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D000 Initial Comments | D000 Response to the cited deficiencies
' do not constitute an admission or
| The Adult Care Licensure Section conducted an agreement by the facility of the truth
Annual Survey and a Complaint investigation on of facts alleged or conclusions set
10/21/25 to 10/22/25. forth in the state of deficiencies or
corrective action report. The plan of
D 235/ 10A NCAC 13F .0703 (b & ¢) Tuberculosis Test, D 235 correction is prepared solely as a
Medical Exam & Immunizatio matter of compliance with state law.
10A NCAC 13F 0703 Tuberculosis Test, Medical 10A NCAC 13F .0703(b&c)
| Examination And Immunizations Tuberculosis Test, Medical Exam &
(b) Each resident shall have a medical Immunization
examination completed by a licensed physician or 1. The Special Care Coordinator, 11/21/25
physician extender prior to admission to the Executive Director and Sales &
facility and annually thereafter. For the purposes Marketing Manager were educated
of this Rule, "physician extender" means a on admission process & paperwork.
licensed physician assistant or licensed nurse Specific conversation was focused
practitioner. The medical examination completed on compliance for Tuberculosis
prior to admission shall be used by the facility to testing prior to admission and
detgrmine if the facility can meet the needs of the review of date compliance on FL2
resident. o prior to admission. Please see
(c) The medical examma'ztlon shall be. com'pleted attached Pre- Admission Check
no n?or_e than 90 days_s prior to thfe resident's Guideline List & Pre-Admission
admission to ‘tjhe. falellty, except in the case of Check Form. Expectation is to have
emergency admission. Pre- Admission Paperwork ready for
review with in 72 hrs. of admission.
Communication regarding any
necessary corrections are needed
or clarified with current physician.
Sales & Marketing will obtain
paperwork, SCC to review for
| accuracy and completion. ED will
review will admission paperwork on
This Rule is not met as evidenced by: | each admission for compliance
Based on record reviews and interviews, the
facility failed to ensure there was a medical |
| examination completed no more than 90 days
prior to admission for 1 of 5 sampled residents
(#5).
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The findings are:

Review of Resident #5's current FL-2 dated
04/03/25 revealed diagnoses included
unspecified dementia, hypertension, major
depression disorder, anxiety, history of breast
cancer and nicotine dependence.
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i ;
D 235| Continued From page 1 D 235 2. A 100% audit of all current 11/24/25

residents' chart were completed to
ensure TB screening present, current |
and compliant. FL2's completed

accurate timely dated. Resident Tickler

in place and will be updated by the

SCC twice a month and reviewed by

the RDCS to assure compliance.

3. Pre-Admission check list in place 11/21/25

Review of Resident #5's resident register that clearly o utllnes rleqU|red items

revealed an admission date of 08/07/25. before gdmlssmn to included TB |
Screenings and completed FL-2

Review of Resident #5's record on 10/22/25 transfer form with physician signature,

revealed there was an FL-2 dated 01/30/25, and diagnosis and level of care needs.

an FL-2 dated 04/03/25. 4. Admissions will not be approved by | 11/21/25
the ED/SCC without all required

Interview with the Resident Care Coordinator documents present, verified and

(RCC) on 10/22/25 at 11:45am revealed: signed. SCC must verify TB and FL2

-She did not know that the FL-2 needed to be compliance using the checklist. ED or

dated by the provider within 90 days before the desighee must provide secondary

resident moved in. verification for all new admissions

-She thought the FL-2 needed to be dated within before move-in.

30 days before the resident moved in. 5. To ensure sustained compliance the | 11/21/25

-She was not responsible for reviewing the ED/SCC review weekly for 90 days to

admission paperwork. ensure TB documentation is present,

-The Regional Clinical Supervisor was timely and compliant. FL-2 is complete

responsible for reviewing the admission and accurately reflects needs,

paperwork and approving the admission. diagnosis and compliance date.

' 6. Monthly QA review for 6 months by 11/21/25

Interview with the Administrator on 10/22/25 at the RDCS and RVPO. Any concerns

2:10pm revealed: identified will result in immediate

-She did not review the new admission correction and additional staff

paperwork. re-education.

| -She was not aware that the admission FL-2 for

Resident #5 was not correct.

-The Regional Clinical Supervisor was

responsible for reviewing the admission

paperwork.

|
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respiratory failure, generalized anxiety,
hyperthyroidism, macular degeneration, and
gastric-esophageal reflux disease (GERD).
-She was ambulatory.

-She wandered.

-She was incontinent of bowel and bladder.

Review of Resident #2's care plan dated 09/24/25

be training provided related to
transfers and handling of resident for
all MT and Care Staff,

(X4) ID SUMMARY STATEMENT OF DEFICIENCIES D PROVIDER'S PLAN OF CORRECTION | (X5
PREFIX (EACH DEFICIENCY MUST BE PRECEDED BY FULL | PREFIX {EACH CORRECTIVE ACTION SHOULD BE COMPLETE
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D 271 Continued From page 2 | D271 10A NCAC 13F .0901(c) Personal
D 271 10A NCAC 13F .0901(c) Personal Care and D 271 Care and Supervision. : 10/117/25
Supervision 1. Execgtlve Director immediately
sent resident to ER when she
10ANCAC 13F .0901 Personal Care and identified the injury. She then
Supervision contacted t.o inform the Rgglonal
(c) Staff shall respond immediately in the case of Vices President of Operations and
an accident or incident involving a resident to the Regional Clinical Director.
provide care and intervention according to the 2. Immediate training was completed 10/17/25
facility's policies and procedures. by the Special Care Coordinator with
Med Aide Staff on when to send
residents out for evaluation,
immediate response & intervention,
reporting of the information to
management & the importance and
completion of incident reports
accurately & thoroughly.
3. Special Care Coordinator was 11/21/25
educated/trained on completion
This Rule is not met as evidenced by: Intake Complaint (24 Hr./5 Day
TYPE A1 VIOLATION Investigation Form for Health Care
Personnel Registry and timeline of
Based on interviews and record reviews, the investigating & reporting completed
facility failed to ensure immediate response and for return back to DHHS.
intervention by staff for 1 of 1 sampled residents 4. At the Monthly Staff meetings, all 11/21/25
(#2) who had an injury of unknown origin and a staff will be re-educated regarding
broken arm. reporting of Incident & Accidents,
o response, intervention and follow-up.
The findings are: There will be a focus on injuries
_ _ identified as an injury of unknown
Review of Resident #2's current FL-2 dated origin to include assessment,
08/13/25 revealed: _ , education & supervision.
-Diagnoses included dementia, chronic 5. At monthly staff meetings there will | 11/21/25
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D 271| Continued From page 3 D 271 6. Silver Senior Consultant provided 11/19/25

revealed:

-She was totally dependent on staff with toileting,
bathing, dressing, and grooming.

-She required limited staff assistance with
transfers.

-She was independent with eating and
ambulation.

Review of Resident #2's accident/incident report
for an injury of unknown origin dated 10/17/25
revealed:

-Resident #2 was lying in bed with a bruised and
swollen right wrist.

-Resident #2 was sent to the Emergency
Department (ED) on 10/17/25 at 11:20am.
-Resident #2's responsible party was notified on
10/17/25 at 11:15am of Resident #2 being
transferred to the ED for evaluation for a swollen
and bruised right wrist.

-Resident #2 was discharged from the ED with
right wrist pain, localized collection of blood and a
closed fracture of the distal end of the right
radius.

Review of Resident #2's electronic progress
notes revealed:

-On 10/16/25, staff reported bruising and swelling
of Resident #2's right inner wrist, base of her right
thumb, back of her right hand and her right wrist
was tender to touch.

-Resident #2's responsible party was notified, and
a message was left for the Primary Care Provider
(PCP).

-On 10/17/25, Resident #4 had a fractured wrist
and was wearing a splint.

-On 10/18/25, Resident #4 had a splint on her
right forearm; no pain or discomfort noted.

-On 10/22/25, Resident #4's responsible party
was notified that Resident #4 returned to the
facility with a fractured right wrist.

formal training to all staff. Please see

attached content of training, instructor

resume and sign in roster. See below

content reviewed with staff.

a. Personal Care & Supervision

| b. Incident & Accident Reporting to
include immediate intervention &
response.

c. Restraints

d. Resident Rights

e. Completion of Incident &
Accident Reports with all Med Techs
& Care Staff - reporting, completion,
follow-up, documentation, notification
to RP/POA and follow-up
documentation.

Division of Health Service Regulation
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Interview with Resident #2 on 10/21/25 at 2:40pm
revealed:;

-She thought she had a broken arm, but she was
not sure.

-She did not know how she hurt her arm.

Telephone interview with Resident #2's
responsible party on 10/22/25 at 9:45am
revealed:

-She received a telephone call on Thursday
evening, 10/16/25, that Resident #2 had a bruise
and swelling above her right wrist.

-The staff could not tell her what happened.
-She received a second phone call on Friday
morning, 10/17/25, that Resident #2 was being
sent to the ED because of the swelling and
bruising on her right arm.

