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The survey team entered the facility on 06/17/24
to conduct a complaint investigation survey and
exited on 06/18/24. Additional information was
obtained offsite on 06/21/24. Therefore, the exit
date was changed to 06/21/24. Event ID#
O05H11. The following intakes were
investigated: NC00218059 and NC00218067.
Intake NC00218059 and NC00218067 resulted in
immediate jeopardy. Three (3) of the 3 complaint
allegations resulted in deficiency.

Past non-compliance was identified at:

CFR 483.12 at tag F600 at a scope and severity
of J.

The tag F600 constituted Substandard Quality of
Care.

Immediate Jeopardy began on 06/12/24 and was
removed on 06/13/24.

A partial extended survey was conducted.
F 600 | Free from Abuse and Neglect F 600
SS=J | CFR(s): 483.12(a)(1)

§483.12 Freedom from Abuse, Neglect, and
Exploitation

The resident has the right to be free from abuse,
neglect, misappropriation of resident property,
and exploitation as defined in this subpart. This
includes but is not limited to freedom from
corporal punishment, involuntary seclusion and
any physical or chemical restraint not required to
treat the resident's medical symptoms.

§483.12(a) The facility must-

LABORATORY DIRECTOR'S OR PROVIDER/SUPPLIER REPRESENTATIVE'S SIGNATURE TITLE (X6) DATE
Electronically Signed 07/08/2024

Any deficiency statement ending with an asterisk (*) denotes a deficiency which the institution may be excused from correcting providing it is determined that
other safeguards provide sufficient protection to the patients . (See instructions.) Except for nursing homes, the findings stated above are disclosable 90 days
following the date of survey whether or not a plan of correction is provided. For nursing homes, the above findings and plans of correction are disclosable 14
days following the date these documents are made available to the facility. If deficiencies are cited, an approved plan of correction is requisite to continued
program participation.
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§483.12(a)(1) Not use verbal, mental, sexual, or
physical abuse, corporal punishment, or
involuntary seclusion;

This REQUIREMENT is not met as evidenced
by:

Based on record review and staff, Law
Enforcement Corporal, and Medical Doctor (MD)
interviews, the facility failed to protect a 100 year
old female resident with severe cognitive
impairment (Resident #2) from sexual abuse by a
42 year old male resident with moderate
impairment in cognition (Resident #1) for 1 of 4
residents reviewed for abuse. Resident #1 was
observed with his shorts/boxers pulled down lying
in bed next to and behind Resident #2, whose
gown was pulled up exposing her breasts and her
brief pulled down between her legs, with the
perceived intention of engaging in sexual activity.
Based upon the reasonable person concept, a
person in Resident #2's position would have
expected to be protected from abuse in their
home environment and non-consensual sexual
activity would have caused psychosocial harm
and trauma such as feelings of fear, anxiety and
humiliation.

Findings included:

Resident #1 was admitted to the facility on
06/03/24 with diagnoses that included
Parkinsonism, Post Traumatic Stress Disorder
(PTSD), and episodic panic disorder.

The admission Minimum Data Set (MDS)
assessment dated 06/06/24 assessed Resident
#1 with moderate impairment in cognition. He
required substantial/maximal assistance with
self-care tasks and transfers and was totally

Past noncompliance: no plan of
correction required.
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dependent with ambulation using a wheelchair.

The discharge MDS assessment dated 06/12/24
assessed Resident #1 as requiring supervision or
touching assistance with wheeling 50 to 150 feet
using a wheelchair and substantial/maximal
assistance with chair/bed-to-chair transfer.

Resident #1 was no longer at the facility and
unable to be interviewed. During a telephone
interview on 06/18/24 at 9:32 AM, the Law
Enforcement Corporal revealed Resident #1 was
arrested on 06/12/24 due to an outstanding
warrant in another county.

Resident #2 was admitted to the facility on
03/21/22 with diagnoses that included Alzheimer's
disease, dementia, and generalized anxiety
disorder.

The quarterly MDS assessment dated 03/04/24
assessed Resident #2 with severe impairment in
cognition. She was usually able to make
self-understood and sometimes understood
others. She required substantial to moderate
assistance with bed mobility such as rolling left to
right and totally dependent with transfers and
ambulation.

Review of a Hospice Care Agreement revealed
hospice services was elected for Resident #2 with
an effective date of 06/06/24.

Review of a nurse progress note dated 06/12/24
at 6:37 AM written by the Director of Nursing
(DON) read in part, at approximately 1:00 AM,
while walking down the hallway, nurse heard
speaking in Resident #2's room and thought it
was the Nurse Aide (NA) in the room. She turned
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and looked in the hallway and noticed the NA was
sitting, so she turned on the light, went in
Resident #2's room and saw Resident #1 in bed
behind her. Resident #2 was lying on her right
side with her arms in front of her, her night gown
was pulled up exposing her breasts and her
diaper was pulled down. Resident #1 was lying
behind Resident #2 with his pants down. Nurse
told him to get up and get out of here. Resident
#1 startled, got up and left the room after pulling
up his pants.

Resident #2 passed away at the facility on
06/15/24.

During an interview on 06/17/24 at 1:34 PM, the
DON stated on the morning of 06/12/24, her
phone had been acting up and she had missed
18 calls from the facility. When she spoke to
Nurse #1 and the Assistant Director of Nursing
(ADON) by phone, she was informed that Nurse
#1 had found Resident #1 in bed with Resident
#2. The DON stated both the Administrator and
ADON were already at the facility when she
arrived at 5:30 AM. The DON explained since
there was so much going on, she assisted Nurse
#1 with completing paperwork and documenting a
progress note in Resident #2's medical record of
the details related to the incident. The DON
stated she did not speak with Resident #1 about
what happened before he was taken into police
custody.

