affention by the current Business Office Manager
(BOM) who, at the tima of the incident, had heen
a2nd shift MA

Interview on 8/20/17 at 3:23pm with a staff
member revealed:

-Resident #7 was the resident identified in the
staff members wiitten statement dated 8/28#17
and given to fav enforcement concerning verbal
abuse and naglect of Resldent#? by Staff D,
~She had witnessed verbal abuse of Resident #7
by Staff D including name calling and yeling at
the resident,
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~She had also witnasssd Staff D naglact Resident
#7 when she had not changed the resident
leaving hir wet and soilad.

-She siafed she had given $tak D a writtan
warning for not changing the resident's solled or
wet Incontinence brief but did not remember the
date of the write-up.

~The write-Up had besn tom up by the SQC who
saitd to glhve Stafi I a varbal waming first.

~Btaff D had received a verbal waming from g
previous MA, who was now the BOM.

Interview on B25/7 at 3:47pm with the BOM
revealed:

-As 8 MA, he had given a verbat warning to Staff
B for lemving Resident #7 laying in his bad
apaking wet.

-Staff Drhad told him the resident had been -
changed, but the MA had discovered the resldant
had not.

-He informed the Administretor and the SOG he
had given Staff D a verbal warning for lying sbout
changing the reskdent.

Based on record review and observations on
915717 and Y/6/17, the resident was determined
not i be mterviewable,

Refar to intarview on 9/7/17 at 2:15pm with the
Adminlstrator.

3. Interview on 8/28/7 at 1:55pm with the
Atministrator and the Special Care Coordingtor
(5CC) reveslad:

-The Administrator and the SCC stated Staff D
“could he very feud and they coutd see where
some residants might think she had been yalling®.
~They wers not aware staff membars had heard
Staff O swearing ard cussing at the rosidants.
-They were not awate staff members had sgen
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Steff D pin Resident #2 to his bed and also fwist
his arm bahind hig back,

~They had not reported the allegations of residant
ablsa 1o the Health Care Personnet Registry
because they were not aware of the allegations,

A confidertial telephong inferview with g staff
membetrevealed:

| - Resident #2 was the residont identified In the

thelr written statement dated 8/28/17 and given o
law snforcament.

- The staff member had withessed Staff D, a
PCA, threatening, cursing and screaming at
Resident #2.

-She had witnessed, Staff D, place her hands on
Resident #2's shoulders and shove the resident
down and pin him %o his bad,

-She had witnessed Staff D twisting the resident's
arm behind his back.

-She'wes unaure of the dates of these
OCCUITaneas.

«~She did not repart the incitients to the
Administrator "because other steff had reported
Staff D and nothing had besn dane”.

Intervisw on 8/7/17 at 1:00PM with Resldent#z -
revealed the resident did not recal! the incidents.
with Staff D,

Refar to Tnterdew on 9/7/17 at 2:15pm with the
Administrator,

4. [ntarviow on 8729117 ot 1:65pm with the
Administrator and the Special Care Coordinater
(8CC) revealed:

-The Administrator and the SCC stated Staff D
“coult ba very foud and thay could see whera
gsome resttierts might think she had been yeling®.
-They ware not aware Resident#8 had told staff
members Staff D had hurt her in the shower.

D430
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~They had not raported the allegatlons of residant
abuse fo the Health Care Personnal Ragistry

beraima thev wera nnt awars 1nT s alfamstinn
v o .

Inferview with & staff member revealed Resigent
#8 had told a staff membar, Staff D had hurt her
while giving har a shower.

-The staff member did not recalt whal ataff
member Resident #8 had fold this to.

-She had paseed it on in report to the next shift
but.she had not reparted It to the Administiator or
the 8CC.

Interviews with two staff membera on 9/6/M7
revesled:

-They both confirmed Resident #8 had stated
Staff O had hurt har in the shower approximately
ore month ago.

=The residant was reluctant to get a showsr and
ldentified Stasf D by name, stating she had hurt
the resident's foot and back iIn the shower,
-They had reporied the inddent to the MA on
duty.

Based on record review and obsarvations on
8/5/17 and 9/8/17, the resident was detarmined
not to be intarviewable.

