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C 000! Initial Comments C 000
The Adult Care Licensure Section and the Bertie
County Depariment of Social Services conducted
an annual, follow-up survey and complaint
investigation on 12/29/22.
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(9) In homes with atleast one resident who is
determined by a physician or is otherwise known

to be disoriented or a wanderer, each exit door QZM,G& ‘k&
for resident use shall be equipped with a f £ T h{,
sounding device thatis activated when the door is

opened. The sound shali be of sufficient velume Q&W\t e ng iﬁ;armf‘ h@?

that it can be heard by staff. If a central system :
of remote sounding devices is providad, the @)@\q’%'ﬁ-@%-@ A WW

control panel for the system shall be located in

the bedroom of the person on call, the office area ._.%,b - S§ & ; %
or in a location accessible only to staff authorized N ir fﬁé Q W) I éﬁ

®
e
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by the administrator to operate the control panel, bn E ﬂ GE bevs oL g
This Rule is not met as evidenced by: ~ ._ﬁ/‘ !
TYPE B VIOLATION Wriihde wys . -

1 kt
Based on observations, interviews and record ad'm \h I.S%\'@d%?&(‘ UD‘
reviews, the facility failed to ensure 3 of 3 exit M 2 de-e oL u 6 @ -

doors were equipped with a sounding device that

was audible throughout the facility when the door MW\. 5.%‘& 7\ .},,i ﬂm & (4 bﬂ'@@
was opened and accessible to 1 of 3 sampled

residents (#3) who had a history of wandering in .%-@; NS e, @,k’k

the road when he had Increased paranola,

agilation and elopement from the facility. Q\g&' s . \JD@(@C@, '}1_5 :

The findings are: ?To W g Eﬁ.a
i

Revisw of a facility policy for door alarms dated |
04/01/20 revealed:
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-All staff will respond to door alams immediaiely.
-Any employee who hears a door alanm will
proceed to the area and note the time of the
alarm.

~The staff member will observe for cause of
alarm, look for resident or other person who may
have caused the door alarm to be activated.
~The surrounding atea must be thoroughly
checked.

~Before deactivating alarm, the resporiding
employes will identify the cause for alarm and
reclify cause and/or thoroughly check
surrounding area of alasm for a resident who may
be lost or elaping from the facility.

-If an employee deaciivates an alanm and did not
find cause, the employees must roport the
situalion immediately io the Administrator,

~The employee will conduct a head count and
staff will implement the missing person search
profocol if needed.

Review of Resident #3's cutrent FL-2 dated
12/01/22 revezled diagnoses included
schizophrenia, intermitient explosive disorder,
anxiely, depression and moderate intelleciual
disability.

Reviaw of Resident #3's Resident Register dated
03/13/22 revealed the resident was admitied on
04/07/22 and was forgetiul.

Review of Resident #3's cumrent care plan dated
12/01422 revealed:

-The resident had wandering behaviors, resisted
care and was verbally abusive.

~The resident was forgetiul and needed
rerninders and was sometimes disodented.

Review of Residen{ #3'§ previous care plan daied
05/04/22 revealed: i
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~The resident had wandering behaviors, resisied
care and was verbally abusive,

-The resident was forgetful and needed
reminders and was sometimes disoriented.

Observalion of the two-tane highway in front of
the home on 12/29/22 st 9:20am reveated the
speed Hmit was 55 miles per hour (MPH), ~ ‘

Observation of the exit doors on 12/29/22 at :
8:10am revealed:

~There was no exit alamn on the front door which
led info @ bedroom for Resident #3 and his
roommate. !
~There was an exit alarm on the kitchen door !
which led to a deck in the backyard, but it was ‘
turned off position and did not alarm when
opened.

~There was an exit afarm on the side door which
led to the driveway, but it was tumed off and did
not alarm wien opened.

a. Review of Resident #3's discharge summary
from an inpatient psychiatric hospital dated
06/17/22 revealed: |
~The resident was admitted to an inpatient |
psychiatric hospital under involuntary status and
then changed to voluntary status from 05/28/22 to |
06/17/22 with a discharge diagnoses of |
schizophrenia and moderate intellaciyal disability. |
~The resident was admitied due to paranoia, |
agitation, wandering away from the facility on [
05/29/22 and refusing io raturn to the fachity. !
-The hospiizl obtained additional inforraation from ‘
the facility Administrator.