During a telephone interview on 06/17/24 at 9:20
PM, Nurse #1 confirmed she was Resident #2's
assigned nurse during the hours of 7:00 PM to
7:00 AM on 06/11/24 to 06/12/24. Nurse #1
explained Resident #2 had been declining, not
eating or drinking much for a few days, and
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earlier that evening Resident #1 had been
walking throughout the facility and in the
courtyard breezeway per his norm. She recalled
around 12:45 AM the morning of 06/12/24, she
was walking down the hallway toward the front
lobby to get a census off the printer and when she
walked by Resident #2's room, she heard a
"squeaking" sound coming from the room. The
door was half way shut and at first, Nurse #1
thought Nurse Aide (NA) #1 was in Resident #2's
room providing care because Resident #2 would
not be able to move around on her own for the
bed to make that kind of noise but when she
looked back down the hallway, NA #1 was sitting
down. Nurse #1 stated when she opened the
door of the room to check on Resident #2, she
observed Resident #2 lying in bed on her right
side facing the door and Resident #1 was lying on
his right side directly behind Resident #2 also
facing the door, which she described as
"spooning" (where two people lie on their sides
facing the same direction with one person's back
against the other's chest). She explained since
Resident #2 was unable to move on her own,
Resident #1 would have had to have moved
Resident #2 onto her side for them to be in that
position because the last time she had checked
in on Resident #2 around 9:00 PM, she was lying
flat on her back. Nurse #1 recalled Resident #2's
gown was pulled up exposing her breasts, her
brief was pulled down between her legs and
Resident #1's shorts/boxers were also pulled
down. She immediately told Resident #1 to get
up out of the bed and leave the room which
startled him. Nurse #1 stated when Resident #1
stood up, she was so upset she did not notice if
he was aroused or not but she did remember
noticing that he didn't have a dressing on his
coccyx wound as he walked toward the
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wheelchair, started pushing it out of the room and
she had to tell him to pull his shorts/boxers back
up. When Resident #1 left Resident #2's room,
she called for NA #1 and told her to go inform
Resident #1's nurse that he needed to be placed
on one-to-one supervision. Nurse #1 then
assessed Resident #2 who had her eyes open
but was non-verbal, covered her up and then
went to talk the nurse on B Hall where Resident
#2 resided. Nurse #1 explained in her entire
nursing career, she had never witnessed an
incident like this and wanted to talk to the nurse
on B Hall see what she needed to do because
she was so upset. When she got to the B Hall
nurses' station, NA #1 was still there, she spoke
with the nurse and at 12:55 AM they called the
Interim Administrator, DON, ADON, and
Emergency Medical Services (EMS). Nurse #1
stated she and NA #1 then went back to Resident
#2's room and cleaned her up because she had a
bowel movement. Nurse #1 restated Resident
#2's brief was pulled down between her legs and
as they provided her care, she did not notice any
bleeding or bodily fluids but her anus was open
and there was stool in the rectum as if she hadn't
pushed it all out. Nurse #1 stated she never
asked Resident #1 what he was doing in
Resident #2's room and she was not sure if
sexual activity had actually occurred prior to her
entering Resident #2's room but felt the intent
was there based on what she observed when she
turned on the light and startled Resident #1.

During an interview on 06/17/24 at 3:11 PM, NA
#1 could not recall the time but stated it was early
in the morning on 06/12/24 when she had just
come back inside from the courtyard after a
taking a quick break, Nurse #1 was sitting at the
nurses' station and Nurse #1 asked her to go get
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something from the kitchen but then told her
never mind, she (Nurse #1) would go. As they
both started walking up the hallway toward the
front of the building, NA #1 stated she stopped to
sit down in the hall like she always did to keep an
eye on her resident rooms while Nurse #1
continued up the hallway. She recalled it was not
very long after that when she heard Nurse #1
calling her name from the doorway of Resident
#2's room. When she got to Resident #2's room,
Nurse #1 was extremely upset and crying stating
she had found Resident #1 with his boxers pulled
down lying in bed with Resident #2 whose brief
had been torn and pulled down. She stated
Resident #1 had already left the room by the time
she had arrived and Nurse #1 instructed her to go
tell Resident #1's nurse that he needed to be
placed on one-to-one supervision and when she
got to the nurses' station on B Hall to inform the
nurse, Resident #1 was already back on the hall.
While she was at the nurses' station talking to the
nurse, she recalled looking at her watch and it
was 12:56 AM. NA#1 stated she had seen
Resident #1 walking about the facility and in the
courtyard breezeway throughout the night but
never noticed him going into Resident #2's room
or other residents rooms. NA #1 could not recall
the time when she last checked in on Resident #2
but stated it could not have been more than 30
minutes or so before Nurse #1 found Resident #1
in Resident #2's room.

Telephone attempts made on 06/17/24 at 1:08
PM and 06/18/24 at 1:50 PM for an interview with
NA #2 who was assigned to provide Resident
#1's care on 06/11/24 to 06/12/24 were
unsuccessful.

During a telephone interview on 06/17/24 at 12:43

STATEMENT OF DEFICIENCIES (X1) PROVIDER/SUPPLIER/CLIA (X2) MULTIPLE CONSTRUCTION (X3) DATE SURVEY
AND PLAN OF CORRECTION IDENTIFICATION NUMBER: A BUILDING COMPLETED
C
345285 B. WING 06/21/2024
NAME OF PROVIDER OR SUPPLIER STREET ADDRESS, CITY, STATE, ZIP CODE
200 HERITAGE CIRCLE
ACCORDIUS HEALTH AT HENDERSONVILLE
HENDERSONVILLE, NC 28791
(X4) ID SUMMARY STATEMENT OF DEFICIENCIES ID PROVIDER'S PLAN OF CORRECTION (X5)
PREFIX (EACH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX (EACH CORRECTIVE ACTION SHOULD BE COMPLETION
TAG REGULATORY OR LSC IDENTIFYING INFORMATION) TAG CROSS-REFERENCED TO THE APPROPRIATE DATE
DEFICIENCY)
F 600 | Continued From page 6 F 600

