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(b) The facility shall dssure referral and follow-up

to meet the routine an
of residents.

d acute health care needs

This Rule is not met as evidenced by:

TYPE B VIOLATION

Based on interviews and record reviews, the

facility failed to ensur:
follow-up for 1 of 5 sa
#2) related to an injur]
The findings are:

Review of Resident #

> healthcare referral and
mpled residents (Resident
to the right hand.

D's current FL2 dated

12/31/25 revealed di

noses included cerebral

vascular accident, hefniparesis (a neurological
condition characterizéd by weakness, reduced
strength, or impaired novement on one side of
the body), congestivelheart failure, chronic
obstructive pulmonary disease, diabetes mellitus

type 2, and hyperten

Review of Resident #2's care plan dated 01/22/26

revealed:
-Resident #2 required
toileting, bathing, dre;

ion.

limited assistance with
3sing, and grooming.
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-Resident #2 required

ambulation and eating.

supervision with

Interview with Resideft #2 on 01/21/26 at 9:45am
revealed two months ggo she broke her hand

trying to get her pant
bathroom.

Interview with Reside
12:50pm revealed:

down to go to the

nt #2 on 01/22/26 at

-On Saturday morning (11/22/25), she was trying

to get her pants down
-Her pinky finger of h
the pants which caus
forceful extension of 2

finger.

-Her hand became v
-She told the medicat
had happened to her
very painful.

-The MA administere

to go to the bathroom.

2r right hand got hung up in
=d hyperextension (the
limb or joint beyond its

normal limits as to ce]use injury) of the pinky

ry painful after the incident.
on aide (MA) on duty what
hand and that her hand was

acetaminophen (used to

treat mild to moderatg pain) to Resident #2 for

the pain.

-The acetaminophen
hand.

-Her right hand was

afternoon on 11/22/2%.

-She told the MAon g

did not help the pain in her
sibly swollen in the

uty "all day" on (11/22/25)

her hand was "killing fne."

-A family member came to visit her on the
morning of 11/23/25.
-The family member poticed the right hand was
swollen.
-The family member asked the facility staff to call
an ambulance to take her to the hospital for
evaluation of the righf hand.

Review of Resident #2's local emergency
department (ED) discharge summary dated

pain in an ﬁYV\f)f%ﬁﬂ(,(ﬂ
Sthuaton win be
Atitd on by Caliing
an.
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Review of Resident #

concerning PCP cont

?'s charting notes for

ct on 11/22/25 for pain and

14/21/25 to 11/28/25 {vealed there was no note

swelling of the right hand.

Telephone interview with Resident #2's PCP on
01/23/26 at 8:21am rgvealed:

-The facility staff did rjot contact her with
concerns regarding Resident #2's right hand
injury on 11/22/25.
-The facility staff shoudld have reached out to her

or the on call service
xray of Resident #2's
-Resident #2 would h
acetaminophen for th

or an order for a mabile
right hand on 11/22/25.

ave had a standing order for
> staff to use for pain.

Telephone interview with Resident #2's family

member on 01/23/26

t 12:43pm revealed:

-He came to visit Resjdent #2 on the morning of

11/23/25.
-He knew her hand w,

s broken when he saw it.

-Resident #2's hand was "really swollen.”
-Resident #2 would "drimace” and "yell out” when
her hand was touched because "it hurt so bad.”
-Resident #2 told him|she hurt her hand trying to
pull her pants down 1¢ use the bathroom.
-Resident #2 said the]hand hurt "really bad” and
all the facility staff had given her was
acetaminophen for the pain in her hand.

-He asked the staff tojcall an ambulance to take
Resident #2 to the hospital.

Interview with the Adtinistrator on 01/23/26 at
12:05pm revealed:
-She was not working the day Resident #2 injured
her right hand.
-A MA called her and fold her Resident #2 said
her right hand hurt.
-She asked the MA tq ask Resident #2 what had
happened.
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11/23/25 revealed:
-Resident #2 presented to the ED for evaluation
of right wrist pain.
-The right hand was Hruised and painful to the

touch and there was discomfort with range of

motion.

-The x-rays showed g fracture of the 5th
metacarpal (the long bone in the hand located on
the pinky finger side df the hand which forms the

framework of the pal

and connecting the wrist

to the little finger) witl] minimal displacement.
-The diagnosis was right hand fracture.

-Discharge instructio
for 2-3 weeks, ice 20
pain control and swel

s included wearing a splint
Mminutes 4-5 times a day for
ing, and use

acetaminophen for digcomfort.

Telephone interview
3:01pm revealed:
-She routinely worked
as a MA.

-She was the MA on ¢
injured her right hand
-Resident #2 told her
pants and "something
-Resident #2 complai
-Resident #2 asked h|

ith a MA on 01/22/26 at
day shift on the weekends
uty when Resident #2
when she pulled up her
snapped" in her right hand.

ned of pain in the right hand.
er for pain medication.

-She administered a

taminophen to Resident #2

for the pain in the harjd.

-Resident #2's right hand had not been swollen
when she looked at itjon 11/22/25.

-She did not remember if she had contacted
Resident #2's PCP alout Resident #2's
complaints of pain in fhe hand.

-Resident #2's right h
swollen when she lod
11/23/25.

-Resident #2 went to
evaiuation.

nd had been a "little”
ked at it on the morning of

he hospital on 11/23/25 for
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-Resident #2 told the
happened.

-The MA told her Resi
"perfectly normal."
-She asked the MA to
needed something fo
-Resident #2 told the
anything because aci

MA she did not know what
dent #2's hand looked

ask Resident #2 if she
pain.

MA she did not want
taminophen did not work.

-Resident #2 just congnued on as normal.
-She came to work the next morning (11/23/25)

and the hand looked
asked Resident #2 a

"little swollen" and she
her family member if they

wanted to do an x-raylin house.

