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{0 000} initial Comments
f
. The Adutt Care Licensure Section conducled a ;

. follow-up survey on October 21.23, 2015
i

D 085 10ANCAC 13F B305(h)(2) Physical Environment | 1 ose
TCANCAC 13F 0305 Physical Environment ;
+ {h} The requirements for outside entrances and [
: exils are; i
{3) All exit door locks shal be easily operabie, by !
' @ single hand moton, from the inside 4t all times ! ‘
| without keys, and : i
! { 20{
' This Rule is not met as evidenced by, f ) : Z’J
i Based on abservation and interview, the facity | . } NS t{}:ﬂ{gg‘ﬂ_ff
- failed 1o assure the front exit door push bar was [ gu Ulw.da :
in proper working order and abie to be utilizeg oy | : . \Civ DUU{C}'{}'?
all residents: i ;‘Hti_ AT Euin et Dk riundoh e
The findings are- ; 5 10 m_p&m)%u Ctig d "HfUl/ ;
i -Observation of the fromt enirylexit door to faciity D;,ULUT? nao p { W
00 16722/15 betweer @-45am and 10-00am , m‘t@ {HATE g _‘
revealed: et ey M
-Aresident exited the facility on the fourth attempt +o 4 4o o Wnw -y
i after 3 faded attempts sl pressing the push bar to A 2 f}w&l,. :
- unlock the latch, ! ud wo MQJ&\% cm(igb
. -l was unable to push the handle io exit the faciiity - houad . 6‘ .
| using onty my hands. PN ot sl Tnuo? !
. -1 had to bang the exit bar with force 1o exil the | wuxdl., Wb
i facility. Q,LL Ve s ;
-Arother resident used hig hips to depress the ; %’\_ﬂ_ !
door's exit bar after 2 failed push attempt by ] o \ :
hand. ! C’MU( Prod ut- -

un P : -
1% ﬁui QAL Mou ol
wetidede w{:ud%dﬁ@? ChaCitd

- -An ambulatory resident asked for assistance 1o
“open the door from staff io exit the building.

| Interview with the Adrministrator on 10/22/15 ar
- 4:05pm revealed:
-The door bar mechanism was replaced afew |
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D066, Continued From page 1

' weeks ago.

. -She felt it just needed more usage to loocsen up.
] -She was able to open .

: Observation of the front door during the

! Administrator interview by the front door on

i 10/22/15 at 4:07pm revealed:

! -Transportation aide exited the front door on the

| 6th attempt after 5 failed attempts at pressing the
: exit bar while the Administrator watched.

. -The Administrator said she would call

f maintenance {0 have it repaired.

i

D270 10ANCAC 13F 0901(b) Personal Care and
| Supervision

- T0ANCAC 13F .0801 Personal Care and

« Supervision

| (b} Staff shall provide supervision of residents in
| accordance with each resident's assessed needs,
| care plan and current symptoms.

This Rule is not met as evidenced by:
I TYPE B VIOLATION

i Based on interview and record review, the facility

| falled to provide supervision for 1 {Resident #2) of
: 1 sampied resident who was observad with a

| cord around her neck on 10/10/15 and 10/18/15

~ and who attempled to choke (#3} on 10/18/15

- and was non-compliant with medications.

: The findings are;

| Review of Resident #2's current FL-2 dated
9/22115 revealed diagnoses included

: schizoaffective disorder, cerebral palsy,

D (68

D270
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|

| o270
| gastroesophagea reflux disease (GERD) and i
. hypercholesterolemia, [
: Review of Resident #2's Resident Register
| revealed an admission date of 3/10/10,

I
i Review of Resident #2's mental health and social
! history section in the Care Plan dated 5/4/15
. revealed:
-Resigent #2 was verbally and physically abusive.
-Resident #2 exhibited disruptive behavior and

j

|

I was socially inappropriate.
i

-Resident #2 was injurious to self and others.
-Resident #2 is currently receiving mental health
' service [

i Review of a note documented on Resident #2's

| physician order sheet dated 9/3/15 revealed;

. - "Patiert has been refusing meds and

J. threatening harm to [seif} and others. {Patient}

; stated she is having nightmares often {Satan is

- after me). (God will heal me, so | won't have

| nightmares.) Patient needs to be evaiuated for

- ongoing problem of refusing medications and

i nightmares. Patient is trying to harm herself,

! -~The note was signed on 9/3/15 by the mental

| health assessor.

i Review of Resident #3's Incident/Accident Report

. dated 10/18/15 at 1:48 p.m. revealed: !

- -[Resident #2} jumped on [Resident #3). i?
-[Resident #2] told [Resident #3] she would cut
her throat.

| -Resident #3 was asked to call for help instead of

- fighting with Resident #2 to prevent occurences.

