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85=p | INVESTIGATE/REPORT
ALLEGATIONSANDIVIDUALS
The facllity must not employ individuals who have
bean found guilty of abusing, neglecting, or
mistreating residents by a court of law; or have THIS RESPONSE AND
had a finding entered into the State nurse aide PLAN OF CORRECTION
registry concerning abuse, neglect, mistreatment i
of residents or misappropriation of their property; IS BEING SUBMITTED
and report any knowledgs-it has of actions by a PURSUANT TO THE
couit of law against an employee, which would
indicate unfitness for service as a nurse aide or APPLICABLE FEDERAL
other facility staff to the State nurse alde regisiry AND STATE
of licensing authorities. REGULATIONS. NOTH!
R The facllity must ensure that all alleged violations NG CO NTNNED HEREIN
.. Vinvolving mistreatment, neglect, or.abuss,’ SHALL.BECONSTRUED  _ } . S
TP T including injiTies 6f ThkKnowi Source and AR R R o ANE-ADM ) r
misappropriation of resident property are reported AS AN ADMISSION
fmmediately to the administrator of the facility and THAT THE FACILITY
to other officlals In accordance with State law VIOLATED ANY
through established procedures (inciuding to the
Stale survey and certification agency). FEDERAL OR STATE
REGULATION, OR
The facility must have evidence that all alleged -
viglations are thoroughly investigated, and must FAILED TO FOLLOW
prevent further potential abuse while the ANY APPLICABLE
investigation is in progress. STANDARD OF CARE,
The results of all investigations must be reporied
to the adminisirator or his dosignated
rapresontalive and to other officials I accordance
with State law {including to the State survey and
certification agency) within § working days of the
incident, and if the alleged violation is verified
appropriate corrective action must be taken.

4 rd
1ABORATCORY DIRECTOR'S 0 PRO WSENT}\TIVES SIGNATUR THLE X6} DATE
it [ 4} /zé/f 2

deflciency statemeant ending#ith an astersk (*) denotes a deficieney which the fnstituion may be excused from correcling providing it 1s determined that

r safeguards provide suifigfent protection to the patlents, (See fnstructions.) Except fof nursing homes, the findings stated above are disclosable 90 days
: slowing the date of survay &hether or not a pfan of correction Is provided. For purstag homes, the above findings and plans of correclion are disciesable 14
days foligwing the date these documenis are made avaflable to the facility. If deficlencies are ciled, an approved plan of correction is requisite to conlinued
program parficlpation.
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Based on record review and staff inferviews, the
facility fatled to thoroughly investigate an
allagation of resident abuse for 1 of 2 sampled
resldents (Resident #3) and failed to submit a &
day report of an allegation of resident abuse to
the Health Care Personnel Registry for 1 of 2
samplod residents (Resident #4). The findings
included:

1. Resideni #3 was admitied inta the facility on
1/9F12. The admission minimum dafa set
completed oh 1/21/13 indicated Resident #3
cegnitive status was severely impaired.

A review of the 5 day working report signed on
316113 by the social worker revealed an allegation
of resident abuse that read in part"Resident #3
states that an aide is handling him roughly and
threw him on the bed. He also stated that the aide
was pulling on his clothing. Unable to recall date
or the description of the person he was alleging.”

A review of unit manger (UM) #2 investigation
report of the allegation signed on 3/6/13 indicated
as part of the investigation she lalked to Resident
#3, and that Resident #3 could not give an
accurate description of the alleged person, nor
could he recalf the time of day the Incident
occurred. The investigation concluded when
Resident #3 was questionad by UM #2 if any one
had been rough with or hit him? He replied no.
There was no additional investigation material for
review from the date that UM #2 signed the
investigation as compleled on 3/6/13.
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This REQUIREMENT is not met as evidenced F225

1. Investigation for residents
#3 has been reviewed and
is completed thoroughly, 5
day follow up report for
resident #4 is completed
and submitted to tha
Health Care personnel
registry.