-The family member
to be sent o the hosp,

id he wanted Resident #2
tal.

The facility delayed e

Resident #2 to experi

aluation and treatment of

nce increased pain and

Resident #2's right h}\d fracture causing

swelling. This was d
health, safety, and we
B Violation.

rimental to the residents
Ifare and constitutes a Type

The facility provided g plan of protection in

accordance with G.S,
this violation.

CORRECTION DATE

VIOLATION SHALL N
2026.

10A NCAC 13F .0902

10A NCAC 13F .0902
(c) The facility shall a

131D-34 on 01/23/26 for

FORTHE TYPEB
OT EXCEED MARCH 9,

¢)(3-4) Health Care

Health Care
ssure documentation of the

following in the resident's record:

(3) written procedures
a physician or other li
and

, treatments or orders from
censed health professional;

D273

D276

AL Dlood SUgar theekS
WIll be within | hour

before or Vhowr aftur
Administaton Hme .
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(4) implementation of

procedures, treatments or

orders specified in Supparagraph (c)(3) of this

Rule.

This Rule is not met js evidenced by:

Based on interviews

facility failed to ensur:

(FSBS) were obtaine

nd record reviews, the
> fingerstick blood sugars
as ordered for 1 of 5

sampled residents (Resident #2).

The findings are:

Review of Resident #2's current FL2 dated

12/31/25 revealed:
-Diagnoses included

Jiabetes mellitus type 2.

-There was an order to check FSBS once daily at

6:00am.

Review of Resident #2's primary care provider
(PCP) order dated 06120/25 revealed FSBS once

daily in the mornings.

Review of Resident

's PCP order dated

11/21/25 revealed FSBS once daily at 6:00am.

Review of Resident

's FSBS administration

history dated 11/25/2% to 01/22/26 revealed:
-From 12/03/25-01/08/26, the FSBS were
scheduled to be collepted at 5:00am.
-There were 11 occurfences out of 36

opportunities when t

FSBS was collected prior

to 5:00am (on 12/03/25 at 4:04am, on 12/04/25 at

4:18am, on 12/07/25
4:47am, on 12/11/25
4:54am, on 12/19/25
4:53am, on 12/21/25

4:21am, and on 01/07

at 4:17am, on 12/08/25 at
t 4:48am, on 12/18/25 at
Et 4:32am, on 12/20/25 at
t 4:38am, 12/27/25 at
/26 at 4:04am).

-From 01/09/26-01/24/26, the FSBS were
scheduled to be colletted at 7:00am.

blovd sugars are not
Creckegl within Hhis
Wingow ED wil
ot e ;0 Noh
VVD\A(MI Med Techs
Ve vebvained on
\o\ood sugrs procedures.
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-There were 7 occurt]
opportunities when t

ences out of 14
e FSBS was collected after

8:00am (on 01/09/26at 9:24am, on 01/12/26 at
9:41am, on 01/14/26 fat 8:25am, on 01/17/26 at

8:51am, on 01/18/26
8:24am, and on 01/2

t 8:27am, on 01/19/26 at
/26 at 8:42am.)

Interview with Resident #2 on 01/21/26 at 9:45am

and on 01/22/26 at 1

-There was an order
6:00am.

-Staff were checking

between 4:00am and
-She did not want st:

early because she wi
-A family member sp
about the staff wakin
-Staff now checked h
breakfast at 8:00am.

Telephone interview
01/23/26 at 8:21am 1|
-She wanted Reside

»:50pm revealed:
o check her FSBS daily at

her FSBS in the mornings
5:00am.
to check her FSBS so
s still sleeping.
ke with the Administrator
her up for a FSBS.
r FSBS after she had eaten

vith Resident #2's PCP on
ovealed:
{ #2's FSBS fo be collected

before Resident #2 afe breakfast.

-She primarily went

Resident #2's A1C (a

blood test that reflects your average blood
glucose levels over the past 3 months) when

making decisions abd

interview with the Ad
12:05pm revealed:
-Third shift used to b
Resident #2's FSBS.
-First shift staff were
administer medicatio
collecting FSBS.

ut Resident #2's care.
ministrator on 01/23/26 at
2 responsible for obtaining

how coming in at 6:00am to
ns and were responsible for

-The first shift staff should collect FSBS at

6:00am prior to starti
medications.
-The first shift staff w

ng to administer

sre not obtaining FSBS prior
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to administering medigations which resulted in
Resident #2's FSBS being outside the timeframe.
-The staff obtained eafly FSBS for Resident #2
only when the resident was already up or did not
feel well.
-The staff did not wake Resident #2 to check her
FSBS.
D 338 10A NCAC 13F .0909|Resident Rights D 338 A \
NS | ‘
10A NCAC 13F .0909|Resident Rights T Wil e {ratned
An adult care home shall assure that the rights of Oﬂ \MY\ a.\, 9% QPP i S
all residents guaranteed under G.S. 131D-21, u } ‘
Declaration of Residegts' Rights, are maintained sed ‘Q)T and Stan
and may be exercised| without hindrance. a ,
p\m policy put n
This Rule is not met gs evidenced by: (LY - N 0 Pf’ C'h) ¥ fs
TYPE B VIOLATION t QloWey T be.
Based on interviews and record reviews, the Pu'+ 6}’\ app R 8} {‘Oup 5
facility failed to ensure resident dignity was Q’\( t m
maintained for 2 of 2 gampled residents + (10[( 6 0 O l
(Residents #4 and #5) related to photos,
comments, and emojig posted to a group chat WCd{d Bﬂ'ﬁ
application. M a‘\“ pmmdf .\_l/\ o * C awe.
The findi : ‘ -
e frings re o e vesident gre
Review of the facility's consent for photography no A )
policy revealed: .h th » OYl\ Lﬁ P\ VS%’
_Th.ere was an area for hgndwrittgn initials of Y\(]_Mf ) ‘ Wi h_q ‘ 5
residents and or respgnsible parties before each TO ) 0 r
of the following statenjents: o .
"_| agree to have photds taken for identification V\U W)'_O ”S \N\ \ \
and medical purposeg” bﬁ US»Ed . Gq\(l) Mp
".| agree to have photps taken during activities . - I
and events in the facillty.” \N\ l\ lOC uS{d .COY
"] agree to have photps taken for marketing 0n
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purposes.”

