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D 000| initial Comments D 0v0 "Responses to the clted deficlencios
do not constitute an admisslon or
agreement by the facllity of the truth
The Adult Care Licensure Section ar?d the . of the facts alleged or conclusions set
Catawba County Department of Social Sarvices forth In the Statement of Deficlenciss
canducted an annuat survey and complaint or Corrective Action Report; the Plan
investigations on 09/12/22 - 09/15/22 with an axit of Correctlon (s prepared solely as a
confersnce via telephone call on 08/15/22. The matter of compliance with State law."
complaint Investigations were initiated by the
Catawba County Department of Soclal Services D273 10A NCAC 23F .0902(5) Health Care
on 08/31/22.
The Exscutive Director and Resldent Care CoordInator
will review the process for notification requirements
D273 10A NCAC 13F .0902(b) Health Care D273 I'|with the Medication Ades to ensure proper
notlfication requirernents are met 1o the Prmary Care
10A NCAC 13F .0802 Health Care Provider, as wel! as documentatlon e the Incident
' Report of the notification and follow up 1073072093
{b) The facllity §hali assure referral and foflow-up documentation regarding the Incldent.
to meet the routine and acute health care neads
of residents, The Executive Director and Resident Care Coordinator
will revlew all Incldent and Accident reports to ensure
This Ruie Is nat met as evidenced by: compl'ance with the Incident reporting process and
TYPE B VIOLATION documentation is maintained,
. ; All necessary core staff members Med Aides/SiCs,
Ba%t.ad 0‘? interviews and record roviews, the RCC, ED) will be retrained on the process for ensuring
facility failed to ansure referral and follow-up for 2 any resldent health care needs that arise are reported
of 7 sampled residents (#6 and #7) related to w the apprepriate providers In a timely manner.
notifylng the primary care provider (PCP) of an |
allegation of resident-toresident sexual assault ED and Care Manager will revlew resldent needs daily
=3 and as we | prior to the facility's next scheduled
and Dbtalnl.ng a referral I(:]appr.oprlats men'tal provider visit. This will ensure all residents whom are
health services after an allegation of sexua reeding Lo be seen by the Provider are on the list for
assault (#7). the day and/or a referral has been placed for an
outside/additiona! Provider.
The findings are:
Resldent Care Manager wil! monitor and ensyre
. transporzation has been scheculed and the resldent's
1. Raview of Rasldent #6's currant FL2 cated outside provider appointment has been placed on the
05/25/22 revealed: resident scheduier,
-Diagnoses included dementla, depression, and
anxiety. Resicent referral and follow up wili be monitored by
-The level of care was assisted iving. the Care Manager and ED of the Facility on a daily and
weekly basis through stand up to correct the deficient
areas of practice found.
Revlew of Resident #6's Resident Reglster P
revealed an admission date of 06/14/21.
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Review of Resident #6's current Care Plan dated
04/05/22 revealed she was always disorlentsd
with significant memory loss.

Raview of & progress note for Resident #6 dated
08/07/22 revealnd:

-The MA supervisor documenied at 10:36pm &n
incldent occurred on 08/07/22 at 10:30pm.

-A male resident was observed in bed with
Resident #6 and her Incontinence brief down
around her anklas.

-Rasident #6 statad the male resident pulled her
incontinence brief down, had his hand inside har,
and touched her breast.

-The male resident was removed from the bed
and the room.

-The incident was reported to the Executive
Director {ED).

Telephone Interview with a personal care alde

(PCAj on 09/13/22 at 10:08am revealsd;

-She was working or 0B/07/22,

~When she was conducting routine rounds she

observed the male resident laying on Resident

#86's bed on top of the covers near the foot of the

bad.

-Resident #6 was also on the bed with the

blankets over her.

-When she pulled the blankets down she saw that

Resident #8's Incontinent brief was down argund

her ankles.

-She asked Resident #6 if anything had

! happened and she said the male resident had

- touched her breast and was "rubbing” her.

. ~She notified the MA supervisor and she came to
the room.

i -The mals resldent was escorled out of the raom.

Telephone interview with the hospice Registered
Nurse on 08/13/22 at 9:40am revealed:
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~The ED telephoned her on 08/12/22 to inform
her that on 08/07/22 Resident #8 allaged she had
been sexually assaulted by another resident.
-Resident #6 was confused and orented to
person.

