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" 10A NCAGC 13F 0802 Health Care

: (b} Thefagility shall assure referral and follow-up
‘ {o meet the routine and acute health care needs

: of residerits.

This Rule isnot met as evidenced by
TYPE A1 VIOLATION

| Based on intarviews and record reviews the
 facifity failed to ensure referral and follow-up to

: meet the acute health caré needs for 6 of 6

‘ sampled residents (# 1, #2, #3, #6, #8, #14)
 related 10 a facial injury sustained from an assault
| {#fB & #2), 3 change in behavior {#14), an alleged
| sexual assault {#1 & #3) and an unwitnessed fall

: (#8).

The findings are;

1. Review of Residant #8's current FL2 dated
10/28/25 revealed:

-Diagnoses inclded schizoafiective disorder.

. -There was documentation she was infemiltently
- disortented dnd had wandering behaviors.

Rewew of Rasndent #5's Resident Register dated
(6/08(20 ravealsd: -
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Review of Resident #8's care plan dated 1012825
revealed:
-The care plan was updated due o decline in
health necessitating fransfer to the SCU.

" -She required supervision wih ambulation due to
an unsteady gait. -
-She required limited assisiance with dressing
and grooming.
-She required extensive assistance with bathing.

Review of a local Hospice providers Notice of
Adrmission dated 10416725 reveaied Resident #3
was admitted {0 hospice services due to a
terminai diagnosis of senile degeneration of the
brain (age related loss of mental capacities).

Review of Resident #8's cara notes revealed.
-0n 08/24/25 Resident #8 got into an allercation
with another resident. Resident #8 was grabbed
by her hair and fung from a chair. The other
resident told Resident #3 to "sit down and stay

there"; witnessed by a medication aide {(MA}.

- -0On 08/25/25 Resident #8 was moved to a

! different bedroom.

| Review of Resident #8's Incident Report dated

" 08/24/25 revealed:
-The raport was completed by a MA
-Resident #8 was in the dining room and anather
resident grabbed her hair told her to sit there and
stay and then fiipped over tha chair Resident #8
was sitting in.

. -The incident occurred at 3.00pm and was

| witnessed by the MA.

' .There was documentation Resident #8's Nurse

Practitioner (NP} was notified by telephone by the

“ MA but the documented numbar was invalid
-The Administration group was notified of the
incident on the facility's group chat application
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- -Additional infervention documented at the bottom
of the report included Resident #8 was movad lo
a different hallway and the other resident was to

- have meals in his room untit further notice

. -Resident #8's NP signed the incident report on

| 0B/26/25.

. Review of Resident #8's NP's progress note

* dated 08/26/25 revealed:
-Resident #8 was seen due ‘0 facial bruising.
-Resident #8 had an encounter with ancther
rasident and sufferad injury and trauma to har
face.
-Resident #8 had extensive swelling and bruising
on the left side of het face and eye and there was

. a large amount of bruising around the eye and

| the eye was swollen almost shut

Review of Resident #8's NF's progress nota
dated 39/01/25 revealed:
-Resident #8 was seen for a follow-up wvisit due to
facial bruising.
-The swelling had improved tut there was slill a

¢ large amount of bruising around the lefi eye

. Telephone interview with Resident #8's POA on

| 02106126 at 2:37pm and 3.01pm revealed.
-She was notified of the 08/24/25 incident.
-She was told Reswdent #8 and another residant
“got into a fuss” and the other resident eithar
pulied the chair aut from under Resident #8 or
tipped the chair over.
-Resident #8 had facial brutsing from hitting either
the: floor or the wall when she fell out of the chair
-She did not remember if she was told Resident
#8 had her hair pulted during the altercation

" Interview with Resident #8's Primary Care
- Provider {FFCP} on D2/08/26 at 9 09am reveaied
-The facihly usually nobified the NP that worked
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: for him abouwt injunes suslained Dy residents.
¢ -The NP was currently away from the office and

unavailable.

-He expected the faciity to conlact the NP drectiy
via telephone dusing business hours and the
on-catl number if it was after business hours.

| Interview with a MA on 02/09/26 at 9:55am and
11-22am revealed: :
. -She was the MA who observed the incident

between Resident #8 and another resident on
0Bi24£25.

-She saw the other resident pull Resident #8's
hair. flip her chair and throw her to the floor and

. said he was tired of her asking for coffee.

" .She was nol sufe if Resident #8 hit her head

: when she was thrown 10 the Hoor.

! .She did not send Resident #8 ta the hospital

" because she did an evatuation, checked for range

of metion and altered mental status and she
delermined Resident #B appeared to be at her
haseline.

-Resident #8 was placed on 30-minute checks for
24 hours after tha ingident.

-She called the telephone number documented
on the incident report and had to leave a

; message.
: -The telephone number she documented on the

incident report was the number she always called
to report an accident or incident.

-She never spoke 1o anyone at the office when
she was repering an incident and always had to
leave a8 message.

-She did not know the telephone number
documented on the incident report was no ionger
a valid telephone number.

-She did not attempt lo conlact the NP at hoer
direct number or at the after-hours on call
nurber.

-The NP was informed about the 08/24/25

D273 :
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: incident on 08/26/25 when she came to the faciity
- for her weekly visil.

Telephone interview with another MA on 02/11:26

- at ©:36 am revealed

: -She was the MA on-call when the altercation
: ocourrad between Resident #8 and another

i resident,

* -She received a telephone call that day, and it
- was reported !0 her that a resident grabbed

Resident #8 by the hair, used his foot to ik the
chaur over, knocking her out ef it

-The other resident “drop kicked her” and
siammed her face into the ficor.

-Earlier in the day it was reported to her {hat the
other resident pushed down Resident #8 and

- then later he pulled her hair when she was

walking dewn the half.

-A few weeks prior to the 08/24/25 intident
Resident #8 was "punchsd i ihe face” by the
same resident,

-He told Residgent #8 aroundt that same time that
he was going {0 “[expletive] her up”, "beatl her
[expletive]” and “punch her in the face” because
he did not like Resident #8.

* Intervisw with the facility's Consulting Registered
" Nurse (RN) on 02/10/26 at 3:32pm and 02/11/26
- at 8- 5Gam revealed:

-When an accident or incident occurred the MAs
checked the resident for bruising and provided
any basic medical needs.

*.If a'resident was known to hit their head they

were sent out {for evaluation per facility policy

- -She was informed about the incident between

Resident #8 and another resident by the group
chat application that staff used to communicate
with each other

-She was told thera was an altercation between
Resident #8 and another resident and the other
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resident “stammed her face on the fable”.

. -She "assurmed” the NP knew about the incident.

 Interview with the Administrator's Assistant on

02100126 at 10:18am and 02110426 at 8. 12am
revealed.

He became aware of the 0B/24/25 incident when
he read the Incident Report because he was not
at the facility when the incident occurred.

-He could not remember any details other than a

- resident pulled Resident #8 fram her chair onto

! the floor

: .He thought the MA who witnessed the incident

" completed a physical assessment on Resident #8

which included abtaining vital signs. conducting a
skin check and checking for mental status
changes

He expected the MA to call the NP smmediately
when there was an incident of an accident dufing
regular business hours and the on-call number if
it was after business hours.

-The MAs had the NP's direct telephone number
to call her.

_-He expected staff to contact the NP after the

bruising became evident and not wait until the NP

| came to the facility on 08/28/25 for her requiarly
- schaduled visit.

-Residents who hit thair head duning an incgent
were to be sent out for evaluation according to
the facility policy.

-Resident #8 was not sent out because they did
not know she hit her head until the next day when
the bruising bacama visible.

Interview with the Administrator on 02/09/26 at
10:22am and 02/11/26 at 10 48am revealed:

-He expected the stalf to cali the NP and inform
her of any accidents or incidents between
residents.

-A MA should use the direct telephone rumber (o
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contact the NP i it was duning regular business
hours
-If the incident happenad after business hours the
gn-call telephone number for the NP should be
used.
-If staff were calling and had to leave a message
he would expect them {o coninue 1o try reaching
the NP at either her daylime or on-call number
-He was informed af the 08/24/26 incident at the
Monday morning stand-up meeting on 08/25/25
-He thought the incident invelved a verbal
altercation not a physical altercation
-Local Law Enforcement (LLE) and Emergency
Medical Services (EMS) should have been
contacted if the incident was physical.

- -He did not recall the incident so he can nol recall

. what happened afterward.

: -If there was an altercation resulting i an injury
© thee consulting RN or the NP should be contacted.

i 2. Review of Resident #1's current FL2 dated

| 01/24/2025 reveaied:

i -Diagnoses included Alzheimer's dementia and
i cognifive impairment.

- -He was constantly disoriented.
: -He was ambulalory and had a histoey of

wandering.
-His level of care was special care unit (SCU)

Review of Resident #1's Resident Register
revealed an admission date of 01724725

Rewview of Resident #1's record revealed he
passed away on 01/10/26,

Review or Resident #1's care plan dated 02/01/25
revealed:
-He had a history of wandanng, becoming

. physically abusive and resisting care

. -He ambulated throughout the SCUY.
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| -He resisted care and was aggressive at timas.

: -He required supervision with eating, ambuiation

" and transferring.

" -He required extensive assistance with taileting,
bathing, dressing and grooming.

Review of a local Hospice provider's Notice of
Admission dated 11/18/25 revealed Resident #1
was admitted under Hospice services due to
Alzheimer's dementia.

a. Review of Resident #1's Hospice Registered
Nurse’s (RN) progress note dated 11/26/25
tevealed:
-Facility staff reporied to the Hospice cerlified
nursing assistant (CNA}) that Resident #1 was
involved in a sexual incident where his roommate
was allegedly performing a sexuat act on him.
-He and the Nurse Practitioner's (NP} completed
* a physical evaluation with no evident or apparent
¢ injuries.
. -Repoited findings to facility staff and reported
alleged incident to the unit manager and
. Administrator's Assistant.

Review of Resident #1's Hospice NP progress
note dated 11/26/25 revealed:
-Facility staff reported to Resident #1's Hospice
. CNA he was involved in a sexuai incident with
| another resident where the other resident had
Resident #1 bent over the bed was observed to
_be performing a sexual activily.
-Facility staff reportad after this inciden!, Resident
#1 had loose stool and blaod in his stoal.
-She and the RN reported incident to the MA and
to the Administrator's Assistant.
-She was told by the MA the incident apparently
occurred yesterday (11/25/26) and the other
resident had been sent to the hospital and
- discharged from the facility.
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-Rasident #1 was nonverbal, unable o engage in
conversalion or answer guaestions.

Rewview of Resident #1's care notes revaaled
there was no documentation of the alleged sexual
assault. :

Review of an undated written statement by a
former MA revealed:
-Two PCAs walked into Resident #1 and his
roommate's room where they saw Resident #1,
face down lying in the bed.
-His reammate was slanding at Resident #1's bad
with his panis down !0 his ankles
-His rcommate pulfed his pants up when the
PCAs walked into the room.
-She took Resident #1 to the dayroom for the rest
of the night.
-She asked Resident #1 if anything happened
and he stated no

© -She asked Resident #1 if he was okay and he

- slated yes.

. -She completed a physical assessment and did

! not observe Resident #1 10 have any areas of

| redness or bruising.

: -Nothing was “wrong" with Resident #1.
-There was a towel lying on the floor that iooked
like it had foces on it
-She put the tewel in a plastic bag and putitin the
medcation room.

Rewview of a statement dated " 11/20726" written: by
the Adminsirator's Assistant revealed:
-He receivad a call from a MA who reported two
PCAs walked into Resident #1's room, observed
i his roomimate adjusting his pants baside
i Resident #1 who was lying on his side crossways
- with his legs bent.
: .The PCAs had concerns about the reommate.
i “Per the MA, there were no signs of any type of
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. abuse.
Per the MA, details per the MA of statements did
not match.
-He nstructed the MA ta move Resident #1 and
another resident.

. -He would speak to Resident #1 in the marning.

| Review of the Administrator's Assistant's interview

| with a PCA dated 11/20/25 revealed:

¢ The PCA walked into Reswdent #1 and his

| roommate’s room.

. -Resident #1's brief was puiled to the side.

¢ .There was a towel under the roommate's bed

. <The PCA did not observe any contact betwesn
the residents.
-His roommate’s pants were around his ankles.

Review of a statement dated 11/27/25 titled

investigation”, witten by the Admnistrater

. teveated

© -Staff reported concerns regarding Resident #1

- and his roormmale.

- -Statements were obtained by the shift supervisor
and eyewitness staff.
- "Admin and Admin” completed a physical

. assesament of Resident #1.

" -"Assessad for trauma both physical andg mental
and resident was at baseline, no 1ssues 1o nole ”

and "feces on the lowel was detected.”

Telephone interview with Resident #1's Guardan
on 01730426 at 10:20am revealed
-Reasident #1's Hospice agency notified her an
11726425 that facility staff had reported Resident
#1 and his roommate were withessed engaging in
alleged sexual activity.

-The facility should have notified her immediately

- of the incident buj did not.

| -She reported incident to the local county

-He investigated towel that was in residents’ room
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depariment of social services

Interview with Resident #1's Mospice CNA on

{1/29/25 at 12:50pm revealed:

*-Upon amival to the facility on 11/26/25, facility
staff reported Resident #1 had been alfegedly
sexually assaulted by his roommate.

-She did not know when the inaident aecurred.

Facility staff staled the roommate was cbserved

standing behind Resident #1 who was lying in the
© bed, on his side, facing the wall.

" -The roommate was holding two {owels with feces

: and blood on them,

! -She notified Resident #1's Hospice RN and

. Hospice NP of what had been reported o her by

 the facility staif.

' -Rasident #1 had loose stools on 11/26/25

Telephone interview with a PCA on 02/03/26 at
12:29pm reveated:
-She and another PCA warked the night of the
allegad sexual assault involving Resident #1 and
his rgommats.
-She could not recall the date the of the atleged
sexual assault.

. -She walked into Resident #1's room behind

- another PCA and withessed the roommate
standing behind Resident #1 whao was in the fetal

- position.

" -She witnessed his roommate let go of Resident

- #1's brief, quickly pull up tis pants that werg
down to his ankles and then the reommate ran to
his side of the reom.
-She or the other PCA reporied the incident (o the
lead MA but could not recalf who that was.
-Ste did not remember if the police were cailed.
-The roommate was sent out to the hospital,
‘maybe the next day" when he became
aggressive lowards staff and other residents, but
she could not remember what date.
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: Inferview with a second PCA on 02/05/26 at

3:00pm revealed:
-She walked into Resident #1's rcom behind

. another PCA and witnessed his roommate

- standing behind Resident #1 who was in the fetal
- position, facing the wall, and hanging off the bed.
© This roommate was "fixing humself when she

" watkeg in.

-There were signs of saxual activity because
Resident #1 had feces on his builocks but not on
his brigf.

-When she went to change Resideni #1's bref
mmmediately aftes walking into the reom, he acted

like he was trying 1o have a bowel movement

- Telephone interview with a former MA on
- 02/06F26 at 4:05pm revealad:

-A PCA who was working the night of the incident
reported she suspected an alleged sexual assault
had occurred,

-The PCA reported the roommaie had been seen
pulling up his pants that were down at his ankles
when she walked into the room white Resident #1
was lying in his bed.

-The PCA later reported she witnessed the
roommale "adjusting hirnseit”

: -She reported the incident to the Administrator’s
| Assistant via telephone wiho told her to separale
: Resident #1 and his roommate and place them

! on 30-minute checks.

- -She notified Residant #1's Guardian but did not

racal or remember when.

-She observed the roommale assisting Resident
#1 with briet changes.

-The Administrator's Assistant asked her about
Residem #1's brief being pulled down 1o the side
and she notified the Administrator s Assistant the
PCA suspected, "somathing sexual” had

. happened.
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-She completed an Accident and Incident Report
later that night.

Interview with the Special Care Coordinator
{SCC) on 02/05/28 at 2:28pm revealed

-She had witnessed the roommate sitempting to
provide incontinenge care (o Resident #1 but
couid not recall the date.

-She asked other staff if {hey had wilnessed his
roommate change Resident #1's brief and staff
told her yes.

-No staff had reparted to her thay had witnessed
the roommate change Resident #1's brief

-She was lold by a PCA and MA that staff had
walked into Resident #1 and his roommale's
room and found the roommale adiusting his
panis

-Staff reported Resident #1 may have been
"sexuaily abused”

. -Bhe did not recall what date the incident
Cpeeurred.

Interview with Resident #1's Hospice RN on

01/29/26 at 3:29pm revealed.

-Me teamad from the Hospice CNA faciity stalt
* stated Resident #1 was involved in an alleged
- sexual incident involving his roommate.

-The facility did not notify or report the incident to
Haspice.

-He and the Hospice NP completed an evaluation
of Resident #1.

-He was uncertain when the incident happened.

Telephone interview with Resident #1's Hospice
NP on (J2/03/26 at 11:42am revealed.

-On 11726726, she and the Hospice RN were
notified by Resident #1's Hospice CNA that facihity
staff reported they had watked in on Resident #1
and his roommate, "in the acl”

-The CNA reported that Resident #1 had rectal
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" bleeding and loose stools.
- -Resident #1 was non-veroal.

-She and the Hospice RN completed an
evaluation of Resident #1, did not see any trauma
but she was uncerain of when the alleged sexual
assault occurred.

-She did not know if Resident #1 had any type of
gvaiuation compleled after the incident.

-She expected the facility to notify Hospica
mmediately in order to send Resident #1 out for
an alleged sexual assault kit

-Resident #1 should have had an evaluation
completed immediately after knowledge of the
ngident so he could have been assessed for
rectal tears, internal bleeding. and tested for
sexuatly transmified diseases which was
standard procadure

Teiephone interview with Resident #1's PCP on

- 02/05/26 at 11:07am revealed.
* .She was not netified of the incident between

Resident #1 and his roommate when it allegedly
occurred.

-She was notified of the allegation by the
Administrator's Assistart and the Administrator
but couid not remember the date.

-She would have expectad the facility to notify
Hospice who was primmarily seeing Resident #1

Af there was a suspected sexuat assaull. the
facility should have notified the residents provider

* sent the resident to the emergency department

far an evaluation or {0 assess if there was any
mjury o rauma, and to determing if a sexual
assauit had occurred.

Interview wilh facility's Consuling RN on G2/11/26
at 8:56am and 9:35am revealed.

.-8he did not know about the alieged sexual

assault aliegation involving Resident #1 and tus
roommate.
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-She was not aware the roommate was providing
care {o other residents. )
-She should have been notified of alleged sexuat
assault.
-She shiould be notified of increased aggresston,
sexuat behaviors or any mental status changes
-Resident #1 should have been sent t¢ a hospital
for a professional evaluation

! Interview with the Administrator's Assistant on

: 02/10/26 at 1+:00am revealed.

. -He received a call from a MA that two PCAs had

reporied watking into Resident #1 and his

: roommate’s room, whera they withessed

| Resident #1's brief pulled down and his

: roommate pulling his pants back up.

. -The PCA reported the roommate then running to
his side of the room.
-He was told after MA had completed an
assessment of Resident #1 that she did not see
anything
-He does not recail the date of when the incident
cccurred but thought it was on the night of
11£20:25 and the morning of 11/21/25
-He instrucied the MA to move room Resident #1 !

" to a different bedroom.
-If an alleged sexuat assaul had been witnessed
by staff. staff should have contacted iocal law
enforcemant and sent the resident to the
emergency depariment.
-He knaw the alleged sexual assault did not
happen because, "he knew Resident #1 and the
resident would not let that happen.”
-The facility staff did not notify Resident #1's
PCP
-He was not sure if Resident #1's Hospice
provider was made awarte of the alleged incident,
50 he reported the incident to Resident #1's
Haspice RN put did not recall when
-If the aileged sexual assault had been
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- witnessed, EMS should have been contacted to
transpeort 1o the hospital, the PCP should have
bean netlfs'ed, and report to LLE,

Interview with the Adminisirator on 02/11/26 at
10:48am revealed:
-He expected staff to contact the after-hours
phone number to inform administrabien and
medicai staff of any incidents or accidenis
. involwing residents
. -He is part of the facility's group chat application
. used to inform the administration of issues or
| problems. '
i -He was atso informed of issues or problems
: during a daily 10:00am stand up meeting and
" review with RCC. SCC, Nurse, and
" Administralor's Assistant,
-A determination was made after the stand-up
meetings if any additional actions are needed.
-He and the Administrator's Assistant assessed
Resident # t thamselves and determined no
sexial assauit had occurred.
-He was a North Carclina Emergency Medicat
Technician {EMT) and had sexual abuse training
through his EMT training.
-He did not complete an assessment on the
_roommale.
- «He didd not send Resident #1 or his roommate to
" the hospitat for an evaluation.
-The RCC should notify the residents’ PCP and
responsible party if an injury was confiomed by
. staft.
" -If there was evidence of abuse. he would ¢ontact
- the residert’s PCP and send the resident 10 the
. hospital for an avatuation.

' Alternpted telephone interview with Resdant #1's
Behavioral Heaith NP on 02/05/26 at 2:50pm was
unsuccessful
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: b. Review of Resident #1's Incident Report dated
© 12/08/26 revealed:
- -The Accident and Incident Report was completed
by a MA.

-The incident occurred at 3:45pn.

-The resident was found i hall by a MA with two
black eyes.

-The PCP was notified.

-The incident had not been withessed

-Resident #1 was sent to the locat hospital on
12409425 for a follow-up and no additional injunigs
were noted.

Review of Resident #1's emergency medical
services (EMS) repont dated 12/08/25 revealed:
-EMS was dispatched to the facility on 12/08/25
at arrived at 7:24pm.

-Under the section litled "Primary impression”
was documentad as suspected abuse/neglect.
-Under the section titled "Chief complainl” was

- documented as assauit with head injury.

" -Under the section titled "Injury”, lhere was

i decumentation of assault with bodily force.

* -Under the section titted” Additional information”,
there was documentation of sexual assaull.
-There was documentation Resident #1 had
injuries to his eye, face. forearm, hand, wnst ard
finger(s)

-There was documentation Resident #1 had an
abrasion to his left ear and face

. -There was documentation Resident #1 had

" contusions (soft tissue injuries caused by blunt

- force trauma) 1o both eyes. two contusions to left
forearm. teft third finger and sweiling to his left
middle finger
-Under the sections titied "Narralive” there was
documentation EMS was dispatched to the facitity .

Lin referance to Resident #1 who was potentially o ‘
assaulted and had sustained bifateral black ayes
When EMS arrived on the scene, there wera two
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- workers from the local Department of Sacial

: Services who were there in reference to a
previous incident where the resident was sexually
assaulted by another resident.
-There was documentation Resident #1 sustained
significant brussing arcund both eye sockets, in
addition t¢ abrasions to his face.

. -Facility staff reported that Resident #1. “likely got

| into an altercation” with another rasident.
-The Meadication Aide {(MA) reported she noticed
Resident #1's facial bruising at the start of her
shift at 3:15pm but did not observe Bruising on
the resident while on shift over the weekend

- -Another staft member reported she did not see

¢ any bruising when she left the facility at 3pm on

© 12408125, but when she arrived back at the facility

“at 6:30pm on 12/08/25, she noliced Resident #1's
facial bruising which prompled her to then call
EMS
-A MA reported EMS was not cailed sooner when
Resident #1 was obsarved to have facial trauma
because she had to foliow protocol which was to
notify the facility's PCP and a report was made
-The MA reportad to EMS Resident #1's facial
abrasions could have been sell-inflicted while
showering.