Refer to intarview on 8/7/17 at 2:15pm with the
Administrator,

5. A confidential telephone interview with a staf
member reveated:

-A staff member had reparted witnessing
Resident #9 being called names by Staff D.
-The staff member had been encouragad to
report incident to the Administrator,

-She was nof aware if the staff member had
reported the incident.
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Baged on record review end observations on
SI5M7 and 9/5417, the rasident was datermined
not to be interviewable.

Intarviow an B/29/17 at 1:55pm with the
Adminisiratar revealed:

-A stalf member had told her she had withassed
Staff O calling Resident #9 names.

-SiaffD could be veary loud and she coulg
undarstand how a.reskdent might think §taff D
had bean yeiling.

Refor to intendiew on 9/7/47 at 2:15pm with the
Administrator.

Interview on ©/7/17 at 2:15pm with the
Administrator reveated:

~-She became aware of the allegations of resident
abuse and neglect on 8/28H1 7.

-A county employee came to the fadlity and
informed her & complaint had baen Rled against
Staff D (PCA) allsging verbal and mental ahuze
and resident neglect,

-The county smployee had been given multipls
signed and dated statermnents from witnesses of
the abuse and neglect

=The Adminisirater end the SCC had corme Into
the facility one evening arxi marked incontinent
brigfs after a staff member foid her Staff D had
not been changing Inontinent residents.

-This "nveatigation™ had occurmad prior to the
county amployee's vislt and the allegation of
reglect was not substantiated.

-Initially the aliegation of resident neglect by Staff
D had not been reporied to the HCPR "becatise
the allegation was not substantiated”.

-Bhe did not file @ 24 hi/5 day report regarding the
allegafion on t10/31218.

-Bhe did fila the 24-haur report to the Health Care
Parsanna| Ragisiry after the Dapartmert of Social

0438
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Seryices worker came o the facilty B/29/17on the
complaint investigation and Instructed her to do
80,

+Bhe was not aware sny and all gllegations of
resident sbuse, neglect and exploitation must be
feported to the Health Care Personne! Registry
within 24 hours of the allegation,

-8he was not aware 2 five day report was also to
ke fled after the facifty Investigated snd
substantiated/unsubstantiated any allagation{s).
-Staff-D had hean terminated 8/7/117 based on
substantiation of the varbal abuse
allegations,-The 5-day report sent to the HOPR
on 977117 substankiated the allagation of-residant

neglect
913) O5.1310-21(2) Daclanation of Residents' Rights 1 09121 | 4 gy oo e substantiated  [10/7/2017

G5 131D-21 Declanation of Residents’ Righta verbal abuse terminated on 8/7/2017

Every resident shall have the fokowing rights: : " )

2. To recelve care and sarvices which are 2. Ombudsman compieted in-service

adequate, appropdate, and in compliance with on Resident Rights 9/7/ ZTIM

rafovant federal and state taws and rules and s QAL OgLE A O

reguiations, 3. EDfincorporated daity faciity walk

through to monitor the rights and teeds
of each resident are being met,

' ' along with montioring direct care :
This Rule i not mat as evidenced by: provided by etaff.™ ] huas o 2nu t:uL 5“5-& F‘-@ ‘

Based on Interviews and recand revisws, the - o DIs| W
facillty falled fo aseure each resldent received ., Bonghihtitingucd) G

caie and services which were adequats, (,c;-.«GJﬁn. "'\““““"‘“6 "‘:’M&*\‘ﬁ“?f'xb '
’ ~ 5 B

appropriate and In compliance with relsvant . 3. W ) Qlsens
AA‘H? : fﬁ}“llr?.q.

federsl and stata |aws and rujes and régulations _
related to belng treated with reepact and free . %
from physical and verbal abuse. g

‘aﬁ\b .
The fingdinga are; 2 "wwf*"')‘"
1. Based on inferviews and record reviews, the wuzlﬂ/) U VP S L;ZYJEH»
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facility falled fo azsure 5 of 5 sampled residants
(Resident #2, Resident #6, Resident #7, Resident
#6 and Resldent #9), residing in a Special Care
facility, ware treated with respact and free from
physical and verbal abuse and neglect by an
empleyee (Slaf D). [Refer to Tag 914, GS
131D-21({4) Declaration of Residenl's Rights
{Type AZ Violation)]
D314 G.5. 131D-21(4) Declaraton of Residents’ Rights Dei4 1. Staff member D terminated on 1017717

2.8 1310-21 Declaration.of Resldents' Rights
Every resident shall have tha followlng rights:
4. To be iree of mental and physical sbuse,
negladt, and axplaitation,

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

Based on inferviews and recond reviews, the
facliity falled to assure 5 of & sampiled residents
(Resident #2, Resident #6, Resident #7, Residant
#8 and Resident #9), residing in a Spadagl Care
tacility, wera freated with respect and free from
physical and varbal abuse by an employes { Staff
D).

