PRINTED: 06/28/2019

. FO '
Djvision of Health Service Regulation X M AEPFP o
STATEMENT OF DEFICIENCIES {%1} PROVIDER/SUPPLIERICLIA ) MULTIPLE GONSTRUGTION
AND PLAN OF 8ORRECTION IBENTIFICATION NUMBER: f:@ammms- Dﬁ)ggﬁf;%ﬂ

) R-C
_ HALQAG031 B, WING 06/06/2018
NAME OF PROVIDER OR SUPPLIER STREETADDRESS, CITY, STATE, 2IP CODE T
WELLINGTON HOUSE 860 AJESHE COLRT. :
GASTONIA, NC 28054 o
B4 1> SUMMARY STATEMENT DFDEFICIENGIES I PROVIDER'S PLAN OF CORRECTION R
PREFIX {EAGH DEFICIENCY MUST BE PRECEDED BY FULL - PREFIX {EACH CORREGTIVE AGTION SHOULD BE COMPLETE
TAS REGULATORY OR LSC'IDENTIFYING INFORMATION) * TAG CROYS-REFERENGED T THE APPROFRIATE DATE
DEFIGIENGY) .
_D 00 [nitlal Comments Dooo
) Responses to the cited deficlencies do not conslituta
an admission or agreement by the facility of the fact:
The Adult Cara Licensurs Se_cﬂon cundur:ted a alieged or concluslons, set forth in the stalement of
follow-up survey and complaint !nVESﬂQatIDﬂ on deficieneies, the plan of correctlon Is prepared
June 8-6, 2019. The complaint investigation was salely as a mailer of compliance with the law.
Inttiated by the Gasten County Depariment of
Social Services on May 23, 2018,
D271 10A NCAG 13F .0807(c) Personal Care and D271

Suparvision

10A NCAG 13F .0901 Personal Gara and
Supervision

{c) Staff shail respond immedlate!y in the case of
an accldent or Incident involving & resldant to
provide care and intervention according to the
faoliity’s policias and progedures,

This Rule Is not mast as evidenced by:
TYPEAZ VIOLATION '

Based on racord reviews and Intervisws, the
faclllty falled to respond mmediately In the case
of an Incldent invelving & resident and In
accordance with the facllity's established policy
and precedures for | of & sampled residents
{Resident #1) by falling fo send the resident to the
hospital for medical evaluation after an alleged
sexual assauit.

The findings are:

Review of the currant FL.2 for Residant #1 dated
01/02/19 ravealed:

~Diagnoses included dementla, anxlety,
depression and post traumatic stress disorder

Violation comrected per POP June 6, 2018

Facility staff trained Immediately on proper
procedure in the event of physlcal hamm to
immediately:

Nolify ED/MCM

Send residant oul for evaluation

Fallow up with physiclan within a week unless
otherwise indicated by hospital

per POP (Plan of Protection) June G, 2019.
ED/MCM/designei will monitar all eventsfincident
daily {o ensure all residents are recelving complete
and appropriate persanal care and supervision.
ED/MCM/Designee will round dally and see each
restdent to visually evaluate and ensura the
personal care and supervision is continuously being
provided by all staff, ’
EDMMGM/Desgines will monitor all residents sent
out for evaluation 1o ensure they are seen

by their physician for follow tp within ane week
of heing sent out for evaluation,

Monthly staff meeting will Include persenal care
and supervision regular training by
ED/MCM/Designee.

Thils will be an angefng monthly tralning item.
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{PTSD).

~Resldent #1 ambulated without assistance,
needsd cues and prompts for dressing and
grooming, naedad hands on asslistanice with
showeilng and tollsting and was able fo eat
fnciependently.

~Resident #1 was orlented to self and
surroundings.

Review of Accident/Injury Reports for Resident #1
revealed there were no incident reports
completed for the alleged sexual assaultincident
that was reported on 05/22/19,

Telsphone interview with the Registered Nurse
{RN)} Case Manager at the hospltal on 06/05/19
at 9:30am revealed:

-She was an duty as the RN Case Manageron
06/23119 at 10:45am.