Review of Resident #1's bcal Emergency
Department (ED) note dated 12/08/25 revealed.
-There was documentation EMS was called
because Resident #1 had bruising around
bilateral eyes.

_-Facility staff siated possible alteration with

- another resident at 3:15pm.

. -EMS did not know how the resident sustained

" the injuries lo his face.

©-There was decumeniation of periorbital
contusion (bilateral, dark purplish bruising
around the syes) under section titled
“Assessment”
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-Resident #1 was discharged back {0 the faciity.

Review of Resident #1's PCP wisit note dated
12016425 revealed:
-He was sent to the ED an 12/08/25 bacause

: Resident #1 had bruising around both eyes.
: -The bruising was possibly caused by an

. altercation with another resident.

. -Infarmation was oblained by staff and chart.

Rewview of a written PCA statement dated

12/08/25 revealed:

-On 12/06/25, the MA yelled for assisiance
bacatise two residents got into an allarcation
-She observed one of the resident’s right eyes
was a little red and reported to the MA

-The MA checked on both residents before
assisting them to bed

Review of wrilten statement by a former MA
dated 12/05/25 revealed:

-0On 1210525 during dinner, Resident #1 and
another resident were getting agitated with cach

; other, nudging each othar with their waltker and
- wheelchair
- -She called for assistance from a PCA to help

rectirect the residents.

-She did not observe the resident's engage in a
physical altercation at that ime.

-Tha rasidents were separated and placed on
30-minute chacks.

- Revigw of a text message sent via the faciity's
group chat application dated 12/07/25 at $:5%am
- revealed an unknown staff member asking if

: anyone knew why Resident #1 had two black

" eyes.

- Telephone interview with Resident #1's Guardian

on 01/30/26 at 10:20am revealed:
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-The facility notified her on 12/09/25 at 8 Q0pm
that Resident #1 had walked cut of his room with
wo black eyes and was sent to the local Hospital
for an evaluation
-Qn 12710725, Adult Protective Services notified
her they were onsite at the facility on 12/08/25,
observed Resident #1 had two black eyes. and
- requested Resident #1 to be sent 1o the hospial
. for an evaluation

- Telephone interview with Resident #1's PCP on

S Q270526 at 11:07am revealed:

*.She was not notified Residant #1 was observed
by staff to have two black eyes

" -She expected the facility to notify Resident #1's
Haspice provider in order for Hospice to
determine f Resident #1 should have been sent
to the hospital
-Depending on the severily, she expected the
facility to monitor for any change in mental stalus
and to natify the provider.

Interview with Resident #1's Hospice CNA on
01/20/25 at 12:50pm revealed.

-She observed Resident #1 had two black eyes
but could not recall the date.

-She asked the staff why Resident #1 had two
black eyas, however staff did not tell her

Interview with Resident #1's Hospice RN on
01/29/26 at 3:29pm revealed:
-The facility did not notify or report Resdent #1's
. btack ayes to Hospice.
. -Facility staff notified nim the local Depantment of
- Sociat Services had discovered Residens #1's
: back eyes while visiting the facility but he could
: not recall the date.
- -He expected the facility to report to Hospece 50
: Mospice could complete an evaluation of the :
resident to determine if the resident needed io be
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sent o the hospital.

* Telephone interview with Resident #1's Hospice
* NP on 02/03/26 at 11:42am reveaied:

. -Resident #1's Hospice RN was notified the local
: Department of Saciat Services had faund

. Resident #1 with two black eyes. but she could

" noi recall the date.

-The facility dig not notify or report Resident #1's
black eyes to Fospice.

-Hospice should have been aplified i order to
assess the resident or the facility should have
sent the resident (o the hospial for evaluation i
emergent,

Interview with the faciiity's Consulting RN on
02/11i26 at 5:56am revealed:

. -She leamed about an altercation belween

- another resident and Resident #1 from facility

! staff, after Resident #1 had been sent to the local
| hospitat for an evaluation,

! .Resident #1 should have been sent to the

" hospital for evaluation when the incident occurred
- or if not wilness, upon the onset of bruising.

© Interview with a MA Supervisor on 02/09/28 at

10:34am ravealed

-She was working on 12/08/25 when the focal
County Department of Social Services reporied to
her that Resident #1 had two black eyes

-She noticed that Resident #1 had a bluish ¢olor
to both eyes and on his nose.

-Staff reported to her that Resident #1 had got
into an altercation with another resident but could
not recall the date.

-The 3rd shift MA Supervisor reported Resident
#1 did not have black eyes when she left her shift
eartier the morning of 12/08/25,

-She sent Reswlant #1 o the locat hospital due to
him having a head injury which was part of the
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; facility's head mjury protocol.
- -Na one had witnessed what had happened,

Interview with the SCC on 02109726 at 2:28pm
revealed.

. -Staff reported to her that Resident #2 hit

: Resident #1 but could not recall when the incident
. happened.

. -Bhe expected staff 1o complete an Accident and

- Incident Report and skin assessment,

- -She expected staff o notify the residents’

- prowiders and respensible parties

interview with the Admnistrator on 02/11/26 at
10:48am revealed:

-He expected staff to contact the after-hours
phone number o inform administration and
medicat staff of any incidents or accrdents
ineiving residents.

-He. the Administrator's Assistant, the RCC and
SCC had a stand-up meeting daily at 10.00am
and anything that occurred since the last meeting
was discussed

-He was informed about all accidents and
incidents at thal maeting.

-A determination would be made after the
stand-up meelings for any additional action

! negdad.

{ -Protocol for a physicat altercation. injury or event
- was 1o contact EMS and LLE.

: f there was a change in baseline. staff should

. call RN, PCP or EMS$ depending on the urgency

of the issue.

-1t was not considered an assauit because both
residerts had a mentat diagnosis.

-Someons needed to be of sound mind for an
altercalion to be considered an assault

-Staff had reported Reswdent #1°s black eyes.
-He expected the staff to call the PCP and {o
nform them of any accidents or ncidents
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: between residents.
i -LLE and EMS would be contacted if the incident

was physical

Attempted telephone interview with Resident #1's
Behaworal Fealth NP on 02/05/26 at 2:50pm was
unsuccessful

3. Review of Resident #14's current FL2 dated
10431725 revealed:

- -Dragnoses included stroke, dementia. hustory of
: aleohol abuse, and mood disorder.

- -There was documentation he was intermiflently
: disariented

There was documentation he was rest home
level of care.

Review of Resident #14's record revealed he was
discharged from the facility in November 2025

Raview of Rasident #14's Resident Register
dated $1/01/24 revealed:

-He was admitied to the facility on 1110124,

-A family member was documented as hus Health
Care Power of Attarnay (HCPOA).

-There was documentation he had significant
memary loss.

Review of Resident #14's care plan dated
12/12124 revealed:

-He required supearvision with ambulation and
transfers.

-He required extensive assistance with bathing

_ and grooming.

Review of Resident #14's care notes revealed:
- -0n 08/24725, Resident #14 grabbed another
- resident by the hair and told her. "sit down. stay

thase", then she was "flung from chair ento the
floor" by Resident #14,
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. -The incident was witnessad by the medication
aide (MA).

Interview with the Special Care Coordinalor
{SGCi on 02/09/28 at 11.23am revealed
-0n 0812425 she heard Resident #14 yelling
from the dining room.
Whnen she went immediately to the dining room.
sha observed Resident #14 grab another resident
by the hair. yell at her, and fiip the dining room
chair she was sitting in over with her init.
-She ran hetween Resident #14 ang the other
resident and told Reswlent #14-to back away
while she checked on the other resident.

* .Sha cailed out for a personat care aide (PCA) to

- escort Resident #14 1o his room.

© -She was working as a MA when this incident

- occurred and sither the Resident Care

" Caordinator (RCC} or the SCC should have
contacted the mental heaith provider regarding
Resident #14.
-She did nat contact Resident #14's mental health
provider orn 08/24/25.

- -Rescdent #14 was not sent out for a mental
health evatuation on 08/24/25 after this incident

: occurred.

! Interview with the Administrator's Assistant on

L 02/10/26 at & 12am revealed:

| -MAs were supposed to inform the supervisor if a

physical altercation took place between residents.

. -The RCC and the SCC were rasponsible for
reviewing the incident accident reports and to
ensure any follow-through that neetled 10 be
done.
-The Behavioral Health Nurse Practitioner (NP}
did not sea Residoent #14 until his naxt scheduled
manthly visi,
-He was unsure what the Behawioral Health NP
could have done since both residents had

L D273
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significant psychiatac issues.
"It never oceurred to him that this could be
- considered assault.

Inteniew with the facility consulting Registered
Nurse (RN) on 02410426 at 3:32pm revealed:
-She was nof notified abowt the incigent between
: Resident #14 and the other resident that occurred
. on 0B/24/25 until several days after it occurred.
-Resident #14 should have been sent out for a
psychiatnc avaluation,

Interview with the Administrator on 02/11/26 at
10:48am revealed:
-The RCC was responsibie to actively segk aut
incident accident repons to ensure all follow up
- was done.
*-The RCC was responsible for determining i
‘ there was something else that needed to be done
. that had nat been and to follow through with
correcting it
-Mental Health services should have besn
contacted for Resident £14.

: Attempted telephone interview with Resident
" #14's Behavioral Health Nurse Pracliioner on
02/05/26 at 2:50pm was unsuccassiul

4. Review of the undated facility "Fall Policy and
Procedure” revealed “In the event of a fall, if the
- resident refuses reatment call emergency
: medical services (EMS) and let them refuse to
| EMS personnel and document in the resident's
- medical record "

Review of Resident #6's current FL2 dated
07/16/25 ravealod:

--Diagnoses inchuded vascular dementia, history of
stroke, epilepsy after stroke, Todd's paralysis {a

. neurological condition in which a seizure is

D273
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~foltowed by a brie! period of temporary paralysis

usually occurring on one side of the body) and
dapression with suicidal ideations

-She was infermittently disoriented.

-She required rest home level of care

Review of the mental health progress note dated
- 10701725 revealed Resident #6 had a

documented history of dementia, but her last
mental assessment score was 15, which
ndicated no cognitive impairment.

: Review of Resident #&'s care plan dated 11/15/25
revealed:
¢ -She was alert and oriented.

-She could become anxigus and agilated at times
but was easily redirecied.
-She was at nsk for falls.

Telephione mierview with a representative from
the local Depantment of Social Services an

- 01/29/26 at 4.00pm revealed:
| -Resident #6 reparted she had a fall in Novernber
: 2025 and hit her head.

-Rasident #6 requested 1o be sent o the
emergency room.

-Resident #6 was not sent {o the emergency
roonm for an evatugtion and treaiment

Tetephone interview with a personal care aide
(PCA} on 01/30/26 at 9:17am reveated:

. -She was working the morning after Resident #6

had an unwitnessed fail on 11/22/25.

-The PCA observed Resident 46 had a cut on her
forehead. but it was not bleeding.

-She later observed the medication aide (MA}
applying some type of ointment to Resident #8's
forehead and placed a bandage over the cut.
-She observed Resideni #6 every 30 minutes
during her shift to ensure her well-being
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Interview wath a medication aide {MA) on
01/30/26 at 9.36am revealed

-She was not preseni whan Resident #86 had her
fait on 11422725 but worked the following morning
-Resident #6 had a2 "bump in her hairtine with a
bruise™ and “the skin was torn and had been
bleeding "

-She applied triple antbwtic ontment o the
waound to prevent an infection

Review of the accidentincident report for
Rasident #6 dated 11/22/25 at 2:53am revealed:
. -The MA observed Resident #6 laying at her door
- m her room.
-Resident #6 stated she feli going 1 the
bathrocom.
. ‘Resident #6 reported she bad a headache,
¢ There was documentation that an mjury
ecourred.
-There was no documentation reatment was
given,
-The pritmaty care provider (PCP) was not
contacted,
! -Resident #6 was pu! on 30-munute checks for 24
: howrs.
-Resident #6 was told by the MAto ring her bell if
she needed anything for the rest of the morning
and to put non-skid socks on if she was going to
: be walking with no shoes on.

: Review of Residant #6's care note dated 11/22/25
at 5.00am reveated:
-The MA documented Rasident #6 had been
coming out of her bathroom and fell.
-Resident #6 had a "small knot on forehead but
was lying on her back where she fell”
-She was put on “checks”, and they would "Reep
an eye out on her”
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Interview with Resident #6 on 01/30/26 at
10.51am revealed;
-She fell in November 2025 and hif her head.
-She wanted to go to the hospital to be assessed.
- but the MA told her she was “ckay."
' -Shie had a headache after her fall.

. Interview with the Resident Care Coordinator

| (RCC) on 01/30426 af 11:3%am revealed:

| -MAs were supposed 1o assess residents after a

 fall.

- If & resident had a fall and hit thesr head, they
should aiways calt Emergency Medicai Services
(EMS} to be sent to the emergency depastiment
(ED}

-Resident #6 refused to go o the ED after ner fail
-The MA must have forgotien 1o document that.

Interview with the Special Care Coordinator
(SCC) on 02/06¢26 at 2:05pm revealed:

-The MA informed her that Resident 45 had a fall
and refused EMS services.

-There was no documentation EMS had been
called by the MA.

-The MAs are trained to take vital signs. perform
a head to toe skin check and to calt EMS for any
head injuries

Interview with Resident #6's PCP on $R/00/26 at
9 10am revealed:

-Staff should use their nursing judgement whether
to send a resident to the ED for an evaluation

-If a resident had a fall with a head mjury, the
PCP should be contacied, and the resident
should be sent out to be evaluaied and treated at
the ED.

- Interview with the Admunisirator's Assistant on
02/10/26 at 9 54am revealed:
-The fall policy indicated the facifity staff were tc
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call EMS and lef them assess the resident after a
head injury. .

-if a resident refused ta ga to the hespial, EMS
would have provided additional support in
assessing the rasident to determing if the
resident needed io go to the ED.

-Resident #6 refused to go ta the ED for an
evaluation on 11/22/25 atter her fall with a head
njury.

interview with the Administrator en 02/11/26 at
10:48am reveaied anytime there was a head
injury. the MAs were supposed to follow policy
and contact EMS to make the determination i a
resident needed to go o the ER for evaluation
and treatment,

5. Review of Resident #3's record revealed a
discharge date of 11/25/25

Review of Resident #3's current FL-2 daled
12/13/24 revealed

-Diagnoses included unspecified dementia,
edema and hypertension.

. -Resident #3's levet of care was special care unit
“{8CUy.

Review of Resident #3's Resident Register dated
12/01722 revealed an admission date of 12/01/22.

: Review of Resident #3's care plan dated 01/16/25
- revealed:

. -He had a history of wandering and confusion.

- -He ambulated indepandently throughout the

5CU.
-He required supervision with eating. toideting.

amblation, bathing, dressing, grooming and
~transfers.

Review of an undated written statement by a
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former MA revealed
-Two PCAs walked inte Resident #3 and tus
ivommate’s rgom where they saw his roommate
face down lying in the bed.
Resident #3 was standing a1 his roommata’s hed
with his pants down lo his ankies
-Resident #3 pulied his pants up when the PCAs

. walked into the room.

- -She fook Resident #3's roommate to the

- dayroom for the rest of the mgnht.

: -3he asked Resident #3's roommate if anything

- happened and he stated no.

¢ -She asked Resident #£3's roommate if he was

. okay and he stated yes.

: -She completed a physicat assessment and did

! not ghserve the roommate 1o have any areas of
redness or bruising.
Nothing was "wrong" with Resident #3's
roommate. ’

. Review of a stalement dated "11/20/28" written by

. the Administrator's Assistant revealed:

_ -He received a call from a MA who reported two
PCAs walked nto Resident #3's room, observed
Resident #3 adiusting his panls beside his
reommate who was lying on hig side crossways
with his legs bent
-The PCAs had concerns about Resident #3
Parthe MA, iere were ne signs of any type of
abuse
-Per the MA, detaiis of statements did not match.
-He instructed the MA 1o move Resident #3's
roommate and ancther resident.

He would speak o Resident #3's roommate in
the morning.

Review of a statement dated 11/27/25. utled
“nvestigation”, wiillen by the Administrator

revealad

-Staff reporied concerns regarding Resident #3
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and his roommate

-Statements were obtained by the shift supervisor
and eyewitness staff.

- "Admin and Admin” completed a physical
assessment of Resident #3's roommate.

-He investigated a towel that was in residents’
room and “feces on the towel was detected ™

Raview of Resident #3's record revealed there
was no documentation that an Accident and
Incident Report had been completed

Rewew of Resident #3's record revealed there
was no documentation he was sent to the

' emergency depariment refated to alleged sexual
- assault.

Review of Resident #3's care notes revealed
thére was no docurnentation of the alleged sexual
assault

Interview with Resident #3's Guardian-on
02/D5/26 at 2:35pm revealed.

-She was natified by the Administrator’s Assistant
on 11/25/25 that Resident #3 was at the
emergency reom and was being discharged from
the facility due to aggressive behaviors toward
other male residents.

-She was not aware of any mcidents or accidents
prior i his discharge on 11/25/25.

-She was not notified on 1122425 regarding an

: alleged sexual assaull investigalion

Telephone interview with Resident #3's Palliative
Care RN on 02/10/26 at 11:08am reveaied

-She was net notifted by the facility of the alleged
sexual assault allegations involving Resident #3
-She expecied the facility 1o notify her of all

- accidents or incidents.
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Interview with a second PCA on 02/05/26 at
3.00pm revealed:

-She and another PCA warked the night of the
alteged sexual assault involving Resident #3 and
his roommate

-She and the other PCA walked into Resident

: #3's bedroom where he was standing behind his
- reommate and adjusting hig brief.

-She did not know the exact date or time.
-She walked nto Resident #3's room behind

- another PCA and witnessed Resident #3 standing
behind roommate who was in the felal position,
 facing the wall. and hanging off the bed.

- -Resident #3 had a histary of halping his

: roommate with changing clothes and his brief but

stated “something was weird."
-She and the other PCA reported their findings lo
the MA

Interview with the Spacial Care Coordinator
{SCC) on 02/09/26 at 2:28pm revealed:

" -She had wilnessed Resident #3 changing ms

roommate's brief and removed Resident #3 from
the room birt could not remember the date

-She asked other staff if they had wilnessed
Resident #3 changing his roommate's brief and
staff told her yes.

-Bhe was tald by 2 PCA and MA that staff walked
into Resident #3's room and found Resident #3
adjusting his pants.

-Staff reported that Resident #3 aliegediy sexually
assautted his reommate.

- -She did not recall what date the incidant
 occurred.

- -The Admiristrator's Assistant and Administrator
- ware notfied before she was natified.

-She did not know  either resident's PCP or
Guardian were nolified.

. Telephone interview with a former MA on

| D273
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£ 02/09/26 at 4.05pm revealed:

- -A PCA lold her she suspected a sexual assault

had occurred.

-A PCA reported to her that Resident #3 had been
seen pulling up his pants that wera down at his
ankles when she walked into the room while
Resident #3's roommate was lying in his bed.
-The PCA later reported she had withessed
Residant #3 adjusting himself.

-She reported the incident to the Administrator’s
Assistant via phone who told her to separate
Resident #3 and his roommate and place them
on 30-minute checks.

-She knew Resident #3 helped his roommate with
brief changes.

. -The Administrator's Assistant asked her about
. Resident #3 roommate's brief being pulled down

to the side and she nofified the Administrator’s
Assistant the PCA suspected, "something sexual"
had happened.

Telephone inlerview with Resident #3's Primary
Care Provider (PCP) on 02/05/26 at 11.07am
revealed:

-She was not nofified of the incident between
Resident #3 and his roommate.

-She was nofified of the allegation by the

¢ Administrator's Assistant and the Administrator
* but could not remember the date.
¢ -If there was a suspected sexual assault, the

faciity should have notified the residents provider,
sent the resident to the emergency department
for an evaluation or to assess if there was any

*injury or trauma, and lo detarmine if a sexual

" assault had occurred,

. Interview with facility's consulting RN on 02/11/26
" at 8:56am and 9:35am revealed.

-Shie did nol know about the sexual assault
allegation involving Resident #3 and his
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: roommate.

-She was not aware that Resideni #3 assisted his
roommate with changing his briefs.

-She should have been notified of alleged sexual
assault.

_-She should be notified of increased aggression,
+ sexual behaviors or any mental status changes.

: Interview with the Administrator's Assistant on
“02/10/26 at 9:13am and 11.00am reveated:

: -He received a call from a MA that two PCAs

: reported walking into Resident #3 room, where

. they witnessed Resident #3 pulling his pants back
© up and his raommate's brief pulled down.

i -The PCA reporied Resident #3 then running to
 his side of the room.

. -The MA contacted him by telephone.

i -The MA completed an assessment, and nothing
- was noted.

: -There were no mental health ar medical

- evaluations completed on Resident #3 or his

roommate.
-He deesn't recall contacting Providers or

residents Guardians.
. -The facility's consulting RN should have been

contacted by SCC or the RCC.

-if the alleged sexual assault had been
witnessed, emergency medical services (EMS)
should have been contacted to transport
residents to the hospital, the PCP should have
been notified, possibly seek involuntary

: commitment {IVC) and report to local law
; enforcement (LLE).

tnterview with the Administrator on 02/11/26 at
10:48am revealed:
-He expectad staff to contact after-hours

| telephone number to inform administration and
medical staff of any incidents or accidents

involving residents.
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i -He was part of the group chat application that

informed the administration of issues or

¢ prablems

¢ -He was also informead of issues or problems

: during a daily 10:00am stand up meeting and

. review with RCC, SCC. Nurse, and

: Adminiglrators Assistant.

. -A determination was made after the stand-up

. meetings if any additional actions are needed.

- -He and the Administraior's Assistant assessed

- Resident #3's rcommale themselves and
determined no sexual assauit had occurred.

¢ -He did not compiete an assessment on Restdent

C#3.

" He did not send Resident #3 or his raommate to

- the hospital for an evaluation
-Staff reponted Residgent #1's birief had been
pulled to the side.
-He did not find any evidence ¢f a sexual assault
-Tha RCC should notify the residents’ PCP and
responsible party if an injury was confirmed by
staff.
-¥f a resident had an increase in sexual behaviors,
he would contact \he resident’s mental health
provider.
4f there was evidence of abuse, he would confacy
the resident's PCP and send the resident o the
hospital for an evaluation

Attempied telephone interview with Resident #3's
Behavioral Health NP on 02/0%/26 at 2:50pm was
unsuccessful

6. Review 0: Resident #2's current FL2 dated
03127125 revealed’

-Diagnoses included Alzhgimer's dementia and
dementia with agitation.

-He was constantly disorientated

-His level of care for SCLL

-He had a history of wanderning

Drwvision of Heallh Service Regulaton
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Review of Resident #2's Rasident Reqgister
revealed and admission date of 03/27/25.

Reviaw of Resident #2's Care Plan dated
04/28/25 revealed

-There was documentation he had a history of
resisting care

-There was documentation he reguired
supendsion with eating, ambulation and
transferting. :

-There was documeniation he required extensive
assistance with toileting, bathing, dressing and
grooming.

