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The Adult Care Licensure Saction and the Martin
i County Department of Socia Services conguctad
a follow-up survey and a complal investigation
on November 28-29, 2018, The conpliant |
nvea‘agatlon was initiated by the Martin County
! Department of Social Services on October 3,
2018. |

I
D338 1CANCAC 13F 0809 Resident Rights D338 i

; TOANCAC 13F .090¢ Resident Rights

An adult care Fome shall assure that *he rights of
| all residents guaranzeed under G S. 131D-21, { i
Declaration of Residents' Rights, are malntzined |
and may be exerciged without hindrance,

' This Rule is not met as evidenced by: 1
‘ FOLLOW-JUP TO TYPE B VIOLATION

Non-compliarce cantinues with increased
sevarity resufing In death, serious phys'cal harm,
! abuse, neglect or exploitaton.

THIS ISATYPE A1 VICLATION :

. Based on observations, record reviews and
| interviews, the facility fai ed to protect 1 of 1 |
; res'dents (Resident #1) from falling off her bed

sustaining injury, subsequently sent to the

hospital, diagrosed with a fracture of the left ‘

shouldar, humerus and femu-, and a right wrist
N _sprain,__ i
"/"' 1
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| The fincings are:

|

| Review of Resident #1's FL-2 dated 11/28/17
revealed:

' -Diagnoaes Included hypertznsion, osteoarthritis,
chronic cbstructive pulmonary disease, acuts
deep vein thrombesis right lower exiremities,
history of anxiety, hyperlipidemia, history of falls,
and allergic rhinkils,

-She was orlerted.

-8ne was semi-ambu atory with whesl chalr.
-She was incontinent of bladder and bowel.
-8he needed assistance with bathing and
dressing.

i Review of Residart #1's currert FL-2 date
11/28/18 reveaied:

-D'agnoses includerd acute deep vein thrombaosis
right lower extramities, allergic rhinitis, anxiety,
chronic obstructive pulmonary, hyperiension,
history of falls, hyperlipidemia, and ostecarthrit's,
-She was oriented.

-She was non-embulatery

-She was incontinent of bladder and kowel

-She reguired total care.

| Review of Resident #1's Resident Register
revealed she was admitted to the facility on
. 03/20/15.

Review of Resident #1's Care Plan dalted
11/28M7 revealed.

-She was "oriented to parson, place and time.”

' -8he needed Iimited assistance with eating.
-3he was totally dependent in toileting.

-She needed exiensive ass stance with
ambulation.

-She needed extensive assistance with bathing,
dressng, grooming and personal hygiene.

-She required the use of a wheel chal/Hoyer lift
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for ambulation/ocometion.

! Review of Rasident #1's Licensed Heath

i Professicnal Support (LHPS) task sneet dated

| 09/28/18 revealed she required assistance with
ambulation using a wheelchair/Hoyer lift and
transfers.

Review of Resident #1's Report of Heaith
Services of Residen: dated 02/20/18 revealed the
facllity requested a physiclan crder for half
hosplial bed rails for turning and pesitioning.

Review of Physician's Consultaticn Report or
02/20/18 revealed there was an order for
Resident #1 to have bedrails up for turning and
positioning.

Review of Resicent #1's Incident report dated
10/09/18 at 1C:C0am revealed:
-Resldent #1 feil in her room from her bed.

! .She had injuries to left shoulder.
-Her Power of Aftorney (POA) was notified on
10/09/16 at 10,08am.,
-Emergency Medical Services (EV 8} was called.
-Thare was no time or date entry for EMS
notification.

Review of the Emergency Room report for
Resident #1 report dated 10/09/18 revealed:
-The resident arrived at on 10/09/18 at 10:13am.
~There was cisplaced fracture of the upper end of
left 'umerus {arm).