-It was reported to her by the Emergency
Department (ED) nurse 05/23/19 at 10:45am
there was an alleged sexual assault victim she
was currently assassing in the ED,

«The afleged sexual assault had not been
reported to the police.

~8he raported the alleged assault to the Gaston
County Police Dapartment on 05/23/18,

It was not reportad to the hospital staff the
alloged perpetrator was posltive for Hepatitls C.

Review of the ED discharge summarty on
0512319 revaaled:

<The nurse attending to Resident# In the
emargency depariment (ED) reported to the RN
Case Mangzger there was & female from an
Assisted Living facliity that had been the victim of
an afleged sexual assault by a male residentin
the same faclily on 05/22/19,

=Thae Incident was reporied to the hospital staff as
oceurring af approximately 8:00p on 06/22/18,
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-The attending physician reparted Residant #1
stated, "he hurt me", he antered me", when
questionad a5 to the circumstances of ast
evening,

-A Sexual Assault Nurse Examingr (SANE)
conducted a sexual assault exam with Resldent
.

-A pelvic exem was not performed on Resident
##1 by the attending physician.

Intervisw with the medloation alde (WiA) on
Q5/05M9 at 4:00pm revealed:

-On 06/2219 she was the MA on second shift,
~3he was adminlsteiing the B:00pm medications
when she heard the personal care alde (PCA) call
for hielp in the Women's hall of the facllily.

~She observad the PCA trying to get a male
rasident out of Resident#1's room.

~The male resident was combative and yeliing at
the PCA,

«She telephoned the memety care managar
(MCM) and reported the alleged sexual assault.
-Tha MCM arrived at the faclilty af approximately
8:00pm,

-Resident #1 was very upset-ctylng and shaking,
and the staff ihought she should be sent fo the
hosplial,

-Bhe did not low If anyone had discussed
sending Residant #1 1o tha hospital with the
MCM.

Interview with the second shift PCA on 08/06/19
at 4:15pm revealad:

~He had warked on 05/22/19 fiom 3:00pm to
10:00pn.

«Hs was performing his rounds of the Women's
Hall at epproximately 8:00pm.

-He approached Resldent #1's room and found it
lockad,

-He had never known Resident#1 fo lock her
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door.

-Ha unlocked the door and found a mate rasident
with his pants on the floor on fop of Resident #1
whose pants were down to her ankles.

~It appeared to hirn the male resident had
penatrated Resldent #1.

~The fermale was sobbing and shaklng, and
started to cry out to the PCA, but he cauld not
understand what she was rylng to say.

-He attempted to get the male resident off
Resldent #1.

-It took 3 staff persons o remove the male
resident from the Resident #1's room,

-He comforted Residant #1 while staff redirected
the mala resident and tha MA contacted the
MCM.

-Resldant#1 was crving and shaking. She was
vary upsst,

Telephona interviaw with & third shift PGA on
08/06/19 at 8:66am revealed:

~She aitived at worl on 05/22/19 at 9:45am.
-She was Informed by the PCAs on second shiff
to "wateh" a male residant who had allegadly
forced himself on Residant #1 In her badroom.
~The PCA entsred Resident #1's room to check
an her.

-Resident #1 was visibly shaken, crying, trying to
communicale fo the stafi,

~The staif kept the male resident from the
Women's halt during the rest of the shift.

Intarview with the MCM on 06/06/19 al 10:05am
ravealed:

-She was contacted by the MA regarding the
allaged sexual assauit of Resldent #1.

-She arrived at the facllity at approximatsly
9:00pm.,

-Resldent #1 was crylng and " a bit shaky",
~Resldent#1 did not appsar to ba Injured,
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~She reported thls information to the
Administrator,

~She was not directed to send Reslident #1 to the
hospltal,

-She Instructed the staff o keep an eya " on the
male resldent and make sure he did not approach
Resident #1's room.