Review of witlen statement fram a former MA

dated 12/05/25 revealed

-On 12/0525 during dinner, another resident and

Reswent #2 were getling agtaied wilh each

other, nudging each other with their walker and

wheelchair,

-She callad for assistance from a PCA o help

redirect the residents

-Meither resident at that time physically hit one

another, that she had seen.

-The residents were separaled and placed on
¢ 30-minute checks.

. Review of a written PCA stalement dated

- 12008725 revealed:

:.On 12/06/25, the MA yelled for assisiance

. because two residents got into an altercalicn.

- -She notified one of the resident's night eye was a
littte red and reported to the MA.
-The MA checked on both residents before
assisting them to bed.

Interview with Resident #2's Hospice RN on
02/09/26 at 11:42am revealed:

-She was not naotified of Resident #2 being
(mvisien of Haallh Servica Reguiation
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L involved in an altercation with another resident,
. until a week after the altercation occurred

- -Hospice should have been notified of the

: altercation in order to evaluate Resident #2.

- -Resident #2 and the other resident were

| aggressive towards one another.

" Interview with a PCA on 02/05/26 at 3.00pm
- revealad:

-She heard another resident and Resident #2 get
Nz an altercalion 1 the hatlway. )
-She did not witness the allercation but assisted
the MA with redirecting ihe residents

-The MA did assess both residents.

-She could not tecall if anyone was notified.

Interview with a MA Supervisor on 02/09/26 at
10:34am revealed.

-Staff reported to her that another resident had
got into an altercation with Resident #2.

-No one had witnessed what had happened.
-She did not complete an Accident or Incident
raport for Resident #2 or notify his PCP or
Guardian of the incident.

-She expected the MA that worked when ihe
altercation occurred to have reported the incident
to the residentls’ PCP's and their Responsible

Parties.

! Interview with the SCC on 02/09/26 at 2:28pm
i revealed:

-Staff reported to her that Resident #2 hit another
resident but could not recall when the incident
happened.

-She expected siaff lo complete an Accident and
Incident Report and skin assessment.

-She expected staff to notfy the residenis’
providers and responsible parlies

Tetephone interview with Resident #2's PCP on
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02/05¢26 at 11:07am revealed she was not
natified of Resident #2 assaulting another
resident

Interview with the Administrator on 02/11/26 at
0 48am revealed.
-He expected staff to contact the after-hours
ohone number to inform administration and
medical staff of any incidenls or accidants
nvolving residents.

~-He, the Administrator's Assistant. the RCC and

. 8CC had a stand-up meeting daily at 10:00am

¢ and anything that occurred since the last meeting

: was discussed.

. -He was informed about all accidents and

. incidents ai that meeting.
-A determination would be made after the
stand-up meetings for zny additional action
needed.
-Protocol for a physical altercation, injury or event
is to contact EMS and LLE.
«[f there was a change in baseline. staff should

" calt RN, PCP or EMS depending on the urgency

' of the issue.

- -it was not considered an assault because both

| residents had a mental diagnosis.
-Someone needed to be of sound mind for an
altercation to be considered an assault.
-He expected the staff to call the PCP and to
inform them of any accidents or incidents
between residents.
-He, the Administrator's Assistant, the RCC and
SCC had a stand.up meeting daily at 10:00am
ard anything that eccurred since the last meating
was discussed
LLE and EMS would be contacted if the mcdent
was physical
-Someone needed to be of sound mind for an
altercation to be considered an assault.
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| Attempted telephone interview with a PCAon
02/03/26 at 12:21pm was unsucceassful.

Attempted tefephone interview with a former MA
- on 02/05/26 at 1:18pm and on 02/09/26 at
" 40:07am were unsuccassful.

Attempted telephone interview with Resident #2's
! Behavioral Health NP on 02/05/26 at 2:50pm was
! unsuccessiul.

The facility failed to contact the Primary Care

¢ Provider {PCP) related {0 an altercation between
Resident #8 and Resident #14 resulting in
Resident #8 having her hair pulled, chair knocked

- out from under her and thrown to the fioor,

' sustaining severe facial trauma including bruising
1o her left eye with extensive swelling; an alleged :

. sexual assault between Resident #1 and !
Resident #3: an altercation between Resident #1 '

: and Resident #2 resulting in Resident #1

: sustaining two black eyes; after Resident #14 had

! a change in mental status and assaulted

: Resident #8, and after Resident #6 hit her head

‘ during a fall. This failure resulted in serious

: physical harm and serious neglect and

| constitutes a Type A1 Violation

. The facility provided a ptan of protection in
accordance with G.S. 131D-34 on 02/05/26 for
this violation.

{ CORRECTION DATE FOR THE TYFE A1
: VIOLATION SHALL NOT EXCEED MARCH 13,
: 2026 :

D338 10ANCAC 13F .0909 Resident Rights £ 338

10ANCAC 13F .0909 Resident Rights
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An aduit care home shall assure that the nghts of
all residents guarantesd under G.§. 1310D-21,
Declaration of Residents’ Rights, are maintained
and may be exercised without hindrance.

This Rule 1s not met as evidenced by’
TYPE A1 VIOLATION

Based on interviews and record reviews, the
facility fzited to ensure 2 of 7 sampled residents
(#8. and #14) wete free from neglect and treated
- with dignity and respect, related to Resident #8
- who was physically assaulled by Resident #14
. after a prior assauwl{ had ocourred and a resident
- who was confined to his room afler physically
assaulting anpther resident (#14).

The findings are:

1. Review of Resident #8's current FLLZ dated
1028125 revealed.

-Diagnoses included schizoaffective disorder.

-She was intermittently diseriented and had

wandering behaviors.

-Her level of care was documented as Special

Care Unil {SCU}.

Review of Resident #8's Resident Register dated
06/08/20 revealed:

-3he was admitted to the facilily on 06/08/20

-A family member was documented as her Power
of Atlorney (POA}

Raview of Resident #8's care plan dated 10/28/25
reveaalad

-The care plan was updated dig to deckne n
healh resulting in a move'lo the SCU

-She required supervision with ambuiation due o
ans unsteady gai.
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-She required limited assistance with dressing
and grooming.
-She required extensive assistance with bathing.

Review of a local Hospice providers Nolice of
Admission dated 10/16/25 revealed Resident #8
was admitted lo hospice services due to a
terminal diagnosis of senife degeneration of the
brain {age related loss of mental capacities).

i Review of Resident #8's Incident Report dated

: 08/24/25 revealed:

- .The report was completed by a medication aide

L (MA).

. -The incident occurred at 3:00pm and was

- wilngssed by the MA,

- -The Administration groug was notified of incident

- on the facility's group chat application.
-Resiient #8 was in the dining room, and another
Resident grabbed her hair, told her {o sit there
and stay and then flipped over the chair Resident
#8 was sitting in,
-Additional intervention documented at the bottom
of the report included Resident #8 was moved 1o
a different hailway and the other Resident was to
have meals in his room until further notice.

Raeviow of Rosident #8's care nofes revealed
-There was an entry dated 08/24/25 that
documented Resident #8 "got into an altercation
; with another resident. Resident #8 was grabbed
* by her hair and flung from a chair. The other
- resident siated, “sit down and stay there”,
S wilhessed by 2 MA.
; -There was an entry dated 08/25/25 documenting
- Resicent #8 was moved to a different room

Review of Reswdent #8's NP's progress note
dated 0B/26/25 revealad;
-Resident #8 was seen due to facial bruising
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. -Resident #8 had an encounter with anocther

 resident and suffered injury and rauma o her

“face )
-Resident #8 had extensive swelling and bruising
on the fefl side of her face and eye and there was
a large amount of bruising around the eye and

; the eye was swollen aimost shut.

- Interview with a MA on 02/09/26 at 9:55am and
11:22am reveated:
-She was the MA who observed the incident wilh

-Resident #8 and another resident on 08/24/25.
-She saw a male resident pult Resident #8's hair,
flip her chair and throw her to the floor and said
he was tired of her asking for coffee.
-She was not sure if Resident #8 hit her head
when she was thrown to tha floor
-She did not have Resident #8 sent out for an
evaluation because she did an evaloation that
checked for range of motion and altered mental

- status,

" -Rasident #8 was placed on 30-minute checks for

24 hours after the incident.

" .She would consider what happened to Residant
#8 during the altercation abuge or an assauit

Telephone interview with another MA on 02/11/26
at 336 am raevealed:
-She was the MA on.cali when the altercation
occurred between Resident #8 and a male
regident.
-it was reported to her that another resident

" grabbed Resident #8 by the hair, used his foot to
kick the chair over, knocking her out of it.
-He slammed her face into the floor,
-Earlier in the day it was reported to her that the
sarng resident pushed her down and then later he
pulled her nair when she was walking down the
halt.
-She attempled to contact the Administaater's

i
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Agsistant and the RCC but neither answered their
phones.

A few weeks prior to the 08/24/25 the same
resident walked up to Resident #8 and she was
"punched in the face".

-He told me around that same time that he was
going {0 “[expletive] her up”, "beal her fexpletive|”
and "punch her in the face” because he did not
ke Resident #8.

~Interview with the facility's Consulting Registered
Nurse (RN} on 02/10/26 at 3.32pm and 02/11/268
at 8:58am reveaied:

-8he was informed about the incident between
Resident #8 and another resident by the APP that

. staff used 10 communicate with each other

. -She was told there was an aitercation invoiving

. Resident #8 where another resident "stammed

" her face on the table”.

' -As an RN she had seen many injuries when
spmeone's head was slammed against a hard
surface and Resident #8's injury was consistent
with that type of hil.

-Resident #8's head and face injury was
consistent with a “face o broad surface contact”

" injury and not a hit on the face when she felf to !

: the floor. : ’

. .Because the residents both have demenia

| disgnoses taw enforcement woudd not probably

: consider it an assault but she thought the resident

© who attached Resident #8 should have been
ramovead from the facility immediately bacause he
was a danger to everyone in the facility

- Interview with the Administrator’s Assistant on
02/09/26 at 10:18am and 02/10/26 at 9:12am g
| revealed: :
-1t bacame aware of the 08/24/25 incident when
he read the Incident report.
-He could not remamber any details other than
Drison of Heatth Servige Regufation
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- Resident #8 was pulled from her chair onto the

floor. .

¢ -it did not occur {0 him that the incident could be
- considered abuse or assault

Interview wilh the Admmistrator on 02/09/26 af
10:2%am and 02/11/26 at 10:48am revealed:
-The incidentinvalving Resident #8 was nat

_considered an assault because both residents

i had a mental diagnosis.

. -Someone needed 1o be of sound mind for an

: altercation like that to be considered an assaull.
" -Resident #8. to his knowladge. never had any

other incidents with the other resident prior to the
08/24/25 altercation.

2. Review of Resident #14's current FL2 dated
10£31725 revealed:
-Diagnoses meluded stroke, vascular dementia,

history of alconhol abuse, diabetes, mood disorder.

hearing loss and vision foss.
-He was intermttently disoriented.

Review of Resident #14's record revealed he was
discharged frem the facitity sn November 2025

Review of Resident #14's care notes dated
0B#24125 revealed:

. -He grabbed another resident by the hair and told
© ber o "sit down, stay there”.

: -He "flung” the other resident from the chair onto
- the floor.

-He was placed on 15-minute checks.

Review of care notes dated 08/25/25 revealed

. Resident #14 came out of his room once around
- midnight and was redirected back to his room by
¢ staff after being given a snagk and a haverage

Review of care notes dated 09/11/25 revealed:

D338
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-Resident #14 was "censtantly getting up and
down” at night every 30 minutes. .
-Resident #14 had been getting up and down at
pight every 30 minutes for "aimost a week now.”
-The MA and PCA redirected him back 1o his

- room each time he came out.

: Review of Resident #14's mental health provider

! [MHP) notes dated 10/01/25 revealed:

i -Resident #14 was "now eating in his room due to

! physical altercations with residents in the

 lunchroom.”

. “There was no documentation addressing sta#f

- ware directed to keep Raesident #14 in his room or

¢ that he was disallowed out of his room withowt a

. staff member present following an altercation or if
she was made aware of the decision.
-There was no documentation addressing when
the decision was made to serve Resident #14
meals in his room or if she was aware of the
decision.
-There was no documentation addressing the
length of ime Resident #14 had been receiving
meals in his room.

Review of Resident #14's MHP notes dated
10/29/25 revealed.
-Resident #14 had appeared more depressed
lately per staff report.
-There was no documeniation if the MHP
questioned faciiity staff about Resident #14's
“increased depression.
- -Resident #14 would be "having one on one
- activities starting” which hopefully would improve
* his moed.
- Thete was no documentation addressing why
* Resident #14 needed "one-on-one aclivities.”
: “There was no documentation addressing if
| Rasident #14 was still confined to his room for
‘meals.
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Interview with the special cate coordinator (SCC)
on Q2/09/26 at 11.23am revealed:

-On 08/24/25, she observed a physical altercation
between Reasident #14 and another resident in the
dining room.

-Resident #14 grabbed the other resident by the
hair and told her to sit down and stay there as he
flipped the dining room chair over with herin it
-There had been no issues between Resident
#14 and the other resident prior {o this incident on
08124i25

-She called out for a personal care aide (PCA} to
come and take Resideni #14 to his room and
piaced him on 15.minute checks for 24 hours
-She was told by administrative staff to keap him
in his room.

-For at least 4 days, if Resident #14 carne out of
- his room he was redirected back o his room by
" staff.

" Interview with a medication aide (MA) on
C02/09/26 at 1:31pm revealed:

-Several weeks prior to the incident between
Residermt #14 and another resident on 08/24/25.
Resident #14 elbowed the same resident in the

" face and knockett her down to the fioor.

-Resident #14 was only allowed 10 come out of
his room i another staff person was present with
hiny.

Intesrview with a personal care aide (PCA) on
02:.09/26 at 2:.27pm revealad:

-After the incigent on 08/24/25 between Resident
#14 and another resident, the Administrator's
Assistant ordered stalf to keep Resident #14 in
his rocm.

. -Resident #14 would try to come out about once

ar: hour but was radirected by staff back to his
room.
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-Resident #14 had ail is meals in his room and
© continued to be redirected back to his room when
| he came out into the hallway
| -Resident #14 was redirected back to his room
| for several weeks when he would come outinto
- the hallway.
-Resident #14 had all his meats in bis room angd
continued fo be reditected back to his room when
he came out into the hallway.

Interview with the Admimstrator's Assistant on

: 02/10/26 at 912am revealed:

i -After the incident accurred on 08/24/25 with

: Resident #14 and the other resident. Resident

| #14 was keptin his room.

i -He was unsure how long Resident #14 was

- confined to his room, but it was less than a week.
-Resident #14 was increasingly inappropriate
toward staff and he was discharged to a local
hospital sometime in November 2025 and did not
return to the facility.

interview with a second PCA ¢n 02/11:26 at
7-38am revesied:

-Resident #14 was very agitaled bacause he was
not allowed to wander the halls after the incident
with the other resident in August 2025.
-Re-direction was rarely successful with Resideni
#14,

Teiephoaneg interview with a former Resident Care
Coordinator (RCC) on 02/14/25 at 9.36am
ravealed
-She was on cail when the inaident uocurred
between Resident #14 and the other resident in

- August 2025
-The Assistant Administrator ordered staff o kaeep
Resident #14 in his room.
-He had no activities and had alt meats in hts

. room for several weeks.
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Continued From page 47

-She thought this was excessive and would et
Resident #14 out of his room and into the hail
when the administration was not in the building

The facility faded to ensure Residant #8 was froe
of physical assault from another resident related
o Residen! #14 assaulting Resident #8 Stalf
reported Resident #14 had previgusly punched
Resident #8 in the face and had verbalized intent
to beat her up.  Staff reported Resident #14 did
not ke Resident #8. The facility confined
Resident #14 to his room without a mental health
evalugtion after assaulting another resident (#8).
The failure to protect Resident #8 and the
canfinament of Resdent #14 resulted in serious
physical harm and serious neglect and
constitutes a Type A1 Violation.

The facility provided a ptan of protection
acaordance with G.S. 1310-34 o0 02/05/28 for
this wiclation

CORRECTION DATE FOR THIS VIOLATION
SHALL NOT EXCEED MARCH 13. 2026,

10ANCAC 13F 1004 () Medication

¢ Administration

10A NCAC 13+ 1004 Medication Administration
Sy The resident's medication administration

record (MAR} shall be accurate and include the
following:

S (1) resident’s name;

{23 name of the medication or treatment order,
{3} strength and dosage or quantily of medication
administered.

{43 nstructions for admimistering the madication
or treatment:

{5) reason or jushfication for the adnunisiration of

£ 338
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. medications or treatments as needed {(PRN} and
. documenting the resulting effect on the resident.
" {6) date and time of adminstration:
{7} documentation of any omission of
medications or treatments and the reason for the
omission, including refusals, and,
(B) name or initials of the person administenng
. the medication or treatment. I imtials are used, a
- signature equivalent to those initials is to be
- documented and maintained with the medication
. administration record (MAR).

- This Rute is not met as evidenced by:

: Based on interviews and record raviews, the

: {acitity failed to ensure the electronic medication
: administration record (eMAR) was accurate for 1
¢ of 1 Resident (#6) related o documentation for
 wound care {reatment given for a haad injury.

The findings are:

Raview of an incident accident report dated
11422026 revealed:
-Resident #8 had a falt with injury at 2:53am.
¢ -The focation of the injury was not documented.
i -There was no documentation first aide was
. administered,
. -Resident #6 had no treatment given.

-Review of Resident #6's current FL2 dated

. O7716/25 reveaied:

[ -Diagnoses included vascular dementia, Todd's
paralysis (a neurological condition in which a
seizure is followed by a bnef period of temporary

- paralysis usually occurning on one side of the

- body), epilepsy after stroke, atriat fibriltation. hgh

. blood pressure and depression,
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-Resident #6 was intermitlently disoriented.

Review of Resident #8's November 2025 eMAR
revealed:
-There was no enlry for woung care.

. -There was no documentahion of adminisiration of

- wound cleanser, Neosporin, of bandaging of the
: wound.

Review of Resident #8's physician's orders for
- November 2025 revealed there were no wound
. care orders after Resident #6's fall on 11/22/25.

Telephone interview with a parsonal care aide
 (PCA) on 0130426 at 9:17am revealed

-She came in for her morning shift and saw that
- Resident #5 had a cut on her head, but it was nat
| bleading.
{ .5he saw the medication aide (MA) put some
lypa of cream over the cut and placed a bandage
* over the wound.

Interview with a2 MA on 0130426 at 9.36am
ravealed )

" -Resident #6 fall and sustainad a wound to her
head in November 2025, .
-Rgsident #6 had a bump at her haitine with 3
vruise and tha “skin was tarn and bleeding.”

-Shie used wound cleanser 1o clean the area. then

covered it with triple antibiotic cintment.

. -She did not call the primary care provider for
instructions for treatment of the: wound.
-She did ot document on the eMAR she
provided a freatment

Interview with a second PCA on 01/30/26 at
10:21am revealed:

-Resident #6 fell and sustained a head injury in
November 2025,

-Rasident #6 asked for a medicated cream
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several times for her head waund and she would
tell the MA.

Interview with Resident #6 on 01/30/26 at
10:51am revealed:

-She had a fall and hit her head on or hefore
Christmas Day of 2025.

-3he had a gash on her forehead and wanted to
go to the hospital.

-The staff told her she would be okay.

-She was unsure if she received any treatment for
her head injury.

Interview with the PCP on 02/05/26 at 11:06am
revealed:
. -She had no way 1o know for sure if her office
| was conlacted in November aboul Resident #6's
fall since it was during night shift and they have
over 30 providers on-call.
-There was not a record kept that far back
: -5he was unable to remember if she was notilied
: about the fail with a head injury.
: -She was unsure how soon after Resident #6's
 falt with head injury that she had seen Resident
L 8.
| -The staff should be letting the on-cait PCP know
:on 3rd shift so treatment orders can be given.

' Interview with a third PCA on 02/06/26 at 1:30pm
| revealed; )
- -She saw the MAs cleaning Resident #&'s head
- wound and administering some type of cream on
it
-Yhe area on her forehead jooked like a scrape at
. the hairfine.

| Interview with a second MA on 02/06/26 at
C1:53pm revealed:
When she saw Resident #8's forehezad in
November, she obsarved the area had already
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- scabbed over and was not bleeding.
. -She used wound cleanser then applied trple
antibiotic oiniment aver the area every day for at
least a week,
-She did not follow any specific PCP guidance for
the treatment.
-She did not document on the eMAR she
performed a treatment every day for at least a
week.
" Iterview with the Special Care Coordinatar
C{SCC) on 82/8/26 at 2.05pm revealed:
. -The MA reported to her on 11/22/25 Resident #5
fwas found in the flogr and had hit her head.
* -She cleaned Resident #8's head wound and
: bandaged it.
. -There was no documentation on the eMAR that ) '
any freatment orders were given by the PCP P,{;
-Thera was no documentation on tze eMAR of oM 5 (.P 13F. 1343 (‘5 Re \g B
treatments that were admiristered by staff to : of Atcidenls aad el don
. Resident #6 after her head wound on 11/22/25. :
Intarview with the Administrator on 02/14/28 at : T‘M, Pac;\'-'\ﬁ pt “ m‘\f&{ ;
10:48am reveated staff should always document : q, W o.® any Ph\'s;m\ M&n“‘
each wound care freatment given to residents on :
the eMAR. by a re sidest o wheaever
_ . dhere, 15 a rIeK of”
[ o
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threatening resident to protect others from harm,
(3} seek any needed emsrgency medical
treatment;
(4) make a referral to the Local Management
Entity for Mental Health Services or mental health
. provider for emergency treatment of the
threatening resident. and
(5) cooperate with assessmeant personnel
assigned to the case by the Local Management
Entity for Mental Health Services or mental heaith
provider to enable them to provide their eatliest
possible assessment,

This Rule is not ra:ie{ as svidenced by,
TYPE A1 VIOLATION

Based on interviews and record reviews, the
facility failed to immedialely seek emergency
medicai treatment, provide additional suparvision
of the threatening rasidents. contact local faw
enforcement and make referrals to mental health
services for 5 of 5 sampled residents (#1, #3. #2,
#14, and #8) related to an allegation of sexual
assault belween two residents (#1, #3}. related to
a physical assault belween two residents {#2 #1}
and refated to a resident (#14) physically
assaulting another resident (#8}

The findings are:

1. Review of Resident #1's current FL.2 dated
" 01/24/2025 revealed.
-Diagnoses included Alzhexmer's dementia and
cognitive impalirment.
-He was conslantly discrienled
-He was ambulatory and had a history of
wandering.
-His level of care was-special care unit (SCU)

Review of Resident #1's Resident Regster
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" revealed an admission date of (11/24/25.

. Review of Resident #1's record raveated he
passed away on 01/10/26.

Review or Resident #1's care plan dated 02/01/25
revealed:

-He: had a history of wandering. becoming
physically abusive and resisting care.

-He ambulated throughoul the SCU

-He resisted care and was aggressive al imes,
-He required supervision with eating, ambulation
and franslerring.

-He required extensive assistance with toileting,
bathing, dressing and grooming.

: Review of a locat Hospice provider's Notice of
Admission dated 11/18/25 revealed Resident #1
was admilted under Hospice secvices due to
Alzheimer's dementia.

