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NAKSE OF PROVIDER OR SUPPUER

CHESTNUT PARK REST HOME #1

STREETADDRESS, GITY STATE, 2122008
64 CHESTHUT PARK ORIVE

WAYNESVHLLE, NC 28786

108 MCAC 13F (801Residan: Assassmant

{C) The facility shall assure an assessmant of g
resident s completed within 10 days following &
significant change in the resident's condition
using the sssessment instrumernt ~equined in
Paragraph (B) of this Rule. For the ourposes of
this Subchapter, signifisant changs in the
resident’s condifion is determined as foliows:

(1} Significant change is one or e ¢ the
following:

(A) detericration in two or more activities of daily
fiving; '

(8) change in aviifty to walk ar transfer

(C) change in the ability 0 use nna's hamis to
arasp smafl objects;

{D} deterioragtion in hehavior of inaod o the pomng
whers dally problems arise or relzbonships have
become problematic;

{E) no response by the residant i the freatmsnt
for an identfied problem;

(F) intial onset of unplanned weight loss or gain
of five percent of body weight within a 30-day
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The Adult Care Licensure Section conducted a
complaint imvestioation on September 10, 11, 14,
15, and 18, 2015,
D255 10A NCAC 13F 0804(c)(1) Resioan: Assessment D255

PROVIDER'S PLAN OF CORRECTION
{EACH CQRREECTIVE ACTION SHOLLD 8L
CROSS-REFERENCED TO THE ARPROPRIATE

DERCISNGT)

The plan of corraction regarding ruie
104 NCAC 13F .08GTc) (10} Residen:
Assessment are as foliows:

At first sign of a significant
change the staff at the
fachity will contact the
primary/psychiatric care
orovider and guardizn (fohe
change has impact on other
rgsidents in the fazility, staff
will contact and send report
of documentatior to the
Department of Sociai
Services.

Within 24 Sours or sopner -
& significant change, rhe
facility staff will contact
resident’s
orimary/psvchiatne prowvde;
T report these changes,
sooner if the change s
unable to be controlied viz
orn madications i ordered

Within 5 days the facifity

six-month penod;

(&) threat to life such as stroke neart condition,
or metastatic cancer:

(H) emergence of a pressure uicer at Stage U,
which Is a stperficial uleer presenting an
abrasion, blister or shallow creter, or higher,

(I 2 new diagnosis of 2 candition fikely w afect
the resident's physical, mental, or osychosocial

wel-being such as inffial diagnesis of Azheimer's

disease ar diabates;
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control significant change!
will contact the
primery/psyehiatyic provide:
o schedule an appointment
12 be evaiuatec.
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{J) kmprovied behawvior, mood or fimctions! healh ; ..
status 1o the sxdent that the exmhilshed plan of * i sttar the evhluption wipy
care no fanger matchas wht 1s needed, the primary/psychiatric
e S e ey
W o | sdministrator i) decide ang
catheter, o o . consult with the
(M) the rsident's condition indicates ther nray ! "
be & neod to use & restraint and there | ro Prmasy/psychiatric provider
cumant meirant order for the resident. O whether the facility wi)
j be abie to further meet the
i neadts of the residem,
j T e
it ls decided that the neads
This Rule is not mef as svidenced hy: : of the residant can’t be
Besed on record review and intervew the faciity maet. the adminlstrator wiill
Tatted) 1o Cwnphete sn asupxanent w&hin 0 days do &n irmmediate discharge
Toltowing & siggrificant changs in condition for * of of the resident ta either 2
1,«9:‘».@"5 whose batavieral condion had high skifed faclfity or
decined. (Resident #1). i fosnital 1o emsure the safaty
of the residant.
The findings ans
Rewiew of Reaidert #1's quiment FL? dutec Staff wi!‘! decumant g/l times
118115 reveated: contactis made between any
-Disgroses included. Demantia with behavioral party {primary/psychiatric
disturbance, ostecarthritis, and hyportension Provider, muardlan or Dss,
-Consistently dmoriened etc.) regarding resident ang
-U\&;n'cbmy if 1o assistance js ghven in
Se«nwaﬂmmmy _ ) any matters regarding
~Functions! fewitations of heerimy and apeech cee- 2 TS L
-Ap order for Thorazing (meq to traat psychotic resident, administrator will
diserdens) 25my 1 tab thres tmes o day. ! tontact the suparvisors of
ﬁnmfmﬁ;}mmﬁm 26mg as needed three the party and if pegded
ﬁm@ ad:ay agm diSChHF .
ke regidedt to th
-An order for Depaiwte sprinides (used 10 fresst hasp ¢
der Pra! to ensure the safety
peychiatic disorders) 126mg 2 capsuies three of the residant
tmes & day. i !
|
Review of Resident #1's cument Care Plar dutad
oo | B4 eveied: .
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|

J -Sametimes disoriernted
-Forgetful-nseds reminders f

| ~Vision limited (sees farge objects) ;

‘ -Hears loud sounda/moises

i “Limited ability with ambuiation ‘

| -Umitsd rangs of motion in the upper extremitias !

I -Extensive assistance documentsd as neaded

i from staff for eating. tolleting,

1

ambulationiocomatian, and bathing,
L -Limited assistance documented 88 needed from
staft for dressing, gmoming, and transfering.

Review of Resideni #1's racord revealsd he hao
been hospitalized 7:4/15 and had not retumed 1

the facifity I‘
I

[ Review of Resident #1's Liconsed Health
Profeasional Suppart Evaluatioh dated 620/

! raveaied:

| -"Resldent is now up and ambulating
independent]y "
LContinues to ambulate in an “unsteady gait and

‘ ambliates in the naighborhoaod.”

tmes during.care.or when-attermnptingto ger :

resident to refum to the facility.”
~"Resident has short termn memory loss end !
needs canstant reminding and cuing from staff 1o
remember how to do [Activities of Daily Living] ' |
and daity functions - [

-"Resident has outburst of anger owands staff st i ' j SRR SR
I

Tetephone interview with Resident #1 s Guandian
on 1015 at 2:31pm ravealed:

“Facllity staff wers ietting Resident 39 go out ; . |
walking alorie witnout supervision, |

+Facilily staff reported Resident #1 had been )
“peeking” in aeighbars wirdows in the !
neighbarhood. ;
-0n &7/15, facifity staffreportext Rasidant 24 had
“physically assaulted p farnale resident,. i .
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STATE FORM 500