-Resident #6 would be abie to answer questions
appropriately about an event if it had just
occurred.

-Tha resident did not have delusions or
hallucinations,

Talephone interview with Resident #6's PCP on
08/13/22 at 3:58pm revesled:

-The facility did not notify him of the allegation of
sexual assaull immediately after the incldent had
occurred.

-He could not recall the date the facility notified
him,

-A sexual assault exam would not have been
appropriate for Resident #6 as she had advanced
dementia.

-Ha would have axpected to have been notified
immediately after tha incident.

Telephone interview with Resident #6's mental
heaith provider (MHP) on 09/13/22 at 1:44pm
revealed she had not been notified of any incident
of a sexual nature Involving Regldent #6 at the
facility on 08/07/22.

Based on interviews and record reviews it was
determined that Resldent #6 was not
interviewabte.

Refer to the telephone interview with the MA
suparvisor onh 09/14/22 at 6:30am.

'

+ Refer to the Interview with the Speclal Care
* Coordinator (SCC) on 08/13/22 at 11:05am and
| 2:50pm.
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Refer to the interview with the ED an 09/13/22 at
1:45pm and 08/15/22 at 9:30am

2. Review of Resident #7's current FL2 dated
0BM9/22 revealed:

-Diagnosas Included dementla with behavior
disturbance, hepatlc sncephalopathy, acute
psychosis, and hyperammonemia.

-Level of care was special care umnit.

Review of Resldent #7's Resident Register
revealed an admission date of 08/03/22.

Review of Resident #7's Care Plan dated
08/04/22 revealed:

-There was ne documentation of behavioral
Issues.

-Resident #7 was always disoriented with
significant memory loss and ambulated
independently with wandering.

Review of the progress notes for Resident #7
dated 08/07/22 at 10:32pm revealed Resident #7
pulled down a female resident's incontinence
brief and fouched her In a sexual manner.

Talephons interview with Resident #7's mental
health provider (MHP) on 09/13/22 al 1:44pm
revealed:

~She was nol nolified of any incident of a sexual
nature invelving Resident #7 at the facility on
08/07122.

~She evaluated Resident #7 for the first time on
08/23/22.

-Staff had Infarmed her Resident #7 had not bean
sleeping and had been sexual towards femala
residents,

-She was not provided with any specifics about
any incident involving Resident #7 by staff,
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Telephonse Interview with Resident #7's PCP on
09/13/22 at 3:58pm revealed: ‘
-Tha faclliy did not netify him of the allagatlon of
sexual assault immediately after the incident had
cccumed.

-He could not recall the date the facility notifled
him,

-He would have expected to have been notified
Immediately after the Incidaent.

Interview with a personal care aide (PCA) on
(6/13/22 at 3:50pm revealed:

-She had discovered Resident #7 lying an the bed
of a female resident.

-Resldent #7's head was near the foot of the bed
and his feet near the fernale resident’s head.
~The female resident was complately covered by
her bianket.

~She fold Resident #7 to get up and he did nat
want o get out of the bed.

-The farnale resident told her Resident #7 was
rubbing on her and touched her breast.

-Sha Informad the MA supervigor of what the
fernale resident told her.

-She and the MA supervisor called tha Executive
Director (ED) and explained 1o her what had
happened.

-The ED was on speaker phone and she heard
the ED tell the supervisor to write the Incident up
and to put Resident #7 on the list for the primary
care providar,

Based on interviews and racord reviews it was
determined that Resident #7 was not
interviewable.

Atteimpted telephone Interview with Resident #7's
family member 09/13/22 at 1:10pm, 09/14/22 at
11:31am and 09/14/22 at 4:10pm was
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unsuccessful.

Refer to the telephone interview with a MA
supervisor on 08/14/22 at 6:30am,

Rafar to the Interview with the SCGC on 06/13/22
at 11:05am and 2:50pm.

Refer to the interview with the ED on 08/13/22 at
1:.45pm and 09/15/22 at 9:30am.

Telephone interview with a MA supervisor on
09/14/22 at 6:30am revealed:;

-She was working in the facility the evening of
0B/0T722.