- a. Review of Resident #1's Hospice Registered
Nurse's (RN) progress note dated 11/26/25
revealed facility staff reparted to the Hospics
cerfified nursing assistant (CNA) Resident #1 was
involved in a sexual incident with another resident
whare the other resident was doing penelrative
sexual things to him

Raview of Resident #1's record revealed there

was no documentation that an Accident and

incident Report had bean completed.

Raview of Resident #1's record revealed there

was no documantation Local Law Enforcement
- {LLE) was nofified of the alleged sexual assaull.

| Review of Resident #1's nursing noles revealed
there was no documentation of the alieged sexual
assault
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Review of a statement written by a former MA
that was not datod revealed; :

. -Two PCA’'s walked into Resident #1 and

| Resident #3's room where they sa Resident #1,

| face down lying in the bed. A

| -Resident #3 was at” Resident #1's bed, with his

: pants down 1o his ankles.

: -Resident #3 pulled his pants up when the PCAs
waltked into the room.
-She took Resident #1 o the dayroom for the rest
of the night.

_-She asked Resident #1 if anylhing happened
and he stated no. ,
-She asked Resident #1 if he was okay and he
stated yes.
-She completed a physical assessment and did
not ohserve Resident #1 to have any areas of

" redness or bruising.
-Nothing was “wrong” with Resident #1.

" -She did not complete a report because nothing
physical happened.

Review of a writlen statemant dated " 11/20/26"
from the Administrator’s Assistant revealed:
-He received a calt from a MA stating two PCAs
walked into Resident #1's room, saw his

- roommate (Resident #3) adjusting his pants

| beside Resident #1 who was lying on his side

| crossways with his legs bent
-The PCA’s had concerns about Resident #3.

: Review of a written interview with a PCA dated
- 11/20125, written by the Administrator's Assistant
reveated:
. -The PCA walked into Résident #1 and Resident
| #3's room.
" .Resident #1's brief was pulied to the side,
- -Towel under Resident #3's bed.
-Did not see any contact between the residents.
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-Rasident #3's pants were around' his ankles.

Review of a written interview with a second PCA
dated 11/20/25, wntten by the Administralor's
Assisiant revealed.

~The PCAwalked into Resident #1 and Resident
#3's room. :
-Resident #1's brief was pulled to the side.

-Oid not see any confact between the residents.
-Oid not see Rasident #3's pants down,

Review of a statement daled 11/27/25, Wied

“investigation”, written by the Administrator

revealed:

-Staff reported concerns regarding Resident #3

and his roommate.

-Statemnents were ablained by the shift supervisor
. and eyewitness staff.

- "Admin and Admin" complefed a physical

agsessment of Resident #1

-“Assessed for trauma both physical and mentat
" and resident was at baseline, no issues {o note ™

- Telephane interview with Resideny #1's Hospice
NP on 02/03/26 at 11:42am revealed:
.On 11726/25. she and the Haspice RN were
notified by Resident #1°s Hospice CNA that facility
staff reported, staff had watked in on Resident #14
and Resident #3, "in the act” .
-She did not know if Resident #1 had any type of
evaiuation completed aftes the incident,

Telephione interview with Resident #1's Primary
Care Practitioner (PCP) on 02/05/26 at 11:.07am
revealed
-She was not notified of the alleged incident

- petween Resident #1 and Resident #3.

- -She was nofified of the aliegation by the
Administrator's Assistant and the Administrator
but coutd not remember the date.
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-5he would have expected the facility to nolify
Hospicé who was primarily seemnyg Resident #1.
-If there was a suspecied sexual assault, the
facility should have notified the residents provider.
sant the residant 1o the emergency department
for an evaluation or to assess if there was any
injury or trauma, and to prove if a sexual assault
had occurred.

interview with 2 MA on 02/09/26 at 10:3dam
revealad she did not know if medical treatment
was provided.

Interview with the Administrator's Assistant on
02410726 at 9.13am and 11:00am revealed:
-An nitial assessment of abuse or mury shoutd
include physical viewing of injury and assessment
of the residenrts mental health
-Siaff should assess the resident’s mental status
and determine if they are not at baseline and note
abnormalities
-He told MA 1o move Resident #1 to 3 differeni
1oGm.
-He completed an imvestigation and found

- inteniews wera not credible and there were no

. visible signs of injury jo Resident #1.

¢ -There were no mental health or medical

- evalugtions completed on either Resident #1 or

" Resident #3.

Interview with the Adminstrator on 02/11/26 at
10:48am revealed:

-He, the Administrator's Assistart, the RCC and
SCC had a stand-up meeting dady at 10:00am
and anything that occurred since the last meeting
was discussed.

-He was informad about all aceigents and
incidents at that meeling.

-LLE and EMS would he contacted f the ncident
was phyysical.
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-It was not considered an assault if both residents
had a mentat diagnosis.
-Sameone needed ta be of sound mind for an
altercation to be considered an assault,
-He was informed of the alleged sexual assault
but cauld not recall the date.
-He and the Admunisirator's Assistant assessed
Resident #1 themselves and determined no
sexual assaull had occurred.
-if the sexual assault had teen witnessed, EMS
- should have been contacted to transport to the
| hospital, ihe PCP shouid have been natified.
| possibly seel involuntary commitment (IVC) and
~reportto LLE.

Attempted telephone interview with Resident #1's
Behavioral Health NP on 02/05/26 at 2:50pm was
unsuceessiul

b. Review of Resident #1's Incident Reporl dated
12/08/25 revealed:
-Tive report was completed by a MA
-The incident occurred at 3:45pm.
Resident#t 1 was found in hall by a MA with two
biack eyes.
¢ -Theore was no documentation the PCP was
: notified.
. “There was no documentation LLE was notified
¢ .There was documentation that the incident had
* not been wilnessed.
| -There was documentation dated 12/09/25
| Resident #1 had been sent ta the local hospilal
for a follow-up and no additional injuries noted.

Review of Resident #1's emergency medical
services (EMS) report dated 12/08/25 revealed:
-EMS was dispatched to the facility on 12/08/25
at amved at 7:.24pm.
-The Medication Aide (MA) reported she had

. noticed Resident #1's facial bruising at the start of
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her shift at 3:15pm but was adamant she noticed
no bruising on the resident while on shift over the
weekend

-Another staff member reported she did not see
any bruising when she first left her shift at 3pm on
12/08/25, but when she arrived back to work at
6:30pm on 12108125, she noticed Resident #1's
facial bruising which prompted her to then call
EMS

interview with the Administrator on Q2/11/26 al
10:48am revealed:
-He was informed about all accidents and
incidents in stand-up meetings
-A delermination would be made after the
stand-up meetings for any additional action
needed.
-Protocoi for a physical altercation, injury or event
is to contact EMS and LLE.
-If there was a changs in basetine, staff shouid
- call RN, PCP or EMS depending on the urgengy
: of the 1ssue.
. -It was not considered an assauft because both
 residents had a mental diagnosis.
: “Someone needed ta be of sound mind for an
attercation to be considered an assault
4LE and EMS would be contacted if the ingident
was physical.

Altempted telephone inlerview vath Resident #1's
Behavioral Heallh NP on 02/05/26 at 2:50pm was
unsuccessfl

2. Review or Resident #2's current FL2 dated
Q3727125 revealad:
-Diagnoses included Alzheimer’s dementta and
dementia with agitation
-He was canstanily disorientated
-His level of care for SCU

. -He had a hstory of wandenng.
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Review of Resident #2's Resident Register
revealed and admission data of 03727725,

- Review of Resident #2's Care Plan dated

. 04428125 revealed:

" -He was rasistive to care :

" -He required supervision with eating, ambulation
and fransfersing.
-He: required extensive assistance with toileting.
bathing, dressing and grooming.

: Review of a wnlten statement fram a PCA dated
12/08/25 revealed:

©.0n 12/06/25 the MA yelled for assistance
because two residents got into an altercation
-She ocbserved one of the resident’s righl eya was
a little red and reported to the MA.
-The MA checked on both residents before
assistng them to bed.

Review of waiten staternent by a former MA
dated 12/0%/25 reveated: )
-0On 12405/25 during dinner, Resident #1 and
- Resident #2 were getting agitated with each
cther, nudging each other with their walker and
- wheelchair.
. -She called for assistance from a PCA to help
 redirect the rasidents.
. -Neither resident at that time physically hit one
- another, that sha had seen.
-The residenis were separated and pfased on
~30-minute checks.

Interviaw with Resident #2's Hospice RN on
02/09/26 at 11:42am revealed Resident #2 and
Reswent #1 were aggressive towards one
another

- Interview with a PCA on 02/05/26 at 3:00pm
Civision of Heallk Senv:ce Regulatien .
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revealed she could not recall if anyone was
- notified.

: Interview with a MA Supervisor on 02/09/26 at

£10:34am revealed:

¢ .She was working on 12/08/25 when the local
County Department of Social Services reported to
her that Resident #1 had two black eyes.
-She noticed that Resident #1 had a bluish color
to both eyes and on tus nase,
-Staft reportad to her that Resident #1 had got
into an altercation with Resident #2.
-She sent Residert #1 out to the local hospital
due to him having a head injury which was part of
the facility's head injury protecol.

Interview with the Adavinistrator on 02/11/26 at
10:48am ravealed:

-Ha expected staff to conlact the afier-hours
phone number to inform administration and
medical staff of any incidents or accidents
involving residenls,

-He, the Administrator's Assistant, the RCC and
SCC had a stand-up mesting daily at 10:00am
and anything that accurred since the last meeting
was discussed.

-He was informed about al! accidenis and
incidents at that meeting

-A determination would be made afier the
stand-up meetings for any additicnal action
needed

-Protocol for a physical attercation. injury or event
was to contact EMS and LLE.

-If there was a changs i bassaline . staff should
cali RN, PCP or EMS depending on the urgency
of the issue.

-t was not considered an assauit because both
residents had a mantal diagnosis.

-Someone needed to be of sound mind for an
altercation to be considered an assauit.
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. -Staff had reported Resident #1's black eyes
-He expected the staff to call the PCP and to
infarm them of any accidents or incidants

_ between residents.
-LLE and EMS would be contacted if the inctdent
was physical.
-t was not considered an assault becausa both
residents had a mental diagnosis.
-Someone needed to be of sound mind for an
altercation to be considered an assauit.

Altempted telephone nterview with Resident #2's
Behavioral Health NP on 02/65/26 at 2:50pm was
unsuccessful.

3. Review of Resident #3's recard revealed a
discharge date of 11/25725.

Review of Resident #3's current FL-2 dated
12£13/24 revealed.

-Diagnoses included unspecified dementia,
edema and hypertension.

-Rasident #3's level of care was special care unit
(SCU}.

Review of Resident #3's Resident Register dated
12101/22 revealed an admission date of 12/01/22

: Review of Resident #3's care pian dated 01/10/25

| revealed. _

. -He had a history of wandering and confusion.

* He ambulated independently throughout the

- SCU.

_-He required supervision with eating. tosleting.
ambulation. bathing, dressing. grooming and
transfers

Review of an undated written statement by a
former MA revealed:
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; -Two PCAs walked into Resident #3 and his
Croemmate’s room whera they saw his rcommate :
face down lying in the bed.
" -Resident #3 was standing at his roommate’s bed
with his pants down to his ankles. :
- -Resident #3 pulled his pants up when the PCAs
watked inlo the room.
" -She teok Resident #3's roommate to the
_ dayroom for the rest of the night.
- -She asked Resident #3's roommate if anything
happened and he stated no
-She asked Resident #3's roommate If he was
- okay and he stated yes.
i -She compleled a physical assessment and did
. not observe the roommalte to have any areas of
redness or bruising.
. -Nothing was "wrong' with Resident #3's
roommate,
Review of a statement dated " 11/20/26" wrilten by
the Administrator's Assistant revealed:
-Ha received a call from a MA who reported two
PCAs walked into Resident #3's rcom. observed
Resident #3 adjusting his pants beswde his
roommate who was lying on his side crossways
with hig [egs bent
-The PCAs had concerns about Resident #3.
-Per the MA, thare were no signs of any type of
abuse.
-Per the MA, details of statements did not matceh
-He instructed the MA to move Resident #3's
. roommate and another residant,
. -He would speak to Residant #3's roommata in
! the morning.
. Review of a statement dated 11/27/25. titled
*investigation’, written by the Administrator
revealed:
-Staff reported concerns regarding Resident #3
and his rocmmale.
Grvision of Mesith Serice Regulatian
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-Statements were obtained by the shift supervisor
and eyewitness staff

- "Admin and Admin” completed a physical
assessment of Resident #3's roommate.

-He mvestigated a towel that was in residents’
room and "feces on the towel was detected”

Review of Resident #3's record revealed there
was no documentation he was sent te the
emergency depasttment related to alleged sexual
assault

Review of Resident #¥'s care notes revealed
thera was no documentatien of the alieged sexual

_assault.

Telephane interview with Resident #3's Pailiative
Care RN on 02/10/26 at 11:09am revealed:
-She was not notified by the facility of the aileged
sexual assault atlegations mnvolving Resident #3.
-She expected the facility to notify her of all

- accidents or incidents

¢ Telephone interview with Resident #3's Primary

Care Practitioner {(PCP) on 02/05/26 at 11:.07am
revealed:

-She was not notified of the incident between
Rasident #3 and his rcommate

-Sha was later notified of the aliegation by the
Admmimistrator's Assistant and the Admimsirator
but could not remember the date

- -If there was a suspected sexual assault. the
facilty should hava netified the residents provider,

sent the resident to the emergency department
for an evaluation or to access if there was any
injury or trauma, and to determine if a sexual
assault had occurred.

interview with the Administrator’s Assistant on
02/10/26 at 9:13am and 11.00am revealed:

[ 456
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-Incidents should be reported to a supervisor,
-He received a call from a MA that two PCAs had
reported walking into Resident #3's room, where
they witnessed Resident #3 pulling his pants back
up and his roommates brief pulled down.

-He does not recall the date of when the incident
occurred but believes it was on the nhight of
11/20/25 and the moming of 11/21/25

-Ha completed an investigation and found
interviews were not credible and there were no
visible signs of injury to Resident #3's roommate
-There were no mental health or medical
evaluations completed on either Resident #3 or
his roommate.

-He completed an investigation by interviewing
staff but stated allegations were unfounded.

. Interview with the Administraior on 02/11/26 at

. 10:48am revealed:

- -He expecled staff to contact the after-hours

" phone number to inform administration and

. medical staff of any incidents or accidents

- invelving residents.

: -Protocot for a physical altercation. injury or event

i is to contact EMS and LLE.

¢ -If there was a change in baseline, staff shouid

¢ call the consulting RN, PCP or EMS depending

" on the urgency of the issue.

_-It was not considered an assault because both
residents had a mental diagnosis.
-Sameone needed to be of sound mind for an
altercation to be considered an assaull.
-Following policy was always recommended.
-He was aware of the alleged sexual assault but
could not remember the date.
-Me did not send Resident #3 or his roommate to
the hospital for an evaluation.

. -If there was evidence of abuse, he would contact
the resident's PCP and send the resident to the

- hospital for an evaluation.
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-Her would contact Local Law Enforcement {LLE)
and the residents responsible party if abuse was
substantiated.

-An Aceident and Incidant report should not have
been completed if the sexual assaull did not
OCCUr.

Attempted telephone interview with Resident #3's
Behavioral Health NP on 02/05/26 at 2:58pm was
unsuccessful

4. Review of Resident #14's current #L2 dated
1043125 revealed:

-Diaghoses included stroke, dementia, history of
alcohol abuse, hypothyroidism, hearing loss,
functional vision loss, diabetes, high blood
pressure and mooed disorder.

-There was documentiation he was intermittently
discriented.

Review of Resident #14's record revealed he was
discharged from the facility in November 2025

Review of Resident #14's Resident Register
dated 11/01£24 revealed.

-He wasg admitted to the facditly on 11/04/24.

-A family member was documented as his Heslth
Care Power of Altorney (HCPOA).

-There was decumentation he had significant
memory 10ss and must be dracted

Review of Resident #14's care plan dated
12112124 revealed:

-There was documentation he needed
supervision with eating, ambulation, and
ransfers.

-There was documentation he needed extensive
assistance with 1deting. bathing. dressing, and
grooming.
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Review of Resident #14's care notes revealed:
-There was an entry dated 08/24/25 that Resident
#14 grabbed ancther resident by the hair and told
her, “sit down, stay there”, ther she was "flung
from chair onlo the floor” by Resident 14
-The incident was witnessed by the medication

- aide (MA).

©Intenagw wilh the Specidl Care Coordinator
(SCC} on 02/09726 at 11:23am revealed: )
-On Q8/24125, she heard Resident #14 yeliing
- from the dining room
- When she went immediately to the dining room.
. she observed Resident #14 grab a female '
. resident by the hair, yelled at her. and flipped the
- gining room chair she was siling in over with her
Cin it
. -She ran between Resident #14 and the other
resident and told Resident #14 to back away
whnle she checked on the oiher resident
-She called cut for a personal care aide {(PCAY o
escort Resident #14 to his room
-She was working as a MA when this incident
cocurrad and either the Resident Care
Coordinator (RCC) or the SCC should have
confacted the mental health provider regarding
Resident #14.
-She did not contact Resident #14’s mantal health
provider on 08/24/25
-Resident #14 was not sent out for a mental
health evaluaticn on 08/24/25 after this incident
L ocourted.

" Interdiew with the Administrator's Assistant on
02/10/26 at 9;12am revealed:
-MAs were supposed to inform the supenisor if a
physical altercation took place between residents
-The Behavioral Health Nurse Practitionar (NP)
did not see him until his next scheduied monthly
vigit
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-He was unsure what the Behavicral Health NP
- coufd have done since both residents had
. significant psyciviatnic issues.
-t never occurrad to him that this could be
. considered assauit, so law enforcement was not
. nolified,

Interview with the consulting RN on 02/10/26 at
3:32pm revealed.

-She was not notified about the incident between
Resident #14 and the other resident that occurred
on DB/24/25 until several days after it ccgusred
-Resident #14 should have heen sent out for a
psychiatric evaluation.

-Even if law enforcement (LE) had bean
contacted. they usually deter to the heaith care
provider since both residents had dementia.

Intervigw with the Admenistrator on 02/11/26 at
10:48am reveated Mental Health services should
have been contacled for Resient #14.

Attempted telephone interview with Resident
#14's Behavigral Health Nurse Practitioner on
02705126 at 2:50pm was unsuccessful.

5 Review of Resident #8's current FLZ dated

10/28/25 revealed:

-Diagnoses included schizoaffective disorder
--8he was intermitently disorented and had

wandering behaviors.

-Her level of care was documented as Special
- Care Unit {SCLIY.

Review of Resident #8's Resident Register dated
- 08108720 revealed.

-She was admiited o the faciity on 06/08:20

-A family member was documented as her Power

of Atorney (PCA;
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Review of Resident #8's care plan dated 10/28/25
revealed:

. -The care plan was updated due to dechne in

health resulting in a move to the SCU

- -8he required supervision with ambuiation due to
. an unsteady gait

. -She required limited assistance with dressing

- and grooming

¢ -She required extensive assistance with bathing.

Review of a locat Hospice providers Notice of
Admission dated 10/16/25 revealed Resident #8

. was admitted 10 hospice services due to a
: terminal diagnosis of senile degeneration of the
- brain {(age related loss of mental capacities).

: Review of Resident #8's incident Report dated
£ 08124125 revealed.
" -The report was completed by a medication aide

{MA).

-The incident occurred at 3:00pm and was
witnessed by the MA.

-The Administration graup was notified of Incident
on the facility's group chat application.

: -Resident #8 was in the dining room, and another
| Resident grabbed her hair, {old her to sit there

¢ and stay and then flipped over the chair Resident
- #8 was sitting in,

-Additional intervention documentad at the bottom
of the report included Resident #8 was moved 1o
a different hallway and the other Resident was 1o
have mea’s in his room uniil furthar notice

-There was no documentation law enforcement
was notified.

. Review of Resident #8's care notes revealed:

-0On 08/24/25 Resident #8 got into an altercation
with another resident  Resident #8 was grabbed
by her hair and flung from a chair. The other

. resident told Resident #8 to, "sit down and stay
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| there” witnessed by a MA

-0n 08/25/25 Resident 8 was moved to a
different room.

~ Interview with a MA on 02/09/26 at 8:55am and

¢ 14 22am revealed:

¢ .She was the NAwho observed the incident with
- Resident #8 and another resident on 08/24/25.

-She saw a male resident pull Resident #8's hair,
flip her chair and throw her (o the floor and sawd
ne was tired of her asking for coffee.

-She was not sure f Resident #8 hit her head
when she was thrown to the ficor.

-She did not have Resident #3 sent out for an
evaluation because she did an evaluation that

" checked for range of motion and altered mental
- status.

-She would consider what happened to Resident
#8 during the aitercation abuse or an assault.
-She did not contact LLE at the time of the
incident because at the time she did not think
about it being an assault.

Telephane interview with another MA on 02/11/28
at 9:36 am revealed:

. -She was the MA on-call when the altercation
. occurted between Resident #8 and a male

- resident.

© -t was reported to her that another resident

grabbed Resident #8 by the hair, used his foot to
kick the chair over, knocking her out of it.

-He slammed her face into the floor.

-Earker in the day it was reporied to her ihal the
other resident pushed her down and then later ha

. pulled her hair when she was walking down the

: hail,

| -She altempted te contact the assistant

© Administrator and the RCC but neither answearad
" thewr phones

-A few weeks orior to 08/24/25 the other resident

D 456
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walked up to Resident #8 and she was “punched
in the face".

. -The other resident {old her that he was going to
* “lexpletive] her up”. "beat her [expletive]” and

‘punch her in the face" because he did not like
Resident #8.

Interview with the facility's Corsulting Registered

- Nurse {RN} on 02/10/26 at 3:32pm and 02/11/26
: at B:56am revealed because the residents both

! had dementia diagnoses law enforcement would
© not probably consider it an assault but she

" thought the resident who attacked Resident #8

should have been removed from the facilty
immediately because ne was a danger to
gveryone in the facility.

. Interview with the Administrator's Assistant on

02/09/26 at 10:18am and 02/10/26 at 9:12am
reveated it did not occur to him that the incident
could be considered abuse or assault so he did
not cali law enforcement

Interview with the Administrator on 02/069/26 at

S 10:22am and (02/11/26 at 10:48am revealed.

| -He was informad of the 08/24/26 incident at the
. Monday morming stand-up meeting on 08/25/26,
. -He thought the incident involved a verbal

altercation and was not a physical altercation.

~-Local Law Enforcament {(LLE)and Emaergancy

. Medical Services (EMS) would be contacted if the
! incident was physical.

" -He ean not recall the incident so he can not

recall what happened afterward.

-He would not consider the altercation an assault
or abuse, he considered it an altercalion between
wo confused individuals.

It was not considered an assaull because both
residenis had a mental diagnosis

-Someone needed to be of seund mind for an
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altercation like that to be considered an assaull.
-He would only call LLE f he was seeking an
invoiuntary commitment for a resident

The facility failed to immediately seek emergancy
madicail reatment, provide additional supervision
of threatening residents, contact local tlaw
enforcemeant and make referrals (o mental health
services for 5 of 5 sampled residents related to a
suspected sexual assault between Resident #1
who was alleged to have been sexually assavlted
by Resident #3; related {o Resident #2 who
physically assaulted Resident #1 who sustained
twer black eyes and related to Resident #14 who
physically assaulted Resident 48 who sustained
facial trauma including extensive brussing and
swelling 1o her izft eye. This failure resuited i
serious neglect and constitutes a Type A1
Violation.

