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The~ult C re Llcensure Section and Wayne 
Coun De rtment of Social Services conducted 
an an ual s rvey on March 18, 2026 through 

D 273 10A NfAC 3F .0902(b) Health Care 

10A ~CAC 3F .0902 Health Care 
(b) Tl)e faci ity shall assure referral and follow-up 
to meet the outlne and acute health care needs 
of resi ents. 

This ule is not met as evidenced by: 
B on in rvlews and record reviews the 
facility failed to ensure referral and follow up to 
meet alth re needs for 1 of 5 sampled 
reside ts ( ) related to notification of the 
provid r as rdered on two occasions for 
elevat blo d sugar readings. 
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PROVIOER'S PLAN OF CORRECTION 
(EACH CORRECTIVEACTION SHOULO BE 

CROSS-REFERENCEDTO THE APPROPRIATE 
DEFICIENCY) 

-The Director of Clinical Services 
immediately addressed 

()(3) DATE SURIIEY 
COMPLETED 

03/19/2026 

()(5) 
COMPU:TE 

Dl'TE 

3/19/26 

concern for Resident #4 by notifying I 
PCP of elevated blood glucose via fax 
and made resident appointment with 
PCP on 3/30/26 

-Resident #4 was seen by PCP on 
3/30/26 to review elevated blood 
glucose. PCP increased insulin order 
and updated parameter order as well 
as changed the time that MA's 
checked blood glucose 

-Staff re-educated by Director of Clinic~! 
Services on Physician orders 3/20/26 
and who was responsible for notifying 
PCP's when blood glucose is outside 
of set parameters. 
-MA's are to fax to PCP when outside 
of parameters and place in binder. 
-MA'S to document in ECP that MD w 
notified 
-MA's to notify Director of Clinical Se ices 
to see if immediate intervention is nee ed. 
-state approved Diabetic re-training 
completed on 4/2/2026 by Director 4/2/26 
of Clinical Services/Designee 

reveal d: 
-Diagn~es • eluded type two diabetes, transient 
cerebr I Isch ic attack, hypertension, atrial 
Hutter, reb5~~infarction, chronic kidney disease, 
fall, an antlljU<lgulants and 
antithr mbotr,· anUplatelets. 
-There was order to check blood glucose twice 
daily a d to otify the provider if blood glucose Is 
less th n 70 r greater than 300. 

Revi of Resident #4's FL-2 dated 02/11/26 

reveal d: ~ 
-Diagn~ses i eluded paroxysmal atrial fibrillation, 
pulmonary e bolism without acute cor 
pulmo le, d culty In walking not elsewhere 
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class tied, ether lack of coordination, type two 
diabetes mi ~litus without complications, muscle 
weakpess, nspeclfied lack of coordination, and 
sick f nus svndrome. 
-The ecommended level of care was assisted 
living facilitJ . 
-Therl3 was no order to check Resident #4's blood 
gluco~e. 

Review of Fesldent #4's physician order sheet 
dated 03/061'26 revealed: 
-The~~ was 1m order to check blood glucose twice 
a day and tc notify the provider if blood glucose 
less t~an 7C or greater than 300. 
-The I rovid1 r signed the order on 03/11/26. 

Revle N of fl: cility progress notes for Resident #4 
reveaed: 
-Reslc ent #< was hospitalized on 01/08/26 and 
return :lei to I he facility on 02/12/26 after 
place~ent o' a pacemaker and rehabilitation at a 
skille nursl 1g facility. 
-The was 1m entry that the primary care 
provider (PC P) was notified for elevated blood 
gluco I rea< ing of 421 on 03/05/26. 

Revief of R~sident #4's January 2026 electronic 
medi~ption i dminlstratlon record (eMAR) 

~;:~I!as n entry to check blood glucose 
readln s twi :e daily and to notify the provider if 
blood lucosie Is less than 70 or greater than 300. 

-Res nt ~ blood glucose readings were 
greater than 00 on 01/06/26 reading 359 at 
8:42pj and 1/07/26 reading 309 at 8:17pm. 

lntervif wwi Resident#4 on 03/19/26 at 
11 :OOtyn revfaled: 
-Her ~Ed S"9ar had been off. but she ate candy. 
-She had btjln educated on what to eat and what 

0273 
Director of Clinical Services conducted 

3120126audit of all residents on 3/20/26 that 
required blood glucose checks. 
Reviewed 6 residents charts and found 
no other non-compliant 
issues where MD had not been notified 

New tracking tool implemented for 4/10/26 
Diabetic review/tracking. 
-Director of Clinical Services/Designee 
Will review weekly X4 weeks then 
monthly going forward. 
-review forms to be kept in Director of 
Clinical Services office in binder 
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not t< eat. 
-The ~levatfd blood sugars were all from her 
eatin! can<,, and she was not sure if the doctor 

knewd but tr doctor talked to her about eating 
cand. 

lnte 8W with the Clinical Director on 03/19/26 at 

10:2f re ealed 
-Medi tion aides (MAs) were supposed to fax 
the vide notification when Resident #4 had a 
blood sugar greater than 300. 
-She ~nd th ~ provider were notified about the 
blood sugar greater than 400 on 03105/26. 

lnterv ew wi h a MA on 03119/26 at 3:40pm 
reveaed: 
-She :heckE d Resident #4's blood sugars at 
night. 
-If the blood sugar was greater than 300 she was 
to notify the PCP and notify the Clinical Director. 
-She would notify the provider on the phone and 
docu~ent in the computer. 

Secor~ lnte view with the Clinical Director on 
03/19i 26 at ~:42pm revealed: 
-Notifi :ation were not made for the other times 
Residont #4 $ blood sugar was elevated above 
300. 
-The wovidE r was notified Just one time, when the 

bloodlugar was over 400 on 03/05/26. 