The findings arg;

1. interview on /20017 at 1:55pm with the
Administrator and the Spedial Care Coordinator
(5CC) revealed:

-Resident #5 was the resident a staff membar

had Idantflied in a verbal statement given fo the
Admintstrator on B/26/17.

~The staff member had witnessed Staff D,
Parsanal Care Alde (PCA), who had baen feeding
Resldent #5, placa fosd in the resident's mouth
and then hold her hand over the resident's facs,

9/7/2017 on substantiated findings of
verbal abuse, :

hss
2. Ombudsman along with-AHS to
complete Abuse Prevention training on _
121712017, weee AR

~
3. A behavioral log has been imple-
mented and maintained by the facility
administrator.

™

4. Approptiate iq@__rventio put into

place to assurd rights of fésldents are (‘T‘i\&' 45
maintainaed. ﬁ-ﬂ;ﬂ% & "Tﬂ il Ra 85 .

4 oA e, - V230 PN IR (RN W
é ED el e o il Wit [teryal t

Motns B ‘J—%JWMWL\’&) c;)c‘fb ‘
o . ) E &, e Qo w v o’ v“’-‘ﬂ""'-‘)“j
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- The Administrator and SCC were aware of tha
incident and verifiad it hat ocoumed during thelr
investigation on B/Z7/17 when it had bagn
reparted by other staff a5 well, .
~The Adinlstrator and the SCC stated Saf D

did pot hold her hand over Resident #6's face or - -

mouth but had held ber hand under the fesident's
shin fo “keep the rosident from spitiing food out
and to keep from being spiton,”

-The Adminlstrator stated she hed conducted an
investigation but there were ne staff intarviews for
Iaview,

-The Administrator and the SCC stated they did
not rcal the date of the incident.

~The Administrator and the SCC had not reperted
the allegation to the Health Cara Personnel
Regietry bacause they did not substantiate the
allegation:

-The Administrater had requested a writton
statamant from Staf D.

~3taff D stated she had placed the tips of her
fingars under Resident #6's chin and told the
teskdent not to spit aut food,

A confidential irterview with a staff member
revealed:

~A fow months ago (Maylune), the staff member
had witnessed Staff D feeding Resldent 5.
-Slaff D had her cuppad hand under the
resktent's chin holding the resldent's mouth
tlosed.

~The staff rember stated that was not cammon
praciice.

Interview on Bf20/17 at 3:47pm with tha Business
Offices Managar (BOM) revealad;

-He had worked the second shift {3:00pm to
14:80pm) the night of the incident as a Medicatior,
Alde,

-He stated the incident ccourrad approximately in

D914

[Rivision of Health Barvice Reguiation .

STATE FORM

ee

ERpE1Z

If sontineaion theet 17 of 24



OCT/17/2017/TUE 08:07 &M Cramberry House FAY X0, 328-733-5558

F.0LS

PRINTED: 10/02:2017

-When he learned of the incident with Resident
#5 and Staff D, he had contacted the
Administrator,

-He did not recall wiiting a statement or being
zaked 1o do s0 by the Administratar, R

-He had been insfructed by the Administrator to
taik with staff regarding the incictent,

~He had spoken.to a staff member who reported
“the incident tasted 10-20 seconde and.did nat
"Jook forceful”,

-He then apoke with Staif D, who stated she had
nat intentionallytriad to hurt Resident #5, she was
justirying to stop the resident from spliting, she
did not want to be spit on.

-He stated Stafi @ “could be loud, beisterous,
obinlonated end had a foud mouth™,

A confidentialtelephone Iterview with a staf
member ravaatod:

+She had whressed Staff D feeding Resident #5.
'+ -She stated the Incident had occurred a few
months ago.

