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D 000| |nitial Comments D 000 Responses to the cited deficiencies do
not constitute an admission by the
i The Adult Care Licensure Section conducted a facility of the truth of the facts alleged or
Complaint investigation from 02/11/25 - 02/12/25. conclusions set forth in the statement of
deficiencies or corrective action report.
D 438 10A NCAC 13F .1205 Health Care Personnel D 438 The plan of correction is prepared solely
Registry as a matter of compliance with state law
10A NCAC 13F .1205 Health Care Personnel
Registry
The facility shall comply with G.S. 131E-256 and
supporting Rules 10ANCAC 130 .0101 and
| 0102. ED, RCC and SCC will receive training 02/21/25
; on when to complete a 24/5 report and
‘ submitting the report to the HCPR.
This Rule is not met as evidenced by:
Based.an inlervigws and regord reviews, e ED and RVPO have conducted an audit |5/0q e
. facility falledhtg report injuries of upknow;[w origin on Incident Reports and previous HCPR
| to the Healt are.PersonneI Registry (. CP_R) for submissions.
8 of 8 sampled residents who were not identified.
- ) ED, RCC and SCC will review incident
The findings are:
reports to assure follow-up for any 04/05/25
Review of the facility's Resident Abuse, Neglect, needed HCPR reporting.
and Exploitation policy revealed in the event of ) ) )
physical or verbal abuse, neglect, fraud, or ED will work with RVPO regarding any
exploitation of the Resident or Resident's property needed HCPR reporting 04/05/25
or allegations of physical or verbal abuse,
neglect, fraud, or exploitation of the Resident or
community property by community staff, the
community would complete the {(HCPR) 24-hour
report now referred to as the Initial Report.
Review of text messages which were
communicated between a former personal care
aide (PCA) and the Special Care Coordinator
(SCC) from 08/21/24 to 12/09/24 which were
obtained from the local sheriff's office revealed:
-On 08/21/24, there was a picture of an inner right
thigh with a yellowish, circular bruise.
-On 08/22/24, there was a picture of an
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unidentified body part that had a bruise.

-On 08/23/24, there was a picture of the radial
aspect of a right wrist with a grayish bruising
extending toward the mid-way of the hand and
thumb and halfway up the arm toward the elbow.
-On 11/04/25, there was a picture of the top of a
wrist with yellowish-reddish bruising extending
toward the elbow about 4 inches.

-On 12/04/24, there was a picture of a right arm
with two areas of broken skin just below the right
elbow.

-On 12/09/24, there was a picture of a lower left
abdominal quadrant with a 4-inch, dark gray
bruise.

-On 12/09/24, there was a second picture of a
right arm with a bandage just below the elbow
with yellow bruising on the elbow.

-On 12/09/24, there was a third picture of a 4 x 4
bandage on the right side of a resident's lower
trunk.

Review of the facility's incident reports from
08/01/24 to 02/12/25 revealed no incident reports
that matched the dates and injuries of the
pictures.

Review of the facility's HCPR reporting from
08/01/24 to 02/12/25 revealed no documentation
that HCPR was notified of these 8 injuries of
unknown origin.

Interview with a PCA on 02/12/25 at 8:58am
revealed:

-When she saw a bruise or skin tear, she would
let the medication aide (MA) know.

-She would complete a skin assessment form to
indicate the location of the bruise or skin tear.
-She did not do an incident report; the MA or SCC
was responsible for completing an incident report
if one was needed.
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Interview with the Resident Care Coordinator
(RCC) on 02/12/25 at 10:15am revealed:

-When a resident sustained a bruise or an injury
of unknown crigin, the MA should report the injury
to the SCC and complete an incident report.

-She was not familiar with the (HCPR).

Interview with the SCC on 02/21/25 at 2:35pm
revealed:

-When the PCA noted an injury of unknown
origin, such as a bruise or skin tear, the PCA
would notify the MA, and the MA would notify her.
-She would complete an incident report and
report the incident to her supervisor, the
Administrator.

-She did not recall receiving pictures of bruises
and injuries from a PCA.

-If a resident had an injury of unknown origin, an
incident report would be completed, the primary
care provider (PCP), the family, and any ancillary
services such as hospice, would be notified, and

| it would be documented in the resident's progress

notes.

Telephone interview with the previous
Administrator on 02/12/25 at 3:27pm revealed:
-If a resident had a bruise or other injury, an
assessment should done to determine what
caused the injury, the PCP and family should be
notified, and an incident report should be
completed.

-An incident report should be completed by the
SCC when there was an injury of unknown origin
and report the incident to the Administrator.

-The Administrator would be responsible for
notifying the HCPR.

-All HCPRs completed by her would be on file at
the facility.

-She did not recall being notified of any injuries of
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unknown origin from August 2024 to December
2024 that required HCPR to be notified.

Interview with the current Administrator on
02/12/25 at 5:08pm revealed:

-Any injury of unknown origin would require an
HCPR to be completed.

-If the reason was known for the injury, it would
be documented in the residents' progress notes.
-She was not employed with the facility on the
dates of the injuries of unknown origin and did not
know if the HCPR was notified.

Requests of the residents' skin assessments
were requested on 02/12/25 at 3:45pm were not
provided by the survey exit.
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