PRINTED: 06/02/2018

o _ _ FORM APPROVED
Division of Health Sarvice Regulation _
STATEMENT OF DEFICIENGIES (X1) PROVIDER/SUPPLIER/CLIA {X2) MULTIPLE CONSTRUGTION (X3) PATE SURVEY
AND PLAN OF CORRECTION IDENTIFICATION MUMBER: A BUILDING: COMPLETER
R
HAL)65034 B WING 05/15/2015
NAME OF PROVIDER OR SUPRLIER STREETADDRESS, CITY, STATE, ZIF GODE
: 4724 CASTLE HAYNES ROAD
G
ASTLE CREEK MEMORY CARE CASTLE HAYNE, NG 28429
X4 ID SUMMARY STATEMENT OF DEFICIENGIES D PROVIDER'S PLAN OF CORRECTION (X6)
PREFIX (EACH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX {EACH GORRECTIVE ACTION SHOULD BE COMPLETE
TAG REGULATCRY OR 1.8C IDENTIFYING INFORMATION) TAG CROSS REFERENCED TO THE APPROPRIATE DATE
DEFIGIENGY)
D 000 Initial Cormnments £ ooo
The Adult Care Licensure Section and the New
Hanover County Bepartment of Social Services
conducted an annual, foliow-up, and complaint ;
investigation survey on April 12 - 15, 2018. The Responses to the cited Deficiencies do not constitute an i
complaint investigation was initiated by the New wdmission or agreement by the fucility of the truth of the |
Hanover County Departiment of Social Services facts alleged or conclusions set forth in the Statement of |
ot March 30, 2015, Deficiencies or Corrective Action Report; the Plan of
Correction is prepared solely as @ matter of compliance
D 273 10A NCAC 13F .0902(b) Health Care pzry | withSwtelow !
le Creek Memory Care
10A NCAC 13F .0902 Health Care | Castle Creek Memory ; | 6/29/15
" (b) The facllity shall assure referral and follow-up - - { Administrator, Care Manager, and Care
to mest the routine and acute health care needs Statf will continue to assure referral and
of residents. follow-up to meet the routine and acute |
healthcare needs of residents.
This Rule is hot rhet as evidenced by:
TYPE B VICLATION
Based on Interview and record review, the faci! ity
failed to assure follow-up to meet the health care
needs of 1 of 5 sampled rgsidants {Resident #5)
who had a posttive tuberculin skin test Tha
findings are:
. Review of Resident #5's FL-2 dated 10/16/14
revealad diagnoses which inchided Alzheimer's
Dementia, diabetes mallitus I, gastro-esophagesal
reflux disease, hiatal hernla, esophagitis, and
hypertension.
Review of Resident #5's "Resident Register”
revealed resident was admitted to the Spacial
Gare Unit on 11/3/14, from a skilled facility.
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Review of admitting tuberculin skin test from
skilled facility revealed:

-Tuberculin skin test was administered 9/25/14
and read on 9/27/14 with results of 3.5
centimeters by 3.8centimeters, (According to
guidelings from the Genters for Disease Gontrol,
persons with & positive TB skin test shall be
evaluated by an inferview to screen for symtoms
and a chest xray if they donothave a
documentad chest x-ray that was performed on
the date of the positive test or later).

-Tuberculir skin test was read by a registerad
nurse "~ T

Review of Resident #8's TB skin test
administerad on 11/10/14 ravealed:

-On 11/13/14, the test results were documented
as positive (Bmm).

-The TB skin test was administered by the
facility's registered nurse,

Review of Resldent #5's progress notes revealad:

-Resident #5 was seen at nursing home by nurse
practitioner on 11/3#14,

-No documentation of tuberculosis skin test on
11/3/14 by hurse praciitioner.

Interview with Executive Director on 513/16 at
§:30pm revealed;

-She had no knowledge of positive tuberculosis
skin test reading for Resident #5.