~There was Unapecified fracture of lower end of

left femur {leg).
" -There was specified sprain of right wrist.
“The admitting diagheais was a fall from a bed.

revealed:

1 Interview with Resident #1 on 10/08/18 at 3:00pm
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-There were ‘wo staff changing her sheets when
| the incident happened.
-Tha sta’f rolied her onto her right side rear the
edge of the ted facing the window anc she
stablllzed hersslf by grabbing the mattress edge
behind her back with her left hand,
~There were ne bed ralls in place.
-She had & history of stroke which caused
right-sided weekness.,
{ -One of the two staff had changed ~er bed
numeroLs times in the past without incident.
| -When the two staff pulled the egg crate that was
I bunched up at the foot of her bed, she lost her
| grip of the maltress whicr she was hotding ortc
while positioned on her right sice causing her to
{ fall or the floor.
| -8he was upset because a staff said "l st go but I
| did not"
-Her fall ~esuited in a broken shoulder, knee and
spralned hand.
-A family member whe was also a resident at the
facility was n the room sitfing in the chair locking
aut the window when she fe | from the bed.
-The staff called for nelp and the Resldent Care
Coordinator (RCC) came into the room and was
tald not to maove her until the Emergercy Medical
Technician arrlved.

In:erview with a resident or 11/29/18 at 2:40pm
revea.ed:
. -She was sitting in the chair when Resident #1 fell
| from her bed on 10/08/18
. She was In the room when she fall off the bed.
| -Staff rolled Resident #7 on her side then both of
the staff wert to the foot of the bed.
-She did not see her fall because she lcoked
away.
-When she locked Jp, Resident #1 was on the
floor.
-Staff did not want Resident #1 moved until the

D3azs

i
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I Emargency Medica' Technician aived,

| Interview with Resident #1's family membe: on
10/09/18 at 3:53pm revealed:
-She had observed bed rzils in Resident #1's
room for months but they had not been instalied
on her bed.
-She d'd not ask why the bedrails ware not
installed on Resident #1's bed to the facility's
staff.
-This was upsetting bacauss her fall zould have
besen avoidad had the bed rails baen in slace
- when the staff were changing her bed.
~"She was in so much pain.”
' -Resldant #1 had a history of faling which the
facility was aware of as 't was listed on ker FL-2.

Interview with Staff A (perscnal care aide) on
10/10/18 et 3:00pm revealed:
-She had worked with Reeident #1 rany times by
kerself but on the day of the fall she had another
' gtaff assisting har,
| -Residert #1 wouid hold on fo the matress edge
behind her back with her left hand afier staff
positicned her on her weak right s.de when they
chengec her bed shaets.
-Resident #1 was turned to her right side.
-Resident #1 was holding onto the mattress then
suodenly fell off the bed,
-She did not have any problem changing
Resident #1's bed alena but on that day Staff B
offered to assist her changing Resident #1's bad
linens.
-Other staff rarely assisted her wher: changing a
bed, but the additioral halp always accented.
-There were had rails in her room for
approximately four or five months but had never
| been placed on the bed,

-Staff A naver questicned any other staff or
! management as to why the bed rails were not

|
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usec,
-During the bed sheet change, Staff A and B were
¢ the foo! of the bed at the same Hme and pulled
the egg crate mattress downwards to the foo! of
the bed becauss it was bundled up under the
resident,

-Upon vulling the egg crate, Staff A looked up and
saw Reslcent #1 falling to the ficor and could not
prevent it.

Interview with Stafi B (personel care aide)} on
10/10/18 at 3:20pm revealed:
-She did not work with Resident #1 but offered
assistance to Staff A to change Resident #1's bed
on 10/09/18.
-Both staff ware at the ‘oot of the bed pulling the
egg crate down when Resident #1 fell of the bad
hecause Resident#1 lat go of her grip of the

. mattress that she was holding onto.
-Beth staff were unab’e to prevent he- from ‘alirg
because they were standing at the foot of the bed
out of reach of Resident #1.

| -Staff B was awars of Resident #1's right-sided
weakness dus to a history of stroxe.
-Resigent #1 was turned on her right side that

| was paralyzed.
-"There was nothing | can de, it was an aceident”,
~Whan Resicent #1 was rolled over onto her side,

‘ there usually was staff on each side of her bed

{ when charging the bed.
-Staff initislly were on koth sides of Resident #1's
bed when *hey began changing the linens, then

th staff went to the foot of the bed fo fix the egg

crate bundled up under Resident #1 leavirg both
sides of the bad unattended.
“When Resident #/ was rollad on one side, the
use of a bed rail woulc have prevented a fall.