-No one from the facility had called her since she
received the phone call the morning of 10/17/25,
when Emergency Medical Services (EMS) picked
Resident #2 up and took her to the ED.

Interview with a personal care aide (PCA) on
10/22/25 at 4:29am revealed:

-She worked second shift on Thursday, 10/16/25,
-Resident #2 was on an outing when she arrived
to work; Resident #2 returned to the facility
around 4:00pm.

-Resident #2 walked to the dining room to eat
dinner when she returned from the outing.

-After dinner, she walked Resident #2 to her
room for her shower,

-As she was undressing Resident #2, she noticed
her right arm looked like it had been twisted; it
was dark blue and swollen.

-She notified two other PCAs and the medication
aide (MA), who came to Resident #2's room and
saw the injury.

-The MA called the Special Care Coordinator
Division of Health Service Regulation
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(SCC), but she did not hear the conversation.
-Resident #2's arm continued to swell from the
time she noticed the injury, around 6:00pm, until
the end of her shift, around 11:00pm.

-When she arrived to work on second shift on
Friday, 10/17/25, Resident #2 was out of the
facility at the ED but Resident #2 returned to the
facility before the end of her shift at 11:00pm.
-Resident #2 returned from the ED with a cast on
her right arm.

-She did not know what happened to Resident
#2's right arm.

Interview with a second PCA on 10/21/25 at

3:16pm revealed:

-She worked second shift the evening of

10/16/25, when Resident #2 was seen with an

injury to her arm.

-Another PCA was getting Resident #2 ready for a

shower, when that PCA came and got her and a

third PCA to come look at Resident #2's right

arm. |
-The MA looked at Resident #2's arm and called

the SCC.

-She overheard the conversation between the MA

and the SCC.

-The MA described to the SCC what she saw and

the SCC responded that Resident #2 was not

injured on first shift, nothing happened to her on

the outing that day, and that second shift needed

to figure out what happened to Resident #2, then

the SCC hung up the telephone on the MA.

-The following moming, the Administrator walked

with her to Resident #2's room to look at Resident |
#2's right arm.

-The Administrator asked why Resident #2 was
not sent out the evening before when the injury
was noticed.

-She told the Administrator that the MA called the
SCC, and what was said by the SCC, and the MA
Division of Health Service Regulation
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was not told to send the resident to the ED.

Interview with a third PCA on 10/22/25 at
11:08am revealed:

-She worked second shift on 10/16/25.

-She and a second PCA were called to Resident
#2's room from the PCA caring for Resident #2
because Resident #2 had a bruise and swelling
on her right arm.

-Resident #2 complained of pain when her right
arm was touched.

-The MA saw Resident #2's arm, then she called
the SCC.

-She overheard the SCC on the phone tell the MA
that nothing happened to Resident #2 on first
shift, they had to figure it out, and then the SCC
hung up on the MA.

-Resident #2 was not sent to the ED until the
following morning, 10/17/25.

-She came back later the same day; her arm was
wrapped up and she complained of her right arm
hurting.

Interview with a fourth PCA on 10/22/25 at
11:53am revealed:

-She worked first shift on Thursday, 10/16/25,
before Resident #2 went on the outing with 7
other residents to the pumpkin patch.

-Resident #2's arm was not bruised or swollen
when she left the facility for the pumpkin patch.
-When she left work that day, Thursday 10/16/25,
at 3:00pm, Resident #2 had not returned from the
pumpkin patch.

-She worked first shift the morning of Friday,
10/17/25.

-Resident #2's right arm was swollen and bruised
from her wrist to just below her elbow.

-Resident #2 was not using her right hand/arm;
she complained of her right arm hurting.

-The MA sent Resident #2 to the ED.

Division of Health Service Regulation
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-Resident #2 returned from the ED later in the
day with a cast on her right lower arm., ‘

Interview with a MA on 10/22/25 at 4:10pm

revealed:

-She was the MA on second shift on Thursday,

10/16/25.

-The PCA asked her to look at Resident #2's arm ‘
because it was swollen and bruised.

-After she looked at Resident #2's arm, she called

the SCC.

-The SCC said to find out what happened to

Resident #2.

-The SCC did not say to send her to the ED. ‘
-She did not know whether to send Resident #2

to the ED or not; the SCC did not tell her to send |
Resident #2 to the ED.

-Resident #2 was sent to the ED on Friday

morning, 10/17/25.

-Resident #2 had a broken arm and a cast was

put on her right arm.

-She did not know what happened to Resident #2.

Telephone interview with a second MA on

10/22/25 at 4:20pm revealed:

-She worked with Resident #2 on Friday, |
10/17/25.

-The PCA told her on Friday morning about

Resident #2's arm.

-She told the Administrator, who looked at

Resident #2's arm,

-Resident #2's right arm was swollen and bruised;

her arm was blue.

-She sent Resident #2 to the ED.

-Resident #2 should have been sent to the ED on

Thursday evening, 10/16/25; she should not have |
stayed in the facility that night.

Interview with the Activities Director (AD) on
10/21/25 at 3:44pm revealed:

Division of Health Service Regulation
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-The Administrator, the SCC and the AD took 8
residents to the local pumpkin patch for an outing
on Thursday, 10/16/25.

-Resident #2 was 1 of 8 residents who went to
the pumpkin patch that day.

-She helped Resident #2 put her coat on before
leaving the facility on 10/16/25.

-They were out of the facility for 2 to 2.5 hours.
-The residents locked at the animals, had a
hayride, and a train ride.

-Resident #2 did not have any falls or injuries
while she was out of the facility.

-She assisted with the dinner meal on 10/16/25;
she thought Resident #2 fed herself without
problems.

-On 10/17/25, during breakfast, the MA asked her
to come look at Resident #2's arm.

-When the Administrator arrived she was taken to
Resident #2's room to see Resident #2's right
arm.

-The Administrator had Resident #2 sent to the
ED.

Interview with the SCC on 10/22/25 at 2:10pm
revealed:

-She did not know what happened to Resident
#2's right arm.

-She was off work on Friday, 10/17/25, and
received a phone call from the Administrator, who
wanted to know if she was aware of Resident #2's
right arm.

-She told the Administrator she did not know
anything about Resident #2's right arm.

-She saw Resident #2 on Monday, 10/20/25,
when she returned to work.

-She did not receive a telephone call from the MA
at the facility on Thursday, 10/17/25, regarding
Resident #2's arm,

Interview with the Administrator on 10/02/25 at

Division of Health Service Regulation
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2:35pm revealed:

-On Friday, 10/17/25, the MA reported to her that
Resident #2 had a bruise on her right hand and
that she did not know what happened to Resident
#2.

-She saw Resident #2 and looked at her right arm
and had Resident #2 sent to the ED.

-She thought Resident #2 had a fall or that
someone told her Resident #2 had a fall.

-She did not know that the staff on second shift
the day before, 10/16/25, had noticed the injury to
Resident #2's right arm.

-She could not recall who told her Resident #2's
injury was first noticed on second shift on
10/16/25.

-Resident #2 had not returned from the ED when
she left on Friday; she thought she returned to
the facility on Saturday.

-She called the facility on Sunday morning, and
the MA reported that Resident #2 was in the
facility.

-She did not know what happened to Resident #2.
-She went on an outing with the SCC, the AD,
and 8 residents on Thursday, 10/16/25; Resident
#2 went also.

-Resident #2 was fine the entire time they were
gone; she did not have any injuries or falis.

Attempted telephone interview with Resident #2's
PCP on 10/22/25 at 3:00pm was unsuccessful.

The facility failed to contact Emergency Medical
Services when a resident (#2) was noticed to
have swelling, bruising, and a knot on her right
lower arm, and the swelling progressed through
the evening. The resident was sent to the ED the
next day and it was determine the resident
sustained a fractured arm that required casting.
This failure resulted in neglect and injury of the
resident and constitutes a Type A1 Violation. |

Division of Health Service Regulation
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The facility provided a plan of protection in
accordance with G.S. 131D-34 on 10/22/25.

THE CORRECTION DATE FOR THE TYPE A2
VIOLATION SHALL NOT EXCEED NOVEMBER
21, 2025.

10A NCAC 13F .0902 Health Care (b)
referral and follow up to meet routine
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D 273 10ANCAC 13F .0902(b) Health Care D273 health care needs of residents.

1. Physician Appointments & ER visit 11/21/25

10A NCAC 13F .0902 Health Care folders developed for each resident. '

(b) The facility s?hall assure referral and follow-up Communication form included in folder

to megt the routine and acute health care needs for orders, follow-up and referral.

of residents. Process for folders discussed with
transportation and Special Care

This Rule is not met as evidenced by: Coordinato!’. Executive Direp_tor review

Based on observations, interviews, and record process t|o introduce to famllles_ _and

reviews, the facility failed to ensure health care reSld_er_ltS i fplders for phySICIans &

referral and follow-up for 1 of 5 sampled residents ER V_'S'ts' Training & E'ducatlon .