JBP3T1 ¥ confrecatlon sheat 3 of 20

[ NIADTAD IR 20 Th95p8Z8 B1:p8  SLT82/91/81
EE/PD  Howd NIADTAD



PRINTED: 08f28/2015

) X =0RM APPROVED
Division pf Hesith Service Regulation e o
SYATEMENT OF CERCIENCIES K1) PROVICER/SUPPUER/CLIA X2y MULTIPLE CONSTRUCTION (e3) RATE SURVEY
AND PLAN OF CORRECTION IDENTIFICATION NUMBER: o BUILOING: o COMPLETED
HOWING .
. _ __HaLodaaoz i B : _U8/1672015
NAME OF PROVIDER OR SUPPLIER STREET ARDRESS, CITY, STATE, 2IP CODE
&4 CHEHBTNUT PARK DRIVE
CHESTHUT PARK REST HOWME #4 RK
AYNE_SVELLE NC 28786
..... P R S
[N ]0] T SUMMARY STATEMENT OF DEFIGENCIB D PROVIDER'S PLAN:OF CORRECTION o5
PREFIX, (EACH DERCIENCY MUST BE PRECEDED &Y FUL. PREFLX (EACH CORRECTIVE ACTION SHOULD RE COMPLEYE
TAG REGULATORY OR LSC IDENTIFYING INFORMATION) : TAG CROSE-REFERENCED TQ THE APPROPRIATE DATE
;‘ DEFICIENGY)
D 255 Continusd From page J 255

[ The Administrator stated she was going 1o

| request medication for agitation for Resident #3

| at the resident's next scheduted physiciar's ‘

appolntmernt. [

-0On B3 5, Resident #1 was brought back to the j

facifity by the police after a complaint from a i

nelghbor about the resigent being olitside her ‘
i
|
1

house :

-On 772115, staff reported "increased agitation
and wandering.”

-0On 7/2/15 the Administrator caled to report ic
the Guardian, she would be taking Rasident #1
an 746715 "o get his meds readjusted.”

-On 713015, facility staff reported Resident #7 hag
wilked 10 a local skified nursing fecility (0.7 miles
away from the facility ecross a busy intersection)
gnd "fall outside” the local skitied nursing facilty i
-On 7/4/15, facility s1aff reported Rasident #1 was :
“velling and upsetting tne other residents i
¢ On 7/4015, Resident #1 wes hospitalized,

Intarview with Staff & Supervisor on 910715 ar
12:29pm and 8/11/15 at §:15am revealed:
-Resident #1 was a "wanderer ”

[Resident #1's name] got gona for severa| hcuum

and showed up at the [local skilied nursing facility i
name] herg m town !
-Resident #1 had been taken to see the i
psychiatric phiysician on 1/30/15, 2/4/15, and

41215,

1
b
!
| ~"Cna day | was trying to give 110y, SHOWELS. A0G. e —
|
!

Interview with Staff 8. Supervisor on 911015 al
1:15pm revedled: |
-Resident #1 " would fight us.~ i
-Rasident #1 made sexual advances to staff i
-Resident #1 "wouid say sexual things® to staft J
-Resident #1 wolild go up into the neighbortood !
and "peek in neighbors windows"when his L
)

| medication ‘needed cranglng.”
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|‘ Interview with the Administrator on 8/10/15 at
t 11:00am and 9/11/15 at 9:5Dam revealed
-Resident #1 was sent 1o the local hospitat related i
i to medication and behgvior problers on 7/4/1% ‘
f -He was fighting and walking awsy from the [
| facility :
| -He was making sexual gestures ang comments !
|‘ to staff f
| -Resident #1 would watk over o two local fast !
| foud restaurants that were located approximately
0.6 mile from the facility | : ‘ (
-The locai pofice nad given Resident #1 rides
back to the facility on mors than ONe DCCasion

Interview with Staft 4 Supervisor, on /11418
1 10:41am revealed
~"[Resident #1] was fine there for & good while,
but he #ked to iook in peaples windows [in the
| neighborhood).
-One day staff had recsived caft from a I S
neighbor and reported Resident #1 had peepsd in i
3 window of 4 child and “scared [the child] fo f
daath” and for staff to come get the resident i
|.-Resident #1 wowd go Yp in-the neighbiorhood !
and "pick pacples flowsrs” ang “oring tragh !
home * w’
-"Apnil or May of this year. one day | was coming i
t
I

up the road and [Resident #1j was walking right ir
the middle of the read. Traffic WHS
down " |
-1 pulled aver and got him in my car, befare he i
got hit ' i
-"Waliing in the road was a change . :
~"We asked [Resident #1) to walk in the vard, but
that didn't seam 1o help He would st goout”
-On 77315, when Resident #1 had wandsreg
away from the facility ang showed up at a local
skilled nursing fadility 0.8 mites from the facilly

Fraving o siow

f

e e

and the residant hae_ik been gone from 1:00pm to \_‘g
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D255 Continued From page 5 WL 1255 The plan of correction regarding rule
| 10A NCAC 13F (901 {b) Persong] Care
i 4:30pm. i :
! ‘ and Supervision ;
[ ] ! :
! Review of Res;d.eﬂt #1s Reeon:i revealed «  Inregords 1o “walking
-No documentation of & significant (‘)han.ge . around town. if a res@dertt
asgessment for Resident ¥#1°z deterioration i L,
‘ o i wishies to walk aroum{ In the
behawvior beginning in May 2015 ‘ ity the facll I
-No documentation whare facility staff had community the Wi
nofified Rasident #1's psychiatric physician of the mfﬂaa the guardian,
i rasidents increased wendering and behaviors primaty/psychiatric provider
| beginning in May 2015 to get documentation that it
13 safe and appropriate for
intenaew with the Administrator on 9/14/15 gt the resideitt to ba out|of i
12:42pm rovealed _ faciiity without 3 staff hs
- falt -l ﬂic%.everymnrmg i cotld about his mermber. i a2 any thmeé the ; } gd/
| bf“a‘“gr**; _ Facility staff belleves that t s 9
i - he_A ministrator was ungware she wae . "o ionger safe or appropdate
required (B complels a resident assessment . i :
P T for the resident 1o tre put
within 10 days foliowing a sigrificant change 7. o i X i
resident's condition | without stsff the facility
! staff/ adrnistrator with
P 270 10ANCAC 13F 0B0(b) Personal Cars and £ 270 contact the resident’s,
Supervision | ‘ puardiar, primary/psybhlatric
; providear to have the resldent
| 10A NCAC 137 0807 Persoral Careand . e T EVAlUBRR, e M
| supervision |
(b} Staff shail provide supendsion of residents in ‘ ¢ Staff will decument all times
accordance with aach resident's assessed nesds ( contact is made between any
cara plan and cument symptoms | porey {primery/psychi iilm'c .
? provider, guardian or [SS,
et ) regarding residenlt and
This Ruia is not met as svidenced by 1 if o asshrtance s given in
TYPE A2 VIOLATION any matters regarding
' resident, adminlstrator will
| Based on interview and recond review, the faclity | cofact the supervisors of
failed to assure 1 of 2 samplad residants with a ] : the party and if needed
diagnasis of dementia (Resident #1) was jj discharge resident to the i
superviged in accordance with the resldant's % hospital to ensure the safety :
assessed needs of wanderng and disodsntation | of the res|dent.
Divisian of Health Semies Regomsen ™~ SO S o ; B
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|
l and current symptoms of behavioral disturbancs

|
| The findings ars-

1
| Review of Resident #5's cument FL2 dated
[ 1716715 revealed:
’ -Diagnoses included: Demantia with behaviora
f disturbance, osteoarthritis, and hypertension
i ~Conslistantly disoriented ‘
f -Wanderer
| -Semrambulatory
-Functional imitations of hearing and speech
-An order for Thorazine {used to treat psychatic
disorders} 25mg 1 tab threa times a day.
-An order for Thorazine 25mg as needed throe
1 tmes a day for agitation,
-An order for Depakote aprinkles (used to treat
peychiatric disorders) 128mg 2 capsules three
timse a day

Review of Resident #1's recorg revealeq:

~The residsnt was admitled o the facility on
A/8/M13.

