Adult Care Home Corrective Action Reportt(CAR)

L Facility Name: McCulloigh’s Rest Home

Address: 7200m’s C

1L Date(s).of Visit(s): 07

[12/73.08/03/23. 08/23/23. 09/05/23

Tastriictions to the Provider (please read carefully): . ..

Comity: Hendersont

Road. Hendersorville, NG 28792  License Number? HAL-045-005

Purpose of Visit(§): Comiplaint Investigations
_ BxivRéport Date: 10/06/23 o0 0ooow o

1n column TIX (b) pléase provide &plan of—cj;igétiaﬂ to address each

completion date for the plan of corrgction.

of the Fafes which wére violafed afid cited in column I (2).
Fhie-plan must describe the steps the facility will take to achieve arid maintain compliance. In column 1 (<),

indicate a specific

*T this CAR includes a TypeiB violation,

failure fo mébt'cofﬁplia_ngg after the daté of correction provided by the facility cg_uld T

of thiis Corfective Action Plan.

15 working days from the mailing or delivery

result in & civil penalty in an ot up to £400.00 for:each day thiat the facility remains out of compliancé. ‘ e i
*If this CAR includes a Type Al or an Unabated B violation, this agency will plan to submit aft Administrative Penalty
Re_qbﬁ:rj;uendatfm for the viclation(s). If this"CAR includes a Type A2 violation, this agency may submit an-Administrative Penalty

Recommendation for thie violation(s). The facility has an gppottunity fo schedule an Informal Dispute Resolution (IDR)-mheeting, within

2re not corrected, acivil penalty ofupto $1000.00 for eachi-day that thie facility o it.of ‘ ke _
' up survey the Unabated B violations are niot coirected,.a civil penalty of up to:$400.00 for each day that the facility remiinsiout of I\

the Type Al or Type AZ violations

If on follow-up simrvey 2 violations
be.assessed, If on'follow-

remains out.of compliarice may

_cofnpliance may also be assessed:, . o
TiI (a). Non-Compliance Identified _
For each citationfviolation cited, documient the following four
components:

¢ .Rule/S{atute violated (fu!é/.é{dtizi‘anmfa}er cited) ‘
| ® Ruile/Statutory Reference (text of the rule/statuté cited)
[ ]

Level of Non-compliazice (Type AL, Type A2, Type B, Unabated
Type B, Ciation)
s Firidings of non:compliance:

TT0 (). Facihy plamsto - | WO

| correct/prevent: ) ' patgfplap
| (Bach:Corrective Aétion should be cross* to be

referénced 10 the appropriate completed’

citationfviolation)

“Rule/Sigtute Number: 10ANCAC I3F 0909~ ITIPOCAmR R — . |
RESIDENT RIGHTS : 1SS fitia

‘Rule/Statutory Reference:

guargtesd under G.S. 131D-2%, Declaration. of Residents'

Rights, are maintained and may be exerciséd without
hindrance.

An adult care home shall assure that the fights of all residents

1 "Residents' Rights Training"
was initiated and completed
for All staff providing services
to the residents by 10/31/23.

1 The training was conducted by
I Cori Search 828-251-6622
(Lead Regional Ombudsman)

holadag

from Land of the Sky Regional

[Tevel of Non- Complisnee: Type AL Violation .
e : Type Al Violation .,

Based ot observations, inferviews; and record réviews the

fiom exploitation by Staff A, Medicatin
Technician/Supervisor (MT/S):

| Review of -fggi}itft"s undated policy on Employee=Patient
Rel'atiqﬁs_'hips revealed:
o A licensee’s responsibility is to provide competent,
-corhpassionte cafe that is in the bést inferest of the
patient.

facility failed to ensure 1 of 1.fesident (Resident# 2) was free |

5 Council.

Patient 2 was moved to anothet

facility. to accommodate DSS
request.

| have included statements from|
the patient in question and the \
staff member in reference the
the friend ship they have.