~Tha Administrator reported that Resident #3
became paranoid, refused to come back ta the |
hame or{o get in the van.
-The Administrator had to contact the local police i
bacause the resident was wandering down the
Dlvision of Heaith Service Regulation .
STATE FORM ! &ain G30Z11 Il sontinuation sheat 3 of 18
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road and refused {o come back to the facility.
~The Administrator reported that the resident
requested 1o go to the hospital yesterday
{05/28f22).

b. Review of a discharge summary for Resident
#3 from an inpatient psychiairic hospital dated
09/07/22 revezled:

-The resident was admitted fo a psychiatrist
inpatient hospital under Involuntary status from
08/30/22 to 09/07/22 with a discharge diagnoses
of schizophrenia and mederate intellectuat
disability.

-The resident was admitied due to paranola.
-The Adminisirator obtained an involuntary
commitment due to the resident acting recldessly
and walking in the middte of the road on
08/30/22.

~The Administrator reported that she noficed a
thangs in his behavior fwo weeks ago.

-The Administrator reported that she did not think
his medications were working.

-The Administrator reported that the resident had
been paranold, she saw him in the middle of the
road and refused o get into the car with her and

retum to the facility.
-She notified local law enforcement 1o take him to

the lacal hospital inpatient behavioral hezlth unit.
~The Administrator reporied that the resident
would stand for long periods of ime outside the
facility due to his paranoia; stafl had tried to give
him a chair so hs could sit down auitside, and he
was ouiside between 2:00am-3:00am at imes.

Interview with a medication aide (MA) on
12/29/22 at 8:20am revealed:

~She did not know why the alarm on the exit door
in the klichen was tumeg off.

-She did not know why it did not alarm when she
tumed it on; it probably needed new batteriss or

L]
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neaded to be replacad.

-She and the Administrator checked all daor
alarms yesterday.

-She thought the Administrator removed the exit
door alarm sounding device from the front deor
yesterday when they realized it was not attached
correcily and did not worle.

-The alarm on the front door was not atiached
correctly; it was hanging down from the door.
-She did not know how long the alarm on the front
door had been hanging down and not attached
correcily. ’
-She ysually fumed door alarms on at 8:00pm
each eveaning and turned them off at 6:00am.

Interview with the Administrator on 12/29/22 at
11:24am revealed:

-She removed the door alarm device from the
front door on 12/28/22 at approximately 8:60pm
because the medication aids (MA)} informed her
last night that it was hanging off the front door.
~Staff did not document door alarm ghecks but
were expected to test them daily.

~She expected staff to monitar the door alanms to
ensure they worked comectly.

~Door alarms were tumed on gach evening at
7:30pm and tumed off each moming at 6:30am.
-The medication aide {MA) did not sleep at night.
-All exit doors should have been alarmed from
7:30pm to 6:30am fo ensure resident safety.

Telephone interview with & licensed practical
nurse (LPN} at Resident #3's psychiatrisi's office
on 12/29/22 at ‘11:50am revealed:

~Resident #3's bedroom should not be Incated
where he coyld exit to the front porch that led to 2
two-ane highway.

-She was concamegd about his safety when he
had increaseg pargioia, agitation and wandered
away from the facilily. .

G069
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Telephons interview with Resident #3's primary
care physician (PCP) on 12/29/22 at 3:33pm
revealed:

-He was not aware Resident #3 had wandered
into the road and would not refurn with staff to the
facihity,

-He was not aware Resident #3 had ncreased
paranoia and agitation.

-He was concerned that Resident #3's bedroom
exited to the front porch that led to a twe lane
road.

-Staff needed to relocate Resident #3's bedroom
to ensure his safety.

-Resident #3 could have been injured or died if he
exited the facility when door alarms were not
working.

The facility failed to ensure exit doors were
properiy equipped with a sounding device related
to a resident that had episodes of increased
paranofa, agitation and wandering resuliing in two
elopements which placed the resident at
increased risk of injury andfor death. This filure
was detrimental to the health, safefy, and welfare
of the resident and constitufes a Type B Violafion.