-There was not a statément for the resident or

their responsible party
taken and shared amgq
application.

12/26/25 revealed:
-Diagnoses included
anxiety.

-She was documenteq
constantly disoriented

1. Review of Residen]#4‘s current FL2 dated

Review of Resident #4

revealed she was adngitted to the facility on

12/26/25.

Review of Resident #4
revealed:

-She ambulated indegendently.

-She needed supervi
and dressing.

to consent to have photos
ng staff using a group chat

lascular dementia and

as ambulatory and

's Resident Register

's care plan dated 12/31/25

on with eating, toileting,

Review of a photo of Resident #4 posted in the
facility group chat appiication revealed:

-There was no visible date on the photo.

-The photo was takenlin the staff breakroom.
-Resident #4's pants and pullup were pulled down

to her knees, and she
over a trash can.
-Resident #4's face wi

-There was a messag:r

read "Ummm hello wi
1:55pm.

-There were two "laug
one "facepalm” emoji
message.

Interview with a medigstion aide (MA) on

01/21/26 at 3:23pm r

was in a crouched position

s visible in the photo.
under the photo which
at is going on today" at

hs until you cry” emojis and
below the photo and

ealed:

professional use 4o
relay vmporont

info twmahon . Resrgents
Ov PoAs will have

0 ew oo policy
hat explains va 0pp
On 1 "’ SO +

Qware, nghzd \‘ﬂ
v charts.

A refvaiing of Resident
K«g\m Wil be done
With an st

AAninshyador WL
MORGO darly o
eSSt 1
Conupldinac ot

Qrottp Opp.

|12l
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-Resident #4 was a 1

member had exited t

ew admission to the facility.

e breakroom.

-She heard the breall:oom door open after a staff

-She went to the bre
there.

-She found Resident
-She took a picture o
trashcan.

application.

kroom fo see who was in

#4 urinating in the trashcan.
f Resident #4 urinating in the

-She posted the pict]re to the facility's group chat

-She posted the pict
change in behavior.
-She posted it to the

re to show Resident #4's

group chat because different

staff worked every d

y and it was easier than

messaging each staff individually.

-Resident #4 was *
was "not like her to
-Resident #4 had a
-The group chat app
communicate with er]

dest" and what happened
that.”
mentia diagnosis.
cation was used o
nployees on other shifts.

-The group chat applcation was used to let

employees know whi
residents.

-Only employees of §
the group chat.

t was going on with the

he facility were included in

-There were 20 plus pmployees who received

communications thro

Review of a second
in the facility group ¢}
-Resident #4 on her

Ligh the group chat.

hoto of Resident #4 posted
hat application revealed:
nees faced away from the

camera on a disposgble incontinence bed pad in

the floor of the facilit
-Resident #4 was un

hallway.
dressed from the waist down

with the exception offan adult pullup and one

shoe.
-There was a pair of
behind Resident #4.

Interview with a secd

blue jeans lying on the floor

nd MA on 01/21/26 at
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when the photo was tgken.

-She took the photo td
in Resident #4's beha

communicate the change
ior.

-Resident #4 was undfessing and getting into the

floor of the hallway wh
behavior for her.

pants on twice before

ich was not normal

he took the photo.

-She had already assiEed Resident #4 to put her

-Resident #4 was not
the photo of her.

-She posted the phota
-1t was easier to comn;
chat application than ¢
the Administrator or of
care to Resident #4.

Review of a video of K

ware the MA had taken

to the facility's group chat.
unicate using the group

ommunicating directly with
her staff who also provided

esident #4 posted in the

facility group chat application revealed:

-Resident #4 was star]
of a mirror and sink.
-Resident #4 used bo
water to her face rep
-The message below
facial anyone?"

Interview with a perso

ding in a bathroom in front
of her hands to bring

tedly to rinse her face.
he video read "Toothpaste

hal care aide (PCA) on

01/23/26 at 3:35pm reyvealed:

-She had taken the video of Resident #4 as she
washed her face in hgr bathroom and posted it to
the group chat applicgtion.

-"It was humor."

-"You have to make light of things."

-Resident #4 had gotten toothpaste confused with

face cream.
-She posted it so oth
toothpaste needed to

employees were aware
be something they watched
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4:05pm revealed:
-She had taken the photo of Resident #4 on the
hallway floor.
-Resident #4 had just ptarted a new medication
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out for with Resident#4

-She was not making
-"It was like finding y
was laughing it off."

fun of Resident #4.
ur grandma doing it and |

Review of Resident #4's chart notes dated

12/29/25 through 01/,
-There was documen
Resident #4's Primar|

p2/26 revealed:
tation on 01/10/26 that
Care Provider (PCP) was

contacted related to

n incident of using the

bathroom in an officeltrashcan.
-There was documenation on 12/29/25 and
01/17/26 and 02/21/26 that Resident #4 was

found undressed in

rroom.

-There was documenation on 01/21/26 that
Resident #4 was found undressed in another

resident's room.

Interview with the Adgninistrator on 01/21/26 at

1:00pm revealed:
-She saw the photo g
the trash can posted
-She saw the photo g
in the hallway withou
group chat.

