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| (b} The facility shall assure referral and follow-up
E to meet the routine and acute health care needs S0 Q}\G\A’ it cam be
of residents,
SSoy +
!ThARI assoved  the s
| This Rule is not met as evidenced by: T
i TYPE B VIOLATION Collow "‘“?f 3 -
4 evenr 4
I Based on interviews and record reviews, the «
i faciiii‘y_iailed to notify tha mental health provider A i e o~ ov &Qt ‘k\.‘hb A
| and primary care provider (PCP) for 1 of 3 ‘
sampled residents (Resident #3) related fo two € w L‘ ! i
i incidents of physical aggression. 5 ‘TA 2 L ﬁ: e v Q'S
; o vo
, Wcrt/\.c
| The findings are: ¢ { '-1 ‘:-L r{
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| Review of Resident #3's current FL2 dated - 2 ‘ ! -
02/08/23 revealed diagnoses included a '&d Scecur € DJ-LGA/
schizoaffective disorder bipolar type, autism, and
| substance abuse disorder. C(;e,./f's ILLS ( d-‘_ {"
R f Resident #3's Reside i Hlo ++ )vkd
| Review of Resident #3's Resident Register (E £ ahs ( o
; revealed a admission date of 01/28/23. - ,/
LL’ [Ouu alg for Lo
| Review of Resident #3's Care Plan dated ~
02108123 revealed: 8O EWS . AND. AN Y
-The resident was a prior resident of the facility. _/
-The resident began living independently resulting F\D l[ oy U F‘S AC’M i )?l' = L) o
in severe auditory and visual hallucinations / H : oG
requiring hospitalization due to/ medication Wi , A NIV ’ ? PG
| noncomgliance. _ /VU‘}'LO{ t § fD,,Md ;
-The resident was readmitled o the facility and
continued to have "some halluginations.”
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| Interview with the Relief Supervisor-in-Charge

(SIC) on 06/07/23 al 9.15am revealed:
| -One evening at the end of April 2023 after
9:00pm, Resident #3 knocked on the staff
quarter's door.
| -He followed Resident #3 because he "looked like

he wanted 1o talk."

-He followed Resident #3 thraugh the living room.
| “While walking through the living room, Resident
| #3 pointed at something through the window on
| the front porch.

-He thought Resident #3 wanted to show him
something on the front porch.

-As soon as he stepped out onto the porch,
Resident #3 "started swinging" with closed fists.
-He stepped back through the front daor and tried
to shut the door.

-Resident #3 "barreled" through the front door
and came "swinging” at the Reliel SIC's face.
-He was unable ta leave the living room with
Resident #3 continuing to hit him.

-He then put one hand on Resident #3's sleave
| and grabbed both of the resident's legs with his
other hand to take the resident to the ground.

| -He and Resident #3 fell to the floor together,

| breaking through the locked medication room

door,

“He "cuddied” Resident #3 to keep him from
fighting mare and to help the resident to calm

' down,

-Two police officers and the Administrator came

1o the facility shorily after call§ were made to

them

-He did not know why Resident #3 was not laken

for an evaluation on the evening of the event,

-He did nat know why Resident #3's medications

were not reviewed or changed after the event,

-The SIC was responsible for notifying Resident

#3's PCP or mental health provider,
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-He did not know why the SIC did not notify

5 Resident #3's PCP of mental health provider

| about the incident.
~He did not know if the Administralor notified
Resident #3's PCP or mental health provider.
-A waek later, Resident 3 tried to hit the SIC with
a closed fist.

| ~The 8IC put her arm up to block Resident #3's

| swing to prevent the resident from hitting her.

| -The Administrator was notified.
-Resident #3 was sent to the hospital for an

| evaluation.

| Interview with the SIC on 06/07/23 at 9:56am

| revealed.

' -Resident #3 "swung™ a closed fist at her on

| 04/28723.

| -She put her arm up to block Resident #3's swing.

' -She immediately shut the door to the medication
room between her and Resident #3.

| -8he notified the Administrator.

| -She did not notify Resident #3's PCP about the

| incident.
-She did not notify Resident #3's mental health
provider about the incident.

| -She thought the Administrator would notify the
PCP and the mental heaith provider about the
incident.

Review of Resident #3's emergency department
discharge summary dated 05/01/23 revealed.
-The reason for the visit was for hallucinations.

- -There were no orders for follow-up appointments
with the mental health provider or PCP.

Telephone interview with Resident #3's Nurse
Practitioner (NP) an 06/07/23 at 11:10am
revealed:

-She was the PCP for Resident #3.

-The facllity staf did not notify her about Resident |
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#3's incidents of physical aggression.

| -She expected the staff to notify Resident #3's
mental health provider concerning Resident #3's
physically aggressive behaviors.

Telephone interview with Resident #3's family
| member on 06/07/23 al 11:52am revealed.
-He attended Resident #3's mental health care
appointments with him.

-Resident #3 routinely expenenced auditory
| hallucinations in the aftemoons.

| -The hallucinations were "maddening” to

| Resident #3.

Interview with the Administrator on 06/07/23 at

10:45am and 1'35pm revealed:

-He had received a telephone call at the end of

April 2023 from the Relief SIC.

-Resident #3 physically aitacked the Relief SIC.

-He and the police were called to the facility to

respand to the incident.

-The Administrator spoke to Resident #3 about

| "redirecting himself."

-He was able to get the situation “resolved” |
without calling the mobile menlal health crisis |
team for assistance. |
-He did not notify Resident #3's PCP or mental
heallh provider about the incident.

-Resident #3 was not evaluated by his PCP or
mental health provider after the incident,

| -Resident #3 was not taken to lhe hospital for
evaluation.

| -He did not notify Resident #3's PCP or mental
health provider because he "handled” the
situation with Resident #3 "on his own."

Allempled interview with Resident #3's mental
health provider on 06/07/23 at 11:26am was
unsuccessful.
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Based on observations, interviews, and record
| reviews it was determined Resident #3 wae not
interviewable.
The facility failed to nolify Resident #3's mental
| health provider and primary care provider of two
| incidents of physical aggression which was
detnmental to the residents health and safety and
. constitules a Type B Violation.
The facility provided a plan of protection in
accordance with G.S. 131D-34 on 08/07/23 for
| this violation,
| CORRECTION DATE FOR THE TYPE B
| VIOLATION SHALL NOT EXCEED JULY 22,
2023,
i | {
|
|
|
|
_ |
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