(#5) including failing to ensure the resident was provided to Med Tech's by Special

seen for a follow-up appointment after being seen Care Coordlnator..W|I| be reviewed

in the emergency room for left shoulder pain. every month ongoing at Med Aide
meetings.

The findings are: 2. New Orders & Referral Tracker 11721125
Form implemented for tracking.

Review of Resident #5's FL-2 dated 04/25/25 Training provided to SCC and Med

| revealed diagnoses included unspecified Tech's. Executive Director will review

dementia, hypertension, major depression weekly x 4 weeks and then monthly.

disorder, and anxiety. 3. Growth Development Plan initiated 11/21/25
for the Special Care Coordinator for 90

Review of Resident #5's progress note dated days. Focus to grow & educate in

09/26/25 at 7:32pm revealed Resident #5 had weak areas and leadership. Regional

| another resident pinned down on the floor, and Director of Clinical Services will review

was then sent to the hospital to be evaluated. weekly with SCC. Executive Director
will review weekly with SCC. RVPO

Review of Resident #5's emergency department will review the SCC Growth &

(ED) visit note dated 09/26/25 revealed: Development Plan monthly with RDCS

-She was seen for left shoulder pain with a & ED.

Division of Health Service Regulation
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D273 Continued From page 11

discharge diagnosis of left shoulder strain.
| “There was an order to follow up with Resident
#5's primary care provider (PCP).

Review of an incident report dated 09/26/25
revealed that Resident #5 had a follow-up
appointment scheduled with her PCP on
10/08/25.

Review of Resident #5's chart revealed there was
no after visit summary dated 10/08/25.

Interview with the interim PCP on 10/22/25 at
11:23am revealed:

-She was filling in for the regular PCP.

-She could not find an after visit note that
Resident #5 had been seen for a follow-up after
the ED discharge on 09/26/25.

-The last visit Resident #5 had with the PCP was
on 09/30/25 and that was for chronic disease
management for hypertension and
cerebrovascular disease, not the ED follow-up.
-She expected that if the resident was seen in the
ED, that a PCP follow-up be completed to ensure
Resident #5 was no longer in pain.

-She may have ordered physical therapy if
Resident #5 had been seen.

Interview with Resident #5 on 10/22/25 at 8:36am
revealed:

-She knew she went to the ED but could not
remember why.

-She did not complain of any pain in the left
shoulder.

-She did not remember seeing her PCP after the
ED visit.

Interview with Resident #5's power of attorney
(POA) on 10/22/25 at 4:08pm revealed:
-She was aware of the altercation with Resident

D 273
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#5 and another resident on 09/26/25 and that
Resident #5 was sent to the ED.
-She was aware that Resident #5 was supposed
to follow up with her PCP after her ED visit.
-She was not aware that Resident #5 did not have
a follow-up visit.
Interview with the Special Care Unit Coordinator
(SCC) on 10/22/25 at 2:15pm revealed:
-She was responsible for reviewing the ED
discharge paperwork.
-She was aware that Resident #5 was supposed
to be seen by the PCP after the ED discharge.
-She called the PCP's office and let them know.
-She did not follow up to make sure Resident #5
was seen by the PCP.
Interview with the Administrator on 10/22/25 at
2:40pm revealed:
-The SCC was responsible for reviewing the ED
discharge paperwork. ‘
-She was not aware that Resident #5 had a PCP
follow-up order. |
-She expected that Resident #5 be seen by the
N (b) food prep and service (1) table
D286 10A !\ICAC 13F .0804(b)(1) Nutrition and Food D 286 service napkin and non-disposable
Service place setting consisting of at least a
10A NCAC 13F .0904 Nutrition and Food Service EZSZ;;ZL"S??;%?'“G and
(b) Food Preparation and Service in Adult Care 1. Regional Dieta .D' t .
Homes: - hegional ietary Director provided 445755
) ) ) training to dietary staff on place
(1) Table service shall include a napkin and setting requirements for all residents
non-disposable place setting consisting of at least .
a knife, fork, spoon, plate, and beverage regardless of diet on_10/ 27/25 and
containers. on 11/13/25 the Regional
Development Director of Culinary 11/13/25
Services provided training to dietary
staff.
Division of Health Service Regulation
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This Rule is not met as evidenced by:

Based on observations and interviews, the facility
failed to ensure mealtime table service included a
place setting consisting of a knife, fork, and
spoon in the Special Care Unit (SCU).

The findings are:

| Observation of the lunch meal service on
10/21/25 from 12:00pm to 12:23pm revealed:
-There were 32 residents and 8 of those
residents did not have a knife.
-At 12:05pm, a resident used her fork to pick up a
ravioli.
-The resident stated, "Where is my knife".
-The resident picked up an unused knife from
another resident’s place setting and used the
knife to cut her ravioli.

QObservation of the breakfast meal on 10/22/25
from 7:58 to 8:30am revealed:

-At 8:15am, there were 31 residents in the dining
room.

-Twenty-three of thirty-one residents did not have
a knife.

Interview with a personal care aide (PCA) on
10/22/25 at 11:08am revealed:

-The PCAs wrap the utensils in the napkins.
-There were not enough knives for each resident
to have a knife.

-When she asked the dietary aide (DA) for more
knives, the DA would tell her they did not have
anymore,
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AND PLAN OF CORRECTION IDENTIFICATION NUMBER: A. BUILDING: COMPLETED
HAL035024 B. WING __ 10/22/2025
NAME OF PROVIDER OR SUPPLIER STREET ADDRESS, CITY, STATE, ZIP CODE
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FRANKLIN MANOR ASSISTED LIVING CENTER
YOUNGSVILLE, NC 27596
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TAG REGULATORY OR LSC IDENTIFYING INFORMATION} TAG CROSS-REFERENCED TO THE APPROPRIATE DATE
DEFICIENCY)
D 286 | 2. Daily checks performed by Special

Care Coordinator, Activity Director 1721725

and Dining Services Manager to
assure full place setting are provided
to all residents during mealtimes.
Executive Director will perform
random checks during mealtimes to
ensure compliance of place settings
and kitchen supply audit of full place
settings monthly.

Division of Health Service Regulation
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Continued From page 14

Interview with a PCA on 10/22/25 at 3:20pm
revealed:

-She helped prepare the utensils and napkins for
the dining tables.

-She prepared the utensils that each resident
needed.

-If the resident did not need a knife, she did not
give a knife to that resident.

-She had to ask the DA for more utensils at times,
sometimes they would have what was needed
and sometimes they did not.

Interview with the Special Care Coordinator
(SCC) on 10/22/25 at 10:47am revealed:

-The PCAs prepared the silverware for each
place setting prior to each meal being served.
-The PCAs wrapped the silverware in a clothe
napkin and placed them on the dining room
tables.

-The PCAs used the silverware that was sent out
of the kitchen.

-There was not enough utensils for each resident
to have a knife.

-She had spoken with the Dietary Manager (DM)
about not having enough knives.

-They asked for more knives and the dietary staff
would say they did not have any more knives.
-She did not know if the DM had ordered any
additional knives.

Interview with the DM at 11:47am revealed:

-The facility had enough utensils for each resident
to have a full set at each meal.

-The PCAs told me a few months ago that more
spoons were needed and he ordered those.

-He had a drawer full of silverware that was
available for the PCAs to use for each place
setting.

-He did not know they needed more knives in the
dining room; he had more knives in the kitchen.

D 286
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Interview with the Administrator on 10/22/25 at
11:52am revealed:
-No one had told her there were not enough

‘10 NCAC 13F .0804(d)(3) Nutrition
and Food Service

(d) Food Requirements (3) Daily
menus of regular diets shall be based
US Dept Agriculture Dietary guidelines.
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knives for each resident to have a knife. 1. Training on USDA Dietary 11/17/25
-She had not noticed that each place setting did Guidelines (Dairy Requirements)
not have enough knives. Training was conducted on
-She expected the residents to have a full set of 11/17/2025 by DSM, covering USDA
utensils at each meal. Dietary guidelines with specific focus
on dairy requirements.
D299 10A NCAC 13F .0904(d)(3) Nutrition And Food D2g¢  |2. Training on proper diets and 11/15/25
Service implementation of Tray Tickets on
11/15/2025 by DSM on proper diet
10ANCAC 13F .0804 Nutrition And Food Service categories and implemented tray
(d) Food Requirements in Adult Care Homes: tickets/cards for all residents to ensure
(3) Daily menus for regular diets shall be based accuracy of meals served. Tray
on the U.S. Department of Agriculture Dietary Tickets will be used at every meal
guidelines for Americans 2020-2025, which are moving forward to prevent future
hereby incorporated by reference including errors in dietary service.
subsequent amendments and editions. These 3. Assurance of proper tableware on 11/13/25
guidelines can be found at 11/13/2025 by DSM completed a
https://dietaryguidelines.gov/sites/default/files/202 review to ensure all residents have
1-03/Dietary_Guidelines_for_Americans-2020-20 correct tableware needed to safely
25.pdf for no cost. consume meals and maintain proper
diet consistency.
4. A standardardized menu cycle 11/21/25
approved and aligned with USDA
guidelines is not the only menu used.
i Rl i o s vdncadiy
Based on observations, record reviews, and \
; - . leave the kitchen.
interviews, the facility failed to ensure that 8 6. New-hire orientation now included 11/21/25
ounces of milk or other equivalent of dairy T . P
servings were served three times daily to the training on USD.A diet guidelines and
residents. proper diet service to prevent
recurrence.
The findings are: 7 A corrective act!o_n pfocedu_re was 11/21/25
implemented requiring immediate
Review of the facility's current census on review anytime a discrepancy is
identified.
Division of Health Service Regulation
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Continued From page 16

10/22/25 revealed there were 43 residents
residing in the facility.