FORM CMS-2567(02-99) Previous Versions Obsolete

Event ID: O05H11

Facility ID: 923245

If continuation sheet Page 7 of 33




DEPARTMENT OF HEALTH AND HUMAN SERVICES
CENTERS FOR MEDICARE & MEDICAID SERVICES

PRINTED: 07/15/2024
FORM APPROVED
OMB NO. 0938-0391

PM, Nurse #2 revealed she was Resident #1's
assigned nurse during the hours of 7:00 PM to
7:00 AM on 06/11/24 to 06/12/24. Nurse #2
stated it was her first time providing care to
Resident #1 and was told in nurse report that he
would pull out his Peripherally Inserted Central
Catheter (abbreviated as PICC and refers to a
long, flexible tube inserted into a vein in the arm
that can be used to deliver fluids and/or
intravenous (V) medication), get out of bed and
walk up the hallway with his IV pole. The NAs
also told her that he frequently roamed the
building and out into the courtyard smoking area.
Nurse #3 recalled while she was doing her
medication pass, Resident #1 was following her
down the hall, asked for his medications and she
had him go back to his room to receive his IV
medication. She told him to stay in bed until the
IV medication was completed which would take
approximately 30 minutes. Around 11:30 PM,
she noticed Resident #1 walking up the hallway
with his IV pole, he then left it in the hallway and
started wandering around the hall. Nurse #2
stated during the 3:00 PM to 11:00 PM shift,
Resident #1's assigned NA (could not recall her
name) would report she saw him out in the
courtyard in the smoking area or on the other side
of the facility but no one mentioned anything
about him wandering in and out of other residents
rooms. Nurse #2 stated at one point during the
night, Resident #1 pulled out his PICC and when
she went to check on him, he was lying in his
room. She recalled glancing at her phone and
thought it might have been around 12:50 AM or
so when the nurse from the other side of the
building came and told her that Resident #1 had
been in Resident #2's room and sexually
assaulted Resident #2. Nurse #2 stated she did
not ask Resident #1 about what had been
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reported to her; however, he was placed on
one-to-one monitoring until he was taken out of
the facility by law enforcement.

During an interview on 06/17/24 at 1:48 PM, the
ADON recalled she received a call from Nurse #1
early in the morning of 06/12/24 informing her
that she found Resident #1 exposed from the
waist down lying in bed next to Resident #2
whose breasts were exposed and her brief pulled
down. Nurse #1 also reported she told Resident
#1 to leave the room, watched him walk out and
down the hallway, she then assessed Resident
#2 and Resident #1 was placed on one-to-one
supervision. The ADON stated when she arrived
at the facility around 2:00 AM the Administrator
was already there and had contacted law
enforcement. The ADON stated when she went
into Resident #2's room, she was resting in bed
with her eyes closed, displayed no signs of
distress or pain and staff had already provided
her care and placed her in a clean brief that was
still dry. When she assessed Resident #2's skin,
she observed a small area of redness about the
size of a half dollar on her left buttock but did not
observe any anal tears, bleeding or bodily fluids in
Resident #2's anus (opening where stool exits the
body). She also stated there was no bodily fluids
on the sheets but there was a small spot of dried
blood at the bottom of the bed where Resident
#2's right foot was. The ADON explained
Resident #2 was receiving hospice care and
transitioning (stage of the dying process) and
would not have realized what was going on
because when they repositioned her onto the left
side during her assessment, it didn't phase
Resident #2. The ADON stated EMS and police
officers arrived at the facility around 2:24 AM,
Resident #2 was transported to the hospital by
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EMS and the police officers remained at the
facility to talk with Resident #1. She stated she
left a voicemail for Resident #2's family and then
called Hospice so they could send a nurse to be
with Resident #2 at the hospital since she wasn't
able to get a hold of her family. The ADON
recalled when she spoke to Resident #2's family
later that morning, they were upset when they
were informed what had happened and she
provided them with the numbers to contact the
police officers for more information. The ADON
stated she never did talk to Resident #1 about the
incident because her main focus upon arriving at
the facility was to make sure Resident #2 was
okay. The ADON stated after interviewing
Resident #1, police officers left the facility and not
even an hour later, returned to arrest Resident #1
due to an outstanding warrant.

An Emergency Department (ED) Forensic consult
note for Resident #2 dated 06/12/24 at 3:07 AM
read in part, "anogenital (referring to the anus,
perianal skin and adjacent external genitalia in
women) region assessed with assistance of ED
nurse. No vaginal or rectal bleeding. Laceration
observed 4-5 o'clock (refers to the position of the
laceration in the lining of the anus) anus."

An ED report for Resident #2 dated 06/12/24 at
3:18 AM read in part, "100-year old presenting to
the ED secondary to an alleged sexual assault at
her nursing facility. The alleged perpetrator was
found with his underwear down, naked in bed with
the patient. Sexual Assault Nurse Examiner
(SANE) evaluated the patient and noted a small
skin tear in the rectal area. She needs to receive
permission from the patient's Power of Attorney
(POA) before moving forward with any sort of
assault kit. At time of sign out, patient is pending
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ongoing SANE evaluation."

An ED Forensic Consult Note for Resident #2
dated 06/12/24 at 3:00 PM read in part, "family
arrived to patient's room at 11:00 AM. POA
provided consent for forensic exam, photos,
Sexual Assault Kit (SAK) evidence collection and
Sexually Transmitted Infection (STI) testing.
Patient tolerated exam well. Report made with
the County Sheriff's office and update given to
Medical Doctor."

An ED physician report for Resident #2 dated
06/12/24 at 2:12 PM read in part, "Resident #2
was seen by the SANE. The family did opt for a
forensic exam which has been completed. They
did not want any antibiotic administration but did
agree with blood testing. The patient is now
ready to be discharged back to the skilled nursing
facility."