A plan of protection was submifted by the facilify
in accordance with G.S. 131D-34 on 12/20/22,

CORRECTION DATE FORTHETYPEB
VIOLATION SHALL NOT EXCEED FEBRUARY
12, 2022,

10A NCAC 13G .0802(b) Health Care

10A NCAC 136 .0802 Health Care
(b) The facility shall assure referral and fallaws-up
to meet the routine and acute healih care needs

c 089
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This Rule is not met as evidenced by:
TYPE A2 VIOLATION

Based on observations, interviews, and recard
reviews, the facility fatled to ensure the primary
care provider (PCPY), or psychiatrist were notified
of increased paranoia, agitation, and three
elopements, one in which the resident was found
wandering in the highway for 1 of 3 sampled
residents (#3).

The findings are:

Review of Resident #3's current FL-2 dated
12/01/22 revealed diagnoses included
schizophrenia, infermittent explosive disorder,
anxiety, depression and moderate intelleciuat
disability.

Review of Resident #3's Resident Register dated
03/13/22 revealed the resident was admilted on
04/07/22 and he was forgetiul.

Review of Resident #3's cuirent care plan dated
12/01/22 revealed:

-The resident had wandering behaviors, resisted
care and was verbally abusive.

~The resident was forgetful and nezded
reminders and was sometimes disoriented.

Review of Resident #3's previous care plan dated
05/04/22 rovealed:

~The resident had wandering behaviors, resisted
care and was verbally abusive.

~The resident was forgetiul and needed
reminders and was sometimes disoriented,

Review of an elopement policy dated 04[01!20
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revealad:
~Theie was an ldenfification and Assessment of
those at risk of wandering.

-The staff completed an assessmant at
admission for residents that were at risk of
wandering.

~The assessment included questions related io
the rasidant’s ability fo ambulate independently,
decision making ability, history of wandering, and
does the resident exhibit restlessness andfor
agitation.

-Siaff were educated to monitor for changes in
behavior, identify the warning signs to aid in
preventing potentisl elopements by reporting
them immediatefy to the Administrator.

Review of facility file on 12/28/22 revealed there
was no ldenification and Assessment completed
for Resident #3.

Review of Resident #3's primary care provider
(PCP) visit note dated 05/02/22 revealed to report
any paranoid thoughts, hallucinations or anxiaty
to his office or after hours go to the hospital
emergency department.

a. Review of Resident #3's discharge summary
from an inpaiient psychiatric hospital dated
08/17/22 ravealed:

~-Tha resident was admitted fo an inpatient
psychiatric hospital under involuntary status and
then changed to voluntary status from 05/28/22 to
06/17/22 with a discharge disgnoses of
schizophrenia and moderata intellectua) disability.
~The resident was admitted due to paranoia,
agitation, wandsting away from the facility and
refusing ta retum io the facility.

-The hospital obialned addiiional information fiam
the facifity's Administrator.

-The Administrator reporied that Resident #3
Division of Health Service Regulation 3
STATE FORM es 30211 : If conlinuation sheet 8 of 16
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became paranoid, refused to come back to the
facility or to get in the van.

~The Administrator had to contact the locat police
becausé the resident was wandering down thp
road and refused to come back i the facility.
-The Administrator reported that the resident
requested to go {o the hospitat yesterday
(05/28/22).

Review of Resident #3's PCP visit note dated
06/23/22 revealed o report any paranoid
thoughts, hallucinations or anxiety o his office or
after hours go to the hospital emergency
depariment.

b. Review of a discharge summary for Resident
#3 from an inpatient psychiatric hospital dated
09/07/22 revealed:

-The resident was admitted {o a psychiatrist
inpatient hospital under involuntary status from
08/30/22 to 08/07/22 with discharge diagnoses of

schizophrenia and moderate iniellectual disabllty.

~The resident was admitted due fe paranoia. °
~The Administrator abtained an involuniary
commitment due to the resident acling reckiessly
and watking in the middie of the road on
08/30/22.

~The Administrator reported that she noticed a
change in his behavior fwo weeks ago.

~The Administratar reporfed that she did not think
his medications were working.

~The Adainisirator reported that the remdent had
been paranoid; she saw him in the midd!e of the
road and refused to aet inte the car with her and
relum to the facility.

~She notified local law enforcament fo fake himto
the tocal hospital inpatient behaviorat health ynit.
~The Administrator reported that the résident
would stand for long periods of ime outside the
facility due to his paranoia; staff had tried to give
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him a chalr so he could sit down ocutside, and he
was ouiside between 2:00am-3:00am af times,

¢. Review of an incident report for Resident #3
from a locat day program dated 09/21/22
revealed:

-Resident #3 walked away from the day program
during a moming break,

~The resident was prompted fo refum to the day
program, he refused to return and continued fo
wallc away from the facility.