~-Thera has fo be a chest x-ray for TB somewhsate
for Resident #5 after 11/3/14 admission as follow
up fo positive reading

Interview with Executive Dzrector on 5/14/15 at
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11:10am revealad:

~Executive Director was away from the facility on
11/3/15 {admission date for Resident #5).
-Mamory Care Coordinator (MCG) and Business
Office Manager (BOM) admitted Resident #5 to
facility,

~-MGG would be responsible for clinical
inforrmation/follow up and BOM would be
responsible for financial.

-MCGC and Marketing Manager are responsible for
going out doing sssezsments on polential
restdents and gatheting paperwork to be -
revigwed for admission. :

~MCC did not bring positive TB reading to
Executive Director's attention upon refum to
facility.

~Facility should have confirmed a negative TH
skin test before the resident was admitbed,
~Contracted nurse by faclity would have seen
dacumentation of tuberculesis skin test read on
927114 when Step 2 tuberculosis skin fest was
administered by nurse cn 11/10/14.

-Ornce a resident gets a positive tuberculin skin
test a Step 2 is not given.

-Resklent #5's physician only had knowledge of
positive tuberculbsls skin test read en 11/131/14.

Interview with facility's Memoty Care Coordinator
(MCC) an 5/14/15 af 11:55am revealed:

-MCC did remnember Resident #6 being admitted
to facility but did not work directly with Residant
#5's chart.

-At the time of Resident #6's agimission, there
were two MCC's (one for North Hall and one for
South Hall). _

SMGE for South Hall would have worled with
Resident #5's chart.

-MCC did net go out and assess Resident #5
prior to admission to facility and has never been
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out to access potential residents,

-Executive Director and BOM get admission
paperwork and then information is shared with
MGG to review and put togsther chart,

-She did not recall Resident #5 having a positive
tuberculosis skin test and was not aware
Resident #5 was admitted with a positive
tuberculosis skin reading

-The MCC was reponsible for reviwing
decumentation of TB skin tests during admission
process.

- If results were positive Executive Birector would | -

be informed of resulis. :

-If resident was admitted with a nagative PPD
skin test, residents’ name would be placed on
board for nurse to administer Step 2 TB skin test,

Interview with a medication aide (MA) on 5/14/45
at 12:15pm revealsd:

-At the time of Resident #5's admission, the MA
was working as MCO for South Hall and would
have been responsible for admission paperwork
for Resident #G.

-The MA had no knowledge Resident #5 had a
positive PPD at admission. If she had seena
positive TB skin test, it would have been
questioned.

-After paperwork is reviewed by the business
office manager, papatwork is given to MCC after
resident has been accepted for admission

Review of a "Tubearculosls Screening” (provided
by the facility's medical provider) for Resident #5
dated 11/20/14 revealed:

-The resident has no symioms of active TB.

- The document was faxed to the facility on
5/13M5.

A copy of this "Tuberculosis Screening” sent to
the facility on 8/13/15 was not available af the
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facility
Castle Creek Memory Care completed
Review of radiology report dated 5/13/15 for audits of all TB records of current 5/13/15
Resident #5 revealed no radiographic evidence of residents for compliance.
active tuberculesis.
Executive Director and Care Manager
will continue to obtain and review TB
T - : test results prior to admission to ensure 6/29/15
iR @VIGW OF the facility's plan of no active TB for all admissions. SRS
protection dated 5/13/15 revealed:
-Facillty will immediately audit alf TB records of 1
current residents. ) )
-Facility will notify PCP of any positive test results Executive Director in-serviced LHPS
and obtain chest x-ray to rule out active T8 nurse and Care Manager on NC T8
disease, . Control Program Policy Manual
-Executive Director and care managers with . o .
support team will complete this task regarding positive TB skin test reactions
-If (1 posifive) is not confirmed will send resident to inciude letter “C” number “2” letter
out for x-ray to rule out TR, " (se
Prlor to admission TB results will be obtainod " (see attached)
and reviewed by Executive Director and care Executive Director in-serviced LHPS
managers fo ensure ho active TB for all '
admissions. nurse and Care Manager on NC TB ;
Control Program Policy Manual I |
- TE B¢ regarding reading of TB test to 1' 5/13/15
CORRECTION DATE FOR TYPE B VIOLATION et o b e include
SHALL NOT EXGEED JUNE 29, 2018, er "B number “4." (see attached)
"Castle Creek Memory Care
D 338 10A NCAC 13F .0809 Resident Rights b 338 Administrator, Care Manager, and Care
10A NCAG 13F .0909 Resident Rights Staff shall continue to assure that the 6/14/15
An adult care home shali assure that the rights of rights of all residents guaranteed under
all residents gual'anteed uhder 3.8, 131["21. &.5.131D-21, Declaration of Residents’
Declaration of Residents' Rights, are maintalned . .
and may be exercised without hindrance. Rights, are maintained and may be ,
exercised without hindrance. '5 ]
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This Rule is not met as evidencad by:

TYPE A2 VIOLATION

Based on observation, inferviews and record
review, the facility failed to protect residents from
abuse/physical assault for 3 of 10 sampled
resident as related fo Resident #8 being
physically assaulted by Resident #7, and
Residents #s 9 and 10 being physically assauited
by Resident #3,

The findings are: - S s

1. Review of Resident #7's Resident Register
revealed the resident was admitted to the facility
on 9/23/13.

Review of Resident #7's current FL.-2 dated
©/23/14 revealed:

- Diagnoses which included Alzheimer's
disease, syncope, pain in joint (shoulder regiony,
difficulty walking, dysphagia, weakness and
chronic airway obstruction .

- The resident was intermittently disorlented.

Review of facllity "Care Notes" for Resident #7
revealed;
On 4/15/15, "Resident [#7] is becoming
aggressive toward other residents".
"Faxed his doctor to make her aware”,
< On 5115, "2pm 1o 10pm, resident [#7}
struck another resident [#6] with a closed fist".
PCA [personal care alde] intervened and
redirected both residents.
- Resident [#7] placed on 16 minutes checks
for increased supervision.

Review of a facility "Accident/Incident Report"
for Resident #7 dated 5/1/15 revealed the
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following doturnentation:
- At 2:35pm another resident [Residant #6)
wandered into the rootn.

Residant [Resident #7] struck other rasidant
because he entered the room, staff prasant.

Review of a facllity "Accidentincident Reporf® for
Resident #6 dated 6/1/15 revealad the foliowing
documentation:

- At 9:35pm, Resident [#8] was observed with
right eye swollen and blood coming from scratch
above eye. Resident also has scratch on nose.

=" First aide was administered; pressure put on
right aye o stop bleeding,

- The resldent was transported to the local
amergency room via ambulance.

Review of facility "Care Notes" for Resident #6
tevealed the following:

On 5M1/15 at "9:45pm PCA [personal care
aide] observed resident [Resident #6] gofng info
another resident's room".

"Upon entering room to redirect resident,
PCA abserved the other resident [Resident #7)
stitke [Resident #61".

- Resident [#8] has swelling o R [right] eyelid
and a small cut on R {right] eyelid and scrateh to
tiddie of nose.

Review of the emargency room report dated
BHMS for servicas pravided to Resident #8
revealed: ‘

The resident's dlagnoses were assault,
laceration and head injury.
- A CAT scan {computed tomography scan) of
head was performed.

The resident was dischargad back o the
fecility with instructions for suture/wolnd care
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Review of a medical provider visit note dated
513116 for Resident #6 revoaled:

*Today [Resident #6] is being examined as
assault victim" -

"[Resident #8] has been assaulted by a
resident in the facility the past week”.

"Today on evaluation [Resident #5] has large
right facial ecchymosis involving forehead and
extending o lowsr jaw. Multiple ecchymotic areas
visible on both foreanmns”,

Interview with a medicefion aide (MA) on 6/13/15
at 11:35am revealed:
- There was a resident who lived on the man's
hall {Resident #7) who “picked" at Resident #6
(laughad ai the resident and threatened to hit
hirm).

Resident #7 has never hurt Resident #6.

Interview with another MA on 5/13/15 at 12:45pm
revealed:

Resident #6 "lkes" fo wander in other
rasidents rooms.

He had an "incident" with Resident #7 in
another resident's room on 5/1/15.