~The resident had peen hospitalized 7/4/15 to
- FF4I5; and had niot retuingd (5 T facity

Review of Rasidont #1's cument Care Plan dated
9/9/14 revealed.

-Sometimes disoriented

-Forgetfulneeds reminders

-Vision limited (sees large objects)

~Hears loud sounds/noigses

~Lmited ability with ambulation

-Limited range of motion in the upper extramiptias
-Extensive assistance documented as neaded
from staft for eating, todeting,
. ambuletionflocomotion, ang bathing.
| ~Umited assistance documented as nseded from
staff for dressing, grooming, and ransfemng,
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| Review of Resident #1's current Licensed Health |
; Professional Suppon Svaleation dated 629715
| revealed:
1 -"Residant is now up and ambulgbng
independantly.”
~Continues to armbutate in an "unsteady gait ang
I ambulsites in the neighborhood
l -"Resident has outburst of anger towards staft &t
| tmas during care or when attempting to get
residant o returm 1o the faciiity.”
-"Resident has short tarm memory loss and
" needs constant reminding and cuing from staff to
‘ remember how to do ADL's and daily functions
\

|
|
|

i Telephone interview with Resident #1's Guardian
on 91015 at 2:37pm revealsd:
-"He wouid go out walking” and the Administrator
told her “we can't kasp him hera” indicating the
staff coukd not tell the resident hs could not Qo
wadking outside the facility
-Staft "would sometimes call me about
inCidenoces.
"I wouid find out things ke [the resident} peeking
I [naighber's] windows on iroutine] monthty
-On 5f7/15, " went 1o see [Resident #1) and § was
tald by staff the previous weekend [Rasident #1's
namel had physically assaulted 2 femals
resident, because she was talking too much. Staft
stated they had deascalated the situation and |
guess that's why they didn't repoer the accurrencs
| to me." ;
~The Administrator nad stated at the naxt |
physiclan's appoiniment Resident #1 had she |
| was going {o request medication for agitation f
-On B/8/15, facility staff reported "TResident #1's i
name| was doing well, but the tady down the
street came to vigit [Rasident #1°s name] banging l
him denuts " *
-Resident #1 the next day “walked dawn fo [the i
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84 CHESTNUT PARK DRIVE

CHESTNUT PARK REST HOME #1
WAYREEVILLE, NG 20786

I
| meighborhood fady's house] o talk to her and tne ‘
fady calied the police and [Resident #1°s namej i

| was brought back ta the faciity by the police
| -On 7/2/75, staff reparted "increased agitation
 anc wandering i
| ~'[Resident #1's name| had been going down 1o |
i that lady's house and ha told [the Administrator's f
; name] he could do what he wanted.” [
| -The Administrator had called the Guardian on /
|

\%

72115 to repart, =he would be takding Resident #1
| on 7G5 to get his meds readfusted.”
i On 7/3/15, Resident #1 had walked to a local
| skillea nursing facilly and el oumside” the local
’ skilled nursing facitity ‘ i
| ~The lacal police department officers took
| Residant #1 to a local emergency room for ;
evaluation and the resident was deared to qo |
| back 10 the facility f
-On 7/4015, an on call sndial workar from
| Department of Sccial Services (DSS) receiveqg = I
| calf from facility staff stating Residert #1 was
"velling and upsetting the other residents " i
| ~The staff was "having a difficult Sine calrming
‘ [Resident #1] down” and was the only staff in the
...facliity and. could the soolal worker transport
f Resident #1 to the local emergency roam for
evaiuation.

!
~The on call sociat worker instructed staff !
contact [Resident #1's psychiatric crigis support E
teamj for essistance with deaiing with the |
resident |
-Rasident #1's psychiatric crisis support igam ;
wert out to the facility and detenmined the
resident needed to he hospitalized and ook the

resident to the Ioral hospital i f
Interview with the Administator on Y1015 gt
. | 1:G0am reveslac: ] ‘
-Resident #1 was sent to the foca hospital related '
to medication and behavicr problems. ] A
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i He was fighting ang walking away from the

| facility. ;
! -He was making sexual gestures and comments
| to staff.

CHESTMUT PARK REST HOME #1

f
! nterview with Staff A Supenvisar on 91015 a1
: 12:28prm reveated !
-Resident #1 was 2 ‘wanderer
-"One day | was Urying to give my showers and
l [Resident #1's name] got gone for several hours
_‘: and showe! up at the [iocai skilled nursing facility
| hame) hers in town ™
' When we sent hum 1o the hospital his worken
| sent him to the [Jucal skijled nursing facifty nama|
i in [locai city name).”
' -Now we aren't going to get him back. He's foo
| bad of a wanderer and they didnt want fihe

1 resident] to gst out here and get hurt

! Interview with Staff 8. Supanvisor, on 8710745 at
‘ 1-15pm reveaied:
| Resident #t * wouid fight us, fwould attsinpt] [
i sexual advaniages t© us, would say sexual i
things, peeic in neighbors windows™ when his | ‘ o
medication “needed changing” . i F S B R

|

~When his medicine was right you couldn't ask

for a better man.”

-Staff would "keep our eyes on him.”

“With {Resident #7'< name] he could get gone

| Quickly, and we'd go get i the car and find him - i

-Resident #1) never got far except when he got ‘

1o the [local sidlled nursing faclity narng).” t 3
|

laterview with the Administrator on 9/10/15 at
3:22pm revealed: |
| ~“We had no orders from the Guardian or from a
doctor saying that [Resident #1's name] had to
stay in the house.” . J
~"A week befors [Resident #1's narne} went o the

hospital on July 4th we noticed he was getting i ‘ }
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| more agitated and he warntsd to wallk more l‘
f -Resident #1 appsared to become mare agitated
after one of the male residents in the facitity
| Passed away
-"We told [Resident #4] to go down to the bridge
and wave gt people. That halped fo calm Pim
| That and walking calmad him down, *
-Resident #1 told her he had girlfands in the
neghborhood
-Resident #1 had an as needsq "pill" ordered for
when ne got "agitated, i
| ~"V¥e couldin't make [Resident #1} stay home Jl
[ withoit an order ‘
-Staff "wouldn't try to stop [Resident #1 from '
going out walking alone] unless # was raining.. - J
-On 7/4/15, the Administrator had Spoken with the :
Guardian and if Resident #1's medications "didn* i
worl then he couitn'! come back o tha facility -
-The Administrator "knew [she} couldn't keep him |
any fonger."
} ~The Administrator stated she tad discussed with i‘
the Guardian getting a tracking “bracelet” for f
| Resident #1 J

Review of Resident #1's Reoord revealag ne
documentation of how to traplament more
measures to keep Resident #1 safe.