During a telephone interview on 06/18/24 at 9:32
AM, the Law Enforcement Corporal revealed in
addition to the responding police officers, she
also interviewed Resident #1 about the incident
involving Resident #2 on 06/12/24 and his
statements were inconsistent. The Law
Enforcement Corporal stated she knew Resident
#1 did not reside on the same hall as Resident #2
and when she asked him why he was on
Resident #2's hall, he stated he was going to the
kitchen to get a snack and as he was going by
Resident #2's room, he at first he stated he heard
Resident #2 yell "help" but then changed and said
he heard her yell. Resident #1 told her that he
went into Resident #2's room to help her but
couldn't understand her and as he was going
back out of the room to get a nurse, the nurse
walked in and started yelling at him. When she
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asked him about the nurse reporting he was in
bed with Resident #2 without his shorts/boxers on
and spooning her, he denied that happening and
stated the nurse was trying to get him out of the
facility because she did not like him. She asked
Resident #1 point blank if he touched Resident
#2's vagina, breasts or penetrated her and he
denied it all stating he did not touch or penetrate
Resident #2. The Law Enforcement Corporal
pulled up the responding police officers reports
which noted Resident #1 told one of the police
officers at the scene that he heard Resident #2
holler for help and as soon as he entered her
room a nurse came in behind him. However,
Resident #1 told the other police officer at the
scene that he had gone to the kitchen to get a
fudge round but then decided he didn't want a
snack, there was an extra wheelchair in the
kitchen so he got the wheelchair and rolled down
the hall and was about 10 feet from Resident #2's
room when she yelled for help. Resident #1
stated when he went into Resident #2's room, he
was in between the doorway and her bed, she
wasn't talking very well and he couldn't
understand her. Resident #1 was asked how he
knew Resident #2 needed help and Resident #1
gave conflicting responses. He first stated you
could just tell because she was lying on her back
with her feet hanging off the side of the bed
toward the door, then he said she was lying with
her legs off the side of the bed toward the window
and then said she was lying at the bottom of the
bed and he pulled her up. Resident #1 also told
the responding police officer he never touched
her or tried to get her up. The Law Enforcement
Corporal stated during all of the interviews,
Resident #1 never would admit to being in the
bed with Resident #2 or doing anything to her.
She stated she never observed Resident #2's bed
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sheets that the responding police officers
collected while on scene but they did note in their
report there was blood that was brownish in color
on the bed sheets; however, she stated it was
possible that it was stool because Nurse #1 had
indicated in her interview that Resident #2 had a
bowel movement. The Law Enforcement
Corporal stated Resident #2 did have a forensic
examination at the hospital and the nurse
examiner stated that Resident #2 had a rectal
tear but the nurse examiner could not say for
certain if the rectal tear was caused by
penetration or a rough wipe as she was being
cleaned due to her fragile skin.

During a telephone interview on 06/17/24 at 5:07
PM, the facility's Medical Doctor (MD) revealed
he was informed of the incident that occurred
between Resident #1 and Resident #2 on
06/12/24. He stated Resident #2 was receiving
hospice services due to failure to thrive. When
asked about the rectal tear as noted in the ED
records, the MD stated the only thing he could
think of that could cause a rectal tear other than
penetration, would be a very hard stool that
someone was straining to pass due to
constipation. The MD stated he did not think
wiping someone hard/rough would cause a rectal
tear.

During an interview on 06/17/24 at 2:40 PM, the
Administrator revealed he had only been
employed approximately a week and a half when
he received a call from the Interim Administrator
on 06/12/24 at 1:30 AM informing him of the
incident involving Resident #1 and Resident #2.
He arrived at the facility around 2:00 AM,
immediately notified law enforcement and police
officers arrived at the facility to start their
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investigation. The Administrator recalled being
told that Nurse #1 heard a sound coming from
Resident #2's room and when she entered the
room both Resident #1 and Resident #2 were
lying on the bed, he had his shorts/boxers pulled
down, her brief was off and Nurse #1 told
Resident #1 to leave the room. The Administrator
stated he did not talk with Resident #1 about what
had happened, he just went down to Resident
#1's room to ensure he was on one-to-one
supervision, checked on Resident #2 to ensure
she was ok and comfortable and then started an
investigation which included completing and
submitting the initial report to the Department of
Health Service Regulation.

The Administrator was notified of Immediate
Jeopardy on 06/18/24 at 11:12 AM.

The facility provided the following corrective
action plan with a completion date of 6/13/24.

Address how corrective action will be
accomplished for those residents found to have
been affected by the deficient practice:

The facility failed to protect a resident's right to be
free from alleged sexual abuse on 6/12/24 at
approximately 1:00 am when Resident #1 was
observed by Licensed Nurse (LN) #1 lying in bed
with Resident #2. Resident #1's shorts were
observed down around his knees and Resident
#2's gown was raised exposing her breasts and
her brief was open. Resident #1 was immediately
removed from Resident #2's room and returned
to his room where he was placed on 1:1 staff
supervision to ensure all residents safety. Timely
notifications then made to Administrator who
ensured appropriate reporting requirements were
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made to the North Carolina Department of Health
and Human Services (NC DHHS) agency, local
police department and Adult Protective Services
(APS).

At approximately 1:00 am, Resident #2 was
assessed by LN #1 for signs of injury and no
concerns were noted. Stool was noted in brief
and around anus and Nurse Aide (NA) #1 then
assisted LN #1 with incontinence care. There
was no bruising, bleeding or unusual bodily fluids
noted. The Assistant Director of Nursing (ADON)
completed a Psychosocial Assessment and no
signs of mental anguish were identified.
Emergency Medical Services (EMS) was called at
2:10 am and Resident #1 was resting quietly in
bed with eyes closed at 2:24 am upon arrival and
transport to the hospital for further examination.
Director of Nursing (DON) and ADON report the
sheets were taken by the police for further
investigation. Rape kit test was performed at the
Emergency Room (ER) after consent of family
and has not yet resulted.

At 2:24 am, police arrived to interview staff and
Resident #1 and prior to departing the facility at
4:50 am, the officers informed the Administrator
and ADON that Resident #1 denied the allegation
of sexual abuse and provided four various
versions of the incident and could not issue a
warrant as a result. The officers instructed the
Administrator and ADON to refrain from
interviewing Resident #1 and to notify staff to
avoid asking questions to Resident #1 pertaining
to the allegation and to document word-for-word
anything that Resident #1 may verbalize. Staff
continued with 1:1 supervision and at 5:55 am,
officers returned to the facility and transported
Resident #1 to Henderson County jail with a
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previous, unrelated warrant for arrest. Resident
#1 did not communicate while on 1:1 supervision.

Address how the facility will identify other
residents having the potential to be affected by
the same deficient practice:

On 6/12/24, the Quality Assurance Process
Improvement (QAPI) Committee (Administrator,
Director of Nursing (DON), Regional Director of
Clinical Services (RDCS), Social Worker (SW),
Vice President of Operations (VPO), Vice
President of Clinical and Quality (VPCQ) and
Medical Director (MD) held an Ad Hoc meeting to
discuss root cause analysis of the facility's failure
to protect a resident right to be free from sexual
abuse. Root cause analysis determined that LN
#2 failed to respond to and recognize that the
wandering behaviors of Resident #1 was a
potential indication of a high-risk behavior for
abuse towards others. Determination was made
based on LN#2 failure to recognize and respond
per the facility Abuse, Neglect and Exploitation
Policy. During the meeting, current facility
residents were reviewed by the QAPI Committee
to identify residents exhibiting behaviors that pose
a high risk for abuse to other residents to ensure
residents have an appropriate plan of care in
place.