|

|

| Interview with a medieation eide (MA} on

i 10/10/18 at 3:45om revealed:

Bivistor of Healih Service Reguiton
STATEFORM /™

‘_{/u /l & {w\ﬁ ﬁUt’WM

IWEB11

I contiruation aneet 6 of 17




Division of Health Service Regulation

PRINTED: 12/17/2018
FORM APPROVED

STATEMENT CF DEFICIENGIES (X1) PROV DER/BLPPLIER/CLA
AND PLAN CF GCRRECTION IDENTIFICATION NUMBER:

HALD58010

(X2) MULTIPLE CONSTRLCTION
A. BULDING:

B WING

{X3) DATE SURVEY
COMPLETED

G
11/29/2018

NAME OF PROVIDER CR 8UPPLER

VINTAGE INN RETIREMENT COMMUNITY

STRESTADORESS CITY, STATE, ZIP GODE
826 EAST BOULEVARD HWY 17 N BYPASS
WILLIAMETON, NC 27802

(%4 1D
PREFIX
TAG

“ SUMMARY STATENEMT OF DEFICIENGIES
; {EAGH DEFIC'ENCY MUST BE PRECECED BY FJLL
REGLLATORY OR LSG ICENTIFYING INFORMATION]

1] PROVIDER'S PLAN OF CORREZTION [
PREFX (EAC= CORRECTIVE ACTION SHCULD BE COMPLETE
TAB 1 CROSS-REFERENCED TO THE APPROPRIATE | DaTE

BEFICIENCY)

(XB)

|

D 338, Continued From page &

_Staff A and B were in the room assisting each
othar with Res'dent #1 wher: she fell off the bed.
' .She felt that Resident #1 nesded bed rais during
her bed changes due to right-sided weakness.
| -She did nct know why there were no bed rails
durirg the bad change for Resident #1 on
10/08/18.
.8he had seen the bed rails in Resident #1's
room lsaning agains the wall to the left of the
window.
-She never quastioned any other staff or
| managsment as to why the bed rails were not
used.
-She did not know how many steff it rormelly took
| fo change Residert #1's bed
| -She did not uzually observe the changing of
Resident#1's bed.
| “The two staff were not paying aitention te what
they were doing.
-She could nct understand how Resident#1 el
i off the bed with two staff members,
_Residert #1 was a total care resident according
10 her care plan and was unable to move onto her
| right side.
-She ustally cbserved one staff asslsting
Resident #1 and nene of those staff had ever
requested assistance.
_When Res/dent #1 lost her grip she fell because
she was tiot protectad with bed rails or steff
aupport when was rolled 1o her right side.

Interview with Resident #1 on 10/24/18 at
14:05am revenled: )

-She was "feeling scre better today.”
“The RCC informed her that they would be
seskng rursing home placement.

Interview with Interim Director on 10/09/18 at
3:35pm revealed:
-Staff were charging Resident #1 sheets when

|
|
D338 I
|
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Care Persornel Registry on 10/10/18.
-She did not understand how this accident could
have happened. |
' The two staff involved were not pay.ng attention
to Resident #1 when she fell off the bed.
-After Resident #1's fall, she discovered a
I February 2018 order for bad rails for positioning |
and turning that was not clarified,
-She cou'd net explain why the former RCC who
was respensible for clar fying orders failed to |
clarify Resident #1's bed rail order.
“Resident #1 returned from the hospital the same
' day she fe!l from the bed, 10/09/18. ard returned

to the facility. i
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| she lost her grip of the maitress falling off the
| bed,
' -She did nat understand haw two staff could be in
the room w th a resident and the rasident fall off i
| the bed. ; '
“The sta¥ changing her bed were not paying '
| attantion to what they were doing."
-Staff did not prevent Resident #1 from falling
| because both staff were at the foot of the bed. [
Intervisw with the Interim Dirsctor on 10/24/18 at }
11:30am revealed:
-She had besn employed at the facllity for the
past & monihs, I
| -Staff A ane B had been reperted fo the Health }
I

! Interview with Resident #1 on 11/28/16 at 2:28pm
revealed:

| -It had oeen five weeks since her leg fracture ’
ocourred,

, “Her left lower leg and knee continued to hurt l

| "realy badly."