. Eér:_s'onallrelalioﬁ'siﬁ.ps between individuals in unéqual ..
positions; such as a professional with athority over T
. "c_mqthgrs may b& inappropriate in_the'\a{oﬂ"cplacé._ i _
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Facility Name: Mgi(;}illogg!}‘_§_§?.es£ijldm§- )

+ Relationships based on trust, openness, and god
communication are key to workidg with patients.

o Employees mustnot engage ‘in personal relationships with
patients they meet:thtough their émployment.

Review of Resident 5 ﬁje's_indent; Register i'e'vea'le;d;
| Resident #2 was admitted to the facility 10/5/22;
e Resident #2.did not héve a power of attomey, guardian; of

responsible party.

Review of Resident #2s.care plan dated 10/21/22 revealed:

e Resident required éxtensive assistance with bathing,

| dressing;and grooring/personal hygiene.

. Residcﬁf; was independeﬁt for eating, toileting,
ambulation/lécomotion and trafisferring.

» Handwritten notes ini the other section documented
Resident #2 required thi¢ assistance of one Peérson to help
in afd out of tub, lay clothes out, hang, clothes, help-with,
shampoo, room cleaned, help dress and undress.

| Review of Resident #2’s currént. FLZ.datcd,02/Q6/Q3 revealed:
« Diagnosis of schizoaffective disorder, bipolar type with &

05/11/17 date of onset. 1

e Resident #2 was discharged from the hospital to
domiciliary level of care:

Review of Resident #2’s Psychological Evaluation-dated.
| 05/17/23 revealed:
» Resident seémed to understarid most questions and was
able to follow simple instructions but had difficulty with
-multi-step instructions. i ' _
o Residenthad diffigulty retainirig informiation.and
| maintaining attention over-time. ) .
e Residenit had a history of trauma, bipolar disorder;
' borderline personality disorder, neurocognitive disorder
due to TBI (trawmidtic brain injury), substanice abuse
disorder and mild intellectual disability.

« Resident reported expériencing significant mental health, 1

cognitive impairments, and traumatic'events in their
‘history.. .

o Resident reported a tfaumatic brain mjurym 2005 froma
car accident and was in a coina fof a significant amount of
time.

e Reésident had post trauma symptoms néhiding
nightmates, flashbacks; avoidance of thoiights and

feelings, and sleep difficulties.
 Resident appeated to lack insight into having any current

i themselves out of the facility mu
not be picked up by staff and
“driven back to the facility.

| This resident needed help with

symptoms of dépression and wasa poor-hi'stql_:ian.

| have advised in the future that
any patient that has checked

Uy
—_

self esteem and genuine care.
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F acility Name:, McOJ]lough‘s Rest Home

& Resident was born prematuzely (aﬁer ﬁve months) and
only weighed one pound and five-ounces: -and was likely
delayed in feaching all of their developmenta}l milestones
ata normal rate:

.placed remdent w1thm the cxtremely low’ rauge of
intellectual functioning, communication skills; and daily
living $kills, (An'TQ scale i5 4 total score denved from a
set of standardized tests or subtests designed to assess
human intelligence. The range of an average IQ score is
85-115).

o Resident’s Vineland Adaptive Behavior Scales test
indi¢ated: communication- skills as low, daily living skills
as low, and socidlization skills as low (score was, greater
than or equal to less than 1% of individuals inthis age
range).

e Resident’s Wide Range Achiévément test indicated
resident scored. extieinely lowin math computation,
spellinig, word readmg, and sentence Comprehension with
gradé level equivalency of kindergarten through 2°* grade
Wlth theit abﬂltles falhng significantly below the normal

» Res1dent ‘met the cntena for-a moderate: mtellectual
disordet.

e Residentwould benefit from continuing to reside in an
assisted living facility.

{ » Resident would always need assistance with self-care,

daily living, Cornmunicition, and social funétioning.

¢ TResident would benefit from weekly individual therapy,
so€ial skills group therapy,’ vocational skills traifiing, and
close psychiatric medication’management.

o Résident was likely easily influenced by others and is
socially naive.

o Residenf’s cognitive impairmefits were life-long, and
resident would continue to need services indefinitely.

Telephonc interview with Resident # 7"$ homie health nurse on

07/07/23:at 8:17 ami revealed:

e On(6/26/23 they arrived at the facility between 7:30 am
and 7:45 am to complete a blood draw for'Resident #2.

e The nighttime Supervisof reported that Resident #2 was
not at the facility and-was out with Staff A.

e Resident #2 arrived at.the facility at 8:17 am in a private
vehicle with Staff A.