Effective 6/12/24, the Social Worker (SW)
completed abuse questionnaires and abuse
education with cognitively intact residents to
ensure all other residents were free from abuse
and to ensure understanding of what constitutes
abuse and who to report abuse to without fear of
retaliation. No additional concerns identified.

Effective 6/12/24, the DON and ADON completed
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abuse audits on cognitively impaired residents to
identify any signs physical signs of abuse such as
unusual bruising, bleeding, or new skin concerns
and to identify any signs of mental anguish or
pain such as tearfulness, withdrawal, fear,
grimacing, etc. No additional concerns observed.

Effective 6/12/24, the Regional Director of Clinical
Services (RDCS) and DON completed abuse
questionnaires with all facility and agency staff on
the Abuse, Neglect and Exploitation Policy ensure
all other residents are free from abuse and to
validate competency and understanding of the
facility abuse policy.

Address what measures the facility will put into
place or systematic changes made to ensure that
the deficient practice will not recur:

Effective 6/12/24, all current facility staff and
agency staff were in-serviced on the Abuse,
Neglect and Exploitation Policy by the Regional
Director of Clinical Services, Director of Nursing,
Social Worker and Administrator. Training topics
included 1) prohibiting, preventing and
recognizing what constitutes abuse (Examples
included; resident, staff or family report of abuse,
physical marks such as bruises appearing as
hand or belt marks, injury of unknown source,
sudden unexplained changes in behavior such as
withdrawal from care, fear of certain persons or
expressions of guilt or shame), 2) recognizing,
appropriately responding to and understanding
behavioral symptoms of residents that may
increase the risk of abuse such as aggressive
wandering or elopement, resistance to care,
outbursts, yelling, difficulty adjusting to new
routines or staff and 3) that there is zero
tolerance for resident abuse in the facility. Newly
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hired facility and agency staff and staff not
receiving education by 6/12/24, will receive
education prior to first worked shift by the DON,
ADON, Staff Development Coordinator (SDC) or
Unit Manager (UM).

Effective 6/12/24, the daily schedule will be
monitored for newly hired facility or agency staff
to ensure completion of abuse education and
validation prior to first shift worked. An
orientation checklist will be completed for
documentation. Education and validation will be
completed by the DON, ADON, SDC or UM and
monitoring of completion will be tracked by the
SDC utilizing the Master Education Log. An
in-service was completed by the Vice President of
Clinical and Quality Assurance (VPCQA) on
6/12/24 with the DON, ADON, SDC and UMs on
their responsibilities related the education,
validation and tracking of the Abuse policy with
facility and agency staff. Newly hired DON,
ADON, SDC and UMs will receive education as
above prior to first shift worked.

Effective 6/12/24, the facility will no longer admit
new residents under fifty-five (55) or those with a
homeless status without Ascent Governing Body
approval. Education was provided by the Vice
President of Operations (VPO) to the
Administrator, DON and Admissions Coordinator
on the updated admission screening process to
reduce the risk of abuse to others. Newly hired
Administrators, DONs and Admissions
Coordinators will receive education prior to first
shift worked.

Include how the facility plans to monitor its
performance to make sure that the solutions are
sustained:
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Effective 6/12/24, the DON, ADON, UM or SW
will complete abuse questionnaires with facility
and agency staff to validate understanding of the
Abuse, Neglect and Exploitation Policy and to
identify and prevent resident abuse and to ensure
understanding that the facility has zero tolerance
for resident abuse. Monitoring will be completed
with five random staff daily for 1 week, then three
times weekly for four weeks, then twice weekly
for four weeks, then once weekly for four weeks,
then monthly for three months.

Effective 6/12/24, the Administrator or SW will
complete abuse questionnaires with five
cognitively intact residents to validate
understanding of the Abuse, Neglect and
Exploitation Policy and to residents are free from
abuse. Monitoring will be completed daily for one
week, then three times weekly for four weeks,
then twice weekly for four weeks, then once
weekly for four weeks, then monthly for three
months.

Effective 6/12/24, the DON, ADON, SDC or UMs
will complete abuse audits with five cognitively
impaired residents to ensure there are no
physical or emotional signs of abuse. Monitoring
will be completed daily for one week, then three
times weekly for four weeks, then twice weekly
for four weeks, then once weekly for four weeks,
then monthly for three months.

Effective 6/12/24, The Administrator, DON or SW
will make rounding observations to identify high
risk resident behaviors, proper staff identification
and response to behaviors, and to ensure
residents remain free from abuse. Monitoring will
be completed daily for one week, then three times

FORM CMS-2567(02-99) Previous Versions Obsolete Event ID: O05H11 Facility ID: 923245 If continuation sheet Page 19 of 33



DEPARTMENT OF HEALTH AND HUMAN SERVICES
CENTERS FOR MEDICARE & MEDICAID SERVICES

PRINTED: 07/15/2024
FORM APPROVED
OMB NO. 0938-0391

weekly for four weeks, then twice weekly for four
weeks, then once weekly for four weeks, then
monthly for three months.

Effective 6/12/24, RDO, VPCQA or RDCS wiill
review Abuse allegations, adherence to the
updated admission screening process and the
facility corrective action plan to validate
compliance and to ensure the abuse policy is
being followed and residents remain free abuse.
Monitoring will be completed weekly for twelve
weeks.

Results of monitoring will be presented by the
Administrator with the QAPI Committee during
monthly QAPI meetings to ensure effectiveness
of the facilities corrective action plan to ensure
residents are free from abuse and to ensure that
staff have a clear understanding of the Abuse
policy which includes the prohibition, prevention,
recognition, zero tolerance for and importance of
the preservation of potential evidence in the event
of an abuse investigation. Changes will be made
to the corrective plan as necessary to ensure
residents are free from abuse.