Interview with Staff A, Suparvisor, an 9/19/15 at
9 15am revesled:

-Resident #1 had bean taken to see the !
psychatric physidan an /30015, 2/4/1 5, and
4/2/15.

~The resident's next scheduled appoirtment had i
been 7/15/15, however the resident had heen i
hospitalized on 7/4/15 !

| imerview with the Administrator an 8/11/15 at
9:50am revealed:

~"Most of tha time” Resident #1 would take his
Divisian of Heaith Servies Reguiation T
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Continued From page 11

‘ medications.
-Medication svauabilty had not been a provlem

| -Resident #1 “was doing good unt) 2-3 days,

| before we sent him on July 4th to the hospital.”
-Rasident #1 had started locking in windows
during that 2-3 days before he was sant to the

| hospital on 7/4/15

-Ouring the few days prior to the 7/4/15
hospitalization, Resident #1 "would cuss 3 Iittle
more than normal. ” but he had net been “any
more aggrassive with staff

-Whien Resident #1 was out walking and the
weather was bad or it started to rain, staff would
"go out and get him "

-Resrdent #1 would walk over to two lacal fast
food restaurants that wers located approximaiely
0.6 mile from tha facility :

~"He had money and was always going out.”
-The local pofice had given Resident #1 rdes
back to the facility on more than ane nccasion
-"The iaw kniaw him but they said he was going to
nead to stay out of the public.”

-Resigent #1's Guardian had come avery month
1o visit Residant #1 while

Sacility

Obsanvation of biidge and roads near facilty on
5/1/15 at 3. 30pm revealed:

-The bridge was located about 0.3 mile from the
facility on 8 two lane road.

-The two iane mad was heavily populated with
wars, depending on the time of day.

-The sama two lane road wouid.have also
provided access to the two focal fast food
wstaurants 0.8 mile from the facility which
Resident #1 frequented

-Both fast food restaurants faced a very busy 5
tane highway, however the resfdent woukd have
been sbie to mach both restayrants by use of
sidewalks and only heve 1D cross the two lane
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i i

| -The tesident would have had to crass a very
; busy § lane highway in order to reach the locai
skilied nursing facility
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0 270| Gontinued From page 12 fnarg
J road. f
| “The local skilies nursing faolity was focated o 7 ;
[ rite from the fecifty, !
|

| interview with Staff B, Supervisor on 9/ 11415 at
| 10:06am revealed
! -"One time [Resident #3] said {Resident #1] it
her” .

i -Residant #3 would watch Resident 1 go out the
J door end “holler” at staff 1o let them know
| Resident #1 was ieaving the facility
|

é

-Resident #1 would get mad at Resident #3 ang
call Resigent #3 "2 bitch
-Rasident #1 "would 9o around patting peopie on |

|

' the head to show affaction and {Resident #3)
| would take i the wrong way. "

[ -The residents who nad seen the mcident on the :

[ porch “said fe just patted her head |
-"We couldn't keep Resident #1] on the prerlses
without orders "
-YWhen Resident #1's medications weare “ok," the [
resident was safe to walk the sidewalks to GOAD b

- | ocal fast food restaurant on hiz own, !
-She had known Resident #1 to “cuss” another i
i

|

resident who had since passed Bway, because
the msident would "tell on” Residant #1 when he
left the facllity
-Residant #1 "never hit us or anything." |
-Rasident #1 had besn doing well from 1/18/15 '
after retuming to the faciity from a hospitalization |
uniit a "few days” befor his hospitalization on i
74115 ' I
-A “few days” beforo 7ia/15, "1 started geding J
|

phone calls from the neighbiorhood.”
-"One lady lin the neighborhood] kept teling him

0 come see her, then sha would call the law on ]
him, " i .
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Continuad From page 13

-Thats when | noticed [Resident #1] was petting
agitated, and walking more, and wouldn't corme
back when he was supposed to."

-"The cops wouid bring [Resident #1] back, but
thay were: nice to him '

-Staff informed the Guardian about Resident #1'z
| behaviors,

interview with Staff A, Supervisor, on 971115 at

, 10:41am revesiad

-"[Resident #1's name] tried 1o hit ma right before
he went to the hospital in July this year..”
-"[Rasident #1] was fing there for a good while.
but he liked 1o look in peoples windows [in the
neighborhood).

-One day staff had mcoived & call from &
neighbor and reported Resident #1 had peeped in
8 window of a child and "scared fthe chiid) to
death” and for staff to come get tha resident

-On 772115, when Resident #1 had wandered
away from the faciity and showed up at a lacsal
skilled nursing faciiity the resident had been gone
from 1:00pm to 4.30pm

-Resiient #1 "didn't get along” with Resident #3

\'
—— v [N - EEPRS \_}_ -
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18]
PREFTX
TAG

PROVIDIER'S PLAN GF CORRECTION X5
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CROSS-REFERENCED TO THE APPROPRIATE DaTE

D270
|

i

DEFICIENCY)

B S—— --Residerd-#1 "didnt-ike™ a resident-whofiad"
passed away.

-"Now fanother residents niame! before he dieg,
{Resident #1's name} wouid shake his fist at hirm -
-Resident #1 wouid also “shaka his fist’ at
Rasident #2,

~‘[Resident #3's nams] claims ha hit her, but 1
dont imow if he did or not cause | didn't ses 1
-"April or Mey of this year. one day | was coming
up the road and [Residant #1] was walking right in
the middle of the road. Traffic was having to slow
down

="l pulied over and got him in my car, before he
got hit" ’

-Resident #1 “wasnt appropristely placed..”

|~ Walking in the road was a change "
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270 Continued From page 14

-'We askexd [Resident #1) (o walk in the yard, bul
that didn't seem to help. He would still go out ™
-Resident #1 would go up in the neighborhood
and "pick pecples flowers” and "bring trash
home "

Telephone interview with Resident #1°'s Pamary
Care Provider (PCP; on 8/11/15 gt 12:30pm
revesled:

-He had not seen Resident #1 since April 2075 _
~He had not heard of "any problems” the resident i
was having from facility staff

-t wouldn1 say [Resident #1) was safe to wander
up and down the streets. | didnt know that was
happening.” ' i
=" would say he could step out in ront of a car ‘
-l wollld say this man shouldnT be allowed cut by
himsslf"

Caonfidential mtEnaews with two residents
revealed:

-Both residents dened having ever withessed
HResident #1 hitting Resident #3....... ;
-"{Resident #1's name] never hit nobody’ |
-Resident #1 would "pat peopls or the head. That
was his way of loving them.”