2. Areviewof investigations

- ——including policies and -+ -+ —p———- |-

procedures that nrohibit
_mistreatment, neglect,
abuse and
misappropriation of
resident property will be
conducted to ehsure no
other residents have been
affected, A?review of
reportable investigations
will be conducted to
ensure timely reporting is
in place.
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In an interview on 3/49/13 at 3:40 pm, UM #2
acknowledged the investigation report signed on
3/6/13 that read in part "Resident #3 alleged that
a staff member was rough with him during the
initial conversation, Resident #3 couid not give an
accurate description of the person. Resident #3
also could not recall the time of day the incident
occurrad, During the follow up conversation
Resident #3 statad ho did not know what § (UM
##2) was talking about, when asked if anyone had’
been rough with him or had hit him, he replied no"
was her investigation of the allaged allegation.

In an interview on 3/20/13 at 9:48 am, the
administrator (accompanied by the director of
nursing {DON) stated that he was the abuse

- | conrdinator-He indicated:that-ha oxpected UM

#2's investigation to have included other
residents, staff members that were interviewed,
and any educationfin-services that was provided
to the staff since the allegation, as part of the
investigation.

2. Residont #4 was admitted into the facllity on
11#22111. The quarterly minimum data set
completed on 12/28/12 indicated Resident #4
cognitive status was modarately impaired,

A raview of the 24 hour Inftial report submitted to
the healthcare personnel registry (HCPR) by the
sacial worker on 12/21/12 revealed an allegation
of resident abuse. UM #2 investigation statament
dated 12/21112 that was attached to the 24 hour
report indicated that Resident #4 relative reported
to her on the telsphone, that Resident #4 had
informed the relative that the aldes were rough
with her and tried to force her to put clothes on.
As a resull, Resident #4 fought the aldes back.

3.

In-service education will be
conducted by the
Adminlstrator and or
designeg to leadership
staff to ensure
investigation expectations
and policles and
procedures on
investigating and reporting
is clear and compliance is

—achieved—Educationwill
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be-provided to staff by the
Administrator and or
designee to staff to ensure
the policy and procedure
that prohibit
mistreatment, neglect,
abuse and
misappropriation of
resident property to
ensure compliance with
this requirement,
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UM #2's statement indicated upon her entry inte
the room F.{esxdeqt #4 repr_med fo UM #2 that 4. On-going monitoring of
three nursing assistants tried {o force herto go to e .
the bathroom, and that she fought the nursing investigation and reporting
assistanis back hecause they were fighting her. procedures will be
A ravigw of the investigation revealed no 5 day conducted for 90 days to
report submitted to the HCPR. ensiyre compliance with
) ) this requirement. Findings
In an interview.on 3/20/13 at 9:48 am, the_ .
administrator (accompanied by the DON) stated will be reported to the
he expected the § day report to have beon Quality Assurance
submitted 1o the siate agency. . .
committee for review,
In an interview on 3/20/12 at 4:35 pm, the social Policy and procedure that
worker indicated that she faxed the 5 day report rohibit mist
reatment,
S o the statecagencyrwithin theralfotted tme T . 2 . - ,,,jitin_ n L
requirement, neglect, abuse and
misappropriation of
In an interview on 321712 at 2:10 pm, the HCPR \
staff confirmed that there was fio record thata § resident property will be
day report was faxed by the facility. reviewed to ensure meets
F 226 | 483.13(c) DEVELOPAMPLMENT F 226 this requirement.
53=0 | ABUSE/NEGLECT, ETC POLICIES
The facility must develop and implement written a4/17/13
policies and procedures that prohibit
mistreatment, neglact, and abusa of residents
and misappropriation of resident property.
This REQUIREMENT -is not'met as evidenced
by:
Based on record review and staff interviews, the
facility fafled to implement their policy for
submitting a & day report of an allegation of
abusae to the Health Care Personnel Registry for
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1 of 2 sampled residents {Resident #4} and failed
to Implement their pollcy for thoroughly
investigating an allegation of abuse for 1 of 2
sampled residents {Resident #3). The fintings
included:

A review of the facility's policy for reporting
affeged resident abuse dated January 2009 read
in part "A written report must be sent to Health
Care Personnet Sectlon, within five {6] working
days of the date the facility becomes aware of the
alleged incident."

1. Resident #4 was readmitted into the faciiity on
T1422/11. The quarlerly minimum data set
completed on 12/28/12 indicated Resident #4

F226

Invaestigation for residents
#3 has been reviewed and
is completed thoroughly. 5
eday follow up report for
resident #4 is completed
and submitted to the
Health Care personnel
registry.