- Atempled to interview Resident #2 revealed she
i did not want to be interviewed.

| Review of the Resident Log for Resident #2
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| g Ol R Ll akae
j revegied: il ks
: oy o B : g
| --On 97115 4t 9:00 a.m., Resident #2 spat &p((l(‘,ui ona i—’-{j
i . medications back into the cup. o ;we.i)&mﬂ%uﬁ’ :
| -On 9/2/15 a1 9:00 a.m, Resident refused ail a m. to (5(, s St el Bl i
medicatons. She was yelfing out at [ntervalsj Lt b hnauigona .
Resident #2 was seen by her physician. | i T P;QQ Vi
1 -On 10/8/15 (no time), Resicent #2 refused aif | i ﬁdﬂ‘ \uud” ed Tt fred .
- nedications. Resident #2's physician was ; UJ‘ Lk oo inacle TO
? ' natified. iS-d¥) Fazy »rdd Cole |
| - On 10/9715 a1 6:45 p.m, Resident #2 was sent ot g,mﬁ'} Coa :
; . out for an evaluation. P ‘ ot m{}u}‘xi,hg :
! -On 10/9/15 at 955 p.m., Resident #2 retumed o urctudi _
back fo the facility. Staff documented, "The nurse a tigno . (L OCtunaunes
 stated the doctor on calf sait Resident is not 5 AU ok teatrd

e et e ey

' danger to herself or staff. *
- ~On 10/10/15 at 7-15 am., Resident £2 was

refusing medications, swinging at siaff and other

. Tesidents. Resident #2's physician was natifiad.
. Resident feil, and she was sent out to the
- emergency room.
-On 10/10/18 al 1:00 p.m., Resident #2 retumed
: back to the fackity. Residen: 22 was stil} hitting,
. Yeiting and pinching staff
-On 1010115 at 11.41 p.m . Resdent #Zhad a
fcall beli cord] around her neck "Emergency

- Medication Technicians ( EMTs) saw this behavior.
She was sent out for an evaluagtion. Primary Care

- Physician {PCP) was notifisd
-Or 10/15/15 at 1:00 p.m., Resident raturned to
the facility. She was stifi refusing medications,

| yailing and throwing objects.

-2 10/16/15 at 800 a.m, Resident refused ali
&.m. medications

C-0On 10418/15 a1 5:00 p.m., Resident threw her
medications on the floor in her roont.

<On 10/17/45 at 10:30 am., Resident refused her |

morning medications.
(*On 10/18/15 a1 2:25 p.m., Resident #2 jumiped
! on {Resident #3]. She began choking Resident
| #3 and telling her she would cut her throat,
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D 270 Continued From page 4

Residen! #2 also put & ware cord around
RecK. ]
-On 10/19/15 at B:.00 am. Resident refused alf
a.m. medcations. Resident was throwing ohjects ‘
- in the room, and she tried o turn table over the ,

5

{sef]

. dining room.
-On 10/19/15 at 11:00 am., Primary Care
| Physician (PCP) was notified.

. Telephone interview with the menta! health f(
s assessor on 10V22/15 at 11:00 am, revealed: !
- -Resident #2 had been sent to the manta health
previder for an evatuation on 9/3/15 f
-On 8/3/15, Resident #2 was admitted to the :
in-patient mental health facility regarging !*

| trealening to harm seff and others and for baing :
non-compliant with medications i,
-On 8/23/15, Resident #2 was discharged for the !

- mental health facility. |
-On 912315, Resident #2 returned back to !
I

J

|

i

!

faciity.

the

Resident #2's Primary Care Provider {(PCP) was
! unavaiable by phone.

| Resident #2's menta! health provider was
unavaiable by phone.

Resident #2 Responsible Parly was unavailable
. by phone,

. ~On 10/10/15, Resident #2 wrapped the call hall
; 80rC around her neck, and she started to furn
biue.
811 was cailed and the Emergency Medical
' Technicians {EMT's) were able to remove the
cord. ;
- On 10/18/15, Resident #2 grabbed Resident #3's |
: Shirt at the neck and started pulling her by the

4

Confidential interview with the 1st sta® revealed: ,f
‘

;

L
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coliar.

-The staff intervened.

i -The only intervention putin place for Resident #2
wzs for staff to chack the whereabouts of
 resident, if they passed by Resident #2's daor.

|
J

Cenfidential interview with tha 2nd staff reveaied:

| -When Resident #2 was non-compliant with her
medications, "she would hit staff and residents,

. Pee on the floor, tear down curtains and turn over

' the dining roem table”.