Interview with the Administrator on 06/06/18 at
11:00am revealsd:

-She was contactad by the MCM about 8:30pm
on 08/22/19 ragarding the allaged sexual assault
betwean a male resident and Resldent #1.

«She Instructed the MCM to direct the staffto
keap the male resident away from Resident #1's
room,

~The MCM reported to the Administrator neither
resident appeared to be Injured,

~ltwas uncleer to the Adminlstrator whether the
sexual Incldent was consensual. *| didn't know
how they ended up together."

-She thought It was their right to have sexual
relations, 50 she did not send Resldent #1 to the
ED promply.

~She would have sent Resident #1 to the ED that
night (05/22/19) for evaluation if she thought It
was a sexual assaulk.

-No one recommended {o her Law Enforcement
should be contacted.

-She sent Residant #1 {o the hospltal on 05/23/19
after speaking with the PCA on sacond shift who
observad the male resident on top of Resident
#1. He was so upset ragarding the Incidant.

-The FCA reported the behavior he witnessad
was a sexug] assaull.

~She did not call Law Enforcement on 05/23/19
because hospital persennel had Inforimed the
MCM they ware contacfing tha authorities.
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The facllily falled to respond immediately to T of 5
sampled residents (Resident #1) by neglecting to
follow thelr procedire of sending a resident to the
hospltal Immedlately for medleal evaluation in
response to an alleped sexual assault. Residant
#1 was in the advanced stage of dementia and
was unable to articulate the clreumstances of the
assault by another male resident or articulate her
meadica! condifion, She was not sant Immediately
to the hospital for medical evaluation and/or
freatment after the allaged sexual assault on
06/22/19 and was not sent to the hospital untif
mid morning of the naxt day (05/23/2018). This
faliurs resulted in substantial risk for harm and
neglect of the resldent which constitutes a Typs
A2 Violation,
The facility provided a plan of profaction In
accordance with G.S. 131D0-34 on 06/06/19 for
this violatlon,
CORRECTION DATE FOR THE TYPE A2 N
VIOLATION SHALL NOT EXCEED JULY 6, 2018, Vialation corrected per POP June 6, 2019
Facility staff retrained on policy of
protection of at risk residents and immediately
D453 10ANCAG 13F .1212(d) Reporiing of Accldents 453 reparting to law enforcement as well as
and Incidents - social services per POP (Plan of Protection)
June 6, 2019.
i Facllily staff will immediately nolify and report
10A NCAC 18F .1212 Reporling of Accidents and when a resident is at risk of physical harm
Incidents or death and seek asslstance of local
(d) Tha facllity shall inmedialely nofify the county law enforcement and soclal services
deparimont of soclal services in accordance with pEtglnF:Igﬁf ;S’é?;’; r‘]’;g{g‘;‘m{‘gﬂé‘:ﬁa :?;L?ﬁ "
G,S, 108A-102 and the local law enforcement to ensura all residenis are consistently in a safe
authorlty as mqulred by law of any mental or environment and staff are complying
physical abuse, naglect or exploltation of a with all policles and procedures
resldent, regarding reporting of accidents and
Incldents. Monthly staff meetings will
Include iralning on reporting of accidents
and incidents by ED/MCM/Deslgnee.
This Wil be a regular ongolng monthly training itent.

STATE FORM

Divislon of Health Senvice Ragiialion

1E0Z11

Ircontnuallon sheet Bo! 16



PRINTED: 08/28/2019

Based on Interviews and record raviews, tha
facllity failed to Immadiately notify local iaw
enforcement authoerities as reguired for 1 of &
sampled restdents {Resident#2) after staff
reportad an allegafion of sexual assault,

The findings are:

Review of Residant #2's FL2 dated 05/15/19
ravealsd:

~Diagnoses included dementia, major depressive
disordar, hypertension and Hapatitls C.

-He was ambulatory and orlented to person and
placs,

Telephons Interview with a third shiit personal
care aide (PCA} on 0B/05/19 at 3:45pm ravealad:
-Resldent #2 was admiited on 05/06/12 and he
spent a lot of time in hls room.

-At imes he was aggressive and somewhat
combative when staff approached him.

