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Initial Comments

The Adult Care Licensure section and the
Cabarrus County Department of Social Services
conducted a follow up survey on 12/10/25 through
12/11/25.

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

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

(a) An adult care home shall notify the county
department of social services of any accident or
incident resulting in resident death or any
accident or incident resulting in injury to a
resident requiring referral for emergency medical
evaluation, hospitalization, or medical treatment
other than first aid.

This Rule is not met as evidenced by:

Based on interviews and record reviews, the
facility failed to notify the local Department of
Social Services (DSS) for an incident involving 1
of 5 sampled residents (Resident #4) who
sustained an injury from a fall and was sent to the
hospital.

The findings are:

Review of Resident #4's Resident Registered
revealed she was admitted 07/21/23.

Review of Resident #4's current FL2 dated
07/21/25 revealed:

-Diagnoses included dementia, failure to thrive,
anxiety, and psychotic mood disturbance.
-Resident #4 was constantly disoriented.
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-Resident #4's level of care was Special Care
Unit (SCU).

Review of the facility's event summary report on
12/11/25 revealed:

-Resident #4 had a fall with injury in her bedroom
on 11/22/25 at 6:30am.

-Resident #4's Primary Care Provider (PCP) was
notified on 11/22/25 at 6:47am.

-Resident #4's family was notified on 11/22/25 at
6:47am.

Review of the hospital discharge summary
11/23/25 revealed:

-Resident #4 was admitted with a laceration to
her right forehead/eyebrow region after an
unwitnessed fall.

-Resident #4 was to have vital signs checked
every shift for 72 hours.

-Resident #4 was to be monitored every shift for
72 hours for bruising, change in mental
status/condition and pain.

-Resident #4 was to be assessed by Physical
Therapy and Occupational Therapy.

Interview with the Adult Home Specialist (AHS) on
12/11/25 at 10:18am revealed:

-She kept all the Incident and Accident reports
she received from all facilities on her computer.
-She did not remember getting an Incident and
Accident report for Resident #4 on or around
11/22/25 and when she checked her computer
she did not have one.

-The facility had been trying to catch up, sending
her the Incident and Accident reports she did not
received when the past Administrator left on
11/19/25.

Interview with the Resident Care Coordinator
(RCC) on 12/11/25 at 9:35am revealed:
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-The medication aide (MA) starts the Incident and
Accident reports and if they do not finish them,
the RCC does.

-Once the RCC completes the Incident and
Accident report, they turn the report over to the
Administrator who sends the report to DSS.

-She stated she was aware if more than first aid
was applied, the report was always sent to DSS
within 48 hours.

-She only handled the Incident and Accident
reports on the Assisted Living side of the facility,
and the SCC handled the reports on the Special
Care Unit side.

-She did not know why the Incident and Accident
report was not sent to DSS as Resident #4 had a
laceration.

Interview with the Special Care Coordinator
(SCC) on 12/11/25 at 9:55am revealed:

-She had only been with the facility one and a half
weeks.

-She did remember finishing the Incident and
Accident report for Resident #4's fall on 11/22/25.
-She knew the reports had to be turned in to DSS
within 48 hours after an incident or accident with
an injury.

-She turned Resident #4's Incident and Accident
report into the Administrator for her to sign and
send to DSS on 12/02/25.

-She knew it was late, but she was catching up
from the last SCC who left about 2 weeks ago.

Interview with the Administration on 12/11/25 at
10:16am revealed:

-She did not realize Resident #4's Incident and
Accident report was not sent to DSS.

-She was responsible for sending the reports to
DSS.

-The MA began the report and the RCC and/or
the SCC reviewed and finished the report.
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-The reports are signed by me and sent to DSS,
regional VP, regional nurse and the company
attorney.
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