-Staff D had placed a bite of foed In Resident #6's
mouth.

~Staff D then placed the back of her hand under
the resident's chih and heid the resident’s mouth
shut.

-Staff D knew the staff member had witnessed
the incident and told the staff member she (Staff
1) "did not want to be spit on” by the resident,,
-The realdant had showed some distress while
her mouth was being hald shut by grunting and
Immedietely spit the food out when Staff D
removed her hand.

~The staff member immediately raported the
incident to the Administrator who asked her to
provide a signed and datsd written statement
which she did.
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Basad on record raview and observations on
918117 and S/8/17, the resident wes detarmined
net to ba interviewable,

Befer to Interview on 9/7/17 at Z:15pm with the
Adrinistrator,

2. Interview on B/268/17 at 1:550m with the
Administrator and the Special Care Coordinator
(5CC) ravealed:

-The Adminfetrator and the-SCC stated Staff D
could be very loud and they conid see whers
-same-residents might think she had basn yalling.
~They were unawara staff members hiad heard
her swearing and cussing at the residants.

~They had been told by staff members Staff O
had been kaving residents wet and solied for
entire shifts,

~They had Investigated by making retinds and
marking incontinence briefs.

~They had not reported the allegstions of resident
naglect to the Health Cara Parsonnel Reglstry
because their invastigation did not substantiate
the allegations.

~The Administrator had requested a written
statement from Staff D,

~Staff D adimitted 1o leaving Residant #7 wet and
soiled and i had been brought ko her attention by
the current BOM wheo, st tha time of the incident,
was a 2nd shift MA

Interview on B/29/17 at 3:23pm with 2 staff
member rovesied:

-Resldent #7 was the regident ldentified in the
staff members witten statoment dated B/28/17
and given to law enforcement concerning verbal
abuse andnaglect of Resident#7 by Staff D,
-8he had wiinessed verbal abuse of Resident #7
by Staff D Including name calling and yalling et
the resident.
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-Sha had slz0 withessad Stalf D neglect Resident
#7 when she had not changed the resident
leaving him wat and soiled,

«Bhe stated sha had given Staff D a written
warning for net changing the resident's soiled or
west incontinence brief but did not rememper the
date of the write-up.

~The wiita-up had bean form Up by the SCC who
sald to.gve Siaff I a verbal warning first.

-Staff D had recelved a varbal warning from a
previous MA, who was now the BOM.

Inarview on 8/28/17 at 3:47pm with the BOM
revesled:
-As a MA-ha had given a verbal warning to Staff
D for Inaving Residert #7 taying in his bed
soaking wei.

-Staff b had told him the resident had been
changed, but the MA had discovered *he resident
had not,
~He lnformed he Administrator and the SCC he
had glven Siaff B a verbal warming for

lying about changing the resident.

Based on racord review and ohservations on
&/5/17 and 9/6¢17, the resident was determitied
net to be interviewable,

Refer to inferview on 9/7/17 at 2:18pm with the
Adrministrator.

3. Intarviaw on 8/29/17 at 1:55pm with the
Adminlstrater and the Speclal Care Coordinator
{SCOC) revealsy:

-The Administrator and the SCC stated Staff D
“eould be very loud and they could see whers
soma residerts might think she had been yelling™.
-They wera not aware staff members had heard
Staff D swearing and cussing at the resldants,
-They were not aware staff members had seen
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taff D pin Residant #2 to his bad and also twist
his arm pehing his back,

-They had not rapored the allegations of resident
abuse to the Health Care Personnel Reglstry
because they were not aware of the allegations,

A confidential telephone Interview with a stafl
rémber revealed;

- Rasidant #2 was the-resident identified in the
thelr written statement tated B/28/17 and giverrto
law enforcement.

- The staff member had winessed Staf D, a
PCA, threatening, eursing and sereaming at
Resident #2.

-She had witnessed, Staff D, place her hands on
Resident #2's shoulders and shove the resident
down and pinhim to his bed.