Interview with compiainant on 11/29/18 at 3:45pm
revealed:
_The two staff were at tne foof of the bed ! i

Slvision of Health Service Reguieton
STATE FORM foea WEB*1 'f comiinuafion sheat Sof17




PRINTED: 12/17/2018
o _ _ FORM APPROVED
Division of Health Service Regulaticn
STATEMENT OF DEFIGIENGIES (%1} PROVIDER/SUPPLIER/C A (%2) MULTIPLE OCONSTRUCTION (%3) DATE SURVEY
AN PLAN OF CORRECTION IEENTIFICATION NUMBER: A BUILDING: COMP_ETED

c
HALO58010 B.WING 11129/2018

NAME OF PROVIDER OR SUPP-IER STREET ADDRESS, CiTY, STATE, ZIP CODE
826 EAST BOULEVARD HWY 17 N BYPASS
WILLIAMSTCN, NC 27852

o) 1D SUMIMARY STATEMENT OF DEF CIENCIES i D PROVIDER'S PLAN OF CORRECTION (X6}
PREFIX {EACH DEFICIENGY MUST BE PRECEDED EY FLIL- PREFIX (EAGH CORRECTIVE ACTION SHOULD BE COMPLETE

TAG REBULATCRY OR LEC DENTIFYING 'NFORMATICN) TAG CRCSS-REFERENCEL TO THE APPROPRIATE DATE
DEFICENCY)

VINTAGE INN RETIREMENT COMMUNITY

D 338 | Continued From page 8 D 338

changing the bed.
~Thea two staf® pulled the sheet too hard causing |
| Resident#1 1o fall off the bed.

-She shkould rot have been on her sida too close
to the edge of the bed. ‘
-Resident #1 could not do arything for herself
and she could not held en,

Telsphone interview with Resident #'s Physlcian ‘
Assistant (PA) on 11/28/18 at 4.00pm revealed: | |
-Resident #1 becarre her patient on 09/18/18. i I
.She wag unaware of the bed rails order written in ]
February 2018.

-She was not the provider who wrote the
Fabruary 2018 bed rail order.

-She wrote a physician order for hospital bed ralls
| on 10/10/18 after the fall.

| -She felt that bed rals would prevent futurs fal's.

The facility Tailed to protect 1 of 1 residents ,
{Resident #1) from falling from her bed while staff
were changing her bed. Resident#1 susiansd a !
left arm fracture, left leg fracture, right wrist sprain '
and an Immobllized knee. The failurg of the

facility resulted in serious physical harm and

neglect. This constituies a Type A Violation. |

The facility provided a plan of protecton in ! |
acoordance with G.S. 1310-34 an 11/26/18 for |
this violation.

CORRECTION DATE FOR THE TYPE A1
V'OLATION SHALL NOT EXCEED DECEMBER 4}
29, 2018,

D375 10A NCGAC 13F .1006{g) Self-Administraticn Of D375
Medicaticns

10ANCAC 13F .1006 Self ~Administration Of
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| Medications

| {8} An adult care home snall permit “esidents

| who are competent and physically able to
self-administer their medlcations If the following
requiremente are met:

. (1) the self-administralion is ordered by a

physiclan or other person legal y authorized to

presciibe madications in North Carolina and

documented in the resident's resord, and

{2) specific inst-uetiens for administration of

prascr ption medicatiors are printed on the

medication label.

|
i
1

" This Rule is not met as evidenced by:
3ased on observations, interviews and recard

. reviews, the fadility falled to assure compliance

| with the facllity's policy and prosedure for
self-administration of medications for 2 of 3
residents sampled with orders for self

| adminisration #3 and #7).

i The findings are:
1, Review of Rasident #3's current Fl.2 dated
01/11/18 revealed:

-Diagnoses includec diabetes mallitus type ',
atrial fibrlllaticn, long term use of anticoagulants,
pedal edema, dementia, gout, and anemia.
-Rasident #3 had intermittent disorieniation.
~There was an ordsr for Tylenol, take 2 tadlets
(650 mg) by mouth twice a day as needsd for
pain, The resident may seif-administer.