-An alarm sounded and staff were going into
rooms to find out where the alarm was coming
from.

-A PCA notified her Resident #7 was in Resldent
#68's room laying on the bed with Resldent #6.
-She went to the room and found Resident #7,
fully clethed, laying at the end of Resident #6's
bed with his feet hanging off the bed.

-The PCA toid her Rasident #6 said Resident #7
pullted her incontinence brief down ard touched
her breast.

-Resident #7 was escorted out of the room.
~She then ghacked Resident #6 for any injuriss.
-Resldent #8 told her Resident #7 had put his
hand Inside her,

-She telephcned the ED that evening (08/07/22)
and informed her what had ocourmred,

-She documented an elactronic progress note in
both residents’ record about the Incldent and

. shared the information with the ED.

~The ED Instructed her to write Resident #7's
name on the list 1o be sean hy the facility's
cortracted physlcian during his next visit to the
facllity and to keep a watch on Resident #7,

~The ED had Instructed her to write Resident #8's
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name on & list fo be seen by Lhe facility's
cantracted physician during the next visit,

interview with the Speclal Care Coardinator
(8CC) on 09/13/22 at 11:05am and 2:50pm
revedled:

-The third shift MA supervisor had informead her
the maming of 08/08/22 that Resident #7 had
been found laying on the bed with Resident #6.
-Both residents ware fully clothed ancd Resident
#8's incontinent brief was on with one tab that
closes the briaf open,

-The MA supervisor did not say any kind of sexual
assault had occurred just that Resident #7 was
found in Resident #6's room.

-She made a referral to the mental health
provider {(MHP) for Resldant #7 on 08/18/22 for
the incident on 08/07/22,

-She was nat aware of an allegation of sexual
assault on 08/07/22 until 09/11/22 when staff
informed her that a police officer was in the
facility about an allegation of sexual assauft.
-She did not read Resident #6's progress nota
dated 08/07/22 untll after the palice officer came
to the facility on 09/11/22,

-if she had known about the saxual assault
allegation on 08/07/22 she would have reached
aut to the ED for diraction,

-She had net informed the physician because she
was not aware a sexual assault had transpired
based on what was reported to her by the MA
supervisor on the marning of 08/08/22,

interview with the ED on 09/13/22 at 1:45pm and
05/15/22 at 9:30am revealed:

-She had been notified the evening of 08/07/22 by
the MA superviscr that Resident #7 was found in
Resldent #6's room In the same bed together.
-Rasident #6 was covered with a blanket, she
was wearing a t-shirt, and her incontinence brief
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- was down around her ankles.

-Resldant #7 was fully clothed at the end of the
bed in a fetal position.

-The ED instructed the MA supervisor to keap "an
eye” on Resident #7 and redirect him.

~5he thought Resident #7 was having wandering
behaviors.

-The MA supervisor had not Informed her of a
sexual assault allegation.

-She instructed the MA supervisor to add
Resldent #7 to the list to be seen by the facility's
contracted physician the next time hae came to the
facllity,

-She did not Instruct her to add Resident #6 to the
list to be seen by physiclan.

-0On 08/08/22 she read the progress note on the
events of 08/07/22 in Resident #8's record.
-There was no witness 1o the event.

-She did not think a sexual assault hed occurred
because Resident #7 was fully clothed, Resident
#8 was nol in any distress when staff went into
the room, and Resident #6 had pulled har own
incontinence brief down In the past.

-The facllity policy after an allsgation cf sexual
assault was to inform the physician and send o
the emergency department for an exam If the
family was in agreement.

The facility failed to notify the primary care
provider, hosplce, and the mental health provider
for Resident #6 and the primary care provider and
make a referral for mental health services for
Resident #7 after an allegation of a sexual
assault. This failure was detrimental to the
health, safety, and weifare of the residents and
constitutes a Typse B Viclation,

: The facility provided an acceptable plan of
\ protaction in accordance with G.5. 131D-34 on
September 13, 2022,
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resident.

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

Based on interviews and record reviews, the
facility fafled to Immedlately notify the local
depariment of social services (DSS) and law
enforcement for 2 of 2 sampled rasldents (#6 and
#7) related to a resident who alleged she was
saxually assaulted (#8) by another resldent (#7).