-She and the staff ha
member about Resid|
admission and these
were new.

f Resident #4 squatting over
n the MA group chat.

f Resident #4 on her knees
pants posted in the MA

been talking with a family
nt #4's behavior prior to
behaviors in the photos

-She and the staff ha

been working with

Resident #4's primary care provider (PCP) to
adjust her medicatioffs.

-The photos were po
behaviors that were *
for Resident #4.

10:15am revealed R

ted by the staff to show
completely out of the norm"

sident #4's POA was out of

Interview with the Ad%ninistrator on 01/23/26 at

town, and her curren
member.

contact was another family
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Telephone interview With Resident #4's family
member on 01/23/26at 10:18am revealed:
-Resident #4 was diagnosed with dementia and
was admitted to the facility about three weeks
ago because she had become increasingly
difficult to manage atjhome.

-The POA was out offtown and had not visited the
facility since Residen} #4 was admitted.

-She and another family member started visiting
Resident #4 at the fagility a week ago and had
been visiting on mosf{days.

-The Administrator informed them of some
extreme behaviors dyring the first two weeks of
her admission.
-Resident #4 was corjtinent of bowel and bladder
and was not taking any medications prior to her
admission to the facilfty.

-Since the admission|to the facility several
medications were tried in an effort to manage her
behaviors, and she thought Resident #4 started
wearing incontinencejbriefs.

-She talked with and gexted with the Administrator
about Resident #4 or] a couple of occasions.
-She was not aware the staff used a group chat
application to commuhicate with each other.

-She was not aware staff had taken pictures of
Resident #4 but thought words could have been
used to adequately ekplain the situation.

-Even though Resident #4 had dementia she was
still alert enough to upderstand if she "was being
made fun of".
-Resident #4 acted embarrassed when the staff
started talking about gnd asking questions about
her behaviors.
-t "grabbed her attention” when staff told her
about Resident #4's behaviors in front of other
residents and Resident #4.

-On one occasion when she visited Resident #4,
she observed staff to]Jask Resident #4 if she
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walked around naked

front of other resident

when she lived at home.

and the family member.

-The interaction occu{ed at the nurses station in

-The comment seeme
#4.

-She commented back
telling your secrets.”
-The interaction made
because Resident #4
-She would prefer it if

to "embarrass” Resident
to Resident #4 "they are
her "uncomfortable"

vas "very modest.”
bictures were not taken,

especially pictures that could be explained with

words as "pictures wo

Based on observation

ild offer no benefit to staff”.

5, interviews, and record

reviews it was determined Resident #4 was not

interviewable.

Refer to the interview
01/21/26 at 12:55pm.

Refer to the interview
01/22/26 at 9:15am.

Refer to the telephong
PCP on 01/23/26 at 8

Refer to the interview
01/23/26 at 9:10am.

2. Review of Resident]
05/21/25 revealed:
-Diagnoses included
-She was documenteq
constantly disoriented

Review of Resident #
revealed she was ad
02/19/24.

Review of Resident #!

with the Administrator on
with the Administrator on
interview with the facility's
P1am.

with the Activity Director on
#5s current FL2 dated
ementia and depression.

as ambulatory and

's Resident Register
itted fo the facility on

's care plan dated 02/22/24
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revealed:

transferring.

-She needed superw[ion with eating and

-She needed limited
ambulation, bathing,

ssistance with toileting,
dressing and grooming.

Review of Resident #5's record revealed she was

admitted to Hospice

Review of a photo of]
facility group chat ap

pull-up and pants pu

services on 10/10/25.

Resident #5 posted in the
blication revealed:

ed down to her knees.

-Resident #5 was sejted on a toilet with an adult

-Resident #5's bare
visible in the photo.
-Resident #5 was ho
bare left hand.
-Feces was visible in
#5 wore.

bdomen and left thigh were
ding a piece of feces in her

the adult pull-up Resident

-There was a pile of feces on the floor under

Resident #5's bedrog
-Feces was in the flo
-Beneath the picture
emoji.

Interview with a med
01/21/26 at 3:23pm

-She had taken the p
on the toilet holding 2
to the group chat apg

m shoe clad left foot.
or in front of Resident #5.
there was a vomit-face

cation aide (MA) on

vealed:

cture of Resident #5 seated
piece of feces and posted it
lication.

-She posted the pict

re because "people do not

always believe a megsage.”

-The photo of Residgnt #5 was "unbelievable"
because it was "just pot like her at all.”

-The photo of Resident #5 went to everybody in
the group chat becayse there were different
people working every day.

-It was easier to posijthe photo in a group chat
than to message individually.

-Resident #5 had de

entia.
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-Resident #5 was not
she was more upset

Review of Resident #5

pset about the photo, but
at "l caught her."

's chart notes from
B/26 revealed there was no

10/25/25 through 01/2
documentation she w

s having any behavior

changes or any incidept that needed to be
reported to the provider.

Interview with the Ad
1:02pm revealed:

inistrator on 01/21/26 at

-She did not recall ever having seen the photo of
Resident #5 seated or] the toilet holding a piece
of feces posted on thelgroup chat.

-She did not know what the MA was reporting by
posting the photo of Resident #5 seated on the
toilet holding a piece qf feces.

Attempted interview wjth Resident #5's Power of
Attorney on 01/23/28 at 10:11am was
unsuccessful.

Based on observationg, interviews and record
reviews it was determined Resident #5 was not
interviewable.

Refer to the interview with the Administrator on
01/21/26 at 12:55pm.

Refer to the interview With the Administrator on
01/22/26 at 9:15am.

Refer to the telephong interview with the facility's
PCP on 01/23/26 at 821am.