A second shift PCA was waiking down the
men's hall and saw Resident #6 enter into
another resident's room.

- When the PCA arrived at the resident's room,
she observed Resident #7 hit Resident #8 across
his face with his closed hand.

The PCA assisted Resident #8 to the nursa’s
station, and first aide was applied to the woungd
{cut) on his face; pressure was applied fo stop the
bleeding and emergency medical service was
callad to transport the resident to the local ER for
freatment.

The MA observed Resident #7 with a
fingernail clipper in his hand after the incident

Resident #7 stated he hit Resident #6
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because he fried to pull kim out of his wheel
chair.

On Monday or Tuesday following the incident,
Resident #5 was moved to the women's hall,

Interview with & 2nd shift PCA on 5/13/15 at
3:30pm revealed:

She was walking down the men's hallway and
glanced in a resident's room,.
~  She observed Resident #7 throw a punch and
hit Resident #5.
= Therewas nothing she could do o prevent
tha resident from punching Resident #6. -
- 8he gssisted Resident #7 out of the other
resident's room and applied first aide {pressure)
to Resident #6's bleeding wound.
- EMS was called and Resident #5 was
ransported to the iocal ER for treatment

Interview with Resident #7 on 5/13/15 af 4:15pm
ravaaled:

On 8/1115, Resident #7 was in enother
resident's room and Resident #8 wandered in and
out of the room 3 times.

- Resident #7 confronted the resident, who
becarne hostile.

Resident #7 took the resident's arm and
attempted to take the resident out of the room.

Resident #6 then grabbed Residant #7's laft
arm which caused pain.

Resident #7 raised his right arm and hit
Resident #8, causing the resident's eye to turn
black.

Resident #7 stated he "wasn't trying to hit
him, just defend myself",

Resident #7 stated he has not had "anymore
problems" with Resident #6 and do not blame
him.

Resident #7 siated [ "blame myself".
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Interview with Resident #6's farnily member on
5/15M45 at 11:30am revealed:
- Resident #8 was atacked and assaulted by
anothey resident at the facility,

Resident #6 does wander in the facility at
night.
- Reskient #8 had wandared into another
resident’s room and Resident #7 did not like him
being in the other resident's room.
~  Resldent #7 "punched" the resident in his
eye several fimas.

- Resident #8 required 2 suiures above hig
1 eye: o

A staff member told the family member that
Resident #7 had Alzheimer's disease and was
aggrassive

Rasident #6 has never hit anvone at the
facllity,

The family member's biggest concern was
Rasident #6 was assaulied.

interview with the faclity's Executive Director on
618115 at 12:00 noon revealed:

She was aware of Resident #7 hitiing
Resident #6 on 5/1/15 and causing injury to the
regident.,

Resident #7 was placed on 15 minute checks
for 24 hours,

- Resident #8 was moved to the women's hall.
- A mini-mental evaluation was completed on
Resident #7 after the incident.

-~ Bince Resident #7 was not at risk for
wandering, placement in a memaory care facility
may not ba appropriate,

The resident has a new FL-2 and the facilily
was looking for placement in an adult care facility.

Resident #6 was confused and was not
interviewable.
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2. Review of Resident's current FL-2 dated
04/2415 revealed the following:

- Diagneses of Vascular Dementia,
Hypertension (controlled), and Atrial Fibriltation.

- The Resident bag inappropriate behaviors - ' A
related to wandering. '

The Resident was ambulafory.
Review of Resident #3° § Resident Registry
revaaled an admissicn date of 03/13/15.
Review of Resident #£3's current MAR revealed
that clrrent meadications include Depakote
Sprinkles, Ativan, Seroquel, Zoloft, Desyrel, and
Geodon,
Review with Personal Care Aide (PCA) on
051315 at 12:30 PM revealed:

Resident #3 will not cooperate with personal
care untll he has been medicated
- Resident #3 wili fight those who are
atlempting to provide care until the medication
becomes effective
- Resident#3 is " like a comered dog-he will
gome out after you if he faels threatened " .