Alleged date of jeopardy removal: 6/13/24
Date of Completion: 6/13/24

On 06/18/24, the facility's corrective action plan
was validated by the following: Staff interviews
revealed they had received education on the
facility's Abuse policy and procedure which
included the types of abuse, recognizing and
understanding behavioral symptoms of abuse,
residents' right to be free from abuse, and to
immediately report any concerns of abuse to their
immediate supervisor, DON, and/or
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Administrator. Review of the attendance sign-in
sheets revealed staff education was completed
on 06/12/24. Skin assessments were conducted
on all cognitively impaired residents with no
concerns identified. Alert and oriented residents
were interviewed who all reported they felt safe at
the facility, had not been touched inappropriately,
were aware of their rights to be free from abuse
and knew how/who to report any concerns. Staff
abuse questionnaires were completed by all
facility staff on 06/12/24 with no concerns
reported. Audits and Monitoring tools were
reviewed through 06/18/24 with no identified
concerns noted and were completed as outlined
in the facility's credible allegation. The
completion date of 06/13/24 was validated.

F 607 | Develop/Implement Abuse/Neglect Policies F 607
SS=D | CFR(s): 483.12(b)(1)-(5)(ii)(iii)

§483.12(b) The facility must develop and
implement written policies and procedures that:

§483.12(b)(1) Prohibit and prevent abuse,
neglect, and exploitation of residents and
misappropriation of resident property,

§483.12(b)(2) Establish policies and procedures
to investigate any such allegations, and

§483.12(b)(3) Include training as required at
paragraph §483.95,

§483.12(b)(4) Establish coordination with the
QAPI program required under §483.75.

§483.12(b)(5) Ensure reporting of crimes
occurring in federally-funded long-term care
facilities in accordance with section 1150B of the
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Act. The policies and procedures must include
but are not limited to the following elements.

§483.12(b)(5)(ii) Posting a conspicuous notice of
employee rights, as defined at section 1150B(d)
(3) of the Act.

§483.12(b)(5)(iii) Prohibiting and preventing
retaliation, as defined at section 1150B(d)(1) and
(2) of the Act.

This REQUIREMENT is not met as evidenced
by:

Based on record review and staff interviews, the
facility failed to implement their abuse policy and
procedures in the areas of employee training and
investigation by not preserving evidence that
could be used in a sexual assault allegation.
Nurse #1 and Nurse Aide #1 provided incontinent
care to a 100 year old female resident with
severe impairment in cognition (Resident #2) and
disposed of the brief after finding a 42 year old
male resident with moderate impairment in
cognition (Resident #1) with his short/boxers
pulled down lying in bed up close and behind the
female resident with the perceived intention of
engaging in sexual activity. This deficient
practice affected 1 of 4 residents reviewed for
abuse.

Findings included:

The facility policy titled "Abuse, Neglect and
Exploitation" with a revised date of 03/02/23 read
in part, "It is the policy of this facility to provide
protections for the health, welfare and rights of
each resident by developing and implementing
written policies and procedures that prohibit and
prevent abuse, neglect, exploitation and
misappropriation of resident property.

Past noncompliance: no plan of
correction required.
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Investigation: B. 2) Exercising caution in handling
evidence that could be used in a criminal
investigation (e.g., not tampering or destroying
evidence."

Resident #1 was admitted to the facility on
06/03/24 with diagnoses that included
Parkinsonism, Post Traumatic Stress Disorder
(PTSD), and episodic panic disorder.

The admission Minimum Data Set (MDS) dated
06/06/24 assessed Resident #1 with moderate
impairment in cognition.

Resident #2 was admitted to the facility on
03/21/22 with diagnoses that included Alzheimer's
disease, dementia, and generalized anxiety
disorder.

The quarterly MDS assessment dated 03/04/24
assessed Resident #2 with severe impairment in
cognition.

Review of the initial investigative report submitted
by the facility to the Division of Health Service
Regulation (DHSR) noted an allegation type of
resident abuse involving Resident #1 and
Resident #2 on 06/12/24 and read in part,
Resident #1 was found lying in bed behind
Resident #2 with his pants down and Resident
#2's brief was torn in the back. Resident #1 was
immediately removed from Resident #2's room
and placed on one-to-one staff supervision. It
was noted the facility was made aware of the
allegation on 06/12/24 at 1:30 AM, the initial
report was submitted to DHSR via fax
transmission on 06/12/24 at 3:31 AM and law
enforcement was notified.

During an interview on 06/17/24 at 1:48 PM, the
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ADON recalled she received a call from Nurse #1
early in the morning of 06/12/24 informing her
that she found Resident #1 exposed from the
waist down lying in bed next to Resident #2
whose breasts were exposed and her brief pulled
down. Nurse #1 also reported she told Resident
#1 to leave the room, watched him walk out and
down the hallway, she then assessed Resident
#2 and Resident #1 was placed on one-to-one
supervision. The ADON stated when she arrived
at the facility around 2:00 AM staff had already
provided her care and placed her in a clean brief
that was still dry.

During an interview on 06/17/24 at 3:11 PM, NA
#1 confirmed on 06/12/24 she and Nurse #1
provided incontinence care to Resident #2 after
Nurse #1 found Resident #1 lying next to her in
bed with his shorts/boxers pulled down. NA #1
stated Resident #2 had a bowel movement, so
they cleaned her up and then discarded the brief.
NA #1 stated they just wanted to make sure
Resident #2 was clean and dry to maintain her
dignity before she was sent out to the hospital like
they always did and just did not think about
preserving potential evidence of a sexual assault.

During a telephone interview on 06/17/24 at 9:20
PM, Nurse #1 recalled around 12:45 AM the
morning of 06/12/24, she was walking down the
hallway toward the front lobby to get a census off
the printer and when she walked by Resident #2's
room, she heard a "squeaking" sound coming
from the room. The door was half way shut and
when she opened the door of the room to check
on Resident #2, she observed Resident #2 lying
in bed on her right side facing the door and
Resident #1 was lying on his right side directly
behind Resident #2 also facing the door, which
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she described as "spooning" (where two people
lie on their sides facing the same direction with
one person's back against the other's chest).
Nurse #1 recalled Resident #2's gown was pulled
up exposing her breasts, her brief was pulled
down between her legs and Resident #1's
shorts/boxers were also pulled down. She
immediately told Resident #1 to get up out of the
bed and leave the room which startled him.
Nurse #1 stated after Resident #1 was placed on
one-to-one supervision and Administration was
notified of the incident, she and NA #1 provided
incontinent care to Resident #2, cleaned her up
and discarded her brief. Nurse #1 stated at the
time she was so upset over what she had
observed she didn't even think about preserving
the evidence of a possible sexual assault. She
stated Resident #2 had a bowel movement and
she just wanted to make sure Resident #2 was
cleaned up before she was sent out to the
hospital for an evaluation.