‘ ~There was an order for Nitroglycerin 0.4mg,

| place ona tablet under the tongue as needed for
chest pain every 5 minutes time 3 times, cal
doctor if no relief. The resident may
self-administer,
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-There was an order for Fluocinonide cream

| 0.08%: apply small amount once a day as needad
to legs for itch/stinglng; avoid face and genitals.
The resident may self-administer.

| ~There was an crder for Ketcocorazole cream 2%;

| apply small amount twice a day as needed for

| facial dandruff (rednessiscaling/itching). The

| resident may self-administer

" -There was an order for Men-phor, apply as
needed for sunspots on arms. The resldent may
self-administer.

1 | -Thera was en order for Sebex, lather a capful

| into scalp and leave on for 8 minutes before

rinsing. Use once a day as needed for dardruff,

The resident may ssif-admir:ster.

| ~There was an order for Neutrogera Ge, lather a

| capful info scalp. Leave or: for § minutes before

' rinsing, Use daily as needed for dandruff, The

| resident ray seff-administer.

| ~There was an arder for Triamcinolone cream
0.C1%; apply every day tc legs as needed for skin

rash. The resident may self-administer.

i Review of the Resident # 3's cars plan dated

; 03/05/18 reveaied the resident had adequate
memory and was orientad,

! Observatior of Resident #3's room on 11/29/18 at
| 8:46am revealed: :
-Rasident #3 was sitting in a redliner.
~There were three 4.7 cunce bottles of
| Aspercreme with 4% Lidocaine (numbing
| ' medication) on his recliner-side table.
. «There was an unopenad betile of Nitroglycerin
| 0.4mg tablets that Resident #3 pulled from his
pocket,
! «There was a hottle of approximately 30 tablets of
| & 250 tablet kottle of extra strength
" acetamingphen 500mg.
~There was cne-half of a 225ml bottle of

oo | SUMMARY STATEMENT GF DEFIGIENGIZS T PROVICER'S FLAN OF CORRECT ON x5
SRERX (EACH DEFIS ENCY MUST BE PRECEDED BY FULL | PREFIX (EAGH CORRESTIVE ACTION SHOULED BE | COMPLETE
TAG REGLLATCRY OR (,SC 'DENTIFYING INFORMATION] ' s CROSS.REFERENGED TO THE APPROPRIATE i pamE
BEFIGIENGY) ‘
1 T
DA78] Continued From page 10 D378
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e

Men-phor 0.6% lotion in the top dresser drawer.
~There was one-half of an 80 gram tube of
Triamcinolane cream 0.01% n the top dresser
drawer.

-There was one-half of a 10 ounce tube of

Dermasil lotion in the top dresser drawer.
A second observation of Residen: #3's room on
11729118 at 8:30am revealed:

-Resident #3 was sitting in a recliner,

-There was a spray hotie filled with clear liguid on
his recliner-side fable.

-Resident #3 had exiremely dry skin on all
extremities,

~There were multipie rad spots on both slues of
each arm and leg.

-Resident #3 was picking at the red spots on his
left arm ard right ieg.

 -Resldent #3 scratchad his left anr cortinuously

a5 he spoke.

' interview with Resident #3 cn 11/28/18 at 8:3Cam

revealed;

* -He took his own Ty.enol and nitroglycerin tablets

if he needed them.

| -He would take 2 Tylenol tab eis every ‘few
| hours" if neaded for pain.

-He had not uzed the nitroglycerin tablets in 5-6
months,

-His family memkber gave him a spray bottte filled
with aleohol fo spray on his skin to stop his
itching.

-He used the bottle of spray alcoho! on all arsas
of his body for "itch ralief."

-He spraved his arms and Jegs with alcohel to "kilt
anything on him" including bed bugs which he
belisved ceused ell of the red spots all over his

. body.
| -He had multiple creams he put on his arms and
| legs each day.

-He had been using the creams for "years."
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D375, Centinued From page 12

-He did not know what purposs each cream was

| used for, but he used Aspercreme for shoulder
pain and to hefp the itching on his bug bltes.