- - " We can do nothing to calm her down. *

- -We cannct meet Resident #2's needs.

J -Resident #2's physician was notifled, if resident

| threatened 1o or attempted to harm self and

| others, or she was non-compliant with her

| medications after three doses of refused

- medications”.

| As of 9/23/15, the staff had been instructed to do

| 15 minutes checks on Resident #2.

| -On 10/10/15, Residert #2 had wrapped a cal!

belf cord around [self] neck.

-She was sent out for an evaiuation on 10/10/15.

The only intervention put in pace for Resident #2

after she attempted o choke self on 16/10/15

was every 15 minutes checks.

| Confidential interview with the 3ro staff revealeqd:
i -On 10/18/15, Resident #2 wrapped the call bell

+ cord around her neck and threated to kil herself.
( -On 10/18/15, Resident #2 threatened to choked
| Resident # 3 with a wire cord,

| -Resident #3 was able to defend herself.

' -Resident #2 was checked on every 15 minutes,
| prior to 10/18/15,

| -Three interventions were putin place for

i Resident #2 after she attempted io choke self

i and Resident #3 on 10/18/15,

. ~1stintervention was Resident #2 had 114

| supervision on 10/18/15.
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 ~2nd intevention was Resident 3 was moved to
| ancther room.
* -3rd intervention was Resident #2 was sent out to
J the mental hazalth provider for an evalation on
i1 0/19/15,
i
; Interview with the Administrator on 10/22/15 at
| 5:00 p.m. revealed:
| -She was aware Resident #2 was non-comptiant
: with her medications,
. -Resident #2's physician was notified. ¥ resident
| threatened to or attempted to harm se!f and
others, or she was non-compliant with her
medications after three doses of “refused
medicaticns”™,
. -Bhe was aware Resident #2 attempted {o harm
- hersetf on 10/10/15 and 10/18/15.
| -Resident #2 was sent out for evaluation on
9/3/15, 10/9/15, 10/10/15 and 10/15/15 for
attempting to harm self and being non-compliant
with medications.
| -After Resident #2 was evaluated on 9/3/185,
10/9415, 1011015 and 10/15/15, Resident #2
: required 1:1 supervision,
No extra staff had been assigned to do 1.1 with
Resident #2 from 9/23/15 to 10/19/15.
-The department heads were assigned to do 1:1
| with Resident #2, while staff was taking care of
 other residents.
| -On 3rd shift, there was no extra staff assigned to
- do 1:1 with Resident #2.
- -She was aware Resident #2 attempted to harm
" her roommate on 10/18/15.

-Three additionally interventions were put in place
after Resident #2 attempted to choke se#f and
- Resident # 3 on 10/18/15.
. -The 1st intervention was Resident #3 was
i moved to ancther room on 10/18/15.
. -The 2nd interventicn was Resident #2 was sent
: eut for evaluation on 10/16/15.

+
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D 273. Continued From page 7 f

' -The 3rd intervention was Resident #2 was
| discharged from the facitdy on 10/22/15 J
. -The facitity's policy and procedure onwhen o !
- Gischarge residents who are danger to self and |
: others were based on the state guidelnes for é
discharging residents i
. The decision was made on 9/22/15 to Gischarge |
Resident #2 from the facility. ;
]
|

i -"We cannot handie Residen: #2 unless she is
Ej treaied ™

A plan of profection was reguested by this ofice
- on 16723015,

: CORRECTION DATE FOR THE TYPER
VIOLATION SHALL NGT EXCEED DECEMBER
17 2015

{0312 G.§. 13103-21(2) Declaration of Residents’ Rights
G.S 131D-21 Declaration of Residents’ Rights

- Every resident shat have the foliowing rights:

. 2. Toreceive care and services which are
adequate, appropriate, and in comptiance with
relevant federal 2ng state laws and rides and
regulations.

| This Rute is not met as evidenced by.

: Based on inferviews and record review, the ;
faciiity failed to ensure ‘egidents received care |

. and services which are adequate, appropriate i

L and in compliance with relevant federai and siate |

" laws and rutes and reguiations refated o pefsonaif
i
§

- Care and superyision.

[peeiiity, WXkt N
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{0812} Continued From page 8

; Based on interview and record review, the faciity | ST
! failed to provide supervision for 1 {Resident #2) of ) b on .d T): .
i 1 sampled resident who was observed with a call : 4 &@\ OCL(XL‘%’!’GT p
. beil cord around her neck on 10/10/15 and
: 10/18/15 and who attempled o choke (#3) on
: 30/18/15 and was non-compliant with
edications [Refer to Tag D 270 *0A NCAC
13F .0901(b) {Type B Vioation)]
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