Based on the recommended servings of 8 ounce
of milk three times a day the facilty would use 8
gallons of milk per day to serve 43 residents.

Review of the weekly menu for 10/21/25 and
10/22/25 revealed:

-Milk was to be served at breakfast and dinner
everyday.

-There was no dairy items on the menu for lunch
on 10/21/25 and 10/22/25.

Review of the facility's purchase order dated
10/13/25 revealed there was no milk ordered for
delivery on 10/14/25.

Review of the facility's purchase order dated
10/20/25 revealed there were four units or 16
gallons of milk ordered for delivery on 10/21/25,

Observation of the kitchen on 10/21/25 at 9:00am
revealed there was no milk in the reach in cooler.

Observation of the contracted food delivery
company on 10/21/25 at 11:20am revealed milk
was delivered to the facility.

Observation of snack being served on 10/21/25 at
11:07am revealed water was served with snacks
an no other dairy products.

Observation of the lunch meal on 10/21/25
between 11:55am and 12:20pm revealed:
-There were 31 resident in the dining room.
-The residents were served ravioli, vegetable
medley, creamed potatoes, garlic toast, and
sherbet,

-Milk was not offered or served.

D 299 8. The dietary manager or designee
will conduct weekly menu audits for 8
weeks, then monthly ongoing,
verifying that menus and meals meet
USDA guidelines.

9. Accuracy of diet orders versus tray
tickets will be audited daily for 2
weeks, then weekly for 60 days and
then monthly. All findings will be
reviewed in the monthly ED/Dining
Services Meeting to ensure continued
compliance and prevent recurrence.

11/21/25

11/21/25

Division of Health Service Regulation
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Observation of the breakfast meal on 10/22/5
between 7:58am and 8:22am revealed:

-There were 32 residents in the dining room.
-The residents were served scrambled eggs, corn
hash, toast, cereal, and oatmeal.

-A 4-ounce serving of milk was served to each
resident.

Interview with a personal care aide (PCA) on
10/22/25 at 11:08am revealed:

-She worked first and second shifts.

-The PCAs served the drinks at each meal.

-Milk was served to the residents each mornhing
with the breakfast meal.

-Milk was not served at the lunch or supper meal.
-The dietary staff would prepare what drinks
would be served for each meal.

-For breakfast they had pitchers of milk to be
served.

-The dietary staff did not prepare pitchers of milk
for the lunch or the dinner meal.

-Milk was not served with snacks; only water was
served with snacks.

-The residents may have ice cream once a week.

Interview with the Dietary Manager (DM) on
10/22/25 at 9:57am revealed:

-He ordered 16 gallons of milk each week.

-He had about 2 gallons left from each week.
-The cook used 2 gallons of milk on 10/21/25 for
breakfast, and there was no more milk in the
facility.

-He did not know why they ran out of milk a day
earlier,

-He was expecting the food deliver truck today,
10/21/25.

-Milk should be served at each meal.

-Each resident should receive 4 ounces of milk at
each meal.

D 299
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| -He did not know each resident should be offered
or receive three servings of a dairy product daily.
-He did not know a serving of mild was 8-ounces.
Interview with the Special Care Coordinator
| (S8CC) on 10/22/25 at 10:47am revealed:
-Each resident should receive 2 servings of dairy
a day.
-The residents were served milk for breakfast and
a serving of ice cream or yogurt with another
meal or snack.
-The PCAs served the milk to the residents, and
milk was only served at the.,- breakfast meal. . 10A NCAC 13F .0904(e)(4) Nutrition
-The PCAs would serve milk at other meals if the and Food Service
rgiident req"teStZdem"k'_ sents should receive 3 (e) Therapeutic Diets (4) all
;er;r:”:so'f’za?war dares' ents should recelve therapeutic diets, including
g fy a day. supplements and thicken liquids shall
Interview with the Administrator on 10/22/25 at bﬁ Sei’cr;’ae: as ordered by resident
11:52am revealed: EI) .)II_S S ina th .
-The residents were to be served 8 ounces of . raining (.m prepar_lng erapeutic 11/19/25
milk twice daily. diets and thickened liquids on
-The residents were served 8 ounces of milk 1 1{ 1 _9/ 2025 by DSM, Cond"_'Cted staff
every morning and 8 ounces of milk at lunch or training on proper preparation of all
dinner. therapeutic diets, including safe and
-She did not know the residents were served 4 accurate th'Cken'ng of liquids to the
ounces of milk when they were served milk. physpuqn s ordered consistency. 10/26/25
-She did not know the residents should receive 3 2. Training conducted by Saber
servings of dairy a day. Healthcare Director of Food Services
was held on 10/26/2025 a Healthcare
- Dietician and on 11/13/2025 by
D 310 10A NCAC 13F .0904(e)(4) Nutrition and Food D 310 . -
S:rvic: (e)(4) Nutrit © Director of Food Services for Saber 11/13/25
Healthcare to all dietary staff on the
10A NCAC 13F .0904 Nutrition and Food Service following: Saffe food handlings, proper
(e) Therapeutic Diets in Adult Care Homes: p_roductlon of pureed and textured
(4) Al therapeutic diets, including nutritional diets, accuracy of tray cards,
supplements and thickened liquids, shall be appropriate service of thickened
served as ordered by the resident's physician. liquids, proper use of equipment and
I tray accuracy and quality checks.
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This Rule is not met as evidenced by:
TYPE A2 VIOLATION

Based on observations, interviews, and record
reviews, the facility failed to ensure therapeutic
diets were served as ordered for 3 of 5 sampled
residents (#4, #6, and #7) including two residents
who were ordered a mechanical soft diet (#4 and
#6) and a resident who was ordered pureed diet
(#7).

The findings are:

1. Review of the facility's therapeutic diet menu
for 10/21/25 revealed the mechanical soft menu
for lunch listed 4 cheese ravioli with marinara
sauce, ¥z cup of sliced carrots, a dinner roll and
sherbet.

Review of the facility's therapeutic diet menu for
10/22/25 revealed the mechanical soft menu for
breakfast listed scrambled eggs, 1 sausage patty,
and two slices of bread.

a. Review of Resident #4's current FL-2 dated
07/01/25 revealed diagnoses of pneumonia,
malnutrition, hypertension, chronic obstructive
pulmonary disease (COPD), and dementia.

Review of Resident #4's diet order dated
07/01/25 revealed there was an order for a
mechanical soft diet.

Review of Resident #4's electronic progress
notes dated 08/11/25 at 5:48pm revealed:
-Resident #4 was observed choking while in the
dining room during the supper meal.

-The Heimlich maneuver was performed, and
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D 310 3. Updated verification process for

d Ve 11/21/25
therapeutic diets, nursing now

provides all updated diet orders
immediately to dietary. Dietary verifies
therapeutic diets, texture and
thickened liquid orders daily using the
updated diet list and tray tickets.
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Resident #4 was doing well.

Observation of the lunch meal an 10/21/25 from
11:55am to 12:32pm revealed:

-Resident #4 was served mechanical soft cheese
ravioli, mechanical soft mixed vegetables,
mashed potatoes with gravy, a ground rall, water,
and tea.

-Resident #4 ate 100% of her meal.

-Resident #4 did not have any coughing while
eating lunch.

Observation of the breakfast meal on 10/22/25 at
8:07am to 8:35am revealed:

-Resident #4 was served a plate with scrambled
eggs, corn beef hash with chunks of beef and
potatoes, and shredded bread.

-Resident #4 consumed 100% of her breakfast.
-Resident #4 did not have any coughing while
eating breakfast.

Interview with a personal care aide (PCA) on
10/22/25 at 3:02pm revealed:

-She worked second shift the evening Resident
#4 choked at the dinner meal.

-A former medication aide (MA) performed the
Heimlich maneuver and dislodged the food.
-She thought Resident #4 ate pineapple chunks
off of another resident's plate.

-Resident #4 was on a mechanical soft diet and
should not have eaten pineapple chunks.

-She did not know if Resident #4 had choked on
food since the incident on 08/11/25,

Interview with a former MA on 10/22/25 at 4:42pm
revealed:

-Resident #4 was ordered a mechanical soft diet.
-Resident #4 was in the dining room for dinner
the evening she choked on some fruit.