-"[Resgident #1] does pat people on the head. He

| patted me on the head.” ‘

Intarview with the Administrator on 8/11/15 at
3:20pm revealed fadlity policy. on supenigion of
residents was for “most residents” stalf chacked
an them every 15 minutes.

Inferview with the Administrator on @/14/15 af
12:42pm revealed

-1 felt | did everything | could about {Resident
#1's] behawviors ~

-Faclity staff "did everything we ¢ould to protect
[Resident #1]"
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D270\ Continuad From page 15

! -"Walking was [Resident #1's] strass relief He

.‘ didn't wartt to be couped up."

| -“Most of the time [Resident #1] didnt need [the

as needed madication for agttation]..”

| -Resident #1 “wouldrt go ot after dark "

J -“In my opinion, [Resident #1's name) was not

| disoriented. He was not a prnisoner hare

| “[Resident #1's name] knew how to get back to

I the facifity.” ;

| "W didn't report to JResident s psychiatric ]

; physician] about him walking around in the i‘

1 heighborhood "

| ~The Administrator felt there "WBs No need” to J

' feport Resident #1's “walking in the ‘

nelghbarhood" because it was his “narmal f
[
I

!

|

f routine.”
-l didnt realize he had a new diagnasis after he
wat in the hospital in January.
-He went back to his “normal self’ pnor ¢ the
Incident in July

Interview with the Administrator on 9/14/15 at
2:04pm revealed:

= "L knew he wasn't safe for walking.. " i
- "We never eported any behaviors to {the

resident's psychiatric provider]

N

A ptan of protection was racelved from the facility

on ¥11/15 and included the foliowing:

Resident #1 has shoady been moved to a higher

| levei of care,

| Wikt check all current residents to see it their are 4

- any changes in their need for suparyvision,
-Provide supervision for residants i accordence
to their assessed needs

CORRECTION DATE EOR THE TYPE A2
VIOLATION SHALL NOT EXCEED OCTORER
16, 2015
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D 273 10ANCAC 13F 0902(b) Health Care 0273 )
The pian of correction regarding rufe
10A NCAC 13F .0802 Heaith Cars 108 NCAC 13F 0902 {b) Health Care
(b) The facility shail assure referral and foliow-up o )
to mest the routing and acute heatth care needs ¥ Thefaciity will ensure that
of residents. all cantects {ralls ar visits)
with primary/psychlatric
. provider are followed up as
scheduled by the provider. if
D _ _ at amy thna between follow-
This Rule 13 not rmet as evidenced by ups the facility belisves that | P
TYPE 8 VIOLATION the residant needs to he b’l >
o 7 i evaluyated sooner the staff ? 3
Based on ohsenvatlion, interview, and record : wilf contact the
revigw, the facility failed to notify the physlcran of i . L .
1 of 4 samplad residents (Resident #1) of j primasy/psychistric provider
increazed wandering snd behavior decling which to schedule an eppointment.
put the resident at risk Contact wilf e also made to
The findings are: bss/Guardlan regardlng
. unscheduled follow-ups If
. Review of Resident #1's cuirent FLZ dated ; DSs/Guarthan if the sitvation
$1/1168/15 revealed: : requires .
-Diagnoses included; Dementg with behawvioral ;
-|-disturbance, osteverthatis, and hypertension... . A -e. Steff will document all times
-Conslstently disonentad contacr s made hetwren any
-Vianderer party {primary/prychiatric
-Semi-ambulatory ] providas, guardian or USS,
-Functional hmitatlor'n‘s of hesnng and speech & etc.) ragarding resident and
-An order for Thorazine {used to treat psychotic # no assistanca is givan in
disorders) 25mg 1 tab three times a day. o g’“
<An order for Thorazine 25mg as neaded three ANy Matees Faparding
times & day far agitation ; resident, administrator il '
-An arder for Depakote sprinkies (used to treat coract the supervisors of f
psychiafric discrdars) 125mg 2 capsules three the party and if needed C
timas a day. discharge residant to the |
7 hospital to @nsure the satety l
Raview of Resideni #1's record revealed: of the restdent. [
-Tha msident was admitted to the facifty on i
1 4/8/13. l |
RS S — I
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-The resident had been hospitalized 7/4/15 tw©
741415, and had not retumed to the facility,

Review of Resident #1's current Care Plan dated i ' i
9/9/14 reveaied ‘
-Somelimes disonented :
-Forgetful-nesds reminders

-Vision limited (sees large objects)

-Hears loud sounds/noises

-Lirnited ability with ambulation

-Limied range of motion in the upper extremities
-Exdansive assistance documented as neaded
from staff for eating. toileting, )
ambulationftocomotion and bathing.

-Limited assistance documsnted as nesdad from !
staff for dressing, grmoeming, and transfaning I

Review of Resideni#1's Licanssd Haalth
Professional Support Eveluation dated 6/2%/1%
revealed:

-"Resident is now up and ambutating
indopendently,”

-Continues to ambulate in an "unsieady gak and
ambulates in the neighborhood.”

-'Residant has outhlrst of anger wowards staff at
times during care or whan attempting to get
resident to return to the faciftty.”

-"Resldent has short term memary oss and :
needs constant reminding and cuing from s&aff to |
remember how to do {Activities of Daify Living]
and daliy fundiions.’

Telephane interview with Resident #1's Guardian
on 9/10/15 &t Z231pm revealed:

-adity staff were letting Resident #1 go out
walking alone without supervision. | :
—Facitity staff reported Resident #1 had been ?
"peeking” in neighbors windawsg in the ) |
neighborhood,

-On 51115, facifity staff reporfed Resident #1 had
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"physically sssaulted a famale resident. "
-The Adminisirator stated she was going to
request medication for agitation for Resident #1
at the resident's next scheduled physician's
| appouitment,
-On 6/8/13, Resident #71 was brought back o the
faciitty by the pofice after a comptaint from a

. neighbor about the resident being outside her
house

-On 7/2/15, staff reported “increased aghiation
and wandsring.”

F-Qn 72215 the Admunistrator called to report 1o
the Guardian, she would bo aking Resident #1
on 7/8/15 "to get his meds radjusted. (
-On 7315, fadility staff reportad Resident #1 had
walked to @ Jocal skilied nursing tacility (G 7 miles
away fram the fadlity across a busy Intersection) ;
and “fell outside” the: iocai skilled nursing facility ‘
-On 7/4/15, facitity staff reported Resident #4 was i
"yelling and upsetting the other resideniz.”
i - ONn 7/4115, Resident #1 was hospitalized

Interview with Staff A, Supervisor, on 9710415 al
12:28pm and 9/11/15 at 9'15am revealed:
-Resident #1 was a “wanderer.”