The findings are:

Review of an AccidentInjury Report dated
08/12/22 for Resident #6 revealed:

-Under the description section of no injury,
08/07/22 at 10:30pm, resident's room,

-The type of incident was sexual bahavior.

-The resident was faying in her bed with her brief
on by har lowar extremitles.

- -The resldent was able to state her name and

will review the process for notification requirements
with the Medication Aides to ensure proper notification
requi‘ements are met, as well as additional supervision
for the accused resident and resident involved in the
Incident and emergency mecical evaluations are
completed,

The Execut’ve Director and Resident Care Coordinator
will review all Incident and Acgident reports as well as
care notes on a daily and weekly basis through stand up
meetings to ensure compliance with the raportirg
process is maintained.

The Executlve Direcior witl ensure all known allegations
of abuse, neglect, fraud, exploitation, ‘njuries of
urknown origin, and drug diversions are reported via

427 IRD AVENVE SE
KGRY VILLAGE
HIC L HICKORY, NG 28602
(X4) 1D BUMMAILY STATEMENT OF DEFICIENCIES 10 PROVIDER'S PLAN OF CORRECTION [X5)
PRERIX (EACH DEFICIENGY MUST BE PRECEDED BY FU.L PRZFIX (EACH CORRECTIVE ACTION S8HOULD BE COWPLETE
TAG REGULATORY OR LSC IDENTIFYING INFORMATION) TAG CROSS-REFERENCED T0 THE APPROPRIATE DATE
DEFICIENCY)
D 273 Continued From page 8 D273 "Responsas to the cited deficiencles do
not consgtitute an admission or
agreement by the facility of the truth of
THE CORRECTICN DATE FOR THE TYPE B the facts alleged or conclusions set
VIOLATION WILL NOT EXCEED OCTOBER an, forth In the Statement of Deficlencles or
5029 Corrective Action Report; the Plan
’ of Correction i3 prepared scolely as a
matter of compliance with State |aw.”
D 453| 10A ; ng of Accldents D 453
ag . Iﬁgg‘gﬂ:f': 1212(d) Raporting of Accide D 453 10A NCAC 13F 1212(d) Reporting of
Accidents and Incidents
10ANCAC 13F 1212 Reporting of Acsidents and The Executive Director was re-tralned on immediate
Incidents reporting time frame to the County Department of
(d) The facility shall Immediately nolify the county Soclal Services and local Law Enforcement authortty of
departmant of social services In accordance with ny menta, or physica’ abuse, neglect o+ explolzation of
G.S. 108A-102 and the local law enforcement a resident. Re-tralning was completed by the Regioral
o i i inlcal DI :
authority as required by law of any mental or Director of Dperatnéns and the Area Clinlcal Director
physical abuse, neglect or exploitation of a The Executive Di-ector and Resident Care Coardinator 10130722

Inltlal Allegatfon Report to the HCPR within 24 hours.

The Execut've Director will ensure an investigation of all
above allzgations is completed and findings reported
via the Investigative Report within 5 working days of
the Initial Report.

If any areas are found to be out of practice Fxecutive
Director will immediately take action and report
required information to iacal DSS agencies as soon as
non reporting has been Icantified.
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answer.
-There was no documantation Resident #6
alleged Resident #7 had sexually assaulted her.
~There was no documentation that law
enforcement and DSS were notifled on 08/07/22.

Review of a Accident/Injury Report dated
09/12/22 for Resident #7 revealed:

-Under the description section of incident without
Injury on 08/07/22 at 10:30pm In angther
resident's room,

-The lype of incident was sexual behavior.
-Resident #7 was found laying at the foot of
ancther resident's bed.

-There was nc documentation of a sexual assauit
allegation made against Resldent #7,

-There was no documentation that law
enforcemant and DSS were notifled on 08/07/22.

1. Review of Resident #6's current FL2 dated
05/25/22 revealed:

-Diagnoses included dementia, depression, and
anxiety.

-Level of care was assisted living.

Raview of Resident #6's Resigsnt Register
revealed an admission date of 08/14/21.

Review of Resident #6's current Cara Plan dated
04/05/22 revealed she was always disotlented
with significant memory loss.