. The facility provided & plan of protection in
: accordance with G.S. 131D-34 on 02/05/26 for
* this vielation.

' CORRECTION DATE FOR THE TYPE At
| VIOLATION SHALL NOT EXCEED MARCH 13.
L 2026

D610 10ANCAC 13F .1801(a} Infection Prevention &
. Controf Poticies & Pro

CA0ANGAC 13F 1801 INFECTION

" PREVENTION AND CONTROL POLICIES AND

" PROCEDURES
{8} In accordance with Rule . 1211{a}4) of this
Subchapter and G.S. 131D-4.4A(b){ 1), the facility
shall establish and implement infection
prevaention and control policies and procedures
consistent with the federal Centers for Disease

D610 104 r{(’,ﬁc IS/::. /Sﬁ/
Dylb

M IneeRVIeE WS
convucreD By A RN

O JFPUCHE STHFE 2N

INFETTiorl COPTRE/~

PROVEUIRES 11 1 4N
TERM_LHRE A7 RN 277
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- Control and Prevention (CDC) published
guideiinas on infection prevention and control.
The Department shall approve a set of peolicies
and procedures for infection pravention and
cantral consistent with the federal COC published
guideiings on infection prevention and control that
shall be made available on the Division of Health
Service Regulation, Adult Care Licensure Section
website at
nttps:finfo ncdhhs. govidhst/acisacforms htmi at
50 cost. The facility shall either:

1) utilize the set of policies and procedures
for infection prevantion and control approved by
tha Depariment; ' '

{2} develop poilicies and pracedures for
infection prevention and control that are
consistent with the set of Depanment approved
poticies and procedures. or

(3} develop policies and procedures for
infeclion prevention and contral that are basad on
nationally recognized standards in infection
prevention and control that are consistent with the
faderal CDC published guidelines on infection
prevention and controb.

This Rude is not met as evidenced by:
Based on interviews and record reviews, the
_facility failed to implement infection prevention
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and control procedures as evidenced by the use
of & residents (#12) personal electric razor {or
other residents.

Review of Resiclent #12's current FL2 dated
06- 10-25 ravealed diagnoses included anxiety
and psychosis, :

Review of Resident #12's current care plan dated
06-19-25 revealed:

-He was currently receiving mental health
services.

. -He was currently receiving medications for

. psychosis.

. -He was able to verbalize his wants and needs.
-He reguired kmited assistance with dressing.

grooming, and hygiens
-He required extensive assistance with hathing

- Interview with Resident #12 on 02-06-26 at
{ 9:05am revealed:
" -Staff came in residents’ room on more than ong

occasion and obtained Resident #12s personal
elecinc razaor.

-Staff told tum they needed to use his personal
electric razar on ancther resident who did not
have a personal electric razor.

-He was unsure of the staff members' name that
asked to borow his personal electric razor for the
oiher resident
-Hea did not like it when siaff used his personal
electric razor for another resident because it was

~ his personal eleciric razof

: -Ha was concerned that he could possibly get

- sick from staff using his personal electric razor on
another resident

Interview with Resident #12's family member on
02-06-26 at 9:51am revealad.
| -Resident #12 made her aware that staff had

P

; r c_:o’w, M&%ﬁe& mﬂ'\ly
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been using his personal glectric razor on other
residents.

-During a visit to fhe facility, Resident #12 pointed
out to his family member the staff that had used
his personal electric razar on other residents.
-The family member confronted staff and the staff
admitted she had used Resident #12's personal

- electric razor on other residents.
. -The family member notified the Assistant

Adnunistrator that Resident #12's personal
electng razor was being used by staff on other
rasidents.

interview with 2 personal care aide (PCA) on
02-06-25 at 10:30am revealeq:

. -Sevaral residents had their own personaf electric

tEZors.

-If & Rasident did not nave a personal electne
razor, the facility had disposable razors in the
supply closet for the other residents use.
-Shaving and baard trimming was compileted
every Sunday and on other days as needed.
-She had not witnessed any staff member use a
resident's personal alectric razor on other

‘ residents.

Interview with a second PCA on 02-06-26 at

11.00am revealed.

-Some residents had their own persanat electiic
razars provided by a family member,

-Residents who did not have persanal electric
razors had access o a straight razor pravided by
the facilily for grooming and hygiene needs with
staff assistance

-Shaving rasidents was an assignment that was
scheduled to be completed weekly on Sundays
and as needed on other days.

-She did not use any residents’ personal razors
for anyone axcept the owner of the razor because
of blood borne pathogens.
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. -She had not witnessed any slaff member use a g
resident's personal elecisic razor on othar ;
residents.

" Interview with a medication aide {(MA) on
02:09/26 at 8 21am revealed :
. -Sundays were nail, shower, and shave days. ;
- -The PCAs provided alt personal care assisiance :
to the residents
-The PCAs were aware of blood borne pathegens
. and infectious disease contral prevention,
-She had not witnessed or been made aware of
any staff using any residents’ perscnal elecinc
- razors on anather resident,

tnlerview with the Admunistrator's Assistant on
02/09/26 at 9.10am revealad: :
-Sunday was the assigned day for shaving every {
week ard addittonal shaving throughout the week
as needed.
-Some residents had their own persanal electric
razors which are kept in residents’ rooms.
-The facility provided straight razors for residents
requiting staff assistance who did not have their
own personal electric razors.
-The PCAs provided shaving and hygiene care to

_ the residents

- -Staff were educated they were not to share
electnic razors or straight razors between
residents

. -Staff attended blood borne pathogens training
upon hire.

Interview with the Administrator an 92/91/26 at .
3:30pm revealed: i
-Sunday was the designated day for shaving
although it was also as needed !
-They provided disposable razors if a resident did { i
not have their own. :
-He was not aware of any staff using the same
Civision of Haalih Sérvnca Reguiation
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:
razors between residents.
-Staff were not supposed to share razors %
between residents.
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razors between rasidents.
-Staff were not supposed to share razors
hetween residents. :
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	revealed 
	revealed 
	-The care plan was updated due to decline in 
	health necessitating transfer to the SCU. 

	-She required supervision with ambulation due to 
	an unsteady gait 
	an unsteady gait 
	-She required limited assistance with dressing 
	and grooming 

	-She required extensive ass:stance with bathing 
	Review of a local Hospice providers Notice of Admission dated 10116125 revealed Resident #8 was admitted to hospice services due to a terminal diagnosis of senile degenerat1on of the brain (age related loss of mental capacities). 
	Review of Resident #O's care notes revealed -On 08124125 Resident #8 got into an a1tercatIon with another resident Resident #8 was grabbed by her hair and flung from a chair. The other resident to!d Resident #8 to "sit down and stay there"; witnessed by a medication aide {MA). -On 08/25125 Resident #8 \Vas moved to a different bedroom. 
	Review of Resident #8's Incident Report dated 08/24/25 revealed 
	Review of Resident #8's Incident Report dated 08/24/25 revealed 

	•
	•
	•
	•
	nie report was compleled by a MA 


	•Resident 
	•Resident 
	#8 was 1n the dining room and another resident grabbed her hair totd her to sit there and stay and then flipped over tlH chair Resident #8 was sitting in. -The incident occurred at 3:00pm and was witnessed by the MA. -There was documentation Resident #S's Nurse Practitioner (NP) was notified by telephone by the MA but the documented number was 1nval1d -The Administration group was notified of the incident on the facility's group chat application 
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	-Additional intervention documented at the bottom of the report included Resident #8 was moved to a different hallway and the other ,esident was 10 have meals in his room until further notice -Resident #8's NP signed the incident report on 
	08/26/25. 
	08/26/25. 
	Review of Resident #8's NP's progress note 

	• dated 08126/25 revealed -Resident #8 was seen due to facial bruising -Resident #8 had an encounter with another resident and suffered inJury and trauma to her face -Resident #8 had extensive swelling and bruising on the left side of her face and eye and there was a large amollnt of bruising aro~md the eye and the eye was swollen almost shut 
	Review of Resident #B's NP's progress note dated 09101/25 revealed -Resident #8 was seen for a follow-up V!Sit due to facial bruising -The swelhng had improved but there was s1111 a large amount of bruising around the left eye 
	Review of Resident #B's NP's progress note dated 09101/25 revealed -Resident #8 was seen for a follow-up V!Sit due to facial bruising -The swelhng had improved but there was s1111 a large amount of bruising around the left eye 

	Telephone interview with Resident #8's POA on 02/06/26 at 2 17pm and 3 01pm revealed -She was nolified of the 08124125 incident -She was told Resident #8 and another resident ''got into a fuss" and the other resident either pulled the chair out from under Resident #8 or tipped the chair over -Resident #8 had facial bruising from hitting either t11e floor or the wall when she fell out of the chair -She did not remember if she was told Resident #8 had her hair pulled during the altercation 
	Interview with Resident #8's Primary Care Provider (PCP! on 02109126 at 9 09am revealed -The facihty usually notified the NP that worked 
	Interview with Resident #8's Primary Care Provider (PCP! on 02109126 at 9 09am revealed -The facihty usually notified the NP that worked 
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	for him about injunes sustamed by residents_ -The NP was currently away from the office and unavailable -He expected the facihty to contact the NP d1fectly via telephone during business hours and the on-call number if it was afte( business hours 
	Interview with a MA on 02/09126 at 9:55am and 11·22am revealed: -She was the MA who observed the incident between Resident #8 and another resident on 08124125. -She saw the other resident pull Resident #B's 1, and throw her to the floor and said he was tired of her askmg for coffee -She was not sure if Resident #8 hit her head when she was thrown to the floor. -She did not send Resident #8 to the hospital because she did an evaluation. checked for range of motion and altered mental status and she determined
	hate fiip her cha 

	-The NP was 1nfonned about the 08/24/25 
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	incident on 08126125 when she came to ttie facl!ity for her weekly v1s1t. 
	Telephone interview with another MA on 02! 11126 at 9: 36 am revealed -She was the MA on-call when the altercation occurred between Resident #8 and another resident. ~She received a telephone call that day, and it was reported to her that a resident grabbed Resident #8 by the hair, used his foot to k1ci< the chatr over, knocking her out of tt -The Other resident "drop kicked her" and slammed her face into the floor -Earlier in the day it was reported to her ihat the 0U1er resident pushed down Resident #8 an
	•A few weeks pnor to the 08124/25 incident Resident #8 was "punched in the face" by the same resident -He told Resident #8 around that same time that he was going to "[expletive} her up". "beat her (expletivej" and "punch her 1n the face" because he did not like Resident 118. 
	Interview with the facility's Consulting Registered Nurse (RN) on 02/10/26 at 3:32pm and 02111/26 at 8'56am revealed -When an accident or incident occurred the MAs checked the resident for brU1sing and provided any basic medical needs. -If a· resident was known to hit their head !hey were sent out for evaluation per facility policy -She was informed about the incident between Resident #8 and another resident by the group chat application that staff used to communicate with each other -She was told there was
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	resident "slammed her face on the table" -She "assumed" the NP knew about the incident 
	Interview with the Administrator's Assistant on 02109126 at 1018am and 02110126 at 912am revealed: -He became aware of the 08124/25 incident when he read the Incident Report because he was not at the facility when the incident occurred. -He could not remember any details other than a resident pulled Resident #8 from her chair onto the floor -He thought the MA who witnessed the incident completed a physical assessment on Resident #8 which included obtaining vital signs. conducting a skin check and checking f
	regular business hours and the on-cs!! number 

	the facility pohcy. -Resident #8 was not sent out because they did not know she hit her head unh! the next day when the bruising became visible 
	Interview with the Administrator on 02/09/26 at 10:22am and 02/11/26 at 10A8am revealed -He expected lhe staff to call the NP and inform her of any accidents or incidents between residents -A MA should use the direct telephone r:umber to 
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	-Diagnoses included Alzheimer's dementia and cognitive impairment. -He was constantly disoriented. -He was ambulatory and had a history of wandering -His level of care was special care urnt (SCU) 
	Review of Resident #1's Rosictent Register revealed an admission date of 01124/25 
	Review of Resident #1's record revealed r.e passed away on 01/10/26. 
	Review or Resident #1's care plan dated 02/01125 revealed -He had a history of wandering, becommg physically abusive and resisting care -He ambulated throughout lhe SCU 
	Review or Resident #1's care plan dated 02/01125 revealed -He had a history of wandering, becommg physically abusive and resisting care -He ambulated throughout lhe SCU 
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	-He resisted care and was aggressive at times_ -He required supervision with eating, ambulation and transferring. -He required extensive assistance with toileting, bathing, dressing and grooming. 
	Review of a local Hospice provider's Notice of Adm1ssIon dated 11/18/25 revealed Resident #1 was admitted under Hospice services due to Alzheimer's dementia_ 
	a_ Review of Resident #1's Hospice Registered Nurse's (RN) progress note dated 11/26/25 revealed: -Facility staff reported to the Hospice certified nursing assistant (CNA) that Resident #1 was involved 1n a sexual inddent where his roommate was allegedly performing a sexual act on him. 
	•He and the Nurse Practitioner's (NP) completed a physical evaluation with no evident or apparent injuries. -Reported findings to facility staff and reported alleged incident to the unit manager and Administrator's Assistant 
	Review of Resident #1's Hospice NP progress note dated 11/26/25 revealed: -Facility staff reported to Resident #1's Hospice CNA he was involved in a sexual incident with another resident where the other resident had Resident #1 bent over the bed was observed to be performing a sexual activity. -Facility staff reported after this incident. Resident #1 had loose stool and blood ,n his stool. -She and the RN reported incident to the MA and to the Administrator's Assistant. -She was told by the MA the incident 
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	TR
	.Resident #1 was nonverbal, unable to engage 1n conversation or answer questions 

	TR
	Review of Resident #1's care notes revealed 

	TR
	there was no documentation of the alleged sexual assault 

	TR
	Review of an undated written statement by a former MA revealed: 

	TR
	-Two PCAs walked into Resident # 1 ancl hts 

	TR
	roommate's room where they saw Resident# 1, face down lying in the bed. -His roommate was standing at Resident nrs bed with his pants down to his ankles -His roommate pulled his pants up when the PCAs walked into the room 

	TR
	-She took Resident #1 to the dayroom for the rest of the night -She asked Resident #1 if anything happened and he stated no 

	TR
	-She asked Resident #1 if he was okay and he stated yes. -Sl1e completed a physical assessment and did not observe Resrdent #1 to have any areas of redness or bruising. -Nothing was "wrong" with Resident #1 -There was a towel lying an the floor that looked like it had feces on it 

	TR
	-She put the towel m a plastic bag and put 1t in the medication room 

	TR
	Review of a statement dated "11120126" written by the Administrator's Assistant revealed 

	TR
	-He received a call from a MA who reported two PCAs walked into Resident #1 's room, observed his roommate adjusting his pants beside Resident #1 who was lymg on his side crossways with his legs bent • The PCAs had concerns about the roommate 

	TR
	: -Per the MA, there were no signs of any type of 
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	abuse -Per the MA, details per the MA of statements did not match. -He instructed the MA to move Resident # 1 and another resident. -He would speak to Resident #1 m the morning 
	Review of the Administrator's Assistant's interview with a PCA dated 11120125 revealed: -The PCAwalked into Resident #1 and 111s roomrnate·s room -Resident #1's bnef was pulled to the side -There was a towel under the roommate's bed -The PCA did not observe any contact between Um residents_ -His roommate's pants were around his ankles 
	Review of a statement dated 11/27125. titled "investigation" vmtten by the Administrator revealed· -Staff reported concerns regarding Resilient #1 and his roommate. -Statements were obtained by the shift supervisor and eyewitness staff . 
	• 
	• 
	• 
	"Admin and Adm1n'' completed a physical assessment of Resident #1 -"Assessed for trauma both physical and mental and resident was at baseline. no issues to note" 

	•He 
	•He 
	investigated towel that was in residents' room and "feces on the towel was detected." 


	Telephone interview with Resident #1's Guafd,an on 01/30/26 al 10 20am revealed 
	•Resident 
	•Resident 
	•Resident 
	#1's Hospice agency notified t1er on 11/26/25 lhat facility staff had reported Resrdent 111 and his roommate were witnessed engaging in alleged sexual activity -Tl1e facility should have notified her immediately of t11e incident but did not. 

	•She 
	•She 
	reported incident to the local county 
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	department of social sefVlces 
	Interview with Resident #l's Hospice CNA on 01/29125 at 12:50pm revealed: -Upon arrival to the fac1hty on 11126/25, facility staff reported Resident #1 had been allegedly sexually assaulted by his roommate -She did not know when the incident occurred -Facihty staff stat€:d the roommate was observed standing behind Resident #1 who was lying in the bed, on his side, facing the wall 
	•The roommate was holding two towels with feces and blood on them. -She notified Resident #1's Hospice RN and Hospice NP of what had been reported to her by the facility staff. -Resident #1 had loose stools on 11126125 
	Telephone interview with a PCA on 02/03/26 at 12:29pm revealed: -She and another PCA worked the nigllt of the alleged sexual assault involving Resident# 1 and his roommate -She could not recall the date the of the alleged sexual assault. -She walked into Resident #1's room behind another PCA and witnessed the roommate standing behind Resident tl1 who was in the fetal position. -She witnessed his roommate !et go of Resident #1's brief, quickly pull up his pants that were down to h,S ankles and then the roomm
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	Interview with a second PCA on 02/05/26 at 3:00prn revealed: -Sile walked into Resident #1's room behind another PCA and witnessed his roommate standing behind Resident #1 who was In the fetal position, facing the wall, and hanging off the bed. -Hus roommate was "fixing hm1self' when she walked m -There were signs of sexual activity because Resident #1 had feces on his buttocks but not on lws bnef. -VVhen she went to change Resident # l's brief immediately after walking into the room, he acted like he was t
	Telephone interview with a former MA on 02109126 at 4 05prn revealed -A PCA who was working the night of the incident reported she suspected an alleged sexual assault had occurred. -The PCA reported the roommate had been seen pu!lmg up his pants that were down at his ankles when she walked into the room whI!e Resident #1 was lymg in his bed -The PCA later reported she witnessed lhe roommate "adjusting himself.'' -She reported the incident to the Administrator's Assistant via telephone who told her to separa
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	•She 
	•She 
	•She 
	•She 
	completed an Accident and Incident Report later that night 

	Interview with the Special Care Coordinator (SCC) on 02109126 at 2 28pm revealed 

	•She 
	•She 
	had witnessed the roommate attempting to provide incontinence care to Resident # 1 but could not recall the date 

	•She 
	•She 
	.v1Inessed h1s roommate change Resident #l's brief ar,d staff told her yes 
	asked other staff if they had 
	1


	•No 
	•No 
	staff had reported to her they had witnessed the roommate change Resident #1's bnef -She was told by a PCA and MA that staff had walked into Resident# 1 and his roomrnate's room and found the roommate adjustmg his pants -Staff reported Resident #1 may have been "sexually abused" -She did not recall what date the u1ddent occurred 


	Interview with Resident #1's Hospice RN on 01129/26 at 3:29pm revealed -He learned from the Hospice CNA facility staff staled Resident #1 was involved in an alleged sexual incident involving his roommate -The facility did not notify or report the incident to Hospice. ~He and the Hospice NP completed an evaluation of Resident #1. -He was uncertain when the incident happened 
	Telephone interview with Resident #1's Hospice NP on 02/03/26 at 11 :42am revealed -On 11/26/25, she and the Hospice RN were notified by Resident #1's Hospice CNA that fac111ty staff reported they had walked 1n on Resident # 1 and his roommate, "in the act" -The CNA reported that Resident 111 had rectal 
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	bleeding and loose stools. -Resident #1 was non-verbal -She and the Hospice RN completed an evaluation of Resident #1. did not see any trauma but she was uncertain of when the alleged sexual assault occurred_ -She did not know If Resident #1 had any type of evaluation completed after the incident -She expected the facility 10 notify Hospice immediately in order to send Resident #1 out for an alleged sexual assault kit -Resident #1 should have had an evaluation completed 1mmed1ately after knowledge of the :n
	Telephone interview with Resident #1's PCP on 02/05126 at 11 07am revealed -She was not notified of the incident betvveen Resident #1 and his roommate when 1t allegedly occurred. -She was notified of the allegation by the Administrator's Assistant and the Administrator but could not remember the date. -She would have expected the facility to notify Hospice who was primarily seemg Resident #1 -If there was a suspected sexual assault the facility should have notified the residents provider sent the resident t
	Interview with facihty's Consulting RN on 02111126 at S-56am and 9·3Sam revealed. -She did not know about the alleged sexual assault allegation involving Resident #1 and h,s roommate 
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	-She was not aware the roommate was providing care to other residents 
	•She should have been notified of alleged sexual assault. -She should be notified of increased aggressmn, sexual behaviors or any mental status changes -Resident #1 should have been sent to a hospital for a professional evaluation 
	Interview with the Administrator's Assistant on 02/10126 at 11 00am revealed -He rec01ved a call from a MA that two PCAs had reported walking into Resident #1 and his roommate's room, where they witnessed Resident #1's brief pulled down and his roommate pulling his pants back up . . The PCA reported the roommate then running to 111s side of the room -He was told after MA had completed an as~essment of Resident #1 that she did not see anything -He does not recall the date of when the 1nc1dent occurred but th
	•If 
	•If 
	•If 
	an alleged sexual assault had been witnessed by staff. staff should have contacted local law enforcement and sent the resident to the emergency department -He knew the alleged sexual assault did nol happen because, "he knew Resident #1 and the resident would not let that happen_" 