During an interview on 06/18/24 at 04:27 PM, the
Administrator explained Nurse #1 and NA #1 had
never been exposed to that type of incident
before and just wanted to maintain Resident #2's
dignity. The Administrator stated although he
understood why Nurse #1 and NA #1 cleaned up
Resident #2 prior to her being sent out to the
hospital for an evaluation, they should have
followed the facility's abuse policy related to not
tampering with the evidence.

The facility provided the following Corrective
Action Plan with a completion date of 06/13/24:

Address how corrective action will be
accomplished for those residents found to have
been affected by the deficient practice:
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The facility failed to protect the integrity of an
investigation and exercise caution in handling
evidence that could be used in a criminal
investigation when Licensed Nurse (LN) #1 and
Nurse Aide (NA) #1 provided incontinence care to
Resident #2 after Resident #1 was found with his
shorts pulled down lying in bed next to Resident
#2 whose brief had also been pulled down and
gown raised exposing her breasts.

Resident #1 was immediately removed from
Resident #2 and returned to his room where he
was on 1:1 staff supervision until escorted by
police from the facility at 5:55am. Timely
notifications made to Administrator who ensured
appropriate reporting requirements were made to
the North Carolina Department of Health and
Human Services (NC DHHS) agency, local police
department and Adult Protective Services (APS).

At approximately 1:00 am, Resident #2 was
assessed by LN #1 for signs of injury or harm and
no concerns were noted. Stool was noted in brief
and around anus and NA #1 then assisted LN #1
with incontinence care. There was no reports of
bruising, bleeding or unusual bodily fluids noted
and perineal area was of normal findings. The
Assistant Director of Nursing (ADON) completed
a Psychosocial Assessment and no signs of
mental anguish were identified and resident at
baseline. Emergency Medical Services (EMS)
was called at 2:20bam and Resident #1 was
resting quietly in bed with eyes closed at 2:24 am
upon arrival and then transported to the hospital
for further examination. The Director of Nursing
(DON) and ADON report the sheets were taken
by the police for further investigation. Rape kit
test was performed at the hospital after consent
of obtained by family and results pending.
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Address how the facility will identify other
residents having the potential to be affected by
the same deficient practice:

On 6/12/24, the Quality Assurance Process
Improvement (QAPI) Committee (Administrator,
Director of Nursing (DON), Regional Director of
Clinical Services (RDCS), Social Worker (SW),
Vice President of Operations (VPO), Vice
President of Clinical and Quality (VPCQ) and
Medical Director (MD) held an Ad Hoc meeting to
discuss root cause analysis of the facility's failure
to exercise caution when handling evidence that
could be relevant to the necessary investigation.
Root cause analysis determined that staff were
acting out of dignity and respect for Resident #2,
when they provided incontinence care prior to
transfer to hospital and did not recognize that
they could be unintentionally tampering with
evidence. This relates to the facilities' failure to
implement an effective Abuse policy to include
proper securement of evidence during an
investigation.

On 6/12/24, the Vice President of Operations
(VPO) reviewed facilities last six months of
resident abuse allegations to identify any potential
evidence tampering. No concerns were
identified.

Address what measures the facility will put into
place or systematic changes made to ensure that
the deficient practice will not recur:

Effective 6/12/24, all current facility staff and
agency staff were in-serviced on the Abuse,
Neglect and Exploitation Policy by the Regional
Director of Clinical Services, Director of Nursing,
Social Worker and Administrator. Training topics
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included 1) prohibiting, preventing and
recognizing what constitutes abuse (Examples
included; resident, staff or family report of abuse,
physical marks such as bruises appearing as
hand or belt marks, injury of unknown source,
sudden unexplained changes in behavior such as
withdrawal from care, fear of certain persons or
expressions of guilt or shame), 2) recognizing,
appropriately responding to and understanding
behavioral symptoms of residents that may
increase the risk of abuse such as aggressive
wandering or elopement, resistance to care,
outbursts, yelling, difficulty adjusting to new
routines or staff and 3) that there is zero
tolerance for resident abuse in the facility. 4) that
staff must exercise caution in handling potential
evidence that could be used in a criminal
investigation (e.g., not tampering or destroying
evidence) with examples such as washing linens,
bathing a resident, providing incontinence care,
etc. Newly hired facility and agency staff and
staff not receiving education by 6/12/24, will
receive education prior to first worked shift by the
DON, ADON, Staff Development Coordinator
(SDC) or Unit Manager (UM).

Effective 6/12/24, the daily schedule will be
monitored for newly hired facility or agency staff
to ensure completion of abuse education and
validation prior to first shift worked. An
orientation checklist will be completed for
documentation. Education and validation will be
completed by the DON, ADON, SDC or UM and
monitoring of completion will be tracked by the
SDC utilizing the Master Education Log. An
in-service was completed by the Vice President of
Clinical and Quality (VPCQ) on 6/12/24 with the
DON, ADON, SDC and UMs on their
responsibilities related the education, validation
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and tracking of the Abuse policy with facility and
agency staff. Newly hired DON, ADON, SDC and
UMs will receive education as above prior to first
shift worked.

Effective 6/12/24, the SDC or designated licensed
nurse will review completion of abuse training
with validation of staff understanding before
allowing agency staff to work their first shift at the
facility.

Include how the facility plans to monitor its
performance to make sure that the solutions are
sustained:

Effective 6/12/24, the DON, ADON, UM or SW
will complete abuse questionnaires with facility
and agency staff to validate understanding of the
Abuse, Neglect and Exploitation Policy and to
identify and prevent resident abuse and to ensure
understanding that the facility has zero tolerance
for resident abuse. Monitoring will be completed
daily for 1 week, then three times weekly for four
weeks, then twice weekly for four weeks, then
once weekly for four weeks, then monthly for
three months.