-"One day | was trying to give my showers and
[Resident #1's name] got gone for several hours
and showed up at the [local skilied nursing faciity ;
namaj here i town ;
-Residarnt #1 had been taken to sea the i
psychiatiic physician on 1/30/15, 2/14/15, and FI
42115, |

Interview with Staff B, Supervisor, on 9/10/15 at
1:15pm revealed:

-Resident#1 “_would fight us "

-Resident #1 made sexual advancas to gtaff,
-Resident #1 "would say sexual things” fo staff,
-Residsm #1 wouid go up into the neighborhood
| and "peek in neighbors windowa“when his
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medication “needed changing,”

Interview with the Administrator on 9/10/15 at
11:008m and 9411414 at 8:580am revealed:
-Resident #1 was sent {o the local hospital related
to medication and behavior problams on 7/4/15
-He was fighting and walking away from the
facifity.

-He was making sexual gestures and commants
to staft

-Resident #1 would walk over to teo local Fast
food restaurants thet were located approximately
0.6 mile from the facility

-The local police hat given Resident #1 rides
back 1o the facility on rmore than one occasion

Interviaw with Staff A, Supervisor, on 9/11/15 at
10:41am revealed:

-"[Resident #1] was fine there for 2 good whie,
but he liked to look In peoples windows [in the
neighbornoaod].

~Ore day staff had received a call from a
neighbor and reported Resident#1 had peeped in
2 window of a child and "'scared [the child] to
death” and for staff to come get the resident
-Residant #1 wauld go up in the neighborhood
and "pick peoples flowers” and “bring trash
home”

-“Aprl ar May of this year. ong day | was coming
up the road and [Resident #1] was walking right In
the middle of the road. Traffic was having to siow
down "

- putied over gnad got him In my car, before he
got hit.”

-“Walling in the road was a change "

: -"We asked [Resident #1] to walk in the yard, but
{ that didn't seam to halp. He would still go out ™

-On 77315, when Resident #1 had wandered
away from the facility and showed up at a local
skilled nursing fecility 0.6 miles from the facifity
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and the resident nad been gone from 1:00pm i !
4:30pm.

{ Review of Resident #1's Record revesled:

-No documentation of a significant ¢hange

assegsmant for Resident #1°s deterioration in

behavicr beginning in May 2015

-No documentation: where facility staff had

notified Resident #1°s psychiatric physician of the

residents increasad wandering and behaviors

beginring in May 2015,

Telephone intarviow with Resident #1's
peychiatric providers office on 9/11/15 at 8.30am
revealed: .

~The physician who was seeing Resident #1 no
longer wirkad there

-Resident #1 was last seen in their office on
412/15.

-Regidem #1's next scheduled sppointment had

i been scheduied for 7/15/15, howsver the resident
had missed the appointment because he had ‘
been in the hospital

-"{The caregivers] nad never said anything abous
{Resident #1's} wandenng "

Telephone interview with Reaident #1's Primary
Care Provider {PCP) on §/11/15 at 12:30pm
revealed:

-He had not seen Resident #1 since April 2015
-He had not heard of “any problems” the resident
was having from fadiity staff.

<"l wouldn't sey {Resident #1] was safe to wander
up and down the streets. | didn't know that was

happening.”

Raview of Resitlant #1's Psychiatic Management
and Evaluation Notes dated 4/2/15 revealed:
-The resident and caregiver “ratum foday saying
Resident #1] is much less agitated ™ E
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-"He does not wander away from the house as
much.”

-"There is same agitation stil

-The resident was "not sleeping wen."

-The resident “had not bean viglent "

-"Things are better [The resident] seems hapoy
"t will sea [Residen! #1] back in twp months

. Rewview of Psychiainc Management and
Evaluation Notes for Resigent #1 revealed:

-The resident had a diagnostic visit on 1/30/15
-Evaluation and managemant visits were

" conducted on 2/4/15 and 4/2/15 with tha resident
i‘ -There was no documentation in the record where
1 faddlity staff had mportad the incidences of
increased wandenng, increased agitation, and
increased behaviofs to the psychiatric providsr §
which eccurred during May. June. and July 2015 !

Infarviaw with the Administrator on 3/74/15 at
- 12:42pm revealed
| -1 falt 1 did everything | couid about [Resident
#1's) behaviors.”
-Fadlity staff "did sverything we could o protect
[Resident #1].-
| -"Walking was [Resident #1's] stress refief. He
1 didn't want to be couped up.”
i -"Most of the time [Resident #1} didr't need [the
as needed medication for agitation]. "
-Resident #1 "wouldn't go out after dari ”
-"in my opinion, [Resident #1's name] was not
disoriented. He was not a prisoner here. "
~"[Resident #1's name] knew how to get back o
the facility.”
Wi didn't report to [Resident #1's psychiatric
physician] about him walking around in the
neighbarhood.”
-The Administrator felt there “was no need” to
report Resident #1's “walldng in the:
neighborhood” bacause it was his “normas
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routing.” |
: I
| Intarview with the Adminietrator an 9/14/15 at i
2:04pm revegiad: i
4 - knew he wasn't safe for walking.. "
1 - We never reportad aty behaviors tg {tha
resident's psychiatric provider).”
i A plan of protection was provided by the facility on
972815 and included:
-Fadiltty staft will nofify residents’ physicians
about afl changes n resident conditions for
guidance in changes to care in g timely manner
-Faality staff will document all physiclan ]
’ notifications of health care issues in the resident
! records.
{ CORRECTION OATE FOR THE TYPE B
| VIOLATION SHALL NOT EXCEED OCTCBER )
31, 2015 . toos T e
’ _ CHESTRIUT PARK HESY HOME #LAN OF
D338 t0A NCAC 13F 0909 Rasident Rights 7338 CORRECTIONS
10A NCAC 13F 0609 Rasident Rights l The plan of correction regarding rule
AN adult care home shall assuré that the rights of P L1OANCAC 13F (909 Resldent Rights l
all residents guaranteed under G.S. 131021 ) 95 5
Dediaration of Residants’ Rights, are maintained i ¢ Avesldents rights class was q
and may be exercised withouwt hindrance. N given on 09/22/2015 by s
i i ) R LTC Ombudsman |
] anc RIS AHS ‘
This Rule i& not met as evidencod By, i attendad the meeting as I
TYPE B VIDLATION wall.
B{:\sed on obsen:atj‘on and intarview, the ‘faullty ’ © A O'mbdsman {
failed o assure rasidents were treated with _ . and i S at
respacy considaration, and ful racognition of his i h dw a0
or her individuaity and right to privacy. 8¢ private interview's with
rastdents on 09/23/2015
| S R
- ‘
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& The faciiity has also wrote up

The findings are -
. aform that the residents

Observation on 910/15 at 11:37am revealed the have signed stated that they
Administrator went into the first resident room on ; don't mind if staff us

the left and informed Resident #5 who resided in “Sauthern Ehdearng” termas
the room, “The Stats is here on 8 complaat when addressing the
investigation, They want to interview you." reslderts st times. If a