-5he had withessad Staff D twisting the resident's
ari behind his back,

~She was unsure of the dates ofthese
ORCUITENTES,

~She did not repoit the incidents to the
Adminlstrator *decause other staff had reported
Staff D and nothing had been done",

interview oh 9/7/17 &t 1:00PM with Residant #2
revealed the resident did not racall the incidents
with Staff D,

Refer to interview on &/7/17 &t 2:150r with the
Administrator,

4. Interview on 8/26/17 at 1:68pm with the
Adminietrator snd the Speclal Care Coordingtor
(SCC) revealed:

-Tha Adminsirator and tha SCG stated Staft D
"eould ba very loud and they could sea whare
some residonts might think sha had been yalting",
-They wers not awars Resident #8 had fold staff
membars Staff D had hurt her in the shower.

Rivisin of Health Service Regutation

BTATE FORM

b EBOE12

H oonlinuatise sheal 21 of 24



OCT/17/2017/TUE 08:0% AM  Cramberry House FAL %o, 828-733-568

5023

PRINTBD: 40/0272017

-They had not reporied the allegations of resident
abuse 10 the Health Care Personnel Ragistry
Lacause thay were not awears lof the allegation.

interview with a staff member revealed Residant
#8 had told 2 staff member, Staf D had hurt her
while giving her a shower.

-The staff member did not recalF what staff
~member Residert #8 had told this to.

-8ha had pessed # on in repoit b the nexd shift
bt she hed not reported i to thesAdministrator or
the SCC.

Interviews with two staff aembers on /6117
reveake:d:

~They both corifirmad Resident #8 had stated
Staff [ had huet bher In the shower approximately
one month aga,

~The reskent was reluctant to get a showsr and
identified Staff D by name, stating she had hurt
the resident's foot and.back in the shawsr,
-Thay had-reported the Ingident to the MA ars
duty.

Based on record review and observations on
8/6/17 and 9/6/17, the resideni was determined
not (o b Intendewabls.

Refar to interview on 9/7/17 at 2:18pm with the
Administrator,

5. A confidantial telephone Interview with a staff
member revealad:

-A staff member had reported witnessing
Resident #8 baing celled names by Staff D.
-The staff member had been encouraged 1o
report incident to the Administrator.

~She was net aware if the staffmember hacd
reported the incident.
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Based on record review and observetions on
957 and 9/8/17, the resident was determined
hot o be Inferviawabla,

Intesrvisw on 8/28/17 at 1:55pm with the
Adminlatrator revesied:

-A staff member had told her she had witnessad
Siaff D calling Resident #9 names,

-5taff D could be very loud and she could
understand how a msident might think Staff D
had bean yeliihg.

Refer to Interviaw on 9/7/17 at 2:15pm with the
Administrator,

Intarview on B/7117 at Z15pm with the
Administrator rovaated:

-The allegations of sbuse and reglact, regarding
Staff D, had been reported to the Health Care
Parsonnel Regisity afier the Department of Socis|
Services came to the faciity on a complaint
Investigatian and insfructad her to do so,

-She was hot aware all allegations of abuse and
neglact were to be reporied fo the registry ang
then investigated by the facility,

~Staff Dhad boeh termineted 9/7/17 based on
substantiation of the verbal abuse allegations.

The faciily's failure to assure residents wer fros
of vertal and physical abuse resulted In Staff D,
sursing and screaming at Resident #2, pinning
him to his bed with her hands and twisting his
am behind his back, foeding Resident #5 and
hoiding hier mouth shut so that she could not spit
out her food, calling Resident # 7 names, yelling
at her and leaving her in sollad incortinent briefs,
hurting Resident #8's foot and back whils

chaowrering hor and coliing Pasident #0 names,

This fallure to protect the resident's from physieal
and verbal abuse by an employee placed the
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resikients at substantial risik that death or serfdous
injury oould occur and conatitutes a Type A2
victation.

A Plan of Protection provided by the fasility
revealpd:

+Staff D was suspendead on 8/29/17.

-The alisgation of verbal abuise was substanilated
and Staff Dwas terminated on 8/7/17.

-Tralning of the staff opResident Rights was
provided by the Qmbudsman o 8/7/17.
~Menagement to monltor personal care and
addrass staff concems in the daily meating with
the option of one on ona conference with the
Administrator.

CORRECTION DATE FOR THE TYPE A2
VIQLATION SHALL NQIT EXCEED OCTDBER 7,
2017.
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