	•The 
	•The 
	facility staff did not notify Resident #1's PCP -He was not sure 1f Resident #1's Hospice provider was made aware of the alleged incident so he reported the incident to Resident# l's Hospice RN but did not recall when -If lhe alleged sexual assault had been 
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	witnessed, EMS should have been contacted to transport to the hospital, the PCP should have been notified. and report to LLE 
	Interview with the Administrator on 02/11/26 at 10'48am revealed -Ho expected staff to contact the after-hours phone number to inform administration and medical staff of any incidents or accidents 1nvolv1ng residents -He is part or the facility's group chat application used to rnforrn the administration of issues or problems -He was also informed of issues or problems during a daily 10 OOam stand up meet111g and review with RCC. sec. Nurse, and Administrator's Assistant. -A determination was made after the 
	Attempted telephone interview with Resident #1's Behavioral Health NP on 02105/26 at 2:50pm was unsuccessful 
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	b. Review of Resident# 1's Incident Report dated 12/08/25 revealed: -The Accident and Incident Report was completed by a MA -The incident occurred at 3·45pnt -The resident was found 1n hall by a MA with two black eyes -The PCP was notified. -The incident had not been witnessed -Resident # 1 was sent to the local hospital an 12109/25 for a follow-up and no additional injuries were noted. 
	Review of Resident #1's emergency medical services (EMS) report dated 12108/25 revealed -EMS was dispatched to the fac,hty on 12/08125 at arrived at 7:24pm -Under the section titled "Primary nnpression" was documented as suspected abuse/neglect -Under the section tilled "Chief complaint" was documented as assault witt1 head mIury -Under the section titled "Injury", there was documentation of assault with bodily force. -Under the section titled" Addltional Information". there was docurnentation of sexual ass
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	workers from the local Department of Social 
	Services who were there in reference to a 
	previous 1nc1dent where the resident was sexually 
	assaulted by another resident 
	-There was documentation Resident #1 sustatned 
	1n 
	significant bnnsing around both eye sockets, 

	addition to abrasions to his face 
	-Facility staff reported that Resident #1, "likely got into an altercation'' with another resident 
	-The Medication Aide (MA) reporled she noticed 
	Resident# 1 's facial bruising at the start of her 
	shirt at 3: 15prn but did not observe bruising on the resident while on shift over the weekend 
	-Another staff member reported she did not see 
	any bruising when she lefl the facthty at 3pm on 12108/25, but when she arrived back at the facility at 6:30pm on 12108125, she noticed Resident #1's facial bruising which prompted her to then call EMS 
	•A MA reported EMS was not called sooner when Resident # 1 was observed to have facial trauma because she had to follow protocol which was to notify ll1e fac1h1y's PCP and a report was made -The MA reported to EMS Resident #1's facial abrasions could have been self-inflicted while showering. 
	Review of Resident #1's local Emergency Department (ED) note dated 12/08125 revealed -There was documentation EMS was called because Resident #1 had bruising around bilaleral eyes 
	•F acihty staff stated possib!e a!ternhon with another resident at 3:15pm. -EMS did not know how the resident sustained the injuries to his face -There was doci1mentat1on of penorbita! contusion (bilatorat, dark purplish bruising around the eyes) under section !!tied "Assessment" 
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	-Resident #1 was discharged back to the fac,I,ty 
	Review of Resident# 1's PCP v1s1t note dated 12116125 revealed -He was sent to the ED an 12108125 because Resident #1 had bruising around both eyes 
	•The bruising was possibly caused by an altercation with another resident -1nformation was obtained by staff and chart 
	Review of a written PCA statement dated 12108125 revealed: -On 12/06/25. the MA yelled for assIslance because two residents got into an altercation -She observed one of the resident's nght eyes was a little red and reported to the MA . The MA checked on both residents before assisting them to bed 
	Review of wntten statement by a former MA dated 12105125 revealed. -On 12105125 during dinner. Resident #1 and nnother resident were getting agitated with each other, nudging each other with their walker and wheelchair -She called for assistance from a PCA to help redirect tile residents_ -She did not observe the resident's engago rn a physical altercation at that time 
	•The residents were separated and placed on 30-minute checks 
	Review of a text message sent via the fac1hty's group chat application elated 12107i25 at 9 59am revealed an unknown staff member asking if anyone knew why Resident# 1 had two black 0yes 
	Telephone interview with Resident #1's Guardian on 01/30126 at 10:20am revealed 
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	-The facility nollfied her on 12109125 at 8 00pm that Resident #1 had walked out of his room with two black eyes and was sent to the toca! Hospital for an evaluation -On 12/10/25. Adult Protective Ser✓ 1ces not1f1ed her they were ons1te at the facility on 12/08125. obseNed ReSJdent #1 had two black eyes. and requested Resident #1 to be sent to the hospital for an evaluation 
	Telephone interview with Resident #1's PCP on 02105126 at 11 :07am revealed· -She was not notified Resident #1 was observed by staff to have tv10 black eyes 
	• -St)e expected the facility to notify Resident #1's Hospice provider in order for Hospice to determine 1f Resident #1 should have been sent to the hospital -Depending on the severity< she expected the facility to monitor for any change u, mental status and to notify tho provider 
	Interview with Resident #1's Hospice CNA on 01129125 at 12:50pm revealed -She observed Resident #1 had two black eyes but could not recall the date. -She asked the staff why Resident 111 had two black eyes. however staff did not tell he.r 
	Interview with Resident #1's Hospice RN on 01129126 at 3 29pm revealed. -Tl1e facihty did not notify or repon Resident #1's black eyes to Hospice .Fac1hty staff notified flim the local Department of Soc,at Services had discovered Resident# t ·s back eyes while visiting the facility but he could not recall the date. -He expected the facility to report to Ho5pice so Hospice could complete an evaluation of tho resident to determine if the resident needed to be 
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	sent to ttle hospital 
	Telephone interview with Resident #1's Hospice NP on 02103126 at 1142am revealed -Resident# l's Hospice RN was notified the !ocal Department of Social Services had found Resident #1 with two b!ack eyes_ but she cou!d not recall the date. -The facility did not notify or report Resident #1's black eyes to Hospice -Hospice should have been notified 10 order to assess the resident or the facility should have sent the resident to the hospital for evaluation 1! emergent 
	Interview with !he facility's Consulting RN on 02/11126 at 5 56am revealed: -She !earned about an altercation betvJeen another resident and Resident #1 from facility staff. after Resident #1 had been sent to the local hospital for an evaluation, -Resident 111 should have been sent to the hospital for evaluation when the incident occurred or 1f not witness, l1pon the onset of bruising 
	Interview with a MA SupeMsor on 02/09/26 at 10:34am revealed' -She was work.mg on 12/08125 when the local County Department of Social Services reported to her that Residenl #1 had two black eyes 
	•She noticed that Resident #1 had a bluish color to both eyes and on his nose -Staff reported to her that Resident #1 had got into an altercation with another resident but could not recall the date -The 3rd shift MA Supervisor reported Resident #1 did not have black eyes when she left her shift earlier the morning of 12108/25 -She senl Resident #1 to the local hospital due to him having a head inJury which was part of the 
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	D 273 Continued From page 21 
	facility's head inJury protocol 
	•No one had witnessed what had happened, 
	Interview Wllh !he SCC on 02109126 at 2:28pm revealed -Staff reported to her Iha! Resident #2 hit Resident# 1 but could not recall when the incident happened -She expected staff to complete an Accident and Incident Report and skin assessment -She expected staff to notify the residents' providers and responsible parties 
	Interview with tt1e Adm1mstrator on 02111/26 at 10:48am revealed -He expected staff to contact the after-hours phone number to inform administration and medical staff of any incidents or accidents 1nvolv1ng residents. -He, the Administrator's Assistant, the RCC and sec had a stand-up meeting daily at 10.00am and anything that occurred since the last meeting was discussed -Ho was informed about all accidents and incidents at that meeting -A determination would be made after the stand~up meetings for any addi
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	between residents 
	-LLE and EMS would be contacted if the 1nc1dent 
	was physical 
	Attempted telephone interview with Resident #1·s Behavioral Health NP on 02105126 at 2 50pm was unsuccessful 
	3. Review of Resident #14's current Fl2 dated 10131125 revealed 
	•Diagnoses included stroke. dementia_ history of alcohol abuse. and mood disorder_ -There was documentation he was 1nterm1ttently disoriented -Tt1ere was documentation he was rest home level of care. 
	Review of Resident tt14's record revealed he was discllarged frorn the facility in November 2025 
	Review of Resident #14's Resident Register dated 11101 /24 revealed -He was admitted to the facihty on 11i01i24 
	•A 
	•A 
	•A 
	family member was documented as his Health Care Power of Allorney (HCPOA) 

	•
	•
	There was documentation r.e had significant 


	memory loss 
	Review of Resident #14's care plan dated 12/12/24 revealed -He required supervision with ambulation and transfers -Ho reqwred extensive assistance with bathing and grooming. 
	Review of Resident #14's care notes revealed· -On 08/24125. Resident #14 grabbed anott1er resident by the hmr and told her "sit down. stay there", then she was "flung from chair onto the floor' by Residenl #14 
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	D 273 Continued From page 23 D 273 !-The incident was witnessed by the medication aide (MA). Interview with the Special Care Coordinator (SCC) on 02109126 al 11 23am revealed -On 08124/25. she heard Resident #14 yelling from the dining room. -When she went immediately to the dining room, she observed Resident #14 grab another resident by the hair. yell at her, and Oip the dining room chair she was sitting in over with her in it .She ran between Resident #14 and the other resident and told Resident #14 to ba
	D 273 Continued From page 23 D 273 !-The incident was witnessed by the medication aide (MA). Interview with the Special Care Coordinator (SCC) on 02109126 al 11 23am revealed -On 08124/25. she heard Resident #14 yelling from the dining room. -When she went immediately to the dining room, she observed Resident #14 grab another resident by the hair. yell at her, and Oip the dining room chair she was sitting in over with her in it .She ran between Resident #14 and the other resident and told Resident #14 to ba


	-MAs were supposed to inform the supervisor 1f a physical altercation took place between residents, -The RCC and the sec were responsible for reviewing the incident accident reports and to ensure any follow-through that needed to be done 
	.The Behavioral Health Nurse Practitioner (NP) did not see Resident #14 until his next scheduled monthly VISII -He was unsure what t11e Behavioral Health NP could have done smce both residents had 
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	significant psych1atnc issues -It never occurred to him that this could be considered assault. 
	lntervie..,v with the facility consulting Registered Nurse (RN) on 02110126 at 332pm revealed -She was not notified about the incident bet\veen Resident #14 and the other (esident that occurred on 08/24/25 until several days after it occurred -Resident #1'1 should have been sent out for a psychiatnc evaluation. 
	Interview with the Administrator on 02111/26 at 10:48am revealed: -The RCC was responsible to actively seek out incident accident reports to ensure all follow up was done. -The RCC was responsible for determming if there was something else that needed to be done that had not been and to follow through with correcting 11 -Mental Health services should have been contacted for Resident #14. 
	Attempted telephone interview with Resident #14's Behavioral Health Nurse Practitioner on 02/05/26 at 2:50pm was unsuccessful 
	4. Review of the undated facility "Fa!I Policy and Procedure" revealed "In the event of a fall, if the resident refuses treatment cal! emergency medical services (EMS) and let them refuse lo EMS personnel and document in the resident's medical record " 
	Review of Resident #6's current FL2 dated 07116125 revealed. -Diagnoses included vascular dementia history of stroke, epilepsy after stroke, Todd's paralysis (a neurological condition in which a seizure is 
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	followed by a brief penod of temporary paralysis usually occurring on one side of ttle body) and depression with su1c1da! ideations -She was intermittently disonented. -She required rest home level of care 
	Review of the mental health progress note dated 10101125 revealed Resident #6 had a documented hi-story of dementia, but her tast mental assessment score was 15. which indicated no cognitive impairment 
	Review of Resident #6's care plan dated 11/15125 revealed: -She was alert and oriented, -She could become anxious and agitated at times but was easily redirected -She was at risk for falls 
	Telephone interview with a representative from !he local Department of Social Services an 01129126 at 4:00pm revealed: -Resident #6 reported she had a fall 1n Novernber 2025 and hit her head. -Resident #6 requested to be sent to the emergency room -Resident #6 was not sent to the emergency room for an evaluation and treatment 
	Telephone interview with a personal care a:de (PCA) on 01/30126 at 9:17am revealed -She was working the morning after Resident #6 had an unwitnessed fall on 11122125. -The PCA observed Resident t6 had a cut on her forehead. but it was not bleeding. -She !ater observed the medication aide (MA) applying some typo of ointment to Resident #6's forehead and placed a bandage over the cut -She obsef\'ed Resident #6 every 30 minutes during her shift lo ensure her well-being 
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	Interview with a medication aide (MA) on 01130126 at 9 36arn revealed .51,e was not present when Resident #6 had her fall on 11122/25 but worked the following morning -Resident #6 had a "bump in her hairline with a bruise" and "the skin was torn and had been bleeding" -She apphed tripie antibiotic 01ntrnent to the wound to prevent an infection 
	Review of the accidenUinc1dent report for Resident #6 dated 11122125 at 2 53am revealed -The MA observed Resident #6 !aymg at her door 1n her room. -Residenl #6 slated she fell going lo the bathroom -Resident tt6 reported she had a headache -There was documentation that an 1111ury occurred . 
	•There was no documentation treatment was given. -The primary care provider (PCP) was not contacted, -Resident #6 was put on 30-minute checks for 24 hours. -Residenl #6 was lold by lhe MA lo ring her bell if she needed anything for tile rest of the morning and to put non-skid socks on if she was going to be walking with no shoes on 
	Review of Resident #6's care note dated 11122125 at 5 coam revealed· -The MA documented Resident U6 had been coming out of her bathroom and fell -Resident #6 had a "small knot on forehead but was lying on her back where she fell " .st1e was put on ''checks", and they would "keep an eye out on her ,, 
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	Interview w,th Resident #6 on 01/30126 at 10:51am revealed: -She fell m November 2025 and hit her head -She wanted to go to the hospital to be assessed. but the MA told her she was "okay," -She had a headache after her falL 
	Interview with the Resident Care Coordinator (RCC) on 01130126 at 11 35am revea!ed -MAs were supposed to assess residents after a falL -If a resident had a fall and hit their head, they should always call Emergency Medical Services (EMS) to be sent to the emergency department (ED) -Resident #6 refused to go to the ED after her fa!! -The MA must have forgotten to document that 
	Interview with the Special Care Coordinator (SCC) on 02106/26 at 2"05pm revealed -The MA informed her that Resident #6 had a fall and refused EMS services, -There was no documentation EMS had been called by the MA -The MAs are trained to take vital signs. perform a head to toe skin check and to call EMS for any head injuries 
	Interview with Resident #ffs PCP on 02109126 a, 9-1 0am revealed -Staff should use their nursing judgement whether to send a resident to U1e ED for an evaluation -If a resident had a fall with a head injury, the PCP should be contacted, and the restdent should be sent out to be evaluated and treated at the ED 
	Interview with the Admm1strators Assistant on 02110/26 at 9 54am revealed ~The fall policy indicated the facihty staff were to 
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	D 273 Continued From page 28 D273 ca!I EMS and let them assess the resident after a head injury -If a resident refused to go to lhe hospital. EMS would have provided additional support in assessing the resident to determine if the resident needed to go to the ED -Resident 116 refused to go lo the ED for an evalualion on 11122125 after her fall wrth a head m1ury Interview with the Administrator on 02/11/26 at 10:48am revealed anytime there was a head injury, the MAs were supposed to follow policy and contact
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	D 273 Continued From page 29 
	former MA revealed 
	•Two PCAs walked into Resident #3 and his roommate's. room where they saw his rnommate face down !ymg 1n the bed -Resident #3 was standmg at his roommate's bed with his pants down to his ankles -Resident #3 pulled his pants up when the PCAs walked mto the room -She took Resident #3's roommate to the dayroom for the rest of the night -She asked R~stdent #3's roommate 1f anything happened and ho stated no. -She asked Resident #3's roommate if he was okay and he stated yes -She completed a physical assessment 
	Review of a statement dated "11/20/26" wnlten by the Administrator's Assistant revealed· -He received a call from a MA who reported two PCAs walked into Resident #3's room, observed Resident #3 adjusting his pants beside his roommate who was lying on his side crossways with his legs bent .The PCAs had concerns about Resident #3 -Per the MA, there were no signs of any type of abuse -Per the MA detai!s of statements did not match -He instructed the MA to move Resident #3's roommate and another resident -He wo
	Review of a statement dated 11/27/25. titled 
	D 273 
	"m'-'.estigation" written by !he Administrator revealed -Staff reported concerns regarding Resident #3 
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	and his roommate -Statements were obtained by the shift supervisor and eyewitness staff -''Adrnin and Adm in" completed a physical assessment of Resident fl3's roommate -He investigated a towel that was in residents' room and "feces on the towel was detected " 
	Review of Resident #3's record revealed there was no documentation that an Accident and Incident Report had been completed 
	Review of Resident #3's record revealed there was no documentation he was sent to the emergency department related to alleged sexual assault 
	Review of Resident ft3's care notes revealed there was no documentation of the alleged sexual assault 
	Interview with Resident #3's Guardian-on 02/05/26 at 2:35pm revealed -She was notified by the Administrator's Assistant on 1I125I25 lhal Res,denl #3 was al the emergency room and was being discharged from the facility due to aggressive behaviors toward other male residents, -She was not aware of any incidents or accidents pnor to his discharge on 11 !25i25 -She was not notified on 11/22125 regarding an alleged sexual assault inve&tigation 
	Telephone interview with Resident #3's Palliative Care RN on 02/10126 al 11 09am revealed -She was not notified by the facility of 1he alleged sexual assault allegations involving Resident #3 -She expected the facility to nol1fy her of all accidents or incidents. 
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	Interview with a second PCA on 02/05126 at 3:00pm revealed· 
	•She and anottler PCA worked the nrght of the alleged sexual assault involving Resident #3 and his roommate -She and the other PCA walked into Resident #3's bedroom where he was standing behind his roommate and adjusting his brief. -She did not know the exact date or time -She walked mto Resident #3's room beh,nd another PCA and witnessed Resident #3 standing behind roommate who was m the fetal posItIon. facing the wall. and hanging otf the bed. -Resident #3 had a history of helping his roommate with changi
	Interview with the Special Care Coordinator (SCC) on 02/09/26 at 2:28pm revealed: -She had witnessed Resident #3 changing his roommate's brief and removed Resident #3 irom the room but could not remember the date -She asked other staff 1f they had witnessed Resident #3 changing his roommate's brief and staff told her yes -She was told by a PCA and MA that staff walked into Resident #3's room and found Resident #3 adjusting his pants 
	•Staff 
	•Staff 
	•Staff 
	reported that Resident #3 allegedly sexually assaulted his rcommate. -She did not recall what date the incident occurred 

	•
	•
	The Administrator's Assistant and Administrator were notified before she was not1f1ed -She dtd not know if either resident's PCP or Guardian were notified 
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	02/09126 at 4:05pm revealed: 
	•A PCA told her she suspected a sexual assault had occurred. -A PCA reported to her that Resident #3 had been seen pulling up his pants that were down at his ankles when she walked into the room while Resident #3's roommate was lying in his bed . 
	. • The PCA later reported she had witnessed Resident #3 adjusting himself. -She reported the incident to the Administrator's Assistant via phone who told her to separate Resident #3 and his roommate and place them on 30-minute checks -She knew Resident #3 helped his roommate with brief changes_ -The Administrator's Assistant asked her about Resident #3 roommate's brief being pulled down to the side and she notified the Administrator's Assistant the PCA suspected, "something sexual" had happened. 
	Telephone interview with Resident #3's Primary Care Provider (PCP) on 02105126 al 11.07am revealed· -She was not notified of the incident between Resident #3 and his roommate. -She was notified of the allegation by the Administrator's Assistant and the Administrator but could not remember the dale. -If there was a suspected sexual assault, the facility should have notified the residents provider, sent the resident to the emergency department for an evaluation or to assess if there was any injury or trauma, 
	Interview with facility's consulting RN on 02111/26 at 8:56am and 9 35am revealed. -She did not know about the sexual assault allegation involving Resident #3 and ilis 
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	roommate. -She was not aware that Resident #3 assisted his roommate with changing his briefs. -She should have been notified of alleged sexual assault -She should be notified ot increased aggression, sexual behaviors or any mental status changes. 
	Interview with the Administrator's Assistant on 02/10126 at 9:13am and 11:00am revealed: -He received a call from a MA that two PCAs reported walking into Resident #3 room, where they witnessed Resident #3 pulling his pants back up and his roommate's brief pulled down. -The PCA reported Resident #3 lhen running to his side of the room. -The MA contacted him by telephone. -The MA completed an assessment. and nothing was noted. -There were no mental health or medical evaluations completed on Resident #3 or hi
	Interview with the Administrator on 02/11/26 at 10:48am revealed: -He expected staff to contact after-hours telephone number to intorm administration and medical staff of any incidents or accidents mvolving residents. 
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	-He was part of the group chat application that 
	informed the administration of issues or 
	problems 
	•He was also informed of issues or problems during a daily 1 O.OOam stand up meeling and review with RCC. sec, Nurse, and Administrator's Assistant -A determination was made after the stand•up meetings if any additional actions are needed. -He and the Administrator's Assistant assessed Resident #3's roommate themselves and determined no sexual assault had occurred -He did not complete an assessment on Resident #3. -He did not send Resident #3 or his roommate to the hospital for an evaluation -Staff reported
	Attempted telephone interview with Resident #3's Behav,oral Heallh NP on 02105126 at 2 50pm was unsuccessful 
	6. Review or Resident #2's current FL2 dated 03127125 revealed -Diagnoses included Alzheimer's dementia and dementia with agitation. 
	•He was constantly disorientated -His level of care for scu_ -He had a history of wandering 
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	Review of Resident #2's Resident Register revealed and admission date of 03/27/25 
	Review of Resident #2's Care Plan dated 04128125 revealed -There was documentauon he had a history of res1st1ng care -There was documentation he required superv1sion with eating, ambulation and transfernng 
	•There was documentation he required extensive assistance with to!leting, bathing, dressing and grooming 
	Review of wntten statement from a former MA dated 12/05125 revealed -On 12/05125 dunng dinner, another resident and Resident #2 were getting agitated with each other. nudging each other with their walkE!r and wheelchair, -She called for assistance from a PCA to help redirect the residents -Neither resident at that time physically hit one another. that she had seen -The residents were separated and placed on 30-minute checks 
	Review of a written PCA statement dated 12/08125 revealed -On 12106/25, the MA yelled for assistance because two residents got into an altercaticn 
	-She notified one of the resident's right eye was a little red and reported 10 the MA • The MA checked on both residents before assisting them to bed. Interview with Resident #2's Hospice RN on 02109126 at 11 42am revealed· -She was not notified of Resident #2 being 
	-She notified one of the resident's right eye was a little red and reported 10 the MA • The MA checked on both residents before assisting them to bed. Interview with Resident #2's Hospice RN on 02109126 at 11 42am revealed· -She was not notified of Resident #2 being 
	-She notified one of the resident's right eye was a little red and reported 10 the MA • The MA checked on both residents before assisting them to bed. Interview with Resident #2's Hospice RN on 02109126 at 11 42am revealed· -She was not notified of Resident #2 being 
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	mvolved m an altercation with another resident, until a week after the altercation occurred -Hospice should have been notified of the altercation In order to evaluate Resident #2. -Resident #2 and the other resident were aggressive towards one another 
	Interview with a PCA on 02105126 at 3.00pm revealed -She heard another resident and Resident #2 get into an allercatmn in the hallway -She did not witness the altercation but assisted the MA with redirectmg the residents -The MA did assess both residents. -She could not recall if anyone was notified 
	Interview with a MA Supervisor on 02/09126 at 10:34am revealed -Staff reported to her that another resident had got into an altercation with Resident #2 -No one had witnessed what had happened. -Sho did not complete an Accident or Incident report for Resident #2 or notify his PCP or Guardian of the incident. -She expected t11e MA that worked when the altercation occurred to have rep.orted the incident to the residents' PCP's and their Responsible Parties. 
	Interview with the sec on 02109126 at 2 28pm revealed -Stuff reported to her that Res1d1mt #2 hit another resident but could not recall when the mcident happened -She expected staff to comprete an Accident and Incident Report and skin assessment -She expected staff to notify the residents' providers and responsible parties 
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	02/05126 at 11 :07am revealed she was not notified of Resrdent #2 assaulting another resident 
	Interview with the Administrator on 02/11/26 at 10·48am revealed -He expected staff to contact the after -hours phone number to inform administration and medical staff of any incidents or accidents 1n11olving residents, -He, the Administrator's Assistant. the RCC and sec had a stand-up rneeting daily at 10.00am and anything that occurred since ttie last meeting was discussed -He was informed about all accidents and incidents al that meeting -A determination would be made after tlie stand-up meetings for any
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	Attempted telephone interview with a PCA on 02103126 at 12:21pm was unsuccessful. 
	Attempted telephone interview with a former MA on 02/05/26 at 118pm and on 02109126 at 10:07am were unsuccessful. 
	Attempted telephone interview with Resident #2's Behavioral Health NP on 02/05/26 at 2:50pm was unsuccessful. 
	ntact the Primary Care Provider (PCP) related to an altercation between Resident #8 and Resident #14 resulting in Resident #8 having her hair pulled, chair knocked out from under her and thrown to the floor, sustaining severe facial trauma including bruising to her left eye with extensive swelling: an alleged sexual assault between Resident #1 and Resident #3: an altercation between Resident #1 and Resident #2 resulting in Resident #1 sustaining two black eyes; after Resident #14 had a change in mental stat
	The facility failed to co