A review of investigations
including policies and
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A review of the 24 hour initial report submited to
the healthcare parsonnel registry (HCPR) by the
social worker on 12/21/12 revealed an allegaiion
of resident abuse. Unit Manager (UM} #2 -
investigation staterent daled 12/21/12 that was
aftached to the 24 hour report dated 12/21/12
indicated that Resident #4 relafive reporfed over
the telephone to UM #2, that Resident #4 had
informed the relalive that the aides were rough
with her and tried to force her to put clothes on.
As a result, Resident #4 fought the aides back.
UM #2's statement indicated upon her entry into
the room Resident#4 reporied {o UM #2 that
{hree nursing assistants tried fo force herlo go to
the bathroom, and that she fought the nursing .
assistanis back because they were fighling her.

A review of the investigation revealed no & day
repott submitted to the HCPR.

cognitive status was modsrately impaired

procedures procedure that
prohibit mistreatment,
neglect, abuse and
misappropsiation of
resident property will be
conducted to ensure no
other residents have been
affected. A review of
reportable investigations
will be conducted to
ensure timely reporting Is
iIn place,

FORM CMS-2567{02-98) Previous Verslons Obsolste

Event ID:MKEBT

Facly i 623077

If continualion sheet Page 50f 12




DEPARTMENT OF HEALTH AND HUMAN SERVICES

PRINTED: 04/04/2013

FORM APPROVED
CENTERS FOR MEDICARE & MEDICAID SERVICES _ OMB NO. 0938-0391
|~ \TEMENT OF DEFICIENGIES X1} PROVIDER/SUPPLIERICLIA (X2} MULTIPLE CONSTRUGTION {43) DATE SURVEY
T PHANOF CORREGTION IDENTIFICATION NONBER: A BUILHING COMPLETED
C
345434 B.WING 0372012043
MAME OF PROVIDER CR SUPPLIER STREET ADDRESS, CITY, STATFE, ZIP CODE
321 EAST CARVER STREET
CARVER LIVING CENTER
DURHAM, NC 27704
X4y 1D SUMMARY STATEMENT OF DEFICIENCIES 13 PROVIDER'S PLAN OF CORRECTION . X5)
PREFIX (EAGH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX (EACH CORRECTIVE ACTION SHOULI BE COMPLETION
TAG REGULATORY OR LSC IDENTIFYING INFORMATION) TAG CROSS-REFERENCED TO THE APPROPRIATE DATE
DEFIGIENCY}
F 226} Continued From page 6- F 226

J#review of the-faclity’s_policy for investigating

In an interview on 3/20/13 at 9:48 am, the
administrator (accompanied by the DON}) staled
he expected the 5 day report to have been
submitted to the stale agency par the facility
abuse policy.

{n an interview on 3/206/12 at 4;35 pm, the sogial
worker indicated that she faxed the 5 day report
to the state agency within the allotted time
requiremont. The SW indicated no spacific date
that-ihe report was faxed.

In an interview on 3/21/12 at 2:10 pm, the HCPR
staff confirmed that there was no record thata 5
day report was faxed by the facility.

conducted by the

staff to ensure

and policies and
procedures on

3. |In-service education will be

Administrator and or
designee to leadership

investigation expectations

investigating and reporting
is clear and compliance is

alleged resident abuse dated May 2010 read in
part "Allegations of abuse must be investigated
thoroughly. interview personfpersons submitting
complaint andfor witnesses (also potential
witnesses). Obtain written statements and
statement from complainant. Interview all other
staff members as appropriate {one employes,
one hall, one shift, all shifts, as dictated per
situation}, Interview room mate as appropriale.”

2. Resident #3 was admitted info the facility on
1/9/12. The admission minimum data set
completed on 1/21/13 indicated Resident #3
cognitive status was severely impaired.

A raview of the & day working report signed on
3/6/13 by the social werker revealed an allegation
of resident abuse that read in part "Resident #3
states that an aide Is handling him roughly and
threw him on the bed. He also stated that the aide
was pulling on his clothing. Unable to recall date