-Resident #4 was choking and turning blue.
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-She performed the Heimlich maneuver on
Resident #4 and dislodged pieces of fruit.
-Resident #4 had picked the fruit off of the
resident's plate sitting next to her.

-She notifled the Administrator of the incident by
text and telephone call.

-She did not know if Resident #4 had choked on
food since the incident on 08/11/25,

Interview with the Special Care Coordinator
(SCC) on 10/22/25 at 2:56pm revealed she was
not made aware of any resident choking.

Interview with the Administrator on 10/22/25 at
4:20pm revealed she was not aware of Resident
#4 choking and the Heimlich maneuver needing
to be performed.

Attempted telephone interview with resident #4's
Primary Care Provider (PCP) on 10/21/25 at
1:39pm was unsuccessful.

b. Review of Resident #6's current FL-2 dated
08/21/25 revealed diagnoses of dementia and
hypertension.

Review of Resident #6's current diet order dated
04/09/25 revealed there was an order for a
mechanical soft diet.

Observation of the lunch meal on 10/21/25
between 12:12pm and 12:35pm revealed:
-Resident #6 was served a plate with partially
pureed ravioli with chunks of pasta, creamed
potatoes, vegetable medley with carrots, green
beans, that were clumped together, and shredded
bread.

-Resident #6 consumed 80% of her lunch.
-Resident #6 did not have any coughing while
eating.

D 310 ‘

Division of Health Service Regulation

STATE FORM

6 L3HM11

It continuation sheet 22 of 46




PRINTED: 11/10/2025

FORM APPROVED
Division of Health Service Requlation
STATEMENT OF DEFICIENGIES (X1) PROVIDER/SUPPLIER/CLIA (X2) MULTIPLE CONSTRUCTION (X3) DATE SURVEY
AND PLAN OF CORRECTION IDENTIFICATION NUMBER: . COMPLETED
A. BUILDING:
HAL035024 B. WING 10/22/2025
NAME OF PROVIDER OR SUPPLIER STREET ADDRESS, CITY, STATE, ZIP CODE
100 SUNSET DR
FRANKLIN MANOR ASSISTED LIVING CENTER
YOUNGSVILLE, NC 27596
(X4) ID SUMMARY STATEMENT OF DEFICIENCIES D PROVIDER'S PLAN OF CORRECTION (5)
PREFIX (EACH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX (EACH CORRECTIVE ACTION SHOULD BE COMPLETE
TAG REGULATORY OR LSC IDENTIFYING INFORMATION) TAG CROSS-REFERENCED TO THE APPROPRIATE DATE
DEFICIENCY)
D 310

D 310 Continued From page 22

Observation of the breakfast meal on 10/22/25 at
8:10am to 8:35am revealed:

-Resident #6 was served a plate with scrambled
eggs, corn beef hash with chunks of beef and
potatoes, and shredded bread.

-Resident #6 consumed 100% of her breakfast.
-Resident #6 did not have any coughing while
eating.

12:05pm and 12:30pm revealed they had not
noticed Resident #6 having any coughing during
mealtime.

Interview with two PCAs on 10/22/25 between ‘

Interview with the Administrator on 10/22/25 at
11:52am revealed Resident #6's lunch plate
looked partly pureed but with chunks of food. ‘

Attempted telephone interview with resident #6's I
Primary Care Pravider (PCP) on 10/21/25 at
1:39pm was unsuccessful.

Interview with the dietary aide (DA) on 10/22/25 at
8:24am revealed:

-She placed the ravioli in the food processor to
soften the ravioli for the mechanical soft diet.
-She added thickener to the ravioli so it would not
be "runny".

-She used the food processor to prepare the food

for the mechanical soft diets. ‘
-She made the food soft enough for the residents

to eat.

-She used the food processor to shred bread for

the mechanical soft diets.

-She prepared the mechanical soft food because

the residents had difficulty chewing their food. ‘

Interview with the Dietary Manager (DM) on
10/22/25 at 9:57am revealed:
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-The ravioli was soft enough; it did not need to go
in the food processor.

~The medley of vegetables should have been
replaced with carrots, and the garlic bread should
have been replaced with a dinner roll.

-The DA prepared the mechanical soft diets as
ordered.

-The mechanical soft diets were prepared in the
food processor.

-The DA would add thickener to the food to
ensure the texture was mechanically soft.

-The mechanical soft diet should "hold together"
when it was served.

Interview with the Special Care Coordinator
(SCC) on 10/22/25 at 10:47am revealed:

-She had sent mechanical soft diet plates back to
the kitchen when the food was not chopped up
enough.

-The mechanical soft diets appeared to be
pureed with a thickener added.

Interview with the Administrator on 10/22/25 at
11:52am revealed:

-Mechanical soft food should not be pureed.
-Mechanical soft diets should be cooked to a
consistency where the food was soft.

-She was concerned because residents ordered
mechanical soft diets could become choked or
aspirate food that was not prepared properly.

Refer to the interview with the DA on 10/22/25 at
10:30am.

Refer to the interview with the DM on 10/22/25 at
8:57am.

Refer to the interview with the SCC on 10/22/25.

Refer to the interview with the Administrator on
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10/22/25 at 11:52am.

3. Review of the facility's therapeutic diet menu
for 10/21/25 revealed the pureed menu for lunch
listed 6 ounces of pureed cheese ravioli, ¥ cup of
pureed sliced carrots, one slice of pureed bread,
and a pureed ice cream sandwich.

Review of the facility's therapeutic diet menu for
10/22/25 revealed the pureed menu for breakfast
listed V4 cup of pureed scrambled eggs, ¥ cup of
pureed sausage, and 2 ounces of pureed bread.

Review of Resident #7's current FL-2 dated
01/15/25 revealed diagnoses of type 2 diabetes
mellitus, dementia, anxiety disorder, Alzheimer's
disease, hypertension, and chronic kidney
disease stage 3.

Review of Resident #7's diet order dated
04/09/25 revealed there was an order for a
pureed diet.

Observation of the lunch meal on 10/21/25 from
12:15pm to 12:40pm revealed:

-Resident #7 was served partially pureed ravioli
that had chunks of pasta, shredded bread,
pureed vegetable medley that was watery and
had chunks of carrots, green beans, and
cauliflower, and creamed potatoes with gravy.
-Resident #7 consumed 50% of the lunch meal.
-Resident #7 was not observed coughing during
the lunch meal.

Observation of the breakfast meal on 10/22/25
from 8:15am to 8:30am revealed:

-Resident #7 was served oatmeal and corn beef
hash that had not been prepared to a pureed
consistency.

-Resident #7 was not served pureed sausage or

D310 |
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bread with her breakfast meal.
-Resident #7 refused to eat breakfast and was
removed from the dining room table.

Interview with two personal care aides (PCA) on
10/22/25 between 12:05pm and 12:30pm
revealed they had not noticed Resident #7
coughing during mealtime.

Observation of a dietary aide (DA) preparing the
lunch meal for 10/22/25 at 8:28am revealed:
-There was a can of vegetable soup that had
been opened and placed in individual sized
serving bowls.

-There were two individual sized serving bowls
that had a red pureed substance with lumps in
them.

-The DA had a serving size spoon, and she was
"pureeing” the vegetable soup by "mashing" the
vegetable up in the soup.

Interview with a DA on 10/22/25 at 8:28am

revealed:

-The pureed food should be "baby food" texture

and should not be watery.

-She pureed the ravioli for the pureed diet so the
residents would not get choked.

-Some foods were soft enough and did not need

to be pureed, such as the eggs and oatmeal.

-She did not know the pureed diets were suppose

to get a pureed sausage patty instead of the corn

beef hash.

-She was preparing pureed soup for lunch that

day, 10/22/25. |
-She was using the serving spoon to "smash up" |
the vegetables in the soup.

-She removed "clumps or particles" that could not

be "smashed".

-Residents on a pureed diet could not eat "bulky"

food.
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-This was one way she broke down the food to
pureed.

-She used the food processor to pureed some
foods, like eggs, bread, and meats.

-If the pureed food had too much liquid, she
added a thickener.

-She made sure the pureed food was soft enough
for the residents to eat; she did not want the
residents to get choked.

Interview with the Dietary Manager (DM) on
10/22/25 at 9:57am revealed:

-Resident #7 was not served a pureed diet for the
lunch meal on 10/21/25 or the breakfast meal on
10/22/25.

-Resident #7 was served a mechanical soft diet;
the food had lumps.

-A pureed diet would not have lumps: it should be
creamy.

-Resident #7's oatmeal was watery with lumps,
and she should not have been served corn beef
hash.

-Resident #7 should have received a pureed
sausage patty and a piece of pureed bread.

-The DA prepared the pureed diets as ordered.
-The pureed diets should be prepared in the
blender.

-The DA should add thickener to the food if the
pureed had too much liquid in the food.

Interview with the Special Care Coordinator
(SCC) on 10/22/25 at 10:47am revealed:

-She had sent plates of pureed food back to the

kitchen because the food was too thick.

-Resident #7's plates of food for lunch on

10/21/25 and breakfast on 10/22/25 did not

appear to be pureed; the food was either too thick

with lumps or watery.

