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NC State Veterans Home-Black Mountain 62 Lake Eden Road
Black Mountain, NC 28711

F 0607

Level of Harm - Minimal harm 
or potential for actual harm

Residents Affected - Few

Develop and implement policies and procedures to prevent abuse, neglect, and theft.

37014

Based on record review and staff interviews, the facility failed to ensure staff implemented their abuse policy 
and procedure in the area of reporting when nursing staff did not immediately inform the Administrator that a 
Nurse Aide had reported an alleged use of a physical restraint for a resident with no medical symptoms. This 
failure resulted in a delay in the facility investigating the allegation and reporting the allegation to the State 
Agency for 1 of 3 residents reviewed for restraints (Resident #1).

Findings included:

The facility's policy titled Prevention of Patient Abuse, Neglect, Exploitation, Mistreatment and 
Misappropriation of Property last reviewed on 01/11/24 revealed in part, the facility would actively preserve 
each resident's right to be free from verbal, sexual, physical and mental abuse, corporal punishment, 
involuntary seclusion, neglect, exploitation, mistreatment, and misappropriation of patient property and 
assure that staff was provided information on how and to who they reported concerns. The facility would also 
assure residents were free from physical or chemical restraints imposed for purposes of discipline or 
convenience and that were not required to treat medical symptoms.

The facility's policy titled Reporting Patient Abuse, Neglect, Exploitation, Mistreatment, and Misappropriation 
of Property last reviewed on 11/15/24, revealed any allegation, suspicion or identified occurrence identified 
involving resident abuse, neglect, exploitation, mistreatment, and misappropriation of property should be 
immediately reported to the Administrator.

During a phone interview on 02/18/25 at 4:20 PM, Nurse Aide (NA) #1 revealed she worked during the hours 
of 6:00 PM to 6:00 AM and could not recall the exact date but stated it was toward the end of December 
2024 when she had observed a bed sheet wrapped around Resident #1's feet and wheelchair. NA #1 
recalled Resident #1 was sitting out in the common area in his wheelchair with his lap and legs covered with 
a blanket and she had taken Resident #1 back to his room to assist him to bed for the night. NA #1 stated 
when she removed the blanket off Resident #1, she observed a thin bed sheet had been wrapped around his 
feet and tucked up tightly underneath the foot rest of the wheelchair preventing Resident #1 from moving his 
feet. NA #1 stated it caught her off guard but she went ahead removed the sheet from Resident #1's feet, 
assisted him into bed and then informed the nurse. NA #1 stated there was no other staff member present in 
the room with her and Resident #1 at the time she assisted him to bed and she didn't think to call other staff 
into the room to observe what she had seen before removing the sheet from Resident #1's feet. She stated 
Nurse #1 and Nurse #2 were both working that evening but she could not recall for certain which one she 
informed.

(continued on next page)
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F 0607

Level of Harm - Minimal harm or 
potential for actual harm

Residents Affected - Few

During a phone interview on 02/19/25, Nurse #1 stated he had never observed a bed sheet wrapped around 
Resident #1's feet but did recall being informed of such an incident. Nurse #1 revealed on 01/01/25 he had 
not known he was scheduled to work 6:00 PM to 6:00 AM and didn't arrive to the facility until approximately 
9:00 PM. Nurse #1 stated when he took over the medication cart from Nurse #2, she informed him that a NA 
(did not recall who) had reported observing Resident #1's feet wrapped up in a bed sheet when the NA had 
assisted Resident #1 to bed. Nurse #1 stated he did not inform the Administrator or Director of Nursing 
(DON) what was reported to him by Nurse #2.

During a phone interview on 02/19/25 at 2:53 PM, Nurse #2 recalled on 01/01/25 she had covered the 
medication cart for Nurse #1 until he arrived at the facility and once Nurse #1 took over the medication cart, 
she went to work on another unit. Nurse #2 stated she could not recall the exact details but at one point 
during the shift, she was called back to the unit by Nurse #1 because a NA had reported they felt a bed sheet 
had been wrapped around Resident #1's legs too tight. When she arrived on the unit, NA #1 and another NA 
were talking with Nurse #1 at the medication cart. She recalled NA #1 stating the bed sheet was tucked in 
snuggly along Resident #1's legs and feet and NA #1 wanted to know if that was considered a restraint. 
Nurse #2 stated NA #1 had already placed Resident #1 in bed and she (Nurse #2) wasn't able to observe 
how the bed sheet was placed on Resident #1. Nurse #2 stated she did have a discussion with the staff 
about restraints, explaining it was never acceptable to use a bed sheet as a restraint and if they observed 
something like that being used, they needed to immediately inform her or the nurse so they could assess the 
resident before it was removed. Nurse #2 stated she was never informed that the bed sheet was wrapped 
around Resident #1's feet and wheelchair, just that it was tucked in snuggly along Resident #1's legs. Nurse 
#2 stated she probably should have but didn't inform the DON or Administrator of NA #1's concerns.

During an interview on 02/18/25 at 3:55 PM with the Interim Administrator present, the DON revealed about 
a month ago she was informed by the Unit Coordinator that it had been brought to her attention that a NA 
had voiced concerns about a blanket being wrapped around Resident #1 too tightly but nothing that had 
restricted his movement. The DON stated no staff have reported any concerns of a bed sheet wrapped 
around Resident #1's legs and wheelchair as a restraint. She stated if they had, it would have warranted a 
reportable to the State Agency and immediate investigation.

During a follow-up phone interview on 02/19/25 at 4:21 PM, the DON stated an investigation was initiated 
following the conversation with the surveyor on 02/18/25. The DON explained that nursing staff were 
instructed to immediately report any concerns of abuse, even if they weren't sure it was abuse, to her or the 
Administrator so that it could be investigated. 

During a follow-up phone interview on 02/19/25 at 4:34 PM, the Interim Administrator stated if nursing staff 
observed a bed sheet or throw wrapped around a resident as a restraint, they should have immediately 
informed her or the DON for an investigation to be initiated. The Interim Administrator stated she had 
informed staff they were to report anything concerning that turned out not to be reportable rather than not 
report something that should have been investigated.
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