	plan of protection in accordance with G.S. 1310-34 on 02105126 for this violation_ 
	The facility provided a
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	An adult care home shall assure that the nghts of 
	all residents guaranteed under G_S 1310-21, 
	Declaration of Residents· Rights, are maintained 
	and may be exercised without hindrance. 
	This Rule 1s not met as evidenced by TYPE A 1 VIOLATION 
	Based on mterviews and record reviews. the facility failed to ensure 2 of 7 sampled residents (#8, and #14) were tree from neglecl and lrealed with dignity and respect. related to Resident #8 who was physically assaulted by Resident 1114 after a prior assault had occurred and a resident who was confined to his room after physically assaulting another res1dent (#14) 
	The findings are 
	1. Review of Resident #8's current FL2 duted 10/28125 revealed -Diagnoses included schlzoaffective disorder_ -She was intermittently disoriented and had wandering behaviors. -Her !evel of care was documented as Special Care Un1l (SCU) 
	Review of Resident #8's Resident Register dated 06/08/20 revealed -She was adm1lled to the facility on 00;os120 -A family member was documented as her Power of Allomey (POA) 
	Review of Resident #S's care plan dated 1Oi28125 revealed -The care plan was lJpdated due to dechne ;n 1n a move· to the SCU -She required supervision with ambulal!on due to an unsteady gmt. 
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	-She required limited assistance with dressing and grooming -She required extensive assistance with bathing 
	Review of a local Hospice providers Notice of Admiss1Cm dated 10/16/25 revealed Resident #8 was admitted to hospice services due to a terminal diagnosis of senile degeneration of tne brain (age related lass of mental capacities) 
	Review of Resident #S's Incident Report dated 08124/25 revealed: -The report was completed by a medication aide 
	(MA) 
	-The incident occurred at 3·00pm and was witnessed by the MA. -The Administration group was notified of incident on the facility's group chat application -Resident #8 was in the dining room, and another Resident grabbed her hair, to!d her to sit there and stay and then flipped over the chair Resident #8 was sitting in -Add11!onal Intervention documented at the bottom of the report included Resident #8 was moved to a different hallway and the other Resident was to have meals in his room until further notice 
	Review of Resident #B's care notes revealed -There was an entry dated 08/24125 that documented Resident #8 ''got into an altercation with another resident Resident #8 was grabbed by her hair and flung from a chair. The other resident stated, "sit down and stay there", witnessed by a MA, -There was an entry dated 08125125 documenting Resident #-8 was moved to a different room 
	Review of Resident #8's NP's progress note dated 08/26125 revealed: -Resident #8 was seen due to facial bruising 
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	-Resident #8 had an encounter with another resider1t and suffered injury and trauma to her face • -Resident #8 had extensive swelling and bruising on the left side of her fuce and eye and there was a large amount of bruising around tho eye and the eye was swollen almost shut. 
	Interview with a MA on 02/09/26 at 9:55am and 11 22am revealed -She was the MA who observed the incident with Resident #8 and another resident on 08/24125. -She saw a male resident pull Resident #8's hair, flip her chair and throw her to the floor and said he was tired of her asking for coffee. -She was not sure tf Resident #8 hit her head when st1e was thrown to the floor -She did not have Resident #8 sent out for an evaluation because she did an evaluation that checked for range of motion and altered ment
	•She would consider what happened to Resident 
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	#8 dunng the altercation abuse or an assault Telephone intervlew with another MA on 02/11/26 at 9-35 am revealed: -She was the MA on-call when the altercation occurred between Resident #8 and a male resident -It was reported to her that another resident grabbed Resident #8 by the hair, used his foot to kick the chair over, 1,.nocking her out of it. -He slammed her face into the floor -Earlier 1n tho day 1t was reported to her that the sc.1rne rnsident pllshed her down and then later he pulled her hair when 
	#8 dunng the altercation abuse or an assault Telephone intervlew with another MA on 02/11/26 at 9-35 am revealed: -She was the MA on-call when the altercation occurred between Resident #8 and a male resident -It was reported to her that another resident grabbed Resident #8 by the hair, used his foot to kick the chair over, 1,.nocking her out of it. -He slammed her face into the floor -Earlier 1n tho day 1t was reported to her that the sc.1rne rnsident pllshed her down and then later he pulled her hair when 
	#8 dunng the altercation abuse or an assault Telephone intervlew with another MA on 02/11/26 at 9-35 am revealed: -She was the MA on-call when the altercation occurred between Resident #8 and a male resident -It was reported to her that another resident grabbed Resident #8 by the hair, used his foot to kick the chair over, 1,.nocking her out of it. -He slammed her face into the floor -Earlier 1n tho day 1t was reported to her that the sc.1rne rnsident pllshed her down and then later he pulled her hair when 
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	Assistant and the RCC but neither answered their phones. -A few weeks prior to the 08124125 the same resident walked up to Resident #8 and she was "punched in the face" -He told me around that same time that he was going to "[expletive] her up", "beat her [expletIveJ" and "punch her in the face" because he did not like Resident #8 
	Interview with the facility's Consulting Registered Nurse (RN) on 02110/26 at 3 32pm and 02111126 at 8:56am revealed -She was informed about the IncIdent between Resident #8 and another resident by the APP that staff used to communicate with each other -She was told there was an altercation involving Resident #8 where another resident "slammed her face on the table" -As an RN she had seen many inJuries when someone's head was slammed against a hard surface and Resident #8's injury was consistent with that t
	Interview with the Administrator's Assistant on 02/09/26 al 10:18am and 02110/26 at 9: 12mn revealed· -He became aware of the 08124/25 incident when he read the Incident report -He could not remember any details other than 
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	D 338 Continued From page 43 
	Resident #8 was pulled from her chair onto the floor -It did not occur to him that the incident could be considered abuse or assault 
	Interview with the Admrntstrator on 02/09/26 al 10.'22am and 02/11126 at 10·48am revealed -The incident involving Resident #8 was not considered an assault because both residents had a mental diagnosis -Someone needed to be of sound mind for an altercation like that to be considered an assault 
	•Resident #8. to nis knowledge. never had any other incidents with the other resident prior to the 08124125 altercation 
	2. Review of Resident #14's current FL2 dated 10/31125 revealed -Diagnoses included stroke, vascular dementia. history of alcohol abuse, diabetes, mood disorder. hearing loss and vision loss. -He was intermittently d1soriented. 
	Review of Resident #14's record revealed he was discharged from the facility in November 2025 
	Review of Resident #14's care notes dated 08124125 revealed -He grabbed another resident by the hair and told her to ''sit down, stay there", -He "flung" the other resident from the chair onto the floor. -He was placed on 15-minute checks. 
	Review of care notes dated 08/25/25 revealed Resident #14 came out of his room once around midnight and was redirected back to his room by staff after being given a snack and a beverage 
	= Review of care notes dated 09/11/25 revealed 
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	' -Resident #14 was "constantly getting up and down" at night every 30 minutes. -Resident #14 had been getting up and down at 
	night every 30 minutes for "almost a week now." -The MA and PCA redirected him back to his room each time he came out. Review of Resident #14's mental health provider (MHP) notes dated 10101125 revealed -Resident #14 was "now eating in his room due to physical altercations with residents in the lunchroom." -There was no documentation addressing staff were directed to keep Resident #14 in his room or lhat he was disallowed out of his room without a staff member present following an altercation or if she was 
	night every 30 minutes for "almost a week now." -The MA and PCA redirected him back to his room each time he came out. Review of Resident #14's mental health provider (MHP) notes dated 10101125 revealed -Resident #14 was "now eating in his room due to physical altercations with residents in the lunchroom." -There was no documentation addressing staff were directed to keep Resident #14 in his room or lhat he was disallowed out of his room without a staff member present following an altercation or if she was 
	night every 30 minutes for "almost a week now." -The MA and PCA redirected him back to his room each time he came out. Review of Resident #14's mental health provider (MHP) notes dated 10101125 revealed -Resident #14 was "now eating in his room due to physical altercations with residents in the lunchroom." -There was no documentation addressing staff were directed to keep Resident #14 in his room or lhat he was disallowed out of his room without a staff member present following an altercation or if she was 
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	D 338 Continued From page 45 
	Interview with the special care coordinator (SCC) on 02109126 at 11.23am revealed -On 08124125, she observed a physical allercat,on between Resident #14 and another resident in the dining room. -Resident #14 grabbed the olher resident by !he hair and told her to sit down and stay there as he flipped the dining room chair over with her in it -There had been no issues between Resident #14 and the other resident prior to this incident on 08124125 -She called out for a personal care aide (PCA) to come and take 
	Interview with a medication aide (MA} on 02109126 at 131prn revealed: -Several weeks prior to the incident betv,een Resident# 14 and another resident on 08124/25. Resident #14 elbowed the same resident in the face and knocked her down to the floor. -Resident #14 was only allowed to come out of his room if another staff person was present with him 
	lntnrview with a personal care aide (PCA) on 02,09126 at 227pm revealed· -After the incident on 08/24/25 between Resident #14 and another resident, the Administrator's Assistant ordered staff to keep Resident #14 in his room -Resident #14 would try to come out about once an hour but was redirected by staff back to his room. 
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	-Resident#14 had all his meals in his room and contmued to be redirected back to his room when he came out into the hallway -Resident #14 was redirected back to his room for several weeks when he would come out into the hallway -Resident #14 had all his meals 1n his room and continued to be redirected back to his room when he came out into the hallway 
	Interview with the Administrator's Assistant on 02/10126 at 9: 12am revealed: -After the incident occurred on 08124/25 with Resident #14 and the other resident Resident #14 was kept in his room -He was unsure how long Res1dent #14 was confined to his room, but 1t was less than a week_ -Resident #14 was increasingly inappropnate toward staff and he was discharged to a local hospital sometime in November 2025 and did not return to the facility. 
	Interview with a second PCA en 02111126 at ?-38am revealed: -Resident #14 was very agitated because he was not allowed to wander the halls after the incident with the other resident tn August 2025. -Re-direction was rarely successful with Resident 
	#14 
	Telephone interview wrth a former Resident Care Coordinator (RCC) on 02/11/25 at 9.36am revealed -She was on call when the incident 6Ccurred between Resident #14 and the other resident in August 2025 -The Assistant Administrator ordered staff to keep Resident #14 in his room. -He had no activities and had all meals in his room for several weeks, 
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	-She thought !his was excessive and would let 
	Resident #14 out of his room and into the hall 
	when the administration was not in the building 
	ent #8 was free of physical assault from another resident related to Resident #14 assaulting Resident #8 Slaff reported Resident #14 had previously punched Resident #8 1n the face and had verbalized inter,t to beat he, up Staff ,eported Resident #14 did not like Resident #8, The facility confined Resident #14 to his room without a mental health evaluation after assaulting another resident (#8) The failure to protect Resident #8 and the confinement of Resident #14 resulted in serious physical harm and seriou
	The facility failed to ensure Resid
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	this violation 
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	name of the medication or treatment order. {3) strength and dosage or quantity of medication administered. 
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	medications or treatments_ as needed (PRN) and documenting the resulting effect on the resident. {6) date and time of administratioff 
	(7) 
	(7) 
	(7) 
	documentation of any omission of medicittions or treatments and the reason for the omission, including refusals, and, 

	(8) 
	(8) 
	name or initials of the pe,son adm1mstermg the medication or treatment, If initials are used, a signature equivalent to those mitials is to be documented and maintained with the medication administration record (MAR) 


	This Rule is not rnel as evidenced by Based on interviews and record reviews, the facHity failed to ensure the electronic medication administration record {eMAR) was accurate for 1 
	: of 1 Resident (#6) related to documentaUon for wound care treatment given for a head injury 
	The findings are· 
	Review of an IncIdent accident report dated 11/22/25 revealed -Resident #6 had a fall with inJury at 2:53am 
	•The location of tho inJury was not docymented -There was no documentation first aide was administered, -Resident #6 had no treatment given 
	Review of Resident #6's current FL2 dated , 07116125 revealed: 
	•Diagnoses included vascular dementia, Todd's paralysis (a neurological conditmn in which a seizure is followed by a brief period of ten:iRorary paralysis usually occurring on one side of the body), epilepsy alter stroke, atrial fibrillation. h1gl1 blood pressure and depression 
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	D 367 Continued From page 49 
	-Resident #6 was Intermittently disoriented. 
	Review of Resident #B's November 2025 eMAR revealed: -There was no enlry for wound care -There was no documentation of adm1nistra!!on of wound cleanser, Neosporin, or bandaging of the wound, 
	Review of Resident #6's physician's orders for November 2025 revealed there were no wound care orders after Resident #6's fall on 11/22125 
	Telephone· mterv1ew with a personal care aide (PCA} on 01130126 at 9.17am revealed 
	•She came in for her morrnng shift and saw that Resident #6 had a cut on her head, but 1t was not bleeding. -She saw the medication aide (MA) put some type of cream over the cut and placed a bandage over the wound. 
	Interview with a MA on 01130126 at 9 36am revealed: -Resident #6 fell and sustained a wound to her head in November-2025 -Resident #6 had a bump at tier hairline with a bruise and the ''skin was torn and bleeding." -She used wound cleanser to clean the area_ then covered it with triPle antibiotic ointment -She did not call the primary care provider for mstructions for treatment of the; wound. ,She did oat document on the eMAR ~he provided a treatment 
	Interview with a second PCA on 01/30/26 at 10:21am revealed -Resident #6 fell and sustained a head injllry in November 2025 -Resident #6 asked for a medicated cream 
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	several times for her head wound and she would lell the MA. 
	Interview with Resident #6 on 01130126 at 10:51am revealed: -She had a fall and hit her head on or before Chrislmas Day of 2025. -She had a gash on her forehead and wanted to go to the hospital. -The staff told her she would be okay. -She was unsure if she received any treatment for her head inju,y. 
	Interview wilh the PCP on 02/05/26 at 11 :06am revealed: -She had no way to know for sure if her office was contacted in November about Resident #6's fall since it was during night shift and they have over 30 providers on-call. -There was not a record kept that far ba_ck -She was unable to remember if she was notified about the fall with a head inju,y, -She was unsure how soon after Resident #6's fall with head inju,y that she had seen Resident #6. -The statt should be letting the on-call PCP know on 3rd sh
	Interview with a third PCA on 02/06/26 at 1 :30pm revealed: -She saw the MAs cleaning Resident #6's head wound and administering some tyPe of. cream on it -The area on her forehead looked like a scrape at the hairline. 
	lntervlew with a second MA on 02/06/26 at 1:53pm revealed: -When she saw Resident #6's forehead in November, she observed the area had already 
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	scabbed over and was not bleeding, -She used wound cleanser then applied tnple antibiotic ointment over the area every day for at least a week. -She did not follow any specific PCP guidance for the treatment. -She did not document on the eMAR she performed a treatment every day for at least a week 
	Interview with the Special Care Coordinator (SCC) on 02106/26 at 2:05pm revealed: -The MA reported to her on 11122/25 Resident #6 was found in the floor and had hit her head, -She cleaned Resident #6's head wound and bandaged it -There was no documentation on the eMAR that any treatment orders were given by the PCP -There was no documentation on the eMAR of treatments that were administered by staff to Resident #6 after her head wound on 11/22125. 
	Interview w,th the Administrator on 02/11/26 at 10:48am revealed staff should always document each wound care treatment given to residents on the eMAR 
	D 456 IOA NCAC 13F .1212(9) Reporting of Accidents and Incidents 
	1OA NCAC 13F .1212 Reporting of Accidents and Incidents (g} 1n the case of ptiysica! assault by a resident or whenever there is a nsk that death or physical harm will occur due to the actions or behavtor of a resident the faciltty shall immediately{1) seek the assistance of the local law enforcement authonty: 
	-

	(2) provide additional supervision of the 
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	threatening resident to protect others from ham1, 
	(3) 
	(3) 
	(3) 
	seek any needed emergency medical treatment: 

	(4) 
	(4) 
	make a referral to the Local Management Entity for Mental Health Services or mental health provider for emergency treatment of the threatening resident: and 

	(5) 
	(5) 
	cooperate with assessment personnel assigned to the case by the Local Management Entity for Mental Health Services or mental health provider to enable them to provide their earliest possible assessment 


	This Rule is not ffiet as evidenced by, TYPE A1 VIOLATION 
	Based on interviews and record reviews, the facility railed to immediately seek emergency medical treatment. provide additional supervision of the threatening residents, contact local !aw enforcement and make referrals to mental health services for 5 of 5 sampled reS1dents (#1, #3. #2, #14, and #8) related to an allegation of sexual assault between two residents (#1, #3}. related to a physical assault between t>No residents (#2 #1) and related to a resident (#14) physically assaulting another resident (#8) 
	The findings are· 
	1. Review of Resident# 1's current FL2 dated 01/24/2025 revealed -Diagnoses included Alzheimer's dementia and cognitive impairn-1ent -He was constanUy disoriented -He was ambulatory and tiad a history of wandering -His level of care was special care unit (SCU) 
	Review of Resident #1's Resident Register 
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	revealed an admission date of 01124125 
	~:~ ..., ck 
	c." 

	Review of Resident #1's record reveal~d he passed away on 01110/26 
	_ j\\\ ~\J't' •"-Seruit.c.. o-1 al 113tlfe ,...~,d~ ,: fl'-"5 4'1-<i ,-,1,
	Review or Resident #1's care plan dated 02/01/25 l"' pIfNl.tlriel <! oN'lul,'.\-1 
	revealed: 

	•He had a history of wandering. becoming M•n\btr c.o;l(.f.rl\ f,.rfll\ physicallY abusive and resisting care -He ambulated throughout the SCU -He resisted care and was aggressive al times. 
	l.,,..f>\,.,,..~J " IN\i. le. -He requir9:d supervision with eating, ambulation 
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	and transrerring. 
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	-He required extensive assIsIance with to1le11ng, bathing, dressing and grooming. 
	lo,..plc.t<,J J.lrc.,.-\· \.o _.J ..,.;"a-\r"\ or,
	Review of a local Hospice provider's Notice of Admission dated 11/18/25 revealed Resident #1 was admilted under Hospice services due to Alzheimer's demenlia 
	a. Review of Resident #'l's Hospice Registered Nurse's (RN) progress note dated 11126/25 revealed facility staff reported to the Hospice certified nursing assistant (CNA) Resident #1 was involved 1n a sexual incident with another resident where the other resident was domg penetrah'Je sexual things to him 
	Review of Resident #1's record revealed there was no documentation that an Accident and Incident Report had been completed, 
	Review of Resident #1's record revealed there was no documentation Local Law Enforcement (LLE) was notified of the alleged sexual assault 
	Review of Resident #1's nursing notes revealed there was no documentation of the alleged sexual assault 
	Figure

	STATEMENT OF DEFICIENCIES AN[) PtAN OF CORHECT!ON 
	NAME OF PROVIDER OR SUPPLIER BROCKFORD INN 
	!Xl) PROVIDERISUPPl.lERICUA 
	!OENTfFICATlON NUMBER 
	HALD14014 
	{X4) 10 SUMMARY STATEMENT OF DEFICIENCIES PREFIX {!:A.CH DEFICIENCY MUST BE PRECEDED BY FULL TAG 
	REGULATORY OR LSC IDENTIFYING INFORMATION) 
	iX2) MUl.TIPLE CONSTRUCTION 
	A. BUILDING· ________ 
	0 \l\1NG 
	STREET ADDRESS. CITY. STATE. ZIP CODE 56 N HIGHLAND AVENUE 
	GRANITE FALLS, NC 28630 
	PRINTED 03/04/2026 FORM APPROVED 
	(X3) DATE SURVEY COMPLETED 
	C 02/11/2026 
	PROVIDER'S PLAN OF CORRECTION (XS) PREFIX (EACH CORRECTIVE ACTION SHOULD 131:. C01.lPLE1E DATE 
	ID 
	CROSS-REFERENCED TO THE APPROPRIATE DEFICIENCY) 
	TAG 
	D 456
	Figure
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	Review of a statement written by a former MA that was not dated revealed: -Two PCA's walked into Resident #1 and Resident #3's room where they sa\V Resident #1, 
	! lace down lying in the bed. ,, -Resident #3 was "at" Resident #1 's bed, with his pants down to his ankles. -Resident #3 pulled his pants up when the PCAs walked into the room. -She took Resident #1 to the dayroom for the rest of the night. -She asked Resident #1 if anything happened and he stated no. -She asked Resident #1 if he was okay and he stated yes. -She completed a physical assessment and did not observe Resident #1 to have any areas of redness or bruising. -Nothing was "wrong" with Resident #1. 
	Review of a written statement dated "11120126" from the Administrator's Assistant revealed: -He received a call from a MA stating two PCAs walked into Resident #1 's room, saw his roommate (Resident #3) adjusting his pants beside Resident #1 who was lying on his side crossways with his legs bent -The PCA's had concerns about Resident #3. 
	Review of a written interview with a PCA dated 11 /20/25, written by the Administrator's Assistant revealed: 
	•The PCA walked into R$sident #1 and Resident 113's room. -Resident #1's brief was pulled to the side. -Towel under Resident #3's bed. -Did not see any contact between the residents. 
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	D 456 Conhnued From page 56 
	-She would have expected lhe fac,llty to notify Hospice who was primarily seeing Resident #1. -If there was a suspected sexual assault the facility should have notified the residents provider. sent the resident to the emergency department for an evaluation or to assess if there was any injury or trauma, and ta prove if a sexual assault had occurred. 
	Interview w1tl1 a MA on 02109126 at 10 34am revealed she did not know if medical treatment was provided 
	Interview with the Administrator's Assistant on 02/10/26 at 9 13am and 11 00am revealed -An initial assessment of abuse or injury should include physical viewing of inJury and assessment of the residents mental health .staff should assess the resident's mental status and determine tf they are not at baseline and note abnormalities -He told MA to move Resident #·1 to a different room -He completed an investigation and fow,d mtervlews were not credible and there were no visible signs of injury to Resident # 1
	Interview with the Administrator on 02/11/26 at 10:48am revealed· 
	•He. the Administrator's Assistant, the RCC and had a stand-up meeting dally at 10:00am and anything that occurred since the last meeting was discussed. -He was informed about all accidents and incidents at that meeting_ -LLE and EMS would be contacted 1f tile 111c1dent was pt,ysical. 
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	-It was not considered an assault if both residents had a mental diagnosis. -Someone needed to be of sound mind for an altercatmn to be cons1dered an assault -He was informed of the alleged sexual assault but coutd not recall the date_ -He and the Admmistrator's Assistant assessed Resident #1 themselves and determined no sexual assault had occurred, -tf the sexual assault had been witnessed. EMS should have been contacted to transport to the hospital, tile PCP should have been notified, possibly seek involu
	Attempted telephone interview with Resident #1's Behavioral Health NP on 02/05126 at 2-sopm was unsuccessful 
	b. Review of Resident #1's lnc,dent Report dated 12108!25 revealed 
	•The 
	•The 
	•The 
	report was completed by a MA 