~The medication aides (MAS) would administar an
as needed (PRN) medication at these times.
-She had worked from 10:00pm on 05/2218 to
6;00am on 05/23/18,

~The staff on second shift reported there was an
alieged sexual assault by Resldent#2 toward a
female resident at approximately 8:00pm that
avaning.

~The staff nofifled the Memory Care Manager
(MGAY) who arrived at the facliity shordly after the
alleged sexual assault,

~The MCM told the staff to "keep an eye on him®
and redirect Resident#2 if he attempted to go
down the Women's hall to Resident #1's room.
-She also told the staff to document his
behaviors,
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TYPE A2 VIOLATION
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~The staff had o redirect Rasident #2 several
fimes during the avening.

He paced the hallways all during third shift,
~The behavior he exhibited the night of
06/22/16-05/23/18 was more aggressive and
thraataning than his previous behaviors.

Interview with the MA on 08/05/19 &t 4:00pm
revealed:

-On 06/22/19 she was the A on second shift.
-She heard the PCA call for help In the Women's
hell of the facility.

-She observed the PCA trying to remove Resident
#2 from the resident's room.

-Resident #2 was combative and yelling at the
PCA.

~She telephoned the MCM and teported the
behavior of Residant #2.

~The MCM arrived at the facllity af approximately
8:00pm.

-The MGM told the MA to administer the PRN
medicatlon, lorazepam 0.5 mg TID, hnmediately
and agaln before the MA [sft at 10:00pm,
~Resident #1 was very upset-crying and shaking,

Telephone interview with another third shift PCA
on 06/06/19 at 1:30pm revealad;

-She worked from 10:00pm on 058/22/19 to
8:00am on 05/23/19.

-0n 05/2219 she was assigned to the back hall,
the Women's hall.

~The MA reposted there was an alleged sexual
assault between Resident #2 and g female

resldent at approximately 8:00pm,
~The MCM had returned ta the facllity and told the

staff to "kesp an eye" on Resident #2 so he did
nat get back to the female’s room.

-For the majotily of the shift, Residant #2 was out
of his room roaming the halls, agitated, heading
down to the Women's hall,
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-It was necessary for Resident #2 o have one on
one suparvislon during the shift,

~Shorfly after 10:00pm, staff rediretted Resident
#2 sway from the resident's room,

- Resldent #2 "ralsed his fists fo her 2nd stated,
"Explativa, Il knock your head off'”

~Resldant #2 refreated when he sew a second
staff approaching them.

At 3:30am she attampted to redirect Resident #2
away from the resldent's room.

-Resldent #2 stated, "1 am going to burn this
bullding dewn with you In it."

It was a stressful night for the stafr.

-We had {6 be on our guard the entirs shif.

Telephone intervisw with another third shift PCA
on 0B/05/19 at 8:55am ravealed:

-She arrivad at work on 05/22719 at 9:45zm.
~She was Informed by tha PCAs on second shift
to "watch" Resident #2 because he had forcad
himself on another femals resident In her
bedroom.

-She went Into the resident's raom to check on
her and when she laft the room, Resident#2 was
outside In the hall.

~She told Resldent#2 to return o the Men's ares,
this was the Women's hall,

-Resident #2 replied, “{'ll come where | want to
come.”

~Resident #2 ralsed his fists to her, started
swinging and sait "Expletive, I'm going to punch
you [n the face."

-He started to swing his arms at her again with
tlosed fists,

~She put her amms up to block his fists.

~Ancther staff approached them, and Resldent #2
drapped his arms and pullad bacl,

-Sha was vary upset and called the Administrator
who sald she would handle it..

-Sha called the responsible family membar of
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Resldent #2 to come fo the facillly and interven=
with the rasident.
~The family member stayed with Resident #2 for
approximately 36 minutes.

=Aftar the family member loft the facllity, Resident
#2 resumed pacing the halls and atiempied to
relurn to the Women's hall.