Interview with Resident #2 on 07/12/23 at 2:00 pm revealed:
e They have never spent.the night at any staff member’s
house.

Included statement.

DHSRIAC 4607b (Rev. 03/17) NCDHHS
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Facilify Name: MeCillough’s Rest Home

’Ihey ‘were riot Having a relatlonshlp w1th any staff

members orany facility residents.

They do not réthember missing the initial home health

¥isit on 6/26/23 and do 1ot know why the complamt
indicated they werg not in thie- facility that moming.

| Interview with the Administiator on 08703/23 at 12:00 pm
revéaled:

Staff A typically works:at the ficility Monday through:
Friday from 8:00 am fo 8:00 pm.

Staff A would often take Resident #2 out of the facility on
weekends to “pick up drinks™ at the grocety store.

Staff A would often take other residents out of the facility
on weekends to goto the store or t0 & fast-food restaurait.
It was not uncommon for Staff A to come to: the facility
on weekends.

She did hot know if Resident# 7 was at the facility every
night.

The nighttime Supervisor peviously teported to her that
Residenit #2 was out of the facility with Staff A whenthey
were off shift.

Resident #2-would go to their room as soon as Staff A left
for the night and lock their door.

Resident #2 requested that they not be checked on after
the evening medication pass.

She réceived two complaints ffom: people ] pnor to today
who were concerned Staff A was involved “in

relationship” with Resident #2:

AHS social wotker'asked how those compldints were
handled and the Administrator responded that she could
not control what Staff A did on their own time.

ABS social worker asked about the facility’s policy
regarding Employee-Patieft Relationships and she did not
respond. _

Intemewthh Staff A on 08/03/23 at 12:50 pm revealed:

They did not bring Resident #2 to their home.

Resident #2 did not spend the night thh thefn.

They were unsure where Resident #2 was-the morning of
06/26/23.

They did not know'if Resident #2 everleft the facility at
mght and did not retuiin.

Resident £2 never left the facility when they worked on
Thursday nights.

Telephone interview with the nighttime Supervisor on
08/03/23 at 1:40 pr revealed:
Theéy currently work Monday through F riday and azrive | _

Staff A looks out for all the
 patients.

and is kind to them.

Staff A is liked by all residents

DHSR/AC 4607h (Rev. 03/17) NCDHHS
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Facility Name: Mcéiillough’s Rest Home.

bétween 7:30 and 8:00 prir.

s They Were not aware if Resident #2 ever $pent the night
outside of the facility.

¢ Resident'#2 typically went into their roorh aftef the
eveniiig medication pass, locked the door, and téquested
1ot to be bothered after 8:00 pm.

| o - Staff A may take Resident #2 outside &f the facility for

shoppiiig at the stofe.

Telephone inferview with the Administtator on'08/03/23 at

2:24 pm revealed:

» She intefviewed Staff A and Resident 2 separately and
then together.

¢ The information gathered from those interviews did not
match the information ttiey had given to the AHS social
worker eartlier.

o Staff A told her that they.and Resident #2 “are in love and

just want to be together”.

e StaffA wanted Resident #2 to leave the facility and come
live at their house.

o She explained to Staff A.that Resident # 2 could niot spend
mghts away from the facility because the facility was their
home.

o Staff A told her they wanted Resident #2 to move out of
the facility immediately and live at their home.

¢ When she spoke with Resident #2 aloné, Resident #2
verified they wanted to move out and live with Staff A.

. Staff A and Resident #2 together asked her to allow

Resident #2 to move ouf and live with Staff A.

+ Resident #2 is planning to move out of the facility over
the pext two to three-days.

» Residert #2 provided'a handwritten note on a sheet of
notebook paper with theit iitent to discharge fiom the
facility within 14 days.

o Resident #2 wias notified that a 14-day- dlscharge had also
been issued by thé facility:

1 She was unsure if Resident #2 had spent any mghts away

from fhe facility with Staff A.
Resident #2’s mental bealth provider was at the facility
{ today, 08/03/23 and met with Resident #2 and is fine with

Residerit# 2 moving outof the facility to live with Staff
A

e Administrator realized during the interview that a 30-day
d1scharge notice was required and indicated' she would
correct the 14-day discharge.

