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W 000 INITIAL COMMENTS W 000

 A complaint survey was completed on August 16, 
2023 for intake #NC00205844 and NC00205857.  
The complaints were substantiated and 
deficiencies were cited for intake #NC00205844.

 

W 149 STAFF TREATMENT OF CLIENTS
CFR(s): 483.420(d)(1)

The facility must develop and implement written 
policies and procedures that prohibit 
mistreatment, neglect or abuse of the client.
This STANDARD  is not met as evidenced by:

W 149

 Based on record review and interview the facility 
failed to ensure it's policy to protect from harm or 
neglect was implemented for 1 of 2 audit client 
(#1). The finding is:

Review on 8/16/23 of client #1's incident report 
dated 4/7/23 revealed a change in resident's skin 
condition "upon assessment, purple and blue 
bruise noted to resident's right eyelid crease only 
sclera intact and clear, no inflamed spider 
vessels noted to eye, surrounding eye structures 
intact with normal pallor and turgor, no physical 
signs of pain or discomfort when bruise palpated, 
first aid not required at this time." 

Further review of client #1's incident reported 
dated 4/9/23 revealed Nursing was notified of a 
new skin condition on resident. "upon 
assessment , purple and black bruise observed to 
[client #1] upper right skull near hairline. Skin 
surface intact with reddened area noted in the 
center of the bruise.

Review on 8/16/23 of the facility's T-Log Details 
dated 4/9/23 at 1:16am revealed "11pm-7am- 
received report and was informed that [client#1] 
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W 149 Continued From page 1 W 149
has a bruise on right eye lid. I have checking on 
the site throughout shift. There is no signs of 
redness or swelling." Further review of T-Log 
Details dated 4/9/23 at 5:47pm revealed 
"7am-11pm Mother concerned about the bruised 
rt eyelid and a quarter size bruise noted on upper 
right side of forehead, just above the bruised 
eyelid, that happened last week. Bruises are 
purple in color skin intact..."

Review on 8/16/23 of the facility's Protection from 
Harm, Abuse, Neglect, or Exploitation in All 
Programs Procedure "7. any employee of TLC 
who witnesses or has knowledge of a violation of 
abuse/neglect/exploitation or of an accidental 
injury to a client shall immediately report the 
violation/injury to their supervisor ..."

Interview on 8/16/23 the Clinical Director of 
Nursing revealed she was aware that the Nurse's 
assessment of client #1 and documentation on 
incident report  revealed "nurse was notified on 
4/7/23 reported bruising to eyelid, nurse noted no 
observation for what caused injury, no signs of 
discomfort.  [client #1] has been observed 
rubbing eyes. Staff subjectively assumed it may 
have caused bruising."

Interview on 8/16/23 the Director of Residential 
Services revealed the incident was not abuse or 
neglect nothing was seen on video to implicate 
abuse or neglect and staff reported client #1 
rubbing her eye that caused the bruising. The 
bruising may have been caused by the bed rails 
that are on her bed where she could have 
possibly hit her head.

W 154 STAFF TREATMENT OF CLIENTS
CFR(s): 483.420(d)(3)

W 154
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W 154 Continued From page 2 W 154

The facility must have evidence that all alleged 
violations are thoroughly investigated.
This STANDARD  is not met as evidenced by:
 Based on record review and interviews, the 
facility failed to thoroughly investigate an injury of 
unknown origin for 1 of 2 audit clients (#1). The 
finding is:

Review on 8/16/23 of the facility's internal 
investigations revealed no investigation for client 
#1 had been initiated since the injury was 
identified on 4/7/23 and 4/9/23.

Review on 8/16/23 of client #1's incident report 
dated 4/7/23 revealed a change in resident's skin 
condition "upon assessment, purple and blue 
bruise noted to resident's right eyelid crease only 
sclera intact and clear, no inflamed spider 
vessels noted to eye, surrounding eye structures 
intact with normal pallor and turgor, no physical 
signs of pain or discomfort when bruise palpated, 
first aid not required at this time." 

Further review of client #1's incident reported 
dated 4/9/23 revealed Nursing was notified of a 
new skin condition on resident. "upon 
assessment , purple and black bruise observed to 
[client #1] upper right skull near hairline. Skin 
surface intact with reddened area noted in the 
center of the bruise.

Interview on 8/16/23 the Director of Residential 
Services confirmed that he could not locate the 
investigation and was not sure if one had been 
completed.
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