-Pureed food should have no lumps and a very

soft consistency.
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Interview with the Administrator on 10/22/25 at
11:52am revealed:

-Resident #7's lunch plate on 10/21/25 and
breakfast plate on 10/22/25 could possibly be
pureed but it still had chunks of food.

-Pureed should be creamy and not watery or
lumpy.

-She was concerned because residents ordered
pureed diets could become choked or aspirate
food that was not prepared properly.

Attempted telephone interview with resident #7's
Primary Care Provider (PCP) on 10/21/25 at
1:39pm was unsuccessful.

Refer to the interview with the DA on 10/22/25 at
10:30am.

Refer to the interview with the DM on 10/22/25 at
9:57am.

Refer to the interview with the SCC on 10/22/25.

Refer to the interview with the Administrator on
10/22/25 at 11:52am.

Interview with a DA on 10/22/25 at 10:30am
revealed:

-She did not have a therapeutic menu to follow.
-She knew what a therapeutic menu was, but she
did not need one.

-She knew how to prepare pureed and
mechanical soft diets.

Interview with the DM on 10/22/25 at 9:57am
revealed:

-The facility had a therapeutic menu; he could
print it off the computer.

-The therapeutic menu was not posted for the DA
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| to use to prepare the food.
-The DAs knew how to prepare the meals for the
residents on therapeutic diets.
-The residents sat at the same table for each
meal, and each table was numbered.
-The PCAs would ask the DA for the plates for a
certain table number.
-The DAs would refer to the dietary list posted at
the serving line.
-The dietary list indicated which type of diets were
to be served for that specific table number.
-The DA would prepare the plates for that table,
including any therapeutic diets listed on the
dietary list.
-It was the responsibility of the PCA to serve the
correct diet to the correct resident.
-He did not see the therapeutic diets served at
the breakfast meal on 10/22/25; the staff had
served the plates most mornings before he
arrived.
-He saw the therapeutic diet plates prepared on
10/21/25 for lunch; he did not notice any
problems with the diets served.
Interview with the SCC on 10/22/25 at 10:47am
revealed:
-The PCAs requested the plates for a certain
table, the DA prepared the plates, and the PCAs
served the plates
-The PCAs knew the diets of each resident and
served them correctly.
-She observed meals being served.
-She had sent plates back to the kitchen when
they were not prepared correcily.
-The DM should oversee the meals and see they
were served correctly.
|
Interview with the Administrator on 10/22/25 at
11:52am revealed:
-The DM should print the therapeutic menu each
Division of Health Service Regulation
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week and make it available to the DA when she ‘
prepared food.

-The DA should refer to the therapeutic menu to

know how to prepare the food for each

therapeutic diet.

-She monitored meals at lunch; if she saw a

problem she would send the plate back to the

kitchen.

-She expected therapeutic diets to be served as

ordered.

served as ordered for mechanical soft and
pureed diets, including a resident on a
mechanical soft diet who choked on a piece of
fruit and the Heimlich maneuver was performed
(#4). This failure resulted in substantial risk of
serious injury of the resident and constitutes a
Type A2 Violation.

The facility failed to ensure therapeutic diets were ‘

The facility provided a plan of protection in
accordance with G.S. 131D-34 on 10/22/25.

CORRECTION DATE FOR THE TYPE A2
VIOLATION SHALL NOT EXCEED NOVEMBER

21, 2025.
| 10A NCAC 13F .1205 Health Care

Personnel Registry
D 438 ;OA-NtCAC 13F .1205 Health Care Personnel D 438 1. Executive Director will |mmed|ately
egistry report any allegations of abuse to
Health Care Personnel Registry.
10A NCAC 13F .1205 Health Care Personnel Executive Director will immediately

Registry o -

The facility shall comply with G.S. 131E-256 and lr_lepolﬁ]agy '”Jgr y of unknown origin to

supporting Rules 10A NCAC 130 .0101 and ealth Care Personnel Registry.

0102 2. Training provided to management 11/19/25
) ' staff with immediate reporting of any

allegation of abuse or injury of

unknown origin to the Health Care

Personnel Registry.

11/21/25

This Rule is not met as evidenced by:
TYPE B VIOLATION
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during survey was immediately 10/20/25

Based on interviews and record reviews, the repo_rted to t_he NC H(.:PR using the

facility failed to complete Health Care Personnel required onIlne. reporting form.

Registry (HCPR) reports within 24 hours of an 4 Doqumentatlon_ of th_e report, 10/22/25

allegation of physical abuse for 2 of 3 residents including fax confirmation was placed

(#4 and #10) by a staff member (Staff D); and not in the investigation file.

reporting an injury of unknown origin for 1 of 1 5. The resident involved was assessed  10/20/25

sampled residents (#2). for safety.
6. ED completed a review of all

The findings are: incident reports for the previous 90 11/21/25
days to identify any additional

1. Review of Resident #4's current FL2 dated reportable events that may have not

07/01/25 revealed: been submitted to the HCPR. No

-Diagnoses included leukocytosis, severe further unreported incidents were

protein-caloric malnutrition, hypertension, chronic identified.

obstructive pulmonary disease (COPD), and 7. All staff - including ED, SCC, Med 1119/25

dementia. Techs were educated on when, how to

-The resident was documented as constantly report to HCPR 11/19/2025.

disoriented. 8. The ED and SCC will review all 11/21/25

-The resident was documented as having incident reports daily to ensure

wandering behaviors. potential HCPR reportable events are

-The resident was ambulatory and required staff identified immediately.

assistance with bathing, feeding, and dressing. 9. RVPO & RDCS will review all 11/21/25
allegations to verify timely reporting

Review of video footage of Resident #4 dated and tracking.

09/30/25 from 8:32am to 8:41am revealed: 10. All HCPR reports, including 11/21/25

-Staff D, a personal care aide (PCA), was seen
aggressively gripping Resident #4's right arm
while briskly walking down the hallway towards
the dayroom.

-Staff D firmly placed the resident backwards into
the recliner.

-The resident attempted to get out of the recliner.
-Staff D forcefully pushed the back of the recliner
backwards; the excessive force caused the
resident's lower limbs to be lifted into the air as
the chair reclined.

-The resident was able wiggle her body out of the
recliner.

-Staff D aggressively grabbed the resident's right

receipts & investigation summaries will
be reviewed monthly for 6 months.
After 6 months, compliance will be
reviewed quarterly by RVPO and
RDCS and maintained by ED/SCC
indefinitely
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arm and shirt, forcing the resident backwards into
the recliner,

-The resident got out of the chair again and Staff
D grabbed the resident's left arm and forced the
resident backwards into the recliner.

Review of a 24-hour HCPR Initial Allegation
Report revealed there was no 24-hour HCPR
initial allegation report to review.

Review of the 5-day Investigation Report revealed
there was no 5-day Investigation Report to
review,

Attempted telephone interview with Staff D on |
10/22/25 at 5:39pm was unsuccessful. |

Based on observations, interviews, and record
reviews it was determined Resident #4 was not
interviewable.

2. Review of Resident #10's current FL2 dated

08/11/25 revealed:

-Diagnoses included hypertension, neurocognitive

disorder with Lewy bodies, osteoporosis, and

gastro-esophageal. |
-The resident was documented as constantly

disoriented.

-The resident was semi-ambulatory and required

staff assistance with bathing.

Review of video footage of Resident #10 dated

09/30/25 from 8:36am to 8:52am revealed:

-Resident #10 was seated in her wheelchair in the

dayroom while using her legs to move her

wheelchair forward.

-Staff D, a personal care aide (PCA), placed her

hand on the resident's shoulder and her other

hand on the arm of the wheelchair and in a swift |
motion, pulled the wheelchair backwards and |
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towards the wall.

-The resident attempted to move the wheelchair
forward and Staff D locked the wheels to the
wheelchair.

-The resident continued to attempt to move the
wheelchair forward when the Staff D planted her
left foot in front of the right wheel of the
wheelchair, preventing movement.

-The resident attempted to move the wheelchair
again, when Staff D pushed the wheelchair
forward facing and against an armchair.

-The resident's wheelchair was facing the right
side of the armchair and Staff D locked the
resident's wheelchair, preventing movement.

Interview with the Administrator on 10/22/25 at
2:18pm revealed:

-She was responsible for reporting to HCPR.
-All HCPRs completed by her would be on file at
the facility.

-She reported the incidents in the video footage
to the Regional Vice President of Operations
(RVPO).

-She did not report the incidents to HCPR
because she saw the incidents as a critical
offense, but not abuse.

Review of a 24-hour HCPR Initial Allegation
Report revealed there was no 24-hour HCPR
initial allegation report to review.

Review of the 5-day Investigation Report revealed
there was no 5-day Investigation report to review.

Attempted telephone interview with Staff D on
10/22/25 at 5:39pm was unsuccessful.

Based on observations, interviews, and record
reviews it was determined Resident #10 was not
interviewable.