Resident #£3 went intc anothar Resident's
room arxl the Resident dernanded that Resident
#3 leave, Resident #3 pulled the other Resident
into the hall and went back into the now emply
reom.
- PCA thinks that other Residenis are afraid of
Resident #3.

PCA thinks Resident #3 would harm
SOMEsNe,

Al meals, Resident #3 Is given a plastic fork
Division of Health Service Regulation
STATE FORM 609 HOGO1 If continuation shest 19 of 15
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rather than & regular one to prevent possible

injuries

Observation made on 4/13/16 at 9:00am

revealed:

- Resident #3 was ambulation in the activity

raom during a planned facility group activify,
The resident was talking inccherently and

walked up to surveyor and attempted to grab

hand.

- Resident #3 walked up fo a male resident,

who was ambulatlng with a wa!ker and grabbed
"} atresldent ' sarm : RTINS NP
The male resident became upsatanr,i S

agitated and was assisted to a chair by a staff
member,

The staff member attempted ta assist
Resident #3 to sit in a chair several times.
- Resident #3 pulled off his sock and when the
staff member bent down to pick up sock, the
resident raised up his arm and came down with
hand as if he was going fo hit the staff, but
stopped just before hitting the staff* s buttocks,

Inferview with a 1st shift PCA on 4/13/15 at
9:16am revealed:
- Resident #3 was actuslly ¢alm this morning.
The resident frequently got agitated and
combative during care such as bath.
The staff knew to just leave him alone until he
calmed down.
Some of the residents were scared of him.
The PCA did not know if Resident #3 had
abused any of the 1esidents at the facility

Entry from Resident #3 Care Nofes dafed
05/06/15 at 7.32 PM revealed:

Staff reports Resident was walking hallways
in a pleasant meod No agitation nofed. [At entry
o South Hall] Female Resident (#10) told
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resident to " get off this hall ”, Staff member was
approaching for re-direction when Resident #3
struck Resident #10. Resident #10 scratched
Resident #3's neck. Both Residents were
re-directad to opposite halls and 911 was called.
Entry from Resident# 10 Care Notes dated
05/06/15 at 7:32 PM revealed:

- Siaif reports Resident (#10) was on South
Hall whern another Resident #3) tried to enter the
hall Resident (#10) stated * Get off this hall
and Resident (#3) struck Resident (##10). In

tesponse; Resident (#10) scratched Resident #3; 1

Staff weres present and separated [the} two
residenig, Sent fo hospital for svaluation,
Review of Resident #10's Incident Report
revealed:

Resident #190 was sent to Emergency Room
(ER).

- Noinjuries were found on Resident #10.

Resident #10 returned from ER with no new
orders.

- PCP, Responsible Party and Department of
Social Services {D5S5) were notified.

Review of Resident #3's Incident Report
revealed:

- Diagnoses addressed at visit was Dementia
with behavioral disturbances.

Resident was discharged back to facility with
instructions fo follow -up with PCP within 2 days.
Entry from Resident #3 Care Nofes dated
05/12015 at 5:45 AM revealed;