-Staff jocated the resident walking In the
comimunity and was encouraged to get inside the
staif's vehicle so he could retum to the day
program.

~The day pragram staff notified the Adminisirator
of his elopement, severe psychosis, and
agitation.

~The day program staff nolified the Administrator
that the Director of the day program would notify
her if Resident #3 could refurn to the day
prograr,

Observation of Resident #3 on 12/29/22 at
&:50am revealed he was sifing on a couch in the
living ruam watching television alone.

Interview with 2 medication alde (MA) on
1220122 at 7:48am revealed:

~Resident #3 did not atlend the day program.
~The resident had attended the day program but
walked away from the program in Septembar
2022 and was not allowed to retumn,

-Resident #3 would gef upset at times and
wander around fhe proparly oulside to cafm
down,

-The resident usually wanted to be alone when he
was agitated or upset.

Becond Interview with a2 MA on 12/29/22 at

ivisi =alth Service Regulation .
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11:06am revealed:

-When Resident #3 became agitated or paranaid
she was fallk with him fo caim him down.

~Sha checked on him every 15 minutes.

~The resident saw his psychiatrist every three
mionths unless there was an emergency.

-if she feli the resident's medications were not
working or If hie had behavioral problems she-
would contact the psychiatrists office to schedule
an appointment.

Interview with the Administratar on 12/29/22 at
11:24am revealed:

-Resident #3 had a change in behavior, he would
not come ouf of his room, he was quieter, did not
want fo take baths, had increased isolation, he
was faking his medications but was very jittery.
-His change in behaviors seemed to be
happening for too long.

-She noticed a changsa in his behaviors prior fo
his admission o an inpatient psychialric hospital
on 06/17/22 and 08/30/22.

~She and the MA did not contact Resident #3's
psychiatrist or PCP ahout his change in behavlor
or his elopements.

-She or the MA should have nofified Resident
#3's psychiatrist and PGP to report his behavioral
changss and elopements.

Telephone interview with a licensed practical
nurse (LPN) at Resident #3's psychiatrist's office
on 12/29/22 at 11:50am revealed:

-Resident #3's psychiafrist was nat working teday
{12/29/22),

When a resident had any change in behavior or
elopements the psychiatrist’s expected staff to
notify their office immediately so an appointment
could be maqe for the resident as soon as
possible.

~The facility should have nofified the resident’s

C246
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psychiatrist immediately so an appointment coutd
be made to see him earier than his scheduled
visit.

-Resident #3's inpatient psychiairic
hospitalizations could have been avoided if the
facility staff had notified thefr office so the
resident could have been seen by his psychiatrist,

Telephone interview with Resident #3's primary
care physiclan (PCP) on 12/29/22 at 3: 33pm
revealed:

-He was not aware of Resident #3's inpatient
psychiatiis hospitalizalions untif the resident's
routine visits,

~The facility should have nofified the residents
psychiatiist when they noticed changes in his
behavior of increased paranoia and agitation.
-The resident could have benefited from an
emergency appoirtment with his psychiatrist to
decrease his paranoia and agitation,

~He was concemed that the resident wandered
and had elopement behaviors and staff allowéd
him to stay outside unsupervised when he hati

increased parancia and agitation. ,
-He was concemed that the residents’ bedroom Th-@ a@ﬂ‘ﬂﬁ 2t} Q‘%Y ﬂwﬁc

r

door exited to ihe front porch and was dose to 3

two lane road, ISR SINEUIE M ‘%@
-Resident #3 was at rigk of injury or death when

he wandered in the two-ane road. @C P W b3 @!@ S

The facility failed o nofify Resident #3's primary ﬂ@‘h%@& el @M @%

carg provider and psychiatrist of increased
paranoia, agitation and wanedering resuiting in % ﬂ m{@lJ @d bd(W@r
{hree elopements which placed the resident at

increased risk of injury and/for death. This failure Q&'m% h. 1:11:3\\1 i@
placed the regident at substantial risk of harm Q/ﬂ' v\ 41 N g’
A waxj

and constitutes a Type A2 Violation.
Wiﬁe

"“\T’

A plan of protection wag submitted by the facility
in accordance with G.S. 1310-34 on 12/20/22.