D 438
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3. Review of Resident #2's current FL-2 dated
08/13/25 revealed:

-Diagnoses included dementia, chronic
respiratory failure, generalized anxiety,
hyperthyroidism, macular degeneration, and
gastric-esophageal reflux disease (GERD).
-She was ambulatory.

-She was a wanderer.

-She was incontinent of bowel and bladder.

Review of Resident #2's accident/incident report
for an injury of unknown origin dated 10/17/25
revealed:

-Resident #2 was lying in bed with a bruised and
swollen right wrist.

-Resident #2 was sent to the Emergency
Department (ED) on 10/17/25 at 11:20am.
-Resident #2 was discharged from the ED with
right wrist pain, localized collection of blood and a
closed fracture of the distal end of the right
radius.

Review of Resident #2's electronic progress
notes revealed:

-On 10/16/25, staff reported bruising and swelling
of Resident #2's right inner wrist, base of her right
thumb, back of her right hand and her right wrist
was tender to touch.

-On 10/16/25, Resident #2's responsible party
was notified, and a message was left for the
Primary Care Provider (PCP).

-On 10/17/25, Resident #4 had a fractured wrist
and was wearing a splint.

-On 10/18/25, Resident #4 had a splint on her
right forearm; no pain or discomfort noted.

-On 10/22/25, Resident #4's responsible party
was notified that Resident #4 returned to the
facility with a fractured right wrist.

Telephone interview with a medication aide (MA)
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on 10/22/25 at 4:20pm revealed:
-She worked with Resident #2 on Friday,
10/17/25.
-She was told to complete the incident report on
10/17/25.

-Resident #2's right arm was swollen and bruised;
her arm was blue.

-The personal care aide (PCA) told her on Friday
morning about Resident #2's arm.

-She told the Administrator, who looked at
Resident #2's arm.

-She sent Resident #2 to the ED.

-Resident #2 should have been sent to the ED on
Thursday evening, 10/16/25; she should not have
stayed in the facility that night.

Interview with a PCA on 10/22/25 at 4:29am
revealed:

-She worked second shift on Thursday, 10/16/25.
-As she was undressing Resident #2, she noticed
her right arm looked like it had been twisted; it
was dark blue and swollen.

-Resident #2's arm continued to swell from the
time she noticed the injury, around 6:00pm, until
the end of her shift, around 11:00pm.

-She worked on second shift on Friday, 10/17/25,
and Resident #2 was out of the facility at the ED
but she returned to the facility before the end of
her shift at 11:00am.

-Resident #2 returned with a cast on her right
arm.

-She did not know what happened to Resident
#2's right arm.

Interview with the SCC on 10/22/25 at 2:10pm
revealed:

-She did not know what happened to Resident
#2's right arm.

-She was off on Friday, 10/17/25, and received a
phone call from the Administrator, who wanted to
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know if she was aware of Resident #2's right arm.
-She told the Administrator she did not know
anything about Resident #2's right arm,

-She saw Resident #2 on Monday, 10/20/25,
when she returned to work.

-She did not know an incident report was not
completed when the injury was found, until
10/21/25.

-She had the MA completed the incident report on
10/22/25.

Interview with the Administrator on 10/22/25 at
2:35pm revealed:

-On Friday, 10/17/25, the MA reported to her that
Resident #2 had a bruise on her right hand and
that she did not know what happened to Resident
#2.

-She saw Resident #2 and looked at her right arm
and had Resident #2 sent to the ED.

-She thought Resident #2 had a fall or that
someone told her Resident #2 had a fall.

-She did not know that second shift staff the day
before, 10/16/25, had noticed the injury to
Resident #2's right arm.

-She did not know what happened to Resident #2.
-She had not reported the injury of unknown
origin to the HCPR because she thought the
resident had fallen.

-She knew the SCC had the MA complete the
incident report yesterday, 10/21/25, but she failed
to read the report and had not started an
investigation, because she thought Resident #2 |
was injured from a fall.

Review of a 24-hour HCPR Initial Allegation
Report revealed there was no 24-hour HCPR
initial allegation report to review.

Review of the 5-day Investigation Report revealed
there was no 5-day Investigation Report to
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review.

| The facility failed to report to the HCPR within 24
hours regarding an allegation of physical abuse
by Staff D to two residents (#4, #10) by
aggressively grabbing the resident's arms and
forcing the resident backwards in a chair and
forcing the resident to sit in a recliner with the
footrest highly elevated (#4); locking the wheels
to a resident's wheelchair while placing her foot in
front of the wheel to prevent movement (#10),
who did not have an order for restraints (#10);
and delayed reporting an injury of unknown origin
of a resident who suffered a broken arm (#2).
This failure was detrimental to the health, safety,
and welfare of the residents and constitutes a
Type B Violation.

The facility provided a Plan of Protection in
accordance with G.S. 131D-34 on 10/22/25.

CORRECTION DATE FOR THE TYPE B
VIOLATION SHALL NOT EXCEED DECEMBER

6, 2025.

' 10A NCAC 13F 1212(a) Reporting of

D451 10A NCAC 13F .1212(a) Reporting of Accidents D 451 Accidents and Incidents
and Incidents (a) notify county department of social
services of any accident or inci

10A NCAC 13F .1212 Reporting of Accidents and 1.SCC & ED lye-educated on Cl;jeear:.t 11/21/25
Incidents _ definition of what incidents require
(a) An adult care home shall notify the county DSS notification, time frame reporting
department of social services of any accident or documentation a;nd chain of commanc,i
incident resulting in resident death or any reportin
accident or incident resulting in injury to a 2_‘2\” Stgf.f were re-educated on NC 11/19/25

resident requiring referral for emergency medical
evaluation, hospitalization, or medical treatment
other than first aid.

ALF Rule .1212 requirements, what
types of incidents must be reported to
DSS, immediate reporting
expectations to SCC and ED.

|
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This Rule is not met as evidenced by:

Based on record reviews and interviews, the
facility failed to notify the local county Department
of Social Services (DSS) of an incident/accident
that required emergency medical evaluation for 1
of 4 sampled residents who was sent to the
hospital for an injury of unknown origin (#2).

The findings are:

Review of Resident #2's current FL-2 dated
08/13/25 revealed:

-Diagnoses included dementia, chronic
respiratory failure, generalized anxiety,
hyperthyroidism, macular degeneration, and
gastric-esophageal reflux disease (GERD).
-She was ambulatory.

-She wandered.

-She was incontinent of bowel and bladder.

Review of Resident #2's electronic progress note
revealed on 10/16/25, staff reported bruising and
swelling of Resident #2's right inner wrist, base of
her right thumb, back of her right hand and her
right wrist was tender to touch.

Review of Resident #2's accident/incident report
for an injury of unknown origin dated 10/17/25
revealed:

-Resident #2 was lying in bed with a bruised and
swollen right wrist,

-Resident #2 was sent to the Emergency
Department (ED) on 10/17/25 at 11:20am.
-Resident #2's responsible party was notified on
10/17/25 at 11:15am of Resident #2 being
transferred to the ED for evaluation for a swollen
and bruised right wrist.

-The status of Resident #2 after the ED visit was

D 451 3. Supervisory staff (ED, SCC, Med
Techs) received enhanced training on
reporting timelines to DSS, completion
of incident reports, proper follow-up
and documentation required to
demonstrate compliance.

4. The ED or designee will conduct
weekly audit for 90 days, reviewing
100% of incident reports to ensure
timely notification to DSS, accurate &
complete documentation. After 90
days, audits will transition to monthly.

11/19/25

11/21/25
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Resident #2 was discharged from the ED with
right wrist pain, localized collection of blood and a
closed fracture of the distal end of the right
radius.

Telephone interview with the Adult Home
Specialist (AHS) on 10/22/25 at 9:20am revealed:
-The facility should report injuries of unknown
origin within 24 hours.

-She received incident/accident reports through
electronic mail or fax.

-She received an incident/accident report from
the facility on Monday, 10/20/25, but it was not
about Reisdent #2,

-She had not received any incident/accident
reports from the facility since 10/20/25.

-She had not received an incident/accident report
for Resident #2 for a broken arm of unknown
origin.

Telephone interview with a medication aide (MA)
on 10/22/25 at 4:20pm revealed:

-She worked with Resident #2 on Friday,
10/17/25.

-The personal care aide (PCA) told her on Friday
morning about Resident #2's arm.

-She told the Administrator, who looked at
Resident #2's arm.

-She was told to complete the incident report on
10/17/25.

-Resident #2's right arm was swollen and bruised;
her arm was blue.

-She sent Resident #2 to the ED.

-Resident #2 should have been sent to the ED on
Thursday evening, 10/16/25; she should not have
stayed in the facllity that night.

Interview with the Special Care Coordinator
(SCC) on 10/22/25 at 2:10pm revealed:
-When an incident/accident happened and the
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resident was sent to the hospital, an
incident/accident report would be completed.
-Resident #2's incident report from 10/17/25 was
completed on 10/21/25 and sent to the AHS on
10/21/25.