achieved-—Education will-
be provided to staff by the
Administrator and or
deslgnee to staff to ensure
the policy and procedure
that prohibit
mistreatment, neglect,
abuse and
misappropriation of
resident property to
ensure comphiance with
this requirement.
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or the description of the person he was alleging.”
4. On-going monitoring of
A review of unit manger {UM) #2 investigation investization a s
nd reportin
report of the allegation signed on 3/6/13 indicated nvestigatio ) p &
as part of the investigation she tatked to Resident procedures will be
#3, and that Resident#3 could not give an conducted for 90 days to
accurate description of the afleged person, nor i ith
' could he recall the time of day the incident ensure compliance wi
occurred. The investigation concluded when this requirement. Findings
Resident #3 was questioned by UM #2 if any one will be reported t
: o . o the
had been rough with or hit him? He replied ne. . P
There was no additional investigation material for Quality Assurance
roview from the date that UM #2 signed the committee for review.
i tigation a lated on 3/6/13. \
nvastigation as complaled on Policy and procedure that :
In an inferview on 3/19/13 at 3:40 pm, UM #2 ‘prohibit mistreatment, i
'aCi(nOWE_ﬁ(_ﬁ!g@dthiﬂVBSugaﬁﬂﬂ‘fef?gf_t’_s_i_gnedﬂn i neglect, abuse ghd- -7 I .
3/6/13 that read in part "Resident #3 alleged that giect, o I
a staff member was rough with him during the misappropriation of |
inltial conversatlon, Resident #3 could not give an resident property will be !
accurate description of the person. Resident #3 . dt t
also could not recall the fime of day the incident reviewec to ensure mee
occurred. During the follow up conversation this requirement. .
Resident #3 stated he did not know what 1 (UM
#2) was talking about, when asked if anyone had
been rough with him or had hit him, he tepfied no"
was her investigation of the alleged allegation. 4/17/13
In an interview on 3/20/13 at $:48 am, the
administrator {accompanied by the director of
nuesing (DON) stated that he was the abuse
coordinator. He indicated that he expected UM
#2's investigation to have Included other
residents, staff members that were interviewed,
and any education/in-services that was provided
to the staff since the allegation, as part of the
investigation,
F 323 | 483.25(h) FREE OF ACCIDENT F 323
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The facility must ensure that the resident
environment remains as free of accident hazards
as is possible; and each resident receives
adequate supervision and assistance devices to
prevent accidenis,

This REQUIREMENT is not met as evidenced
by:

Based on resident and staff interviews and
record review, the facility faited o have 2 staff
providing care and avaluate the detalis of the fall

-sothat effectiverinterventions could-be-putin

place to prevent further falls from the bed in one
of three residents {resident #1) reviewad.
Findings included:

Resldent #1 was admitted to the facility on
11115112 with diagnosis of quadriplegia and
selzures.

A review of resident #1's quarterly Minimum Data
Set (MDIS) dated 2/25/13 indicated that he was
cognately. intact with no behaviors and he had
one fall with no injury. This MDS also indicated
that resident #1 required total assistance with 2
staff for bed maobility, ransfers, toileting and
bathing.

A review of resident #1's care plan initiated
11427112 indicated the need for total assistance of
2 staff for bed rmobility, transfers, toileting and
bathing. There was a care plan for falls dated
11/27/12 and updated 1/28/13 to Include 2 staff

F323

members and the
details of any falls

incidents,

risk for falis to be

interventions and

prevent falls.
Appropriate and

1. Resident #2 is receiving
assistance by two staff

being evaluated to
ensure appropriate
interventions are in
place to prevent further