Review of a progress note for Resident #6 dated
08/07/22 ravealed:

-The medication aide (MA) supervisor
doctimented at 10:36pm an incident ocourred on
08/07/22 at 10:30pm,

-A male resident was chserved in bed with
Resident #6 and her incontinence brief down was
around her ankles.
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| -Resldent #6€ statec the male resident pulled har
incontinence brief down, had his hand inside her

and touched her breast.

-Resident #7 was removed from the bed and the
foom,

~The Incldent was reported to the Executlve
Dlrector (ED).

Refer to the telephone intarview with a polica
officer for the local law enforgement officer on
09/14/22 at 11:00am.

Refer lo the telaphona Interview with a
representative at the local pollce depariment en
08/13/22 at 2:22pm.

Refer to the telephone interview with a MA
supervisor on 09/14/22 at 6:30am,

Refar to the interview with the Speclal Care
Coordinator (SCC) on 09/13/22 al 11:05am and
2:50pm,

Refer to the Interview with the ED on 09/13/22 at
1:45pm and 09/15/22 at 9:30am.

Refer to the telephone interview with the local
D3S Aduit Home Specialist on 09/15/22 at
10:08am.

2. Review of Resident #7's current FL2 dated
08/19/22 revealed:

-Diagnoges included dementia with behavior
disturbance, hepatic encephalopathy, acute
psychosis, and hyperammonemia.

-Level of care was special care unit.

Revlew of Resident #7°s Resident Register
revealed an admission data of 08/03/22,

Review of Resident #7's Care Plan dated
Division of Health Service Regulation
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08/04/22 revealed Resident #7 was always
disarlented with significant memory loss and
ambulated independently with wandering,

Raview of the progress notes for Resident #7
dated 08/07/22 at 10:32pm revesled Residont #7
was pulling down a female resident's brief and
touching her In a sexual manner,

Refer to the telephone Interview with a local law
enforcement officer on 09/14/22 at 11:00am.

Refar to the telephone interview with a
reprasentative at the local police department on
09/13/22 at 2:22pm.

Refer to the telephone interview with a MA
supervisor on 09/14/22 at 6:30am,

Refer {o the Interview with the Spacial Care
Coordinator (SCC} on 09/13/22 at 11:05am and
2:50pm,

Rafer to the Interview with the ED on 09/13/22 at
1:45pm and 09/15/22 at 9:30am.

Refer to the telephone interview with the local
DS8 Adult Home Specialist on 09/15/22 at
10:08am.

Telephone interview with 2 local law enforcement
officer on 09/14/22 at 11:00am revealed:

-A former employee of the facility had contacied
the iocal police department on 09/11/22 and
statad a resident had besn raped at the facllity
and it had not been reported,

-The officer went to the facility on 09/11/22 and
spoke with the ED who stated there had heen no
sexual assault allegation that she was aware of.
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Telephone interview wilh a representativa at the
local police depariment on 09/13/22 al 2:22pm
revealed there was no record of a lelephone call
from the facllity on 08/07/22 about & sexual
assault allegation.

Telephone interview with a MA suparvisor on
09/14/22 at 6:30am revealed:

-She was working the evening of 08/07/22.

-The MA did not hotlfy the police or the local
department of soclal services (DSS) because she
did not feel it was her place io da that after she
had notified the ED of what had occurred.

Intarview with the Special Care Coordinator
{SCC) on 09/13/22 at 11:05am and 2:50pm
revealed:

-She was not aware of an allegation of sexual
assault untl a law enforcement officer came to
the facility on 09/11/22.

-if she had known she would have reached out to
the ED for dirsction.

-She was not aware that an allegation of sexual
assault required reporting to DSS.

Intarview with the Executive Director (ED) on
09/13122 at 1:45pm and 09/15/22 at 8:30am
revealad:

~8he had been nolified the evening of 08/07/22 by
the MA supervisor that Resident #7 was found in
the same bed together with Resident #8 in har
room.

-Resident #6's was covered with a blanket, she
was wearing a t-shirt, and her Incontinence brief
was down around her ankles.

-Realdent #7 was fully clothed at the end of the
bed in a fetal position.

-She Instructed the MA supervisor to keep “an
eye" on Resldent #7 and redirect him.