Refer to the interview With the Activity Director on
01/23/26 at 9:10am.

interview with the Administrator on 01/21/26 at
12:55pm revealed:
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-The group chat appli
communicate "general
needed to know.

-The MA group chat irj
including MAs, PCAs,
Maintenance Director,
-Resident medical infg

MA group chat "if it wgs something out of the

norm."
-The photos posted or

not have the residents face visible, but the

resident's name would
photos.

-Everyone who was a
chat was able to see
-She was able to see
group chat.

-She did not know ho'

-t was possible to se
person or a few peopl
facility chat group.

posted to the group c:[at were available for.

tion was used to
things the whole building”

cluded 20 plus employees
the Activity Director, the
and the Housekeeper.
rmation was shared in the
the MA group chat should
be associated with shared
member of the MA group

Il the posts.

Il of the posts to the MA

long the photos or videos

d chat messages to one
rather than the entire

Interview with the Ad
9:15am revealed:

-The facility's consentffor photography was
included in the facility’s new admission

paperwork.

-The resident or respgnsible party were asked for
permission to use resident photos for
identification purposeg on the electronic
medication administrafion record.

inistrator on 01/22/26 at

-The resident or respgnsible party were asked for
permission to use a rgsident photos for marketing
purposes.

-Taking a photo was sjmpler than words and was
a visual of the behavigr change.

Telephone interview with the facility's PCP on
01/23/26 at 8:21am rgvealed:
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-The facility did not shiare photos or videos from
the group chat applicgtion to her mobile devices.
-She may have seen photos or videos of
residents while visiting the facility.

-If she had seen photgs or videos of residents, it
was always on facilityjdevices.

Interview with the Actiyity Director on 01/23/26 at
9:10am revealed:

-When people were hired at the facility they were
added to the facility ggoup chat application.
-Employees were rempved from the facility's
group chat applicatior] when they left
employment.
-Only current employgees had access to the
facility's group chat agplication.

-The group chat appli¢ation was used as the care
staff's "logbook."

The facility failed to maintain the privacy, dignity,
and respect of two cognitively impaired residents
when photos were taken of them when they were
not fully dressed and {n compromising acts that
could cause them embarrassment, suggest
wrong doing or damage their reputation and staff
made inappropriate cemments and found humor
in sharing them. This failure was detrimental to
the health, safety, and welfare of the residents
which constitutes a T)ipe B Violation.

The facility provided 3 plan of protection in
accordance with G.S.|131D-34 on 01/22/26 for
this violation.

CORRECTION DATHFOR THE TYPE B
VIOLATION SHALL NOT EXCEED MARCH 09,
2026.
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Resident's Personal

10A NCAC 13F .1104
Personal Funds
(b) No employee of 3

funds
Accounting For Resident's

facility shall handie the

personal funds for a fesident, except for the

facility administrator
designee after having
authorization from the
authorized represent
administrator or their

r the administrator's
received prior written
resident or the resident's
ative. The facility

designee shall maintain an

accurate account bai
funds received, disb
on hand which shall
the resident or their
during the facility's re

nce and accounting of all
rsements, and the balance
e available upon request to
uthorized representative
gular business office hours.

This Rule is not metlas evidenced by:

TYPE B VIOLATION

Based on interviews

nd record reviews, the

facility failed to mainfgin an accurate accounting
of residents' personal funds, including funds

received, disbursem
hand and have residg

nts and the balance on
nts' funds available upon

request for 3 of 3 sarfipled residents (#6, #7, #8).

The findings are:

1. Review of Resider]t #6's current FL2 dated
07/30/25 revealed diagnoses included major

A new resident tnpst
Form has been put tn
Pace +v ¢ (shnquisin
Whexe ol funds o
And what 15 deposited |
WiHhdrawn . Monies
Con e Wi Hndrawn
oOn 10 o4 eatn
ontn , pnless
residents have leen
nokfed In advance .
A and Sfatement
Qom vesydent Hust
Witt ot veadal
vaytable. 340 Will
be Qiven each ponth
40 residents that
wWont (4 o hand.
Pharmacy vnvo rees
WU e piud with
restdent funols with
restdent OUp provdi

Division of Health Service Regulation

STATE FORM

6899

JYCw11

53] (7[9Y

if continuation sheet 19 of 33



PRINTED: 02/03/2026

FORM APPROVED
Division of Health Service Regulation
STATEMENT OF DEFICIENCIES (X1) PROVIDER/SUPPLIER/CLIA (X2) MULTIPLE CONSTRUCTION (X3) DATE SURVEY
AND PLAN OF CORRECTION IDENTIFICATION NUMBER: A BUILDING: COMPLETED
R-C
HAL081053 B. WING 01/23/2026
NAME OF PROVIDER OR SUPPLIER STREET ADDRESS, CITY, STATE, ZIP CODE
704 POORS FORD ROAD
OAKLAND LIVING CENTER
RUTHERFORDTON, NC 28139
X4y D SUMMARY STATEMENT OF DEFICIENCIES D PROVIDER'S PLAN OF CORRECTION (X5)
PREFIX (EACH DEFICIENGY MUST BE PRECEDED BY FULL PREFIX (EACH CORRECTIVE ACTION SHOULD BE COMPLETE
TAG REGULATORY OR { SC IDENTIFYING INFORMATION) TAG CROSS-REFERENCED TO THE APPROPRIATE DATE
DEFIGIENCY)
D 420 | Continued From page 19 D 420

depressive disorder and anxiety.

Review of Resident

's Resident Register

revealed he was admitted to the facility on

07/29/25.

Interview with Reside
revealed:

-The facility became
months ago.

-He was supposed tg
of $90.00 on the 10tk

nt #6 on 01/21/28 at 3:19pm
his payee a couple of

receive his personal funds
of each month.

-He received personal funds of $90.00 in

December 2025 but
January 2026.