Division of Health Service Regu!flbon :
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And Incidents

10A NCAC 13G .1213 Reporiing of Accidents and
Incidents

{a) Afamily care home shall notify the county
depariment of social services of any accident or
incident resulting in resident death or any
accident or incident resulting in injury to 2
resident requiring referral for emergency
evaluation, hospitalization, or medical freatment
other than first aid.

This Rufe is not miet as evidenced by:

Based on interviews and record raviews, the
facility failed fo notify the county depariment of
social services (DSS) of an aceidentfincident for 1
of 3 resident (#3) sampled that requirgd referesl
for an emergency evaluation and inpatient
psychiatric hospitalizatians on 05/29/22 and
Q8/30/22.

The findings are:

Reviaw of a facility policy dated 05/13/13
revealed:

~The home should notify the county department of
social services (D93} of any accident or incident
resulling in resident near death and any accident
or incident resuiiing in injury to a resident
requiring seferral for emergency medical

the adnn - vl
ENSULL Hhed Yhe

MBS s nehEied 6‘?’
N aegid ent / mcident
refecal foan
em"’@m} QA@&/LWN@
\adent ficem. hogptal,
The odmwni ol add

WOV Olg o Bugn

bOGEn"Q)f Cfi%@'%'%’@
Sionad ence. 3he call
W@{g& Mﬂ.ﬂi@% 955}

within o hes,

W?ﬁf ra e {m@f@ﬁ'ﬁ’
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evaluation, hospilalizaiion, or medical treatment
other than first aide.

-Awsitten report should be provided io the local
DSS about the incident including follow up care
for the resident, !
-The Tacility should complete an incident and
accident (VA) report within 24 hours of the
incident.

Review of Resident #3's current FL-2 dated
12/01/22 revealed diagnoses included
schizophrenia, infermittent explosive disorder,
aniiely, depression and moderate intellectual
disability.

Review of Resident #3's resident register dated
03/13/22 revesled:

~The resident was admitted on 04/07/22.

~The residents' memory was forgetful.

Review or Resident #3's current care plan daled
12/01/22 revealed:

~The resident had wandering behaviors, resisted
care and was verbally abusive.,

-The resident was forgetful 2nd needed
reminders and was sometimes disoriented.

Review of Resident #3's previous care plan dated
05/04/22 revealed:

~The resident had wandering behaviors, reslsted
care and was verbally abusive.

~The resident was forgetful and needad
reminders and was sometimes disoriented,

a. Review of Resident #3's discharge summary
from a behavioral health urit dated 06/17/22
reveated;

-The resident was admitted to an inpatient
psychiatrit hqspitarundér involuntary status and
then switched to valuntary status from 05/29/22 to
Division of Health Service Reguiation ' : _
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06/17/22 with a discharge diagnosis of
schizaphrenia and moderats inteflectual disability,
~The resident was admitted due to paranola, -
agitation, wandering away from the home ancf
refusing fo refum to the home.

~The Administrator had io contact the focal police
because the resident was wandering down th
road and refused fo come back to the'home. |

b. Review of a discharge summary for Residant
#3 from an Inpatient psychiatric hospital dated
09/07/22 revealed: : )
-The resident was admitted to a psychiatrist
inpatient hospital under involuntary siatus from
08/30/22 to 09/07/22 with a discharge diagnosls
of schizophrenla and maderate intellectua)
disability.

-The resident was admitied due to paranoia.
~The Administrator ook out involuntary
commitment dus ta the resident acting recklessly
and walking in the middie of the road on
08/30/22, )

Review of the facitity file revealsd that there was
no record of an Incident and Accident report
completed on 05/29/22 or 08/30/22.

inferview with the Administrator on 12/28/22 at
1.50pm revealed:

-She should have completed an incident and
accident (I/A} report when Resident #3 required
an involuntary commitment resulting in admission
{o an inpatient psychiatrist unit an 05/28/22 and
08/30/22.

-lt was an oversight that she did not complete the
|A reports for Rasident #3.

-She was responsible for completing 1A reporis
and sending them to the local DSS.

Interview witlj the local adult home specialist with

gilt'rlg;ni’o;:h:m Sevee Regu[imu" €893 G30Z1 ) If continuation shael 15 of 18
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DSS on 12/29/22 at revealed:

-She had not received any incident or accident
reports for Resident #3.

-She was not aware that Resident #3 required an
involuntary commitment to an inpatient
psychiatric unit on 05/29/22 and 08/30/22,
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