-He continued this all night untll about 5:30am,

He would not glve up,

At ona point duting the evening, ha fhreatensd to
burn down the building with a staff person n it
~The staff never left the Women's hall unatiended
throughout the shift.

«Resldent #2 was like a "raging man-he had such
a look In his eves and his faca.”

~Ha had a mean streak in him since admission,
~He would curse and yall af the staff when they
would iry to perform ADLs or encourage him to go
tomeals,

Interviaw with the second shift PGA on 06/06/19
at 4:16pm revealed:

-He had worked on 05/22/18 from 3:00pm to
10:00pm.

-He was parforming hls rounds of the Women's
Hall at approximately 8:00pm.

~He approached ehe of the femala reoms and
faund 1t locked,

=He unlocked the door and found Resident #2
with his pants cn the fivor on top of the femala
resident whose pants were down fo her ankles.
«It appeared {o him Res!dent#2 had penatrated
the female resident.

~The femals was sobbing and shaking, and
startad to cry out to the PCA, but he could not
make out what she was irying to say.

-He attempted to "got Resident #2 off tha female”,
-Residant #2 was combative and the FCA called
for assistanca.

~Rasident #2 aftempted to choke the PCA and
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stated, "] should kill you for that.”

-t took 3 staff fo remove Resident #2 from the
resldent's room,

-Ho comforiad the famale resldent while staff
rediracted Residant#2 and the MA contacted the
MCM,

Telephone nterview with the Adult Homes
Spaclalist (AHS) on 06/06/10 at 8:27am revealed;
~The Administratar of the Faoility contacted the
AHS on the merning of 05/23/15.

~The Adminisbator ingulred as fo the proper
procedurs for the immed!ate discharge of
Resldent #2.

~Tha Adminlstrator did not report the allaged
esxual assault by Resident #2 during the phone
conversaflon,

~The AHS was not informed of the incident untli a
complaint was Inftlated by the hospital which
froatad the fomale victim of the alleged assault in
the emergency depariment (ED) on 06/23/18 at
10:40am.

intarview with the Adminlstrator on 06/06/19 at
11:00am revaglad;

~She was sontacted by the MCM about 8:30pm
on 05/22/19 regarding the alleged sexusl assault
hetwaen Resident #2 and a female resldant,
~The MCM reported the PCA weis completing his
raunds and found the female restdeni's door
locked.

-He unloeked tha door fo check on the resident
and saw Resldent #2 on top of the fematls, both
untlothed from the walst down, In her bad,

-The rasldent was crying and shaking.

<The staff attempted to pull Resldent #2 from the
resident,

~Resident #2 was combative and refusad to leave
the room.

«She Instructed the MCM to direct the staffto
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keep Resldent #2 away from the resident's room.
=The MCM reported to the Adminlstrator nefther
resident appeared to be Injurad,

~The Administratar received a telephone
fmessage some time later from a third shift PCA
Resldant #2 continued to altempt entrance Into
the famale’s room,

-She Inatructed the staff to place Resident #2 on
30 minute chacka,

-t was unclear to her whether the sexual Incldent
was conseratal, 'l didn't know how they ended
up together."

-Bhe thought i was thelr right to have sexual
relations, so she did not send Resldent #1 to the
emergancy depariment (ED) promptiy.

-8he would have sent Resident#{ to the ED that
nlght (05/22/18) for evaluation if she thought it
was & sexual assault,

«Na one recommended to her Law Enfarcameant
shauld be contacted.

-Bhe sent Resident #1 o the hospital on 05/23/18
afier speaking with the PCA anh secand shift that
found Resident#2 on fop of the female resident.
He was very upset regarding the Incldent.

~Tha PCA reportad the behavior he witnessed
was a sexual assault,

-She dld not ¢all Law Enforcement bacause
hospital personnel sald they were informing the
authorities.

Interview with the respansible parly for Resldent
#1 on 06/06/19 at 12;30pm revealad;

-He recelved a call from ths hospital staff
{nfarming him that hls family member was raped,
~He apoke {o his familly mamber cn the phone
and asked what had happened.

-She became emctional and he could not make
out what she was felling him.