-In January 2026 he
several times before
01/15/26.

-He did not know wh
January 2026.

only received $70.00 in

had to request his funds
he was finally given it on

he received $20.00 less in

Review of Resident #6's Statement of Payment

Responsibility dated
#6 was listed as the

07/30/25 revealed Resident
esponsible person.

Review of Resident #6's Resident Funds

document revealed:
-There was an entry

or 11/10/25 for $90.00 which

was initialed by Resiglent #6 and the

Administrator.
-There was an entry
which was initialed b)
Administrator.
-There was an entry
which was initialed b
Administrator.

Review of an email fi
Receivable Speciali
revealed:

for 12/10/25 for $20.00
Resident #6 and the

for 01/15/26 for $70.00
Resident #6 and the

om the facility's Accounts
to the Administrator

Administrattor (i (]
Monctor Monh
+ ensure all
st farms oud
OcCurate andl
esidents ue
VLCL(W
meag%.

daunt]

Huwi v
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-Resident #6 received special assistance money
in the amount of $482100 in November 2025,
$482.00 in December|2025 and $493.00 in
January 2026.
-Resident #6 received| Supplemental Security
Income (SSI) in the amount of $967.00 in
November 2025, $87(.30 in December 2025, and
$894.60 in January 2026.

Interview with the Adnginistrator on 01/22/26 at
lat 11:52am revealed:

tance funds.

8 residents with special
? their personal funds.
Resident #6's payee in

received special assi
-She assisted 4 of th
assistance to manag
-The facility became
November 2025.
-Resident #6 was ongof the residents whom she
assisted with persona] funds.

-She gave Resident #5 a check every month with
the full amount of his personal funds.

-She gave Resident #B his personal funds of
$90.00 in December 2025.

-She thought the persbnal funds amount was
decreased effective 01/01/26 so in January 2026
she gave the resident|$70.00.

-Resident #6 receiveq his personal funds late in
January 2026 becausk she had to transfer money
from the facility's gengral bank account into the
facility's trust accountjand then write a check so
she could give him cash.

-Resident #6 was responsible for paying his own
pharmacy bill.
-Someone from the corporate office handles the
financial end of business and she was just
responsible for distribliting personal funds
monthly.

Refer to the interview|with the Administrator on
01/23/26 at 3:25pm
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2. Review of Resident #7's current FL2 dated

11/21/25 revealed diagnoses included vascular

dementia, anxiety, an
speaking due to a str

d aphasia (impaired
ke).

Review of Resident #f's Resident Register

revealed she was adi|
09/24/24.

nitted to the facility on

Review of Resident #s Resident Funds

document revealed:
-There was an entry f
which was initialed by
Administrator.

br 12/10/25 for $90.00
Resident #7 and the

-There was an entry fpr 01/10/26 for $70.00

and initialed by Resi
Administrator.

-There was "+" next
"+ Bank" at the bottor,

Review of an email fr
Receivable Specialist
revealed:
-Resident #7 receiveq
in the amount of $462
$462.00 in Decembe]
January 2026.
-Resident #7 receiveg
$692.00 in November
December 2025 and

Telephone interview V
pharmacy on 01/23/2

nt #7 and the

n of the page.

to the Administrator

.00 in November 2025,

2025 and $474.00 in

S8l in the amount of
2025, $987.00 in

B at 2:19pm revealed:

-Resident #7 owed the pharmacy $30.68.

-A payment of $51.21
on 11/06/25.

Telephone interview v

ith Resident #7's family

which was crossed oi: and changed to $90.00
0 the Resident initials and a

om the facility's Accounts

special assistance money

$729.00 in January 2026.

ith the facility's contracted

was made on the account
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member on 01/23/26fat 2:37pm revealed:

-She was the payee When Resident #8 was

, but she had that
transferred to the facility a few months ago.
-She did not know anything about Resident #7's
finances and thoughtjanother family member
provided everything for her.

Interview with Adminiftrator on 01/23/26 at
2:07pm revealed:
-Resident #7 never wanted her personal funds.
-The resident's persohal funds stayed in the
corporate trust account, and she kept a running
account of how muchimoney was in that account
that belonged to the
-The families knew t
account.

-She informed the regidents monthly about their
allotted personal funds and since they did not
want the money it wa put into the trust account.
-The "+" next the initials denoted the money was
left in the bank.

money was in that trust

Refer to the interview{ with the Administrator on
01/23/26 at 3:25pm

3. Review of Resident #8's current FL2 dated
11/21/25 revealed diggnoses included dementia.

Review of Resident #ﬁ's Resident Register
revealed she was admitted to the facility on
06/12/25.

Review of Resident #8s Resident Funds
document revealed:
-There was an entry for 08/20/25 for $90.00
which was initialed by Resident #8 and the

Administrator.
-There was an entry for 09/10/25 for $30.00
which was initialed by Resident #8 and the
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Administrator.
-There was an entry fg
which was initialed by
Administrator.
-There was an entry fq
was initialed by Residé
Administrator.
-There was an entry fg
which was initialed by
Administrator.

which was crossed ou
and initialed by Resid
Administrator.

-There was "+" next t
"+ Bank" at the botton

Review of an email frg

r 10/10/25 for $90.00
Resident #8 and the

r 11/10/25 for $90.00 which
2nt #8 and the

r 12/10/25 for $90.00
Resident #8 and the

and changed to $90.00
nt #8 and the

-There was an entry f}r 01/10/26 for $70.00

> the Resident initials and a
of the page.

m the facility's Accounts

Receivable Specialist
revealed:

January 2026.

December 2025 and §

pharmacy on 01/23/2¢
revealed:

-Resident #8 owed thg
-A payment of $10.59
account on 12/10/25.