,_~The MA supervisor had not informed her of a
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sexual assaull allagation.

-Cn 08/08/22 she read the progress note on the
events of 08/07/22 in Resldent #6's record,

i ~She askec the MA suparvisor aboul the progress
note and the MA supervisar informad har that
what was In the progress note was correct.
-She was not aware an Accident/Incident report
should have been completed on an incident
invelving "behaviors".

-She did not think & sexual assault ceourred
because Resident #7 was fully clothed, Resident
#6 was not In any distress when staff went Into
the room, and Resident #6 had pulled her own
Incontinence brief down in the past,

-She had not telephoned the local police
department or DSS about the alleged sexual
assaull incident because she belleved a sexual
assault had not occurred.

~The facility policy after an allegation of sexual
assault was to inform the physician, notlfy law
enforcemant, and send to the emergency
department for an exam if the family was in
agreement.

Telephone interview with the local DSS Adult
Home Speclalist on 09/15/22 at 10:08am
revealed she was not roilfled of the allegation of
sexual assault on 08/07/22 untll after a pallce
officer went to the facility on 08/11/22 having
received a report of a rape,

The facility failed to to contact the logal
department of social services and law
enforcement for 2 of 2 sampled residents { #6
and #7} immedialely after a sexual assault
allegation. This failure was detrimental to the
health, safely, and welfare of the residents and
constitutes a Type B Violatian,

The facility provided an acceptable plan of
Division of Health Service Regulation
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The findings are:

1. Based on interviews and record revlews, tha
facility failed io ensure referral and follow-up for 2
of 7 sampled residents (#6 and #7) related to
notifying the primary care provider (PCP) of an
allegation of resident-toresidant sexual assualt
and obtaining a referral to appropriate mental
health services after an allegation of sexual
assault (#7). [Refer to Tag 0273 10ANCAC 13F

to Supervisor in Charge {SIC), Lead Supervisor
in Charge {LSIC), Residant Care Coordinator
(RCE) and Executive Director (ED) of the
incident.

In addition, training has been completed with
the Executive Director and Resicent Care
Caordinator on netification responsiilities tc
the Primary Care Provider{s), and obtalning a
referral for inental health services, as well as
immediate notification Lo the locat
departrment of social services and law
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protection in accordance with G.S. 131D-34 on
September 13, 2022.
THE CORRECTION DATE FOR THE TYPE B
VIOLATION WILL NOT EXCEED OCTOBER 30,
2022,
D912 G,S. 131D-21{2) Declaration of Residents' Rights Dotz "Responses to the cited deficlencles do
not constitute an admission or
G.8. 131D-21 Declaration of Residents’ Rights :"?ref:m‘ent“? tl:’e !acmlylof Ithe tm:h of
- N . 2 facts alleged or conclusions se
Ewvery resident shall have thg 1'c>llov.r.m}g1 rights: lforth in the Statement of Deficlencies or
2. To receive care'and serv!oes Whl(..) are ) Cormrective Actlon Repart; the Plan
adequate, appropriate, and in compliance with of Cotrection |s prepared solely as a
relavant federal and state laws and rules and matter of compliance with State law.”
reguiations. !
D912 G.S. 131D-21(2) Declaration of
This Rule is nol met as svidenced by: : . (@)
, X . Residents' Rights
Based on interviews and record reviews the
facliity falled to ensure residents received care Retraining has been completed for all staff on
and services which were adequate, appropriate, Resident Rights related to evaluaticn and care
and in compliance with relevant federal and state o Residents when a: Incident such as an
laws and rules and regulations related to health allegation of resident 1o resident sexuzl
. - assault has occurred.
care and reporting of acddents and incidents.
Training included notification respens bilities o0

0202(5} Health Care (Type B Violation)). enforcement,
2. Based on interviews and record reviews, tha
facllity failed to immediately notify tha local
Division af Health Servica Reguiation
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depariment of social services (0SS} and law
enforcement for 2 of 2 sampled rasidents (#5 and
#7) related lo a resldant who alleged sha was
sexually assaulted (#6) by another resident (¥7).
[Refer to Tag 0453 10A NCAC 13F .1212
Reporting of Accldents and Incidents (Type B
Viclation))].
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