-Ha lives In another state and was very remaved
from his family member's day to day activitles or
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~He trled to coniact the facllity staff after speaking
with the hospital staff that morning, but there was
ho answer,

-The Administrator contacted him on the
aefferhoon of 0572318,

-She reported it was unclear If #his was a
consensual relationship or a sexual azsault-"they
Just coutdn't tell”,

Review of the facllity's Guidelines for Supsrvision
of Resldents who exhiblt difficult behaviors
revealed:

="Any behavior which escalates to a threat to the
resident or others shall require immediate
Intervention fo assure safety as to move resldents
out of harms way and call 911(EMS/Authorities).
~Notification should be made to the Supervisor,
Care Manager, Exscutive Director, Regional
Diractor of Operations, 0SS, Fhyslcian, Mental
heaiih provider and Guardlan/Responsible party.
-Bghavior may require involuntary commitment to
be inltiztad with local authoritles,”

Altempted telephone Interview with Resident #2's
primary care physician on 08/06/18 at 8:058m
was unsuccessful,

Attempted telephone Intarview with Resident #2's
mental health provider on 06/06/19 at 9:25am
was unsuccessful.

Tha fatiiity failed to immadiatsly notify local law
enforcement authorltles as required for 1 of &
sampled residents {Resident #2) after staff
reported an allegation of sexual assault, This
fallure of Immedlate nofification allowsd Resident
#2 fo continug to try and galn entrance to
Resident #1's roeom. This fallure resulted in
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substantial risk for harm and neglect of the
resident which eanstitutes a Type A2 Violation,
The facility provided a plan of protection in
accordancs with 6,8, 131D-34 on 66/06/18 for
this violation,
CORRECTION DATE FOR THE TYPE A2
VIOLATION SHALL NOT EXCEED JULY 6, 2018, i
D94 G.8. 131D-21(4) Declaration of Residents' Rights Dg14 Vidlatian corcected per POP June 6, 2019

G.S, 131D-21 Deglaration of Resklents' Righis
Evary resident shall have the following rights:
4. To be free of mental and physical abuss,
neglect, and explaltation,

This Rulg Is not met as evidencad by;

Basad on observations, interviews and record
reviews, the facility failed to assura resldents
wera fras of naglect and physical abuse In
complianca with faderal and stats laws and rules
and ragulations ralated to Peraohal Cars and
Supervision and Reporting of Accldents and
Incldents.

the findings ara:

1. Based on record reviews and Interviews, the
facllity falled to respond immediately |h the case
of an Inclident Invelving a resident and In
accardanca with the facllity's established policy
and proceduras for 1 of & sampled residents
{Resldent #1) by falling to send the resident to the
hospital for medical evaluation afler an alleged
sexual assault, [Refer to tag 271, 10A NCAC 13F.

Facility staff were tralned on resldent

righis including all residents will be

frae of mental and physicial abuse,

neglect and exploitation per POP June 8, 2018,
Staff were trained to contact ED/MCM
immediately and in any event there Is

harm of any kind and resident is always to be
sent aut to ER for evaluation, Any resldent
sent out will have a follow up with their

PCP within one week of being sent

out per POP June 6, 2019

EDIMCM/Designee will monitor dally via rounds
to ensure all residents are belng treated wilh
respect and dignity and are free of mental

and physical abuse, neglect and

exploltalion. Monthly staff meetings

will Include resident rights training by
ED/MCM/Designee. This wilf be a monthly
cngoing tralning item.

Ombudsman has been contacled to

conduct resident rights treining, Dafe lo

be determined based on Ombudsman schedule,
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0801{c) Personal Gare and Supervision (Typs A2
Violation).]
2. Based on intarviews and record raviews, the
facility falled to Immediataly noilfy loca) law
enforcement authorities as required for 1 of 5
sampled resldents (Resldent#2) afiar staff
reported an allegation of sexual assault. [Refer to
tag 04683, 10ANCAC 13F, 1212(d} Reporting of
Accldents and Incldents (Type A2 Violation).]
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