0 the Administrator

-Resident #8 received|special assistance money
in the amount of $358]00 in November 2025,
$358.00 in Decemberf2025 and $366.00 in

-Resident #8 received|SSI in the amount of
$1091.00 in November 2025, $1091.00 in

1122.00 in January 2026.

Telephone interview with the facility's contracted

at 2:19pm and at 4:27pm

pharmacy $2.92.
was last made on the

Telephone interview

-The facility was her

ith Resident #8's family

member on 01/23/26 at 2:51pm revealed:
-Resident #8 did not Have a Power of Attorney
(POA) but needed ong.

yee.
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Interview with Resid
and 4:20pm revealed

t #8 on 01/23/26 at 1:59om

-She thought a familyy member was her POA.
-She did not remembgr the Administrator telling
her she had any mongy available.

-She did not know if §he was supposed to get

personal funds or ho
-She did not rememb)
indicating money was
account.

¥ much.
er signing any papers
transferred fo a trust

Interview with Administrator on 01/23/26 at

2:07pm revealed:

-Resident #8 "never"
when she was asked
-The resident's perso
corporate trust accou
account of how much

that belonged to them.

wanted her personal funds
if she needed any.

hal funds went into the

ht, and she kept a running
money was in that account

-The families knew the money was in that trust

account.
-She informed Resids

nt #8 monthly about her

allotted personal funds and since Resident #8 did

not want the money i
account.

Refer to the interview
01/23/26 at 3:25pm

was left in the frust

with the Administrator on

Interview with the Adininistrator on 01/23/26 at

3:25pm revealed:
-The fagcility did not h
funds trust account u

ave a separate resident
ntil January 2026.

-All deposits received for residents were being
deposited into the fadility bank account.

The facility failed to Tsure a record of residents'

personal funds allow:
recording funds receij

nce were accounted for by
ved, disbursements and the

Division of Health Service Regulation

STATE FORM

669 JYcwit

If continuation sheet 25 of 33




(d) Aresident's per

nal funds shall not be

commingled with facllity funds. The facility shall
not commingle the personal funds of residents in

an interest-bearing

This Rule is not met

TYPE B VIOLATION

Based on interviews
facility failed to ensu
personal funds were
funds (Residents #6

count.

as evidenced by:

rnd record reviews the

e 3 of 3 sampled residents’
not comingled with facility
#7, and #8) in an interest

o Ve indiwdual and
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balance on hand for three sampled residents (#6,
#7, #8) resulting in rg¢sidents not having access to
their funds upon request. This failure was
detrimental to the welfare of the residents and
constitutes a Type B |Violation.
The facility provided g plan of protection in
accordance with G.8 131D-34 on 01/23/26 for
this violation.
CORRECTION DATE FOR THE TYPE B
VIOLATION SHALL NOT EXCEED MARCH 09,
2026.
D 422 10A NCAC 13F .1104 (d) Accounting For D422
Resident's Personal funds
CFo will veath out 4o
10A NCAC 13F .1104 Accounting For Resident's a n
Personal Funds ‘D K a'n d COYYC C+ ac LOLU’HS
03|
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07/30/25 revealed di

gnoses included major

depressive disorder gnd anxiety.

Review of Resident
revealed he was adm
07/29/25.

's Resident Register
tted to the facility on

Interview with Resident #6 on 01/21/26 at 3:19pm

revealed:

-The facility became
months ago.

-He was supposed to}
of $90.00 on the 10th

is payee a couple of

receive his personal funds
of each month.

-He received persond! funds of $90.00 in

December 2025 but ¢
January 2026.

nly received $70.00 in

-In January 2026 he had to request his funds

several times before
01/15/26.

-He did not know why
January 2026.

Review of an email fi
Receivable Specialis
revealed:

-Resident #6 receives
in the amount of $483
$482.00 in Decembe
January 2026.
-Resident #6 receive

ne was finally given it on
he received $20.00 less in
bm the facility's Accounts
to the Administrator

| special assistance money
.00 in November 2025,
2025 and $493.00 in

1 Supplemental Security

Income (SSI} in the

ount of $967.00 in

November 2025, $870.30 in December 2025 and
$894.60 in January 2026.

Review of Resident

's Resident Funds
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The findings are:
1. Review of Resident #6's current FL2 dated
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document revealed:
-There was an entry f

br 11/10/25 for $90.00 which

was initialed by Resigent #6 and the

Administrator.
-There was an entry f
which was initialed by
Administrator.
-There was an entry f
which was initialed by
Administrator.

br 12/10/25 for $30.00
Resident #6 and the

br 01/15/26 for $70.00
Resident #6 and the

-There was no balange information.

Review of the facility"
account bank statems

s resident trust funds
nt dated 12/31/25 revealed:

-The bank account was a business savings

account.
-The beginning balan
$0.00.

$1,179.60.

te as of 12/10/25 was

-The ending balance D[s of 12/31/25 was

-There was one dep
Resident #6 on 12/31
$894.60.

-There was no accrug

for 12/10/25-12/31/29.

it made into the account for
25 in the amount of

d interest on the account

Interview with Administrator on 01/23/26 at

11:52am revealed:
-The facility became
November 2025.

Resident #6's payee in

-She gave Resident

6 his personal funds of

$90.00 in December £025.

-She thought the pergonal funds amount was
decreased effective (1/01/26 so she gave the
resident $70.00 in Jahuary 2026.

-Resident #6 received his personal funds on
01/15/26 instead of 0Ji/10/26 because she had to
transfer money from the facility's general bank

account into the facili
write a check so she

y's trust account and then
could give him cash.
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-Someone from the ¢
financial end of busin

orporate office handled the
Eess and she was just

responsible for distributing personal funds

monthly.

Refer to the interview
01/23/26 at 3:25pm.