! Inferview with Staff A on 08/23/23 at 10:35 am revealed:
» One moming when they were driving to work Resident #2,

- Resident 2 with her self esteem

| and Resident 2 always wanted
- to be around Staff A. This was
not a romantic relationship. lts

Staff A and Resident 2 became
good friends and Staff A helped

was one of mutual respect and
concern for one another's well
being.

DHSR/AC 45076 (Rev. 03/17) NCDHHS
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FacahtyName McCuIlough $ Rmt Home

car and drivén back to the. famhty

This¢ould have been the day the home. health nurse
reported Resident #2-was not at the facility.

Resident #2 did not tell them where they had been that

.MOrniig.

Staff A denied “being in 16Vve” with Residenit #2 but did

acknowledge they offeréd to allow Resident# 2 to move in’ |

with them. ] _
They told Resident #2 they could move in together “if
DSS allowed it”. )

Resident #2'was “like a ?Ouhg'er sibling” to them.

Titerview with Resident #2 on 08/23/23 2t 10:55 am tevealed
they did tell theé Administratof: they weré in love with Staff A
on 08/03/23 but they were:only friends with Staff-A.

sInt'erview with Administratoron 09/05/23 at 11:20 am
revealed

Resident #2 moved into anew facility 08/28/23.
Staff A asked fof directions to Resident #2snew facility
because the facility housekeeper wanted to visit Resident

#2.

Sk did'not believe that the housekeeper was planning to
visit Resident #2. |

She did not provide dirgetions to Resident #2’s new
facility to Staff A.

An internal investigation was completed and
substantiated.

The 24-hour-and 5-day, fefiorts were.completed and faxed
to'the Health Care Péfsonneél Registry on, 08/03/23 and
08/16/23 regardmg Staff A and this incident.

Staff A was still actively employed by the facility.

Telephone mterv1ew with the facility medical provider on
09/05/23 at 3:56 pm revealed:

They were pot the facility provider when Resident#2 was
admitfed to the facxllty

They were not sure if Resident #2 Wwas an.appropriate
candidate for assisted lwmg at admission.

Resident #2 was bften withessed helping at the facility by
answering the phong and providing i inférmation to the
caller at Staff A’s request and direction.

Residerit #2 needed supervision with: ‘bathing, dréssing
and personal hygiene due to schizophrenia or
schizoaffective disorder:

Telephone mtemew with Re51dent #2's mental. health

DHSR/AC 46076 (Rev. 03117)  NCDHHS
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Facility Name: McCullough’s Rest Home

orovider on 09/05/23 at 4:15 pri revealed:

They didn*t think Resident #2 moving iz with Staff A was |

a great idea, but the facility didn’t ask their-opinion and
thiey did not offer an opimion. _

Resident #2 needing an assisted Jiving facility or family
care home could bé debatable. B

They werenot aware that Resident #2 had an IQ of 50.
Based on the IQ of 50, fesiderit would require at least-a
family care home level of care.

‘They would 0ot hdve been supportive of Resident #2
having a relationship with Staff A, but it wasn't really any
of their business.

Telephone interview with the weekend Supervisor on
09/08/23 at 5:03 pm revealed:

There was one night that Resident #2 left the facility with
Staff A and when the nurse arrived the next morming to
draw blood, they had to tell the nurse that Resident #2
spent the hight away from the facility with the Staff A.
There were “a coupi_e; more nights prior” that they knew
of when Resident #2 spent the night away from the
facility.

Resident #2 continued to spend hights away from the
facility even after the nurse came.

Staff A would often bring Resident #2 back to the facility
on the weekends for medications and then would leave
Aagain with the resident.

Resident #2 had been spending almost every weekend
away from thé facility since the nursé’s visit date.

The only weekerid tHey ¢an femember when Staff A
didn’t take Resident #2 away from the facility was the
weekend afier DSS visited on'08/03/23.