. -'s skin was Increasing in dryness each day.

| He sprayed alechol on hls skin multiole times
each day. )

! -The facility had steamed hls room for bed bugs
-All of his sores were due to bed bugs.

| Interview with Residert #3's fam'ly member on,
11/20/18 & 9.35aim revez.ed:
: =On 11/01/18 ghe gave the spray boitle of alcohol
to Resident #3 to kesp in his roem to | bed
bugs she believed were livirg in the carpet,
-She was uraware that he was using the alcohol
spray for use on his body to relieve itching.
-She did rot tell the ‘acility that she had giver the
spray botile of alcohol to Resident #3,
-He had multiple creams in his rooin that he could
apply to his arms, legs and feet for dryness,
-He had used Aspercrerme with Lidocaine for
years and continued to use It for his back and
shoulder pain, and put 't or bug b'tes for the
| iiching.
-Residert #3's cagnition was intermittent and he
often would be forgstful.
|
Interview with the Resident Care Coordinator on
| 11429/18 at 1:50pm revealed:
' -The facility required a written provider order for a
! residant to se'f-administer medications.
| ~The residents are then waiched by fhe
| medication aide (MA) wher they self-administer,
I -Resident #3 received Necsporin cintment for his
bites.
| -Resident #3's famity member mentioned possibly
using Aspercreme on his bites bu: he would have
[ fo have an order to get it at his bedside.
| ~-She was not aware that Resident #3 had
| salf-administration of medicatior craers and was

D378 |
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not aware that he had medicaticns in his room.

| Interview with a medication aids (MA) on 11/29/18 l
at 4:20pm revealed:
. -She was awars Resident #3 had Tylenol, |
nitroglycerin and creams In nis room. |
-Whanevar Resident #3 wanted the medication, |
{ he would tell her he was taking It or using the
| Cream.

b

| Interview with the Admiristrstor on 11/29/18 at I
2:15pm
-Resident #3's daughter brings his medications to
the facility. !
| -Resldent#3's daughter told her she was bring'ng
the spray alcohol to his room to spray on the
carpet, but she wag not aware that Resident #2
had tha spray aleohol left in his room.
- -The facllity reguired a written provider order for a
| residert to self-admin’star medications. l
~-She had received a policy for self-adminigiration
| of medications fron* their corporate office that day
| and explalned that they had not been following
| the policy but wouid begin immadiatesy. l
|
Refer to the facility self-administration of
medication policy.

2. Review of Resldent #7's FL2 dated 06/23/18

revealed:

-Diagnoses included diabetes mellitus, gastro

asophageal reflux, hypertension, histery cf

prostate cancer, and constipaton,

| ~There was an order for nystatin cream mix with

friamcinoione craam apply topicaly twice dally to

bilateral groin rash may keep a: bedside

' -There was an order for Triameinclone cream
0.1% mix with Nystatin cream anc apply topically

f twice a day to bitateral groin rash ray keep at

{ bedside. |
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D375 Continued From page 14 i pars |

| Review of Resident #7's care plan dated 02/23/18 !
| ravealed, the resident had "adequate memaory" |
ard was oriented.
-There was no docurnentation of menthiy
| compliance chack I'st or questons for
| seif-administration of medicatior for Resident #7.

Attempled interview with Resident #7 reveaied
resldent was not availabie for intarview.

| Intervievr with the Administrator or 11/28/18 at
| 2:15prm revealed!
-The fecility required a written provider order for a
| resident to sei*-administer medications,
| -She had recelved a policy for self-administration
of medications from their corperate ofloe that gay
and explained that they nad not been following
| the polley but would begir immediataly.

Interview with & medication aide (MA) on 11/29/18 !
at 2:47pm: ravea ed:

| -She would as« the primary care provider (PCP)

| for a1 order ff a resident wanted to self-administer
medication.

| -Resident # 7 would self-administer his
Triamcinolone and Nystatin cream.

i -Resident #7 had the creams in his room but she

l was nct sure f they were iocked up.

‘nterview with a second MA cn 91/28/18 at
3.15pm revealsd:
| -She would contact the PCP for an order when a
| resident wanted to seif-administer a medication.
| -She did not know if there was a policy or an
assessment that needed to ke dore If a resicemt

wanted to sa'f-administer medicatior.

| Refer to the facility self-acministratior. of :
| medication poilcy. i
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Da76| Continued From page 45

Raview of the facilty self-administration of
medication policy revealed:

-The purpose of the polley was ta ensure the
resident who self-administers their med'cation are
safe to administer it, store it and manage it
independently.