Refer to the telephon

with the Administrator on

e interview with the facility's

Chief Financial Officgr on 01/23/26 at 3:55pm.

2. Review of Residen

1 #7's current FL2 dated

11/21/25 revealed diggnoses included vascular

dementia, anxiety, an
speaking due to a str

Review of Resident
revealed she was ad
09/24/24.

Telephone interview

member on 01/23/26 |

-She was the payee
admitted to the facility

d aphasia (impaired
oke).

7's Resident Register
itted to the facility on

vith Resident #7's family
t 2:37pm revealed:
vhen Resident #7 was

, but she had that

transferred to the fac{lity a few months ago.

-She did not know an
finances and thought
provided everything ft

Review of an email ff
Receivable Specialis
revealed:

-Resident #7 receivet
in the amount of $461
$462.00 in Decembel
January 2026.
-Resident #7 receives

ything about Resident #7's
another family member
or her.

bm the facility's Accounts
to the Administrator

| special assistance money
.00 in November 2025,
2025 and $474.00 in

§ Supplemental Security

Income (SSI) in the gmount of $692.00 in

November 2025, $98
$729.00 in January 2

7.00 in December 2025 and
026.
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Review of the facility's resident trust funds
account bank statement dated 12/31/25 revealed:
-The bank account was a business savings
account.
-The beginning balange as of 12/10/25 was
$0.00.
-The ending balance gs of 12/31/25 was
$1,179.60. o[

-There was one deposit made into the account for
Resident #7 on 12/31f25 in the amount of
$285.00.
-There was no accrugd interest on the account
for 12/10/25-12/31/28.

Interview with Administrator on 01/23/26 at
2:07pm revealed:
-She did not give Resident #7 any cash.

-The resident's persohal funds went into a
corporate trust accouht, and she kept a running
account of how muchimoney was in that account
that belonged to the
-The families knew t
account.

-She informed the regidents monthly about their
allotted personal funds and since they don't want
the money it gets putfinto the trust account.

money was in that frust

Refer to the interviewj with the Administrator on
01/23/26 at 3:25pm.

Refer to the telephonk interview with the facility's
Chief Financial Officgr on 01/23/26 at 3:55pm.

3. Review of Resident #8's current FL2 dated
11/21/25 revealed didgnoses included dementia.

Review of Resident #8's Resident Register
revealed she was adipitted to the facility on
06/12/25.
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Telephone interview v
member on 01/23/26

ith Resident #8's family
t 2:51pm revealed:

-Resident #8 did not have a Power of Attorney
(POA) but needed ong.

-The facility was her

Review of an email fr
Receivable Specialist
revealed:
-Resident #8 received
in the amount of $358
$358.00 in Decembe
January 2026.

-Resident #8 receiveq

November 2025, $10

ayee.

m the facility's Accounts
to the Administrator

special assistance money
.00 in November 2025,
2025 and $366.00 in

Supplemental Security

1.00 in December 2025

Income (SS!) in the aimount of $1091.00 in

and $1122.00 in Jan

Review of the facility’
account bank stateme
-The bank account wi
account.

-The beginning balan
$0.00.

-The ending balance
$1,179.60.

-There were no depo
for 12/10/25-12/31/25

ry 2026.

resident trust funds

nt dated 12/31/25 revealed:
s a business savings

ce as of 12/10/25 was

as of 12/31/25 was

its made for Resident #38

-There was no accrugd interest on the account

for 12/10/25-12/31/25

Interview with Reside
and 4:20pm revealed

t #8 on 01/23/26 at 1:59pm

-She thought her daughter was her POA.
-She did not remembeér the Administrator telling
her she had any mongy available.

-She did not know if
personal funds or ho!
-She did not rememb.

e was supposed to get
much.
2r signing any papers
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indicating money wa
account.

Interview with Admini

transferred to a trust

trator on 01/23/26 at

2:07pm revealed:
-She did not give Res

dent #8 any cash.

-The resident's persohal funds go into the
corporate trust accoupt, and she kept a running
account of how much]money was in that account

that belonged to the

-The families knew the money was in that trust

account.

-She informed the resjdents monthly about their

allotted personal fun

and since they don't want

the money it gets put jnto the frust account.

Refer to the interview|
01/23/26 at 3:25pm.

Refer to the telephon

with the Administrator on

> interview with the facility's

Chief Financial Officer on 01/23/26 at 3:55pm.

Interview with the Ad]
3:25pm revealed:
-The facility did not h3

-All deposits receive

ninistrator on 01/23/26 at
ve a separate resident

for residents were

funds trust account aﬁil January 2026.

deposited into the fa

Telephone interview v
Financial Officer on O

lity's bank account.

ith the facility's Chief

-The resident funds bank account was opened in

December 2025.
-Before December 20
deposited into the fag
-In December 2025, 3
performed and any m
trust accounts was m
trust bank account.

-He could not providg

25, the resident funds were
lity's bank account.
reconciliation was

onies related to resident
bved over to the resident

the accounting of each

[1/23/26 at 3:55pm revealed:
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resident's balance an
-However, he would re
his office that could pr

transactions.
ach out to the employee in
ovide that information.

-The resident's financ
would not be availabls
-The resident trust fun
interest bearing accoy
-The interest did not

[al tfransaction information
until after 01/26/26.
ds bank account was an
nt.

ow up on the 12/31/25

bank statement, but would be visible on the
January 2026 bank statement.
-It was his understanding the resident funds were

required to be held in

n interest bearing account.

The facility failed to sg

parate resident personal

funds from the facilit{g bank account and in

non-interest bearing
was detrimental to the
and constitutes a Typ

nk accounts. This failure
welfare of the residents
2 B Violation.

The facility provided g plan of protection in

accordance with G.S.
this violation.
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