; residerit is unable to give
interview with tha Administrator an 9710115 at ransent than the P.O.A ar

t1:37am revealed Residart #5 did not fee! ‘. guardian will make these -
comfortable being interviewed without the )

rhror } declsions for the resident. L
Adrrinistrator present : ?}/5] 3 / /3
Obsedvation of the Administrator with Resident #2 o 5w will give apprapriate
on 9/10/15 at 11:38am revealed: = comfort If requested by
-The Administrator followad sunvey members into restdents only, Staff will not
Resident #2's rcom inftiate any comfort
-The Adminisaior had her arm around his , messures unless it has been

shoutder, bmught his head dowrn near her left documentad that the

chast, ran her fingers through his hair and gave ‘ resident s comfortable with
him a kiss on tha head. ;
-The Administrator told him, “yol're
uncomfortable aren't you, you don't have fo tak to
[the surveyorl, you want me to stay in here jwith
you)] don't you?"

appropriate camforts like a
hisg ov hand holding in imes -
of ilngss or stress to make
the resldant fael secure in

the situztion they are in. Fa
resident 15 unable to give
consgnt then the P.OA or
guardian witl mrake these
decisions for the resident |

Observation of Administrator on 8/10/15 at :

Obsarvation of the Administrator on 8/10/15 at
11.45am revealed she opened the door 1o
Rasideni #7's room while an interdew with the
resident was in progress

12:15pm revealed: »  Documentation of the above
| -The Administrgtor cames up behind Rasident #6 will be kept In resident’s flle |
| seated in a wheelchair while baing interviewsd at alf tsnes and a copy will
-The Administrator placed her arms armund the also be locatad in the MAR,

ragident's neck and stated the resident fiked to sit
out in the yard of the faciity In the sun.

-The Adminisirator then with her left hkand

neached around the residert and pulied up the
Divigion of Health Service Regulation T
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[ 3381 Continued From page 24

pant leg of his shorts on his left leg exposing the
resident's “tan line” without asking the resident
his permisgion first

Observations of the Administrator on 9/10/15,
9/11/15 and 914/15 revealed she referred to
residents as:

-"san”

-"My children”

~Thesge youngins®

-"Baby”

~These kids"

-Some residens referved W the Adminisirator as
“Marma,”

Canfidential interviews with six residents
revesled:

-Six of six residents stated they were treated with
respact and dignity by stafl.

! -Six of six residenis stated there was no one they : i
- felt uncormfortable arund either staff or other 1
rasldents in the facility.

-Six of six residents stated their privacy was
respected by staff :
“When asked if they huad ever been touchsd
inappiopriately by staff or other residents . five of
five residents stated they had not.

Confidentral interviews with two staff revealed
-Two of two staff stated they had recaived
residents' rights training during thelr tenure at the
facility. '
-Staff stated "tone of voice,” "how you word
things,” “courteous speech,” "never yoll or be [
; loud”™ wiare approaches they used with the ’
residents that helped to maintain resident resped
and dignity_

-Two of two staff stated they routinely gave hugs
1o residents (“not to ar inappropriate maeasure™)
that wanted a hug, would sometimas kiss
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CHESTHUT PARK REST HORME #1

residents on the head or forehead (never on the

: mauth or jaw}, would holdia resident's hand whan
[ they were siclk, gave a light touch on the
shoulder, and gave a paton the head orback o e
resident,

~One staff stated she did sometimes call
residents her "darfings,” bt none of the residents
had taid har that it bothered them.

-Qne staff stated she sometimes would ca)l &
rasident "swestheart " but the residents “have
besn okay with that.” :

-Two of two staff stated they had never witnessed
any inappropriate touching between staff and
residents.

Interview with the Adminisirator on Y14/15 at
12:42pm revealad:

-She and her staff did "show affection’ to the
resicdents

-Several of the male regldents had trind fo touch
I staff members inappropriately, howsver she and :
the staff would radirect the residents by pointing |
out inappropsiste wuch and eil the residents to .
stop.

- "Twenty years ago” when one female resident

had bean "so sick * the Administratar stated she

had "laid down” in the bed with the resident and [
had fallen aslesp and didn't wake up until the nexa !
MOMing.

-When Resldent #1 bacame apitated, the resident
"usad to like to rub my feat” and that would help
1o calm the resident down.

| A pfan of protection was Teceived from the facility
on 8/15/15.

-Residents’ Rights dasses will be scheduled
mmmadiately for all residents and staff

CORRECTION DATE FOR THE TYPE B
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. Payes

I0ANCAC 13F 1103 Legal Repraseniafive Or
Payes

l {@) In situations where & residen: o an anult care

| home i unable to manage his fungs, lhe

i administrator shall contact a family rember or
the county department of social sev ces
fegarding the need for a lega; represeniatve or
Payee. The administrator and ofher siaff of the
home shzll not serve as 2 resident's iegai
representative, payes, or executo
except as indicated in Paragraph im

Rule.

This Rule is not met ag evidenoad by
Based on observation, interview and fECOrG
review, the faciiity failed to contac: 2 Family
mamber or the county department of sociz!
services ragarding he need for a leaai
representative or payee for 1 of 2 sarmniad
residents (Resident #2).

+ The findings are:
Review of Resident #7's cument FL? cated

7114715 revealed diagnoses which included
: mental retardzation and dementia,

Review of Resident #2's resident rRgistar
revealed

~He was zdmitted to the fadility on 3/
-A counly DSS worker was named a
Responsible Person,

-Review of the recor revealad no jeqai
documents of guardianship or POA
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D416, Continued From page 27 + 0418

I
-No documnentation of family membeacs or ‘!
amergency contact ‘
-He required assistance for dreesing. bathing, nafl :
care, shaving, tolleting, grooming, skin care, [
mouth cara, and scheduling appaintments

' Review af Resident #2's record revealed he was
his own responsible party and did not have s
legal guardian or power of attorney.

Review of Resident #2's current Care Plan dated
9/9/14 revaaied.

- Forgetful - needs remindars,

- Extensive assistance documshted as need from
staff for woieting, ambulation, bathing, dressing,
grogming, and fransfers.

- Limited assistance documented as need from
staff for @ating.

- Dementia is gelting worse.

© - Documentation of decreased vision.

l - He loves to do Lego's. but can oniy build the
sets for 5-7 year olds

iIrferview on 914/15 at 1242 pm with the facility's
Administrator revealed;

- She was aware the resident was not capable of
managing his own funds or making appropriate
decisions regarding his care.

- Tha resident had no family who would step up
when he could no longer make good decisions for
himaelf.