Effective 6/12/24, RDO, VPCQA or Regional
Director of Clinical Services (RDCS) will review
abuse allegations and the facilities corrective
action plans to ensure the abuse policy being
followed, including the preservation of potential
evidence. Monitoring will be completed weekly
for twelve weeks.

Results of monitoring will be presented by the
Administrator with the QAP| Committee during
monthly QAPI meetings to ensure effectiveness
of the facilities corrective action plan to ensure
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residents are free from abuse and to ensure that
staff have a clear understanding of the Abuse
policy which includes the prohibition, prevention,
recognition, zero tolerance for and importance of
the preservation of potential evidence in the event
of an abuse investigation. Changes will be made
to the corrective plan as necessary to ensure
residents are free from abuse.

Completion Date: 6/13/24

On 06/18/24, the facility's corrective action plan
was validated by the following: Staff interviews
revealed they had received education on the
facility's Abuse policy and procedure which
included the types of abuse, recognizing and
understanding behavioral symptoms of abuse,
residents' right to be free from abuse, and to
immediately report any concerns of abuse to their
immediate supervisor, DON, and/or
Administrator. In addition, staff were able to
verbalize what to do in the case of potential
sexual abuse, specifically not tampering with or
disposing of evidence. Review of the attendance
sign-in sheets revealed staff education was
completed on 06/12/24. Staff abuse
questionnaires were completed by all facility staff
on 06/12/24 with no concerns reported. A Root
Cause Analysis was completed on 06/12/24
which included the 5-Why's and noted the facility
failed to follow their abuse policy by not
exercising caution when handling evidence that
could be relevant to the necessary investigation.
Audits and Monitoring tools were reviewed
through 06/18/24 with no identified concerns
noted and were completed as outlined in the
facility's corrective action plan. The removal date
of 06/13/24 was validated.
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SS=C | CFR(s): 483.70(p)(1)(2)

§483.70(p) Social worker.

Any facility with more than 120 beds must employ
a qualified social worker on a full-time basis. A
qualified social worker is:

§483.70(p)(1) An individual with a minimum of a
bachelor's degree in social work or a bachelor's
degree in a human services field including, but
not limited to, sociology, gerontology, special
education, rehabilitation counseling, and
psychology; and

§483.70(p)(2) One year of supervised social work
experience in a health care setting working
directly with individuals.

This REQUIREMENT is not met as evidenced

by:

Based on record review and staff interviews, the 1. The facility failed to employ a Social
facility failed to employ a Social Worker (SW) Worker (SW) who had a minimum of a
who had a minimum of a bachelor's degree in bachelor's degree in social work or human
social work or human services field when the services field when the skilled nursing
skilled nursing facility had 134 certified beds. facility had 134 certified beds. The facility

posted a Social Services Director position

Findings included: on facility hiring platform on 6/28/2024 to

ensure we employee a qualified social

Review of the facility's Social Services Director worker to provide oversight on a full-time
job description revealed the job requirements basis to the facility social worker. The job
included a bachelor's degree in social work, posting renews every 30 days and
sociology, psychology or a bachelor's degree in a remains posted until the facility fills the
human services field including but not limited to position.
sociology, special education, rehabilitation
counseling, psychology and one year of 2. All residents are at risk of being
supervised social work experience in a health affected by the deficient practice. On
care setting working directly with individuals. 7/1/24 the Administrator and Admissions

Coordinator interviewed residents to

During a telephone interview on 06/21/24 at 11:25 ensure their social work needs were being
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AM, the SW revealed she had started her
employment at the facility on 06/05/24 as the
facility's full-time SW. She verified that did not
have a degree in social work but had an
associate's degree in medical billing and coding.
She explained she had worked in the SW position
of other facilities for over 10 years but they had
been facilities with less than 120 beds.

During a telephone interview on 06/21/24 at 11:28
AM, the Administrator revealed he had just
started at the facility approximately 3 weeks ago
and was still getting acclimated to the position.
He stated that he was aware of the regulation
related to employing a qualified SW full-time and
it had had just been brought to his attention that
the facility's SW did not have a bachelor's degree
in social work or human service field. He stated
there had been no discussions on how to address
the issue thus far but they would be working on a
plan.

During a telephone interview on 06/21/24 at 12:45
PM, the Vice President of Operations (VPO)
stated when they were recruiting for the SW
position, they had a hard time finding applicants
to fill the position. The VPO stated they made the
decision to hire the SW without the necessary
degree because the Administrator at the facility
had a bachelor's degree in a human service field
as well as they had a full-time SW at a sister
facility approximately 30 minutes away who had a
master's degree in social work and both could
provide the facility SW with supervision and
support.

met. No residents voiced any concerns.

3. The Regional Director of Nursing
educated Administrator and Director of
Nursing on Centers of Medicare and
Medicaid requirements to employee a
qualified social worker if the facility is
certified for greater than 120 beds on
7/1/24. Newly hired Administrators and
Directors of Nursing will be educated
upon hire. The facility is actively
interviewing candidates and has a second
interview scheduled for 7/10/24. During
the time the facility is actively recruiting
candidates, the facility Administrator who
holds a bachelor's degree in psychology
will be providing oversight and support to
the current facility social worker daily. The
Regional Social Services Director will be
providing support and oversight as
needed to ensure the residents have
needs met.

4. The administrator or designee will
complete an audit of 5 residents to ensure
social work needs are being met 2 times
weekly for four (4) weeks, then weekly x's
four (4) weeks, then bi-weekly x's four (4)
weeks. The administrator or designee will
complete an audit to ensure qualified
social services oversite is in place 2 times
weekly for four (4) weeks, then weekly x's
four (4) weeks, then bi-weekly x's four (4)
weeks. The facility will monitor its
corrective actions to ensure that the
deficient practice is corrected and will not
recur by reviewing information collected
during audits and reporting to Quality
Assurance Performance Improvement
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Committee. Data will be brought by the
Administrator to review in Quality
Assurance Performance Improvement
meetings for 3 months and changes will
be made to the plan as necessary to
maintain compliance.

5. Date of Compliance: 7/9/24
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