Interview with the Administrator on 10/22/25 at
2:35pm revealed:

-She was responsible for sending the reportable
incident/accident reports to the AHS with 24
hours of the incident.

-She did not realize the incident report was not
completed on 10/16/25 when the injury was
noted.

-The incident/accident report was completed
yesterday, 10/21/25 by the MA who sent Resident
#2 to the ED.

-The incident/accident report was sent to the AHS
yesterday, 10/21/25.

D 453 10A NCAC 13F .1212(d) Reporting of Accidents D 453

and Incidents

10A NCAC 13F .1212 Reporting of Accidents and
Incidents

(d) The facility shall immediately notify the county
department of social services in accordance with
G.S. 108A-102 and the local law enforcement
authority as required by law of any mental or
physical abuse, neglect or exploitation of a
resident.

This Rule is not met as evidenced by:

10A NCAC 13F .1212(d) Reporting of

Accidents and Incidents

(d) facility shall immediately notify the

county DSS and local law enforcement
of any mental, physicai abuse, neglect
or exploitation of a resident

1. All staff were re-educated on howto  11/19/25
identify an incident requiring law
enforcement, immediate notification
procedure and documentation.
2. The ED will review 100% of incident
11/21/25

reports weekly for 90 days ensuring
correct classification and proper
determination whether law
enforcement should be contacted.
After 90 days, monitoring will transition

|to monthly audits.
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Based on record reviews and interviews, the
facility failed to notify the local county Department
of Social Services (DSS) of an allegation of
physical abuse for 2 of 4 sampled residents (#4
and #10).

The findings are: |

1. Review of Resident #4's current FL2 dated
07/01/25 revealed: ‘
-Diagnoses included leukocytosis, severe

protein-caloric malnutrition, hypertension, chronic ‘
obstructive puimonary disease (COPD), and

dementia. |
-The resident was documented as constantly

disoriented. |
-The resident was documented as having

wandering behaviors.

-The resident was ambulatory and required

assistance from staff with bathing, feeding, and

dressing.

Review of Resident #4's Resident Register
revealed an admission date of 07/21/25. |

Review of the facility's recorded video footage on |
10/22/25 at 3:38pm revealed there was video

footage dated 09/30/25 from 8:32am to 8:41am of ‘
a staff person being physically abusive to

Resident #4. |

There was no Accident and Incident Report to |
review for Resident #4 dated 09/30/25.

Interview with the Adult Care Home Specialist
with the County DSS on 10/22/25 at 9:22am

revealed she had not received an Accident and ‘
Incident Report for Resident #4 dated 09/30/25.

Attempted telephone interview with resident #4's
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primary care provider (PCP) on 10/21/25 at
1:39pm was unsuccessful. ‘

Based on observations, interviews, and record
review, it was determined that Resident #4 was
not interviewable.

Refer to the interview with the Special Care Unit
Coordinator (SCC) on 10/22/25 at 5:10pm.

2. Review of Resident #10's current FL2 dated

08/11/25 revealed:

-Diagnoses included hypertension, neurocognitive

disorder with Lewy bodies, osteoporosis, and

gastro-esophageal.

-The resident was documented as constantly

disoriented. ‘
-The resident was semi-ambulatory and required

assistance from staff with bathing.

Review of Resident #10's Resident Register
revealed an admission date of 05/23/22.

Review of the facility's recorded video footage on
10/22/25 at 3:38pm revealed there was video
footage dated 09/30/25 from 8:36am to 8:52am of
a staff person being physically abusive to
Resident #10.

There was no Accident and Incident Report to
review for Resident #10 dated 09/30/25.

Interview with the Adult Care Home Specialist
with the County DSS on 10/22/25 at 9:22am
revealed she had not received an Accident and
Incident Report for Resident #10 dated 09/30/25.

Attempted telephone interview with resident #10's
ptimary care provider (PCP) on 10/21/25 at
1:39pm was unsuccessful.
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Based on observations, interviews, and record

review, it was determined that Resident #10 was

not interviewable.

Refer to the interview with the Special Care Unit

Coordinator (SCC) on 10/22/25 at 5:10pm.

Interview with the SCC on 10/22/25 at 5:10pm

revealed she was responsible for reporting the

allegations of abuse to DSS.

D 454 10,:|NC€C :3F .1212(e) Reporting of Accidents D 454 10A NCAC 13F .1212(e) Reporting of
SOCSNNEICNIS Accidents and Incidents (e) the
facility shall assure the notification of

10A NCAC 13F .1212 Reporting Of Accidents
And Incidents
(e) The facility shall assure the notification of a

responsible party.

responsible party, unless resident on

resident’s responsible person or contact person, 1. All staff _V\_/ere. re-educated (_)n 11/19/25
as indicated on the Resident Register, of the _proper notlflca_tlon of any accident or
following, unless the resident or his responsible mCIde.nt to.thelr responsible par‘.ty or
person or contact person objects to such POA in a timely manner at the time of
notification: any incident or acmde_nt and then
(1) any injury to or illness of the resident requiring follow up doc;umeptatmn.
medical treatment or referral for emergency 2. The ED will review 100% of 11/21/25
medical evaluation, with notification to be as soon incident reports & documgntatlon
as possible but no later than 24 hours from the weekly for 90 days ensuring
time of the initial discovery or knowledge of the reSPOI’\Slble party or POA has been
injury or illness by staff and documented in the notified of any accident or incidents.
resident's file; and After 90 days, monitoring will
(2) any incident of the resident falling or transition to monthly audits.
elopement which does not result in injury
requiring medical treatment or referral for
emergency medical evaluation, with notification to
be as soon as possible but not [ater than 48
hours from the time of initial discovery or
| knowledge of the incident by staff and
documented in the resident's file, except for
_elopement requiring immediate notification
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D 454 Continued From page 43
according to Rule .0906(f)(4) of this Subchapter.

This Rule is not met as evidenced by:

Based on interviews and record reviews, the
facility failed to notify the responsible pariy of 1 of
4 sampled residents related to a broken arm of
unknown origin (#2).

The findings are:

Review of Resident #2's current FL-2 dated
08/13/25 revealed:

-Diagnoses included dementia, chronic
respiratory failure, generalized anxiety,
hyperthyroidism, macular degeneration, and
gastric-esophageal reflux disease (GERD).
-She was ambulatory.

-She wandered.

-She was incontinent of bowel and bladder.

Review of Resident #2's care plan dated 09/24/25
revealed:

-She was totally dependent on staff with toileting,
bathing, dressing, and grooming.

-She required limited staff assistance with
transfers.

-She was independent with eating and
ambulation.

Review of Resident #2's accident/incident report
for an injury of unknown origin dated 10/17/25
revealed:

-Resident #2 was lying in bed with a bruised and
swollen right wrist.

-Resident #2 was sent to the Emergency
Department (ED) on 10/17/25 at 11:20am.

D 454
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-Resident #2's Power of Attorney (POA) was
notified on 10/17/25 at 11:15am of Resident #2
being transferred to the ED for evaluation for a
swollen and bruised right wrist.

-The status of Resident #2 after the ED visit was
Resident #2 was discharged from the ED with
right wrist pain, localized collection of blood and a
closed fracture of the distal end of the right
radius,

Review of Resident #2's electronic progress note
revealed:

-On 10/16/25, staff reported bruising and swelling
of Resident #2's right inner wrist, base of her right
thumb, back of her right hand and her right wrist
was tender to touch.

-Resident #2's responsible party was notified, and
a message was left for the primary care provider
(PCP).

-On 10/17/25, Resident #4 had a fractured wrist
and was wearing a splint.

-On 10/18/25, Resident #4 had a splint on her
tight forearm; no pain or discomfort noted.

-On 10/22/25, Resident #4's POA was notified
that Resident #4 returned to the facility with a
fractured right wrist.

Telephone interview with Resident #2's POA on
10/22/25 at 9:45am revealed:

-She received a telephone call on Thursday
evening, 10/16/25, that Resident #2 had a bruise
and swelling above her right wrist.

-The staff could not tell her what happened.
-She received a second phone call on Friday
morning, 10/17/25, that Resident #2 was being
sent to the ED because of the swelling and
bruising on her right arm.

-She did not know what happened at the ED; no
one from the facility called her.

-No one from the facility had called her since she
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received the phone call the morning of 10/17/25,
when Emergency Medical Services (EMS) picked
Resident #2 up and took her to the ED.

Interview with the Special Care Coordinator
(SCC) on 10/22/25 at 2:10pm revealed:

-On 10/16/25, Resident #2's POA should have
been notified when the injury was found.

-On 10/17/25, Resident #2's POA should have
been notified when Resident #2 was sent to the
ED.

-On 10/17/25, Resident #2's POA should have
been notified of Resident #2's broken arm.
-The MAs were responsible for contacting the
POA.

Interview with the Administrator on 10/22/25 at
2:35pm revealed:

-The MA who received Resident #2 from the ED
on 10/17/25 should have notified the POA that
Resident #2 had a broken arm.

-She expected the MAs to notify the POAs when
there were changes with the residents.
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