- Resident #2 had grown up in group homes and
had been in this facity since 2004,

- She was unaware It was her responsinility to
seek guardianship or a payee for residents who
could not manage their awn funds; therefore she

¢ had net sought guardianship for Residernt #1

Talephone intarview with the Administrator on
9/15/15 at 9:50am revealed:
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- Resident #2 told the Administrator that he did {
| notneed a legal guardhan and that he wanted her | .
10 take care of him i
- "'m the onfy person [Resident #2) trusts
012l 6.5 13121 (2) Leclaration of Residents’ Rights | 0912
G.5 131D-21 Declaration of Residents’ Rights ! o _ R
. Evary res@em shall have l;hg foHow.mg nights The plan of correction regarding 6.5,
2 To receive care and s.@rvroes wh@:h are 131D-21 {2) Declaration of Residents’
adequale, appropiate, and in compliance with Rights
retevart fedaral and state laws and rules and
regulations. v Staffar the faciity wil
ensure that Declaration of
' Resldent’ '
This Rule is not met as evidencad by s (:; ; ﬂighit ?m
Based on observation, interview and record respeciec atali times, when ng}g
eview, the facility failed to assure all residents actable. 7 }
receve care and servicas which are adequate,
appropriate. and in compliance with federat and = Sraff at the fadlity will |
i stats laws and rules and regulations related to ensure that all residents :
resident supervision heaith care. and residents’ recelve cara and services
rights. which. 2re adequate,
7 approprlate, and In
The findings arg’ compliance with federa) and
) ) stare laws reparding all
1. Based on interview and record raview, the in the fo cilrtygaTh g aldartias
facility failed to mssure 1 of 4 sampled residents e
(Resident #1} was supervised in acoordance whh Wil be treated with respect
the resident's assessed needs and cuirent and dignity as stated in the
symptoms. [Reler 1o Tag 270, 10A NCAC 13F Resident’s Right. ;
0801k Personal Care and Supenigion { Type A2 | I
Violation)]. «  Seepisn of correction
regarding 10A NCAC 13F
2 Based on observation, intarview, and record -0808 Resident Rights
review, the facility failed to notify the physician of .
1 of 4 sampled residents (Resident #1) of
increased wandening and behavior decline which
put the resident at fisic [Refer to Tag 273, 10A
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3. Based on observation and inendsw, the facility j
failed to assure residents were treated with |
| fespect, consideratinn, and full recognition of hus 1
or her individuality and right to privacy. [Refer o i
Tag 0338, 10A NCAC 13F 0909 Residsnts' | j
Rights {Typs B Violation)). i |
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CHESTNUT PARK REST HOME PLAN OF CORRECTIONS

The pian of correction regarding rule 10A NCAC 13F .0909 Resldent Rights

s A residents rights class was given on 09[22/2015 byEE., | T Dmbudsman andm AHS
attended the meeting as well.

= B Ombudsman and SuNEBEEIR. AHS also had private interview’s with residents on
09/23/2015 |

¢ The facility has also wrote up a form that the residents have signed stated that they don’ nmlnd if staff
us “Southemn Endearing” terms when addressing the residents at times. If a residant is unable to glve
consent than the P.C.A or gusrdian will make these decisions for the resident,

» Staff will give appropriate comfort if requested by residents only. Staff will not initiate any comfort
measures unless it has been documented that the resident is comfortalile with appropriate comforts fi
a hug or hand holding in times of iliness or stress to make the resideni feel secure in the situation they
are in. If a resident ts unable to give consent then the P,O.A or guardian will make these declsrons for
‘the resident. '

* Documentation of the above will be kept in resident’s file at all times und a copy will also be located In
the MAR

The plan of correction regarding rute 10A NCAC 137 1103 {a} Legal Representative or Payee

¢ The administrator and another designee has contacted Haywood County Department of Somal Services
regarding hecoming the P.O.A/Guardian for resident #2.

e {f Haywood County Departrnernt of Social Services is unabte/unwilling 1o become P.0.A/Guardian for
resident #2 then the facllity will contact SNl Ombudsman and other Resident Rights
Representatives to get the resldent a P.O.A/Guardian,

« Documentation of all and any attempts will be kept in residents file.

ﬁwe plan of correction regarding 6 5. 131D-21 (2) Declaration of Residents’ Rights

e Staff at the faciiity wlll ensure fhat Declaration of Resident’s Right are respected at ail times, when
actable,

s Staff at the facifity will ensure that all resldents receive care and services which are adequat'e
appropriate, and in compliance with federal and state laws regarding all areas io the faallty The

residents will he treated with respect and dignity as stated in the Resident’s Right.

e See plan of correction regarding 10A NCAC 13F 0909 Resldent Rights
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CHESTNUT PARK REST HOME PLAN OF CORRECTIONS
The plan of correction regarding ruje 10A NCAC 13F 0801{c) (10) Resident Assessment are as fallows:

¢ At first sign of a signiflcant change the staff at the facility will contact the primary/psychlatric care
provider and guardian. If the change has impact on other residents ir the facility, staff will contact and
send report of documentation to the De partment of Soclal Services

®  Within 24 hours or sconer of 4 significant change, the facility staff will contact resident’s
primary/psychiatric provider to report these changes, sooner if the change is unable to be controlled via
pra medications f ardered.

= Within 5 days the facllity staft (sooner if unable to control significant change) will contact the
primary/psychiatric provider to schedule an appointment to be evalyated,

e (f after the evaluation with the primary/psychiatric provider the facility administrator will decide and
consult with the primary/psychlatric provider on whether the facllity will be able 1o further meet the
needs of the resident.

e |t it ls decided that the needs of the resident can't be meet, the administrator will do an Immediate
discharge of the resident to either a high skilled facility ar hospital to ensure the safety ofithe resident.

»  Staff will document ali times contact 15 made hetween ary party (primary/psychiatric provider, guardian
or DSS, etc | regarding restdent and if no assistance is given In any matters regarding resident,
administrator will contact the supervisors of the party and if needed discharge resident td the hospital
to ansure the safety of the resident.

The planh of correction regarding rule 10A NCAC 13F 0901 {b) Personal Care and Supervision

° Inregards o “walking around town” if a resident wishes to walk arou nd in the community the facility
will contact the guardian, primary/psychiat/c provider to get documentation that it is safe and .
appropriate for the resldent to be our of facitity without a staff member (f at any time the facility staff
betieves that It Is no longer safe or appropriate for the resident 1o be aut without staff the facility
staff/adminstrator with contact the resident’s guardian, primary/psychiatric provider to have the
resident re-evaluated.

©  Staff will document alt times contact is made between any party (primary/psychiatric provider, guardian
or DSS, et} regarding resldent and if no assistance is given In any matters regarding residant,
administrator will contact the supervisors of the party and if needed discharge resident to the hosplita!
to ensure the safety of the res(dent

The plan of correction regarting rule 10A NCAL 13F 0902 (b} Health Care

« The facllity will ensure that all contacts {calls or visits) with primary/psychiatric provider are followed up
as scheduied by the provider. If at any time between follow-ups the factiity believes that the resident
needs to be evaluated sooner the staff will contact the primary/psychiatrlc provider to schedule an

appomtment Contact will be also made to DSS/Guardian regarding unscheduted follow-ups If
DSS/Guardlan if the situation requires it

*  Staft will document ail times contact Is made between any party (primary/psychiatric provider, guardjané
or D35, etc.} regarding resident and if no assistance Is glven In any matters regarding resjdént, |

administrator wili qantact the supenrvisors of the party and if needed discharge resident to the hospitaf
to ensure the safety of the resident
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