Resident urinated from the medication carts
to the TV room. | was trying to map it up when
the Resident sarme up behind me ahd grabbed
the mop, refused to give it back to me, he also
turned over the bucket of water that the mop was
in.
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D338 Continued From page 13 [ 333 Castle Creek Memory Care
According to the facility's Plan of Protection dated Administrator, Care Manager, and Care
supsrvision for behavioral intarvention until for changes in status, will continue to
transfer to an assisted living facility as suggested ° ) & . o
by the resldent " s primary care provider (PGP), notify the resident’s PCP and/or
The faclli’fy_ will monitor residents for changes in Psychiatrist, will continue to increase
status! ncgtlfymthe r'es[qent‘s '?CP and/for - supervision and will continue to consider
Psyohiatrist. The facility will increase supervision,
and room changss as needed. The facility will room changes as needed to ensure the
consider discharge when appropriate. rights of gll residents. The facility will
continue to consider discharge of
| 'THE CORRECTION DATE FOR TYPEAZ - -esid h o & o will
- VIOLATION SHALL NOT EXCEED JUNE 14, - residents when appropriate and wi
2018, continue to communicate these ' :
. S . 6/14/15 |
discharge considerations with Adult
D912 G 8. 131D-21(2) Declaratioh of Residents' Rights | D212 Home Specialist and Ombudsman,
G S 131D-21 Declaration of Residents' Rights [
Every resident shall have the following rights: Castle Creek Memory Care E
2. To receive care and services which are Administrator, Care Manager, and Care '
adequate, appropriate, and In compliance with ‘ . ; ' -
relevant federal and state laws and rules and Staff will continue to ensure that all
ragulations, residents shall receive care and services :
which are adequate, appropriate, and in
. . compliance wi::fh reIEV::t fez)deral and 6/29/15
This Rule s not met as evidenced by; i
Based on abservations, interviews and record state laws and rules and regulations.
reviews and review of documantation, the facility
falled to provide adequate and appropriate carg
and services related o follow-up on an admission
positve TB skin test The findings are:
Executive Director and Care Manager
2. Based on interview and record review, the will continue to obtain and review TB
facility failed to assure follow-up to meet the test results ori -
, prior to admission to ensure
health care needs of 1 of 6 sampled residents L
P no active TB for all residents. 6/29/15
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D914 G .8, 131D-21(4) Declaration of Residents' Rights | D@14 Castle Creek Memory Care
G 8. 131021 Declaration of Residents' Rights Administrator, Care Manager, and Care
Every resident shall have the following rights: Staff will continue to assure that every
4 To be free of mental and physical abuse, | resident shall be free of mental and
neglect, and exploitation. physical abuse, neglect, and exploitation. | 6/14/15
This Rule is not met as evidencad by: L
TYPE A2 VIOLATICN
Based on observations, interviews and record Castle Creek Memory Care ‘
revileugs, thef facillity tfa”?‘; tg tassﬂ"e .resiidebnts Administrator, Care Manager, and Care
“Wer?, reef 0 -ﬁeg;_gc related fo physiodl abuse. ‘Staff will continue to monitor residents
Based on observation, interviews and record for changes in status, will continue to
review, the facility failed to protect residents from notify the resident’s PCP and/or
abuse/physical assault for 3 of 10 sampled _ : ; -
resident as related to Resident #6 being PsyCh'?thSt’ wil C?ﬂtlﬂl.l(? to lncrease‘
physically assaulted by Resident #7, and supervision and will continue to consider :
Residents #'s 8 and 10 being physically assaulted room changes as needed to ensure the
by Resident #3. [Refer to Tag 338, 10ANCAC rights of all residents. The Administrator
13F 0909 Residents Rights {Type A2 Violation)). and Care Manager will continte to |
consider discharge of residents when
appropriate and will continue to
' communicate these discharge 16/14/15
considerations with Aduft Home
Specialist and Ombudsman.
| Residents Rights In-service conducted by
Patti Sachetti, Ombudsman for Castle |
Creek employees.
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Herring, Belverly G

From: Kirby, Linda H

Sent: Tuesday, June 30, 2015 8:44 AM

To: mwinstead@nhcgov.com

Cc: Rodgers, Marie; Herring, Belverly G

Subject: Castle Creek MC 2015-06-21 POC

Attachments: Castle Creek Memory Care 2015-06-21 POC HOQO11.pdf
See Attachment.

Thanks,

Linda H. Kirby,RN, Nurse Consultant

North Carolina Department of Health and Human Services

Division of Health Service Regulation - Adult Care Licensure Section
109 West Main Street

Clinton, NC 28328

Office Phone: 910-592-2932- Fax: 910-590-2516

Email: linda.kirby@dhhs.nc.gov
http://www.ncdhhs.gov/dhsr/

Email correspondence to and from this address is subject to the North Carolina Public Records Law and may be disclosed to third parties by an authorized State
official. Unauthorized disclosure of juvenile, health, legally privileged, or otherwise confidential information, including confidential information relating to an ongoing
State procurement effort, is prohibited by law. If you have received this email in error, please notify the sender immediately and delete all records of this email.