Resident #2 started speriding nights with Staff A
sometitiie in May 2023. ) '

They mentioned this sitiation to the Administrator prior
10.06/26/23.

The Administrator said they were not getiiig involved in
it and they didn’t kiiow anything was happenifig between
Staff A and Resident #2.

The Administrator knew prior to the AHS social worker
visit on 08/03/23 that this was happening.

Some of the other facility residents were also aware
Resident #2 was leaving the facility with Staff A for
ovetnight visits. '

Resident #2 could have easily locked their bedtoom door
and left out the front eritrance withonit anyone knowing.
Staff A did not come to the facility the weekend of
09/02/23 and 09/03/23, which was out of the ordinary,

" Do to the fact that Resident 2

They were mistaken in their

was checking themselves out

the assumption was they were
with Staff A.

assumptions.

Not true.

DHSR/AC 4607b (Rev. 03/17) NCDHHS

Page 7 of &




7Facll1ty Name ‘McCullough’s Rest Home

because Staff A had prewously ws1ted the facﬂrcy évery
weekend while ot working.

e They would often see Rcs1dent #2 “huddled up. agamst”
Staff A when medications were being passed.

s After AHS social worker visited 08/03/23,; Resident %)
started walking down the:oad and was picked up by Staff

. Aaway from the facility.

o Resident #2 and Staff A would spend a great: deal of time
i Staff A’s car in the facility parking lot.

e The Administrator “loves Staff A to déath™ and ‘always
“takes up for them” whenever anyone brings somnething
up.

« Thenighttime Supervlsor and most of the residents were
also aware of Resident #2 leaving the facility and
spending nights away with Staff A

The: fac111ty failed to ensure, Remdent #2,who had a. dla.gn051s
of schizoaffective disorder and an 1Q of 50, was free from
exploitatior: by Staff A resuifing in Remdem #2 leaving the
facility overmght on multiplé occasions and becoming
involved in a relationship with Staff A. The Administrator
was made aware of the allegations but did ot complete
appropriate protectwe measutes to protect Resident #2. The
failure resulted in serious exploitation and neglect which
constitutes a Type Al violation.

The facility provided a plaii of protection in accordance with
-G.8. 131D-34 on.05/05723.

CORRECTION DATE FOR THE TYPE Al VIOLATION
SHALL NOT EXCEED 1.1/06/23.

I They were mistaken in their

A quiet space Staff A could
help build Residents 2 self
esteem. Without interruptions.

assumptions.

D

TV, Delivered Viar, | IS %sx 0\ Al Wels

(n=
Date: \O _\._-\ K

. DSS Signature:

Return to DSS.By: 11} (23

#,M 5 s OW KEe s A9 _;f‘ '

Y. CAR kt;cgfveq by

) Admmlstraiqr/Demgnee (pnnt name) V ”r'

1=y
l

-.<-. i

[ T
=2
14

e rGuliowgh . .
= - Signaturer /114 2 /}"CCL(,@’/’V“ = Date: £f3 Jr 5
T ) Title: .~ /A - T 7

V1. Plan"oi'_CbrfeCﬁoﬁ_Suﬁ'ﬁiittéd"by:'

: Admxmstrator (prmt name): Sylv:a Vlrgmla McCuIIough

' Signature

O glesi i, Pelittrugt,

Date: _11/3/2023 ..

VI Agency’s Renew of Facxhty’s Plan of Correction (POC)

. [ 1 POC Nof Accepted | By

" Date:

Comments:_ . S
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Facility Name: McCullough’s Rest Home

At

A —

S POC Accepted | Bk . Date: | (| 15 (SN0 o _
. Comments: . . { 2 N\ e NI ] J
| A AW =X i o |
: ]_ LY il o . .
ency’s Follow-U By: NAARAN AN [Dae: 1] 30 [o) 3 !
. Facility! in Compliance: es No | Date Sent to ACLS: 2 |7z
| Comments: . . . \ o \ b / '

L ey \.\‘\\I‘ W WA C._QBQ‘\WP\\‘Q‘T\QQ._ R U \T W A \—ﬁr
| |
*For follow-up to CAR attach Monitaring Report showing facility in compliance.
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