_Acomprehensive
review of residents at -

conducted by 4/12/13
to ensure appropriate

assistance Is in place to:
comprehensive plan of

care will be updated to
prevent further falls.
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assistance for transfars and floor mats at the 3. Education o staff to be
bedside. ‘ completed by Director
A review of the incident report dated #/25/13 of Nursing and or
indicated that-one side was performing resident - designee to ensure
#1's activities of daily living (ADL's) in the bed - idents i d of
when he exparienced a muscle spasm. resigents in need o
Interventions included floor mals at bedside and 2 assist of 2 or more are
person assist during his ADL care, The incident receiving : :
cewving appropriate
report did not indicate that resident #1 had any . & approp
complaints of pain and there was no apparent assistance; and
injury on assessment. The report indicated there education on
was a witness present and that the resident was tine residents at
not interviewed at the time of the fall preventing reslaents a
risk for falls net being
A raview of the physician's progress note dated teft
unattended to
"I H25013 indicated that restdent #1-complainedof - e B R
left shoulder and left hip pain. There was no assure compliance with
swelling or deformity of the left hip or loft this requirement,
shouider. X-Rays were ordered and both were
negative for evidence of fracture.
A review of the nursing notes from 1/26/43 to 4. On-going monitoring of
1129/13 did not reveal any noted concerns relaied fall prevention
to the fall except for some volced pain to his left inte :
. rventions to b
shoulder and [eft hip. ns 1o be 4/17/13
completed for 90 days _
On 3/20/13 at 10:20 AM, resident #1 was to ensure compliance :
observed sitting up in bed. He was experiencing a ith thi . :
muscle spasm fo his Jeft hand, He stated he just wi s requirement.
took medication for relief, Findings will be
reported o
On 3/20/13 at 11:30 AM, the nursing unit P . the O‘{\
manager #1 stated the floor nurse completed the committee for review,
incident report and she completed the guality
assurance form on the fall. She stated all falls
were discussed in the morning meetings and on
this oceaston, mats were added to the bed side
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and resident #1 was changed fo a 2 person assist
for his ADL's. The nussing unit manager #1
stated she did not nolice the witness indicated on
the Incident report nor did she notice that resident
#1 was not questioned. Tha nursing unit manager
#1 stated that at the time of the fall, she thought
that the resident was a 2 person assist for
transfers only,

On 3/20/413 at 11:50 AM, nursing assistant (NA)
#1 staled she was the NA assisting resident #1
on 1/25/13 at the time of his fall. She stated she
complefed his bath and ADL care alone. NA #1
stated she {eft rasident #1 in the middle of the
bed to go fo the doorway to get somecne to help
herget resident #1-out of the-bed. NA#1 stated-

~Hresident #t-ha-arspasm andfofl-off e bed: NA——— =] oo

#1 could not recall it she lowered the bed or put
his side rait up when she lef the bedside. NA #1
stated she thought resident #1 was a 2 person
assist for transfers only. NA#1 staled the staff
was to folfow the care plan in the computer to
know how to care for each resident.

On 3/20/13 at 11:85 AM, the MDS nurse stated
that the aides follow the care plan in the computer
{o know how.to care.for each residenf. The MDS .
nurse stated she updated the fall care plan on
1/28/13 1o include the fioor mats and 2 staff assist
for his ADL's but did not realize he was already
care planned for 2 staff assistance on the ADL
care plan.

On 3/20/13 at 1:20 PM, resident #1 slated that
NA #1 had given him a bath and left him on the
adge of the bed when she went to get help to get
him up out of the bed. Resident #1 stated his
alternating air mattress deflated and he suddenly

F 323
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had a spasm. He stated he fell from the bad ento
the floor. He stated the bed was not In the low
position and his side rall was not engaged. He
stated he was not injured. -

On 3/20/13 at 1:30 PM, the director of nursing
{DON) stated she was aware that NA#1 was in
the room doing ADL care at the time of the
incident. She stated she was told during the
morning masting that resident #1 was on his slide
and stid off the other side of the bed due to a
spasm. She indicated she thought NA #1
witnessed the fall and was not aware that NA #1
left resident #1 on the bed unattended while she
want to the doorway to call for help.

called to the room by NA #1 and witnessed
resident #1 lying on the ficor. She stated she got
the nurse and resldent #1 was assessed before
he was moved. She stated she worked with
rosident# 1 on several occasions and would
ahways get assistance wher she would bathe or
foitet him because he was so stiff in his joints and
that he would somefimes have spasms where he
could not control his movements, NA #2 stated
she followed the care plan in the computer to
know how to care for her assigned resident's,

On 372013 at 3:15 PM, the DON stated she
aftempted to contact the nurse assigned resldent
#1 at the lime of the fall on 1/25/13 but she was
unavallabls for interview. The DON stated her
expactation would be for 2 staff present during
resident #1's ADL care and fransfers. The DON
stated resident #1 should not be left unattended
in the time of the fall.

(OnBR0M3 220 PMNA#Z stated sha-was . oo
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On 3125413 at 10;14 AM, nurse #2 stated on the
day of the fall, NA #2 approached her at her
medication cart and statod resident #1 was on
floor. Upon entering the room, NA #1 stated she
rolled resident #1 over to wash him and he
experianced & spasm. He rolled off the bed onio
the floor batween the wall and bed. Nurse #2
stated resident # 1 was lying on his side and had
no complaints of pain. He wanted 1o be gotten up
off floor to go outside to smeoke. Nurse #2 stated
that resident #1 stated he had a spasm and rolled
off the bed.
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