-The Supervisor In charge/Designee will audii the
| resident compliance with self-administration of

| madications Ls!ng the compliance audit form. The
check list woula be placed in the front of the
medication administration record (MAR) and
completed prior to the end of each month, Ary
non-compliant lssues will be reported te the
Resident Care Coordinatar (RCC) immediataly.
-Anytime a resident Ia found to be non-compliant
with self-administration of medicaticn the family,
phyasician ana the resident will he consuted by

| the RCC/designea

D814 G.8. 131D-21(4) Declaration of Residents’ Rights

G.S. 131D-21 Declaration of Residents' Rigits
Every resident shall have the following -ights:
4. To ba free of mental and physical abuss,
neglect, and expicitatiorn.

This Rule s not met as evidenced by

: Based on ohservaticns, interviews and record
reviews, the facility failed to assure resideqts are
protected from harm ard neglect and in
compliance with federa and state laws and rules
and regulatichs related to resident rights.

The findings are:

1. Based on chservations, record reviews and

Dg7s
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|

Intervlews, the facllity {ailed tc protact 1 of 1
residents (Resident #1) frem falling of her bed
sustaining injury, subseguently sent to the
hosplta), diagnosed with a fractura of the 'sft
shoulder, humerus and femur, and a right wrist
spraln.[Refer to Tag C0338 10A NCAC 13~ .0809
' Resident Rignts (Type A1 Viclation).]
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Vintage inn Retlrement Community

HAL-058-010

Plan of Correction

DHSR Follow-up Survey and Complaint Investigation

10A NCAC 13F. 0909 Residents Rights/G.S. 131D21(4) Declaration of Resident’s Rights
Plan of Correction

* Upon notification of allegation of resident right violation, on 10/11/18 the facility
suspended the employee and reparted to HCPR,
Facility/corporate office began an internal investigaticn into the incident.
Staff that violated resident’s rights were terminated. 10/18/18
Staff that violated resident’s rights were reported to HCPR. 10/18/18
Training with all staff on resident’s rights, what constitutes violation of resident’s rights
and the responsibilities for reporting and know violation of resident’s rights, 11/7/18
and ongoing ‘

®* & =

Manitoring System
o Administrator/Designee will continue to conduct random interviews with resident’s and

staff weekly x4 then monthly x4 and them randomly thereafter to assure there are no
violations of resident’s rights. 11/19/18 and ongoing

o Anemployee accused of violating resident’s rights will be immediately suspended
pending an investigation with the assistance of the Corporate Human Resources
Department. Corractive Action shall occur based on the findings of the investigation
which may include disciplinary action up to and including termination. 10/18/18 and
ongoing

o Facility shall follow HCPR reporting guidelinas and report as required by regulation to
include reporting to DSS. 10/18/18 and ongoling

s Administrator/Designee will conduct monthly staff meetings on what constitutes a
violation of resident’s rights and responsibilities for reporting any known or hearsay
violations of resident’s rights. 10/18/18 and ongoing.

10A NCAC 13F .1005(a)
Plan of Correction
o Staff retrained on self-administration of medication policy. 1/11/19 and ongoing

Monitoring Systems
e RCC/Designee will audit the resident’s compliance with self-administering of
medications on monthly basis. At any time the resident is found to not be compliant
with the self-administration of medications the family, the physician and the resident
will be counseled with the Executive Director and RCC/Designee. RCC will document the

/;eqjlts of the consultg the resident record. 1/11/19 and ongoing

1
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Olson, Kimberlx A

From: Karen Shaver <Karen.Shaver@myvschome.com>
Sent: Friday, January 11, 2019 5:59 PM

To: Olson, Kimberly A

Subject: [External] Plan of Correction for Vintage Inn
Attachments: scanner@mytahome.com_20190111_183354.pdf

CAUTION: External email. Do not click links or open attachments unless you verified. Send all suspicious email as an
attachment to report.spam@nc.gov<mailto:report.spam@nc.gov>

Kim—

Please find attached the plan of correction for the state survey/follow-up with the exit date of 11/29/28. Please feel
free to contact me with any questions. You may reach me at 336-707-9420.

Sincerely

Karen Shaver

Victorian Senior Care

Compliance Director