	•
	•
	The incident occurred at 3:45pm 


	.Resident#1 was found in hall by a MA with two black eyes 
	•There was no documentation the PCP was notifted -There was no documentation LLE was nottfied -There was documentation that the incident had not been witnessed. -There was documentation dated 12109125 Resident #1 had been sent to the locc,I hospital for a and no additional injuries noted 
	follow.up 

	Review of Resident #l's emergency medical services (EMS) report dated 12/08/25 revealed: -EMS was dispatched to the facility on 12108/25 at amved at 7:24pm -The Medication Arde (MA) reported she had noticed Resident #1's facial bruising at the start of 
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	her shift at 3: 15pm but was adamant she noticed no bruising on the resident while on shift over the weekend -Another staff member reported she did not see any bruising when she first left her shift at 3pm on 12/08/25, but when she arrived back to work at 630pm on 12108125, she noticed Resident Ill's facial bruising which prompted her to then call EMS 
	Interview with the Administrator on 02/11126 at 10:48am revealed: -He was informed about all accidents and incidents in sland-up meetings -A determination would be made after the stand-up meetings for any addil!onal action needed -Protocol for a physical altercation, injury or event is to contact EMS and LLE -If there was a change 111 baseline. staff should call RN, PCP or EMS depending on the urgency of the issue -It was not considered an assault because both residents had a mental diagnosis -Someone neede
	Attempted telephone interv1eww1th Resident #1's Behavioral Healttl NP on 02t05i26 at 2-s0prn was unsuccessful 
	2 Review or Resident #2's current FL2 dated 03127125 revealed -Diagnoses included Alzheimer's dementia and dementia with agitation 
	•He was constantly disorientated -His level of care for SCU -He had a history of wandering 
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	Review of Resident #2's Resident Register revealed and admission date of 03/27125 
	Review of Resident #2's Care Plan dated 04128125 revealed -He was resistive to care -He required supervision with eating. ambu!allon and transferring. -He required extensive assistance with torlet1ng. bathing, dressing and grooming 
	Review of a written statement from a PCA dated 12108125 revealed: -On 12/06125. the MA yelled for assistance because two residents got into an altercation -She observed one of the resident's right eye was a little red and reported to the MA -The MA checked on both residents before assisting them to bed. 
	Review of written statement by a former MA dated 12105125 revealed -On 12/05/25 during dinner, Resident #1 and Resident #2 were getting agitated with each other. nudging each other with their walker and wheelchair. -She called for assistance from a PCA to help redirect the residents. -Neither resident at that time physically hit one another, that she had seen, -The residents were separated and pla•';ed on 30-minute checks. 
	Interview with Resident #2's Hospice RN on 02109126 at 11 :42am revealed Resident #2 and Resident #1 were aggressive towards one another 
	Interview with a PCA on 02105126 al 3:00prn 
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	revealed she could not recall if anyone was notified 
	Interview with a MA Supervisor on 02109/26 at 10:34am revealed -She was_ working on 12/08/25 when the local County Department of Social Services reported to her lhal Resident #1 had two black eyes. -She noltced that Resident #1 had a bluish color to both eyes and on his nose, -Staff reported to her thal Resident #1 had got into an altercation with Resident #2 -She sent Resident #1 out to the local hospital due to him having a head mJury which was part of the facihty's head injury protocol. 
	Interview with the Administrator on 02/11/26 at 10:48am revealed: -He expected staff to contact the after-hours phone number to inform adm1nlstrat1on and medical staff of any incidents or accidents involving residents, -He, the Administrator's Assistant, the RCC and sec had a stand-up meeting daily at 10:00am and anything that occurred since the last meeting was discussed. -He was informed about all accidents and incidents at that meeting -A detenninahon would be made after the standMup meetings for any add
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	-Staff had reported Resident #1's black eyes -He expected the staff to call lhe PCP and to inform them of any accidents or incidents between residents. -LLE and EMS would be contacted ,f the incident was phys,cal. 
	•It was not considered an assault because both residents had a mental diagnosis. -Someone needed to be of sound mind for an altercation to be considered an assault 
	Attempted telephone interview with Resident #2's Bet1avIoral Health NP on 02105126 at 2 50pm was unsuccessful 
	3. Review of Resident #3's record revealed a discharge date of 11125125. 
	Revrew of Resident #3's current FL-2 dated 12113124 revealed -Diagnoses included Lmspecified dementia. edema and hypertension -Resident #3's level of care was special care unit (SCU) 
	Review of Resident #3's Resident Register dated 12101122 revealed an admission date of 12101122 
	Review of Resident #3's care plan dated 01/10/25 
	revealed -He had a history of wandering and confusion -He ambulated independently throughout the scu 
	-He required supervision with eating. toileting. ambulation. bathing. dressing. groormng and transfers 
	Review of an undated \Witten statement by a former MA revealed 
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	•Two PCAs walked into Resident #3 and hrs roommate's room where they saw his roommate face down lying m !he bed. -Resident #3 was standing at his roommate's bed with his pants down to his ankles. -Residenl #3 pulled his panls up when the PCAs walked into the room -She took Resident #3's roommate to the dayroom for the rest of the night -She asked Res1dent #3's roommate if anything happened and he stated no -She asked Resident #3's roommate 1f he was okay and he slaled yes. -She completed a physical assessme
	Review of a statement dated "11120126" written by the Administrator's Assistant revealed -He received a call from a MA who reported two PCAs walked into Resident #3's room. observed Resident #3 adjusting his pants beside his roommate who was lying on his side crossways w1ttl his legs bent -The PCAs had concerns ab::,ut Resident #3 -Per the MA, !here were no s1gns of any type of abuse. -Per the MA. details of statements did not match -He instructed the MA to move Resident #3's roommate and another residf:nt.
	ResJdP.nt 

	Review of a stalement dated 11127125, lilied "investigation". written by the Administrator revealed· -Staff reported concerns regarding Resident #3 and his roommate 
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	-Statements were obtained by the shift supervisor and eyewitness slaff -"Admln and Admin" completed a physical assessment of Resident #3's roommate. -He investigated a towel that was in residents· room and ''feces on the towel was detected." 
	Review of Resident #3's record revealed there was no documentation he was sent to the emergency department related to alleged sexual assault 
	Review of Resident #3's care notes revealed there was no documentation of the alleged sexual assault 
	Telephone 111terv1ew with Resident #3's Palliallve Care RN on 02110/26 at 1109am revealed· -She was not notified by the facility of the alleged sexual assmilt allegations mvolving Resident #3 -Shc oxpocted the facility to notify her of all accidents or incidents 
	Teleptlone interview with Resident #3's Primary Care Practitioner (PCP) on 02105126 at 11 07am revealed -She was not notified of the incident between Res;dent #3 and his roommate -She was later notified of the aHegation by the Adm1msttator's Assistant and the Administrator but could not remember the date -If there was a suspected sexual assault_ the laci!!ty should have notified the residents provider, sent the resident to the emergency department lor an evaluation or to access if there was any injury or tr
	Interview with the Administrator's Assistant on 02/10/26 at 9:13am and 11 OOam revealed 
	ID 
	ID 
	ID 
	PROVIDERS PL,\N OF CORRECTION 
	•Jl~i 

	PRl:HX TAG 
	PRl:HX TAG 
	tEACH comtECTIVi:'. ACTION SHOULD fjf CROSS.REFERENCED TO THE APPROPRIATE 
	l'.OMl't.Ut GAit 

	TR
	OEFfCIENCYJ 


	D456 
	STATEMENT OF DEFICIENCIES AND PLAN OF CORRECTION 
	NAME OF PROVIDER OR SUPPLIER 
	BROCKFORD INN 
	{X1) PROVIDER/SUPPLIER/CUA 10£:NTIFICATION NUMBER' 
	HAL014014 
	(X2) MULTIPLE CONSTRUCTION 
	A. BUILDING ________ B \"l!NG 
	STREET ADDRESS. ClfY, STAfl!, llP CODE 56 N HIGHLAND AVENUE 
	GRANITE FALLS, NC 28630 
	PRINTED: 03/04/2026 FORM APPROVED 
	(X3) DATE SURVEY COMPLETED 
	C 02/11/2026 
	{X4)!0 SUMMARY STATEMENT OF DEFICIENCIES PREFIX (EACII DEFICIENCY MUST BE PRECEDED BY FUll TAG REGULATORY OR LSC IDENTIFYING INFORMATION) 
	D 456 Continued From page 64 
	-Incidents should be reported to a supervisor, -He received a call from a MA that two PCAs had reported walking into Resident #3's room, where they witnessed Resident #3 pulling his pants back up and his roommates brief pulled down. -He does not recall the date of when the incident occurred but believes it was on the night of 11/20/25 and the morning of 11/21/25 -He completed an investigation and found interviews were not credible and there were no visible signs of injury to Resident #3's roommate 
	•There 
	•There 
	•There 
	•There 
	were no mental health or medical evaluations completed on either Resident #3 or his roommate, -He completed an investigation by interviewing staff but stated allegations were unfounded 

	Interview with the Administrator on 02/11/26 at 10:48am revealed: -He expected staff to contact the after-hours phone number to inform administration and medical staff of any incidents or accidents involving residents, -Protocol for a physical altercation; injury or event is to contact EMS and LLE. -If there was a change in baseline, staff should call the consulting RN, PCP or EMS depending on the urgency of the issue. 

	•It 
	•It 
	was not considered an assault because both residents had a mental diagnosis. -Someone needed to be of sound mind for an altercation to be considered an assault 

	•Following 
	•Following 
	policy was always recommended. -He was aware of the alleged sexual assault but could not remember the date -He did not send Resident #3 or his roommate to the hospital for an evaluation. 

	•If 
	•If 
	there was evidence of abuse, he would contact the resident's PCP and send the resident to the hospital for an evaluation 
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	-He would contact Local Law Enforcement (LLE) and the residents responsibte party 1f abuse was substantiated -An Accident and Incident report should not have been completed 1f the sexual assault did not occur. 
	Attempted telephone interview with Resident #3's Behavioral Health NP on 02105126 at 2:50pm was unsuccessful 
	4. Review of Resident #14's current FL2 dated 10131125 revealed -Diagnoses included stroke, dementia. history of alcohol abuse, hypothyroidism, hearing loss, functional vision loss, diabetes, high blood pressure and mood disorder 
	•There was documentation he was intermittently disoriented. 
	Review of Resident #14's tecord revealed he was discharged from the facility in November 2025 
	Review of Res1dent #14's Resident Register dated 11/01124 revealed: -He was admitted to the facility on 11i01/24 -A family member was documented as his Health Care Power of Attorney (HCPOA) -There was documentation he had significant memory loss and must be directed 
	Review of Resident #14's care plan dated 12112124 revealed -There was documentation he needed supervision with eating, ambulation, and transfers -There was doctimentahon he needed extensive assistance w:th to:!et1n9, bathing. dressing, and grooming 
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	Review of Resident #14's care notes revealed -There was an entry dated 08i24/25 that Resident #14 grabbed another resident by the hair and told her. "sit down, stay there", then she was "flung from cha1r onto the floor" by Resident 14 
	•The incident was witnessed by the med1cat1on aide (MA) 
	Interview with the Special Care Coordinator (SCC) on 02/09/26 at 11 23am revealed -On 08124125. she heard Resident #14 yelling from the dining room J/1/hen she went immediately to the dining room. she observed Resident tt14 grab a female resident by the hair. yelled at her and nipped the dining room chair she was sitting in over with her in it. -She ran between Resident #14 and the other resident and told Resident #14 to back away while she checked on the other resident -She called out for a personal care a
	lnteuiew with the Administrator's Assistant on 02110126 at 912am revealed -MAs were supposed to inform the supervisor 1f a physical altercation took place between residents -The Behavioral Health Nurse Pract1t1oner (NP) did not see him until his next scheduled monthly visit 
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	-He was unsure what the Behavioral Health NP could have done since both residents had significant psychiatric issues -It never occurred to him that this could be considered assault so law enforcement was not notified, 
	Interview with the consulting RN on 02/10/26 at 3:32pm revealed -She was not notified about the mc1dent between Resident #14 and the other resident that occurred on 08/24/25 until several days after it occurred -Resident #14 should have been sent out for a psychiatric evaluation -Even if !aw enforcement (LE) had been contacted, they usually defer to the health care provider since both residents had dementia 
	Interview with the Administrator on 02111/26 at 10:48am revealed Mental Health services should have been contacted for Resident #14 
	Attempted telephone interview with Resident #14's Behavioral Health Nurse Practitioner on 02/05126 at 2·50pm was unsllccessful 
	5. Review of Resident #S's current FL2 dated 10/28/25 revealed -Diagnoses included schizoaffective disorder -She was intermittently disoriented and had wandering behaviors -Her level of care was documented as Speciaf Care Unit (SCU) 
	Review of Resident #S's Resident Register dated 06108/20 revealed: -She was admitted to the facility on 06/08120 -A family member was documented as her Power of Attorney (POA) 
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	Review of Resident 118's care plan dated 10/28/25 revealed: 1n health resulting in a move to the SCU -She required supervision with ambulation due to an unsteady gait -She required limited assistance with dressing and grooming -She required extensive assistance with bathing 
	-The care plan was updated due to dechne 

	Review of a local Hospice providers Notice of Admission dated 10/16/25 revealed Resident 118 was admitted to hospice services due to a terminal diagnosis of senile degeneration of the brain (age related loss of mental capacities) 
	Review of Resident #B's Incident Report dated 08124/25 revealed -The report was completed by a medication aide (MA) -The incident occurred at 3:00pm and was witnessed by the MA. -The Administration group was notified of 1nc;dent on the facility's group chat application. -Resident #8 was in the dining room. and another Resident grabbed her hair, told her to sit there and stay and then flipped over the chair Resident 1n -Additional intervention documented at the bottom of the report included Resident #8 was m
	#8 was sitting 

	Review of Resident #B's care notes revealed: -On 08124125 Resident #8 got into an altercation with another resident Resident #8 was grabbed by her hair and flung from a chair, The other resident told Residenl #8 to, "sit down and slay 
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	there". witnessed by a MA .Qn 08125!25 Resident t/8 was moved to a different room 
	Interview with a MA on 02/09/26 at 9:55am and 11 22am revealed -She was the MA who observed the incident with Resident #8 and another resident on 08/24125 -She saw a male resident pull Resident #8's hair, flip her chair and throw her to the floor and said ne was tired of her asking foe coffee. -She was not sure 1f Resident #8 hit her head when she was lhtown to the floor_ -She did not have Resident #8 sent out for an evaluation because she did an evaluation that checked for range of motion and altered menta
	Telephone intervrew with another MA on 02/11125 at 9:36 am revealed -She was the MA on~call when the altercation occurred between Resident #8 and a male resident -It was reported to her that another resident grabbed Resident #8 by the hair, used his foot to kick the chair over, knocking her oi.Jt of it -He slammed her face into the floor -Earlier in the day it was reported to her that the other resident pushed her down and then later he pulled her hair when she was walking down the halL -She attempted to co
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	walked up to Resident #8 and she was "punched 
	in the face" 
	-The other resident told her that he Was going to 
	"[expletiveJ her up". "beat her [explellvej" and 
	"punch her m the face" because he did not like 
	Resident #8. 
	Interview with the facility's Consulting Registered Nurse {RN) on 02/10126 at 3 32pm and 02111126 at 8:56am revealed because the residents both had dementia diagnoses law enforcement would not probably consider it an assault but she thought the resident who attacked Resident #8 should have been removed from the facihty immediately because he was a danger to everyone in the facihty 
	Interview with the Administrator's Assistant on 
	02/09126 at 10 18am and 02110126 at 9.12am revealed 1t did not occur to him that the incident could be considered abuse or assault so he did not cal! law enforcement 
	Interview with the Administrator on 02/09126 at 10:22am and 02111/26 at 10 48am revealed -He was informed of the 08/24126 incident at the Monday morning stand-up meeting on 08/25126 -He thought the incident involved a verbal altercation and was not a physical altercation -local law Enforcement (llE)and Emergency Medical Services (EMS) would be contacted if the incident was physical. -He can not recall the incident so he can not recall what happened afterward. -He would not consider the altercation an assaul
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	altercation hke that to be considered an assault -He would only cal! LLE 1f he was seeking an involuntary commitment for a resident 
	mediately seek emergency 
	The facility failed to im

	medical treatment, provide additional supervision 
	of threatening residents, contact local law 
	enforcement and make referrals to mental health 
	services for 5 of 5 sampled residents related to a 
	suspected sexual assault between Resident # 1 
	who was alleged to have been sexually assaulted 
	by Resident #3: related to Resident #2 who 
	physically assaulted Resident# 1 who sustained 
	two black eyes and related to Resident #14 who 
	physically assaulted Resident #8 who sustained 
	facial trauma including extensive bruising and 
	swelling to her !aft eye. This failure resulted in 
	serious neglect and constitutes a Type A 1 
	Violation 
	plan of protection rn 
	The facility provided a

	accordance with G. S. 131 D-34 on 021051?.G for this violallon 
	CORRECTION DATE FOR THE TYPE A 1 VIOLATION SHALL NOT EXCEED MARCH 13. 2026 
	D 610 10A NCAC 13F .1801(a) lnfeclion Prevenllon & Control Pohc1es & Pro 
	';QA NCAC 13F 1801 INFECTION PREVENTION AND CONTROL POLICIES AND PROCEDURES 
	(a) In accordance w~h Rule 1211(a)(4) al 1111s Subchapter and G.S. 131D-4.4A(b)(1). the facility sllall establish and implement infection prevention and control policies and procedures consistent with the federal Centers for Disease 
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	Control and Prevention (CDC) published guidelines an infection prevention and control The Department shall approve a set of pohcies and procedures for infection prevention and conlrol consistent with the federal CDC published guidelines on infection prevention and control that shall be made available on the Division of Health Service Regulation, Adult Care Licensure Section website at ncdhhs.govtdhsr/aclstacforms,htm! at no cost The facility shall either (1} utilize the set of policies and procedures for in
	https://1nfo 

	(2) 
	(2) 
	(2) 
	develop policies and procedures for infection prevention and control that are consistent with the set of Department approved pohc1es and procedures, or 

	(3) 
	(3) 
	develop policies and procedures for infection prevention and control that are based on nationally recognized standards 1n infection prevention and control that are consistent with the federal CDC published guidelines on infection prevention and control 
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	1 
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	other residents, 
	other residents, 

	Review of Resident #12's current FL2 dated 
	Review of Resident #12's current FL2 dated 

	06-10-25 revealed diagnoses included anxiety 
	06-10-25 revealed diagnoses included anxiety 

	and psychosis, 
	and psychosis, 

	Review of Resident #12's current care plan dated 
	Review of Resident #12's current care plan dated 

	06-19-25 revealed· 
	06-19-25 revealed· 

	-He was currently receivmg mental health 
	-He was currently receivmg mental health 

	services. 
	services. 

	-He was currently receiving medications for 
	-He was currently receiving medications for 

	psychosis. 
	psychosis. 

	-He was able to verbalize his wants and needs, 
	-He was able to verbalize his wants and needs, 

	-He required hmited assistance with dressing, 
	-He required hmited assistance with dressing, 

	grooming, and hygiene 
	grooming, and hygiene 

	-He required extensive assistance with bathing 
	-He required extensive assistance with bathing 

	Interview with Resident #12 on 02-06-26 al 
	Interview with Resident #12 on 02-06-26 al 

	• 9:05am revealed: 
	• 9:05am revealed: 

	-Staff came in residents' room on more than one 
	-Staff came in residents' room on more than one 

	occasion and obtained Resident #12's personal 
	occasion and obtained Resident #12's personal 

	electric razor. 
	electric razor. 

	-Staff told him they needed to use hls persona! 
	-Staff told him they needed to use hls persona! 

	electric razor on another resident who did not 
	electric razor on another resident who did not 

	have a personal electric razor. 
	have a personal electric razor. 

	-He was unsure of the staff members' name that 
	-He was unsure of the staff members' name that 

	asked to borrow his personal electric razor for the 
	asked to borrow his personal electric razor for the 

	other resident 
	other resident 

	•He did not like it wt1en staff used his personal 
	•He did not like it wt1en staff used his personal 

	e!ectnc razor for another msident because it was 
	e!ectnc razor for another msident because it was 

	his personal electnc razor 
	his personal electnc razor 

	-He was concerned that he could possibly get 
	-He was concerned that he could possibly get 

	sick from staff using his personal e!eclrlc razor on 
	sick from staff using his personal e!eclrlc razor on 

	another resident 
	another resident 

	Interview with Resident #12's family member on 
	Interview with Resident #12's family member on 

	02-06-26 at 9:51am revealed 
	02-06-26 at 9:51am revealed 

	: -Resident #12 made her aware that staff had 
	: -Resident #12 made her aware that staff had 
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	been using his personal electric razor on other residents_ -Durmg a visit to the facility, Resident #12 pointed out to his family member the staff that had used his personal e.lectric razor on other residents -The family member confror,ted staff and the staff admllted she had used Resident #12's personal electric razor on other residents_ -The family member notified the Assistant Administrator that Resident #12's personal electnc razor was being lJSed by staff on other residents_ 
	Interview with a persona! care aide (PCA) on 02-06-26 at 10,30am revealed, -Several residents had their own personal etectnc razors_ -If a Res1dent did not have a personal e!ectnc razor, the facility had disposable razors ,n the supply closet for the other residents use, -Shaving and beard trimmmg was completed every Sunday and on other days as needed -She had not witnessed any staff member use a resident's personal electric razor on other residents. 
	Interview with a second PCA on 02-06-26 at 11 :OOam revealed: -Soma residents had their own persona! electric razors provided by a family member-Residents who did not have personal electric razors had access to a straight razor provided by the facility tor grooming and hygiene needs with staff assistance -Shaving residents was an assignment that was scheduled to be completed weekly on Sundays and as needed on other days, -She did not use any residents' personal razors for anyone except the owner of the razo
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	•She 
	•She 
	•She 
	•She 
	had not witnessed any staff member use a resident's personal e!ectnc razor on other residents 

	Interview with a medication aide (MA) on 02109126 al 8 21 am revoaled -Sundays we,e nail. shower, and shave days. -The PCAs provided all personal care assistance to the residents 

	•The 
	•The 
	PCAs '.'✓ ere aware of blood borne pathogens and infectious disease control prevention. -She had not witnessed or been made aware of any staff using any residents' personal electric razors on another resident 


	Interview with the Administrator's Assistant on 02109126 at 9.10am revealed -Sunday was Ule assigned day for shaving every week and additional shaving throughout the week as needed. -Some residents had their own personal electric razors which are kept in residents· rooms. -The facility provided straight razors for res:dents requinng staff assistance who did not have their own personal electric razors. -The PCAs provided shaving and hygiene care to the residents -Staff were educated they were not to share el
	Interview with the Administrator on 02/11/26 at 3 3Oprn revealed -Sunday was the designated day for shaving although it was also as needed -They provided disposable razors 1f a resident d1d not have their own -He was not aware of any staff using the same 
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