Third I terviE~ with the Clinical Director on 
03119 6 at :15pm revealed: 
~The ovide needed to be notified of Resident 
#4's bl ,od sI igar so they could be aware and 
adjust medic alion as needed. 
-They ,otifie ~ the provider via fax today 
(03/19 126) o the other elevated blood sugar 
readill!~S. 
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lntel"IJ fffl wth the Administrator on 03/19/26 at 
4:20p TI revnaled: 
-The f.AA we s responsible for reporting the 
eleva ed bldod sugar to the provider. 
-The ~llnici: I Director should be checking charts, 
auditi 19 them, but she was not sure how often 
she 5 lOUld l>e doing that. 
-She ~- an Executive Director compliance report 
for mi sed r 1edlcaUons, incidents, case 
mana eme1 t, and medicines waiting on arrival, 
and s did not audit the residents' whole eMAR 
and vitals. 

Attem~ted Ir tervlew with Resident #4's PCP on 
03/19f 6 at 3:47pm was unsuccessful. 

TAG 

D273 

CROSS-REFERENCED TO THE APPROPRIATE 
OEACIENCY) 

Df\TE 

D286 10A NpAc 3F .0904(b)(1) Nutrition and Food 
Servide 

D286 
Any disposable items previously in use 

10AN AC 3F .0904 Nutrition and Food Service 
(b) Fo~ Preparation and Service in Adult Care 
Home: 
(1) Ta le ser ,ice shall include a napkin and 

have been removed from general meal 
service by Food Service Director and 
now only available for 
infection control precautions or 
emergency situations as appropriate. 

3/20/26 

non-di posa >le place setting consisting of at least 
a knti . fork. spoon, plate, and beverage 
contal ers. 

Full observation of meal services was 
conducted from 3/26 until 4/2 for dining 
area and room tray services by 
Administrator for all meals 

4/2/26 

This RJle is riot met as evidenced by: 
Based on ob ;ervations and interviews, the facility 
failed tD ens, re mealtime table service Included a 
non-dh posal le place setting consisting of at least 
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a knii~. fork spoon, plate, and beverage 
conta ner. 

The fihdingi are: 

Obse1 vatior of a utility cart in the hallway outside 
of a r,s~t's room on 03/18/28 at 9:14am 

reveaf!O: ~ 
-There wer six sytrofoam cups with plastic lids 
sitting on th first shelf of the utility cart. 
-Then were\three styrofoam plates with 
residEihts' n~mes written on the styrofoam sitting 
on thE second shelf of the utility cart. 

Obse1 watlonlof the resident In room 204 on 
03/18;t26 at ~:06am revealed a staff entered the 
room !Ind served the resident's breakfast In a 

1 
coven d st~foam disposable plate and a 
bever, ge in covered styrofoam disposable 
drinkir g cup 

Obser~ation of room 203 on 03/18/26 at 9:12am 
revealed the resident was served breakfast in a 
styrofc am di

1
ipOSable plate and coffee and juice 

in sty~ ifoam disposable beverages cups. 

Obse:fation lof room 103 on 03/18/26 at 9:44am 
revea~fd the e was a covered styrofoam 
breakfst pie te, a clear plastic cover over a 
styrof am di~posable bowl filled with cereal, and 
three vere~ styrofoam disposable drinking cups 
filled Ith liq1~ids sitting on the resident's table. 

Obse*tlon of room 704 on 03/18/26 at 9:46am 
reveal : 
-The ores dents were sitting in their recliners 
eatingEir I reakfast meal. 
-The eals Ihcluded eggs, grits, whole grain 
toast, j ice, 1 nd water. 
-The rE siden s' breakfast was served on 
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The facility has implemented the 
following measures to ensure ongoing 
compliance: 
-Dietary & Care staff were educated 
from 3/20/26 until 3/31/26 regarding 

(X5) 
COMPLETE 

DATE 

3/31/26 

the requirement to provide non-disposaple 
place settings for all residents during 
all meal service per regulatory standarc s 
by the Administrator 
-Extra supply of non-disposable 12 oz 
cups, 9 inch plates, plate covers, forks, 3119126knives, and spoons ordered and in 
facility for use when delivering room tra 11s. 
Disposable products are restricted by 
dining team for use only under specific 
circumstances (ie. infection control 
precaution or emergency use) 
-Manager on Duty in place each day 
each meal to monitor and to conduct 
meal service obsersvations to ensure 
only non-disposable place settings are 
in use: 
-Manager on Duty in dining room to 
notify Administrator immediately for 
non-compliance 

ongoing 

1r00n11nua11on .,_ 5 ol88YLN11 
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styrol pam ~ ates with plastic spoons, plastic 
forks, plastit; knives, and the beverages were 
serve~ in stvrofoam cups. 

I nteN ew ~~..?ne of the two residents in room 
704 011 03/1F.6 at 9:48am revealed: 

-She lte hlbreakfast in her room every 
morni1g. 
-The acility served her breakfast using styrofoam 
platetand yrofoam cups. 
-She ond ed why the facility served meals on 
dlspo able 1 >roducts, but she did not ask anyone. 
-She r·d no like eating on styrofoam plates and 
using asti< silverware during her breakfast 
meal. 

Observation of room 709 on 03/18/26 at 10:08am 
revealed: 
-The r ,ea1 Ir eluded eggs, grits, whole grain toast, 
juice, ::offee and water. 
-The residerlt;s breakfast was served In a 
styroi '8m ~te with a plastic spoon, plastic fork, 
and a plaslij knife. 
-TherE were three beverages served In 
styrofl am c ps. 

ObSet ation of the facility on 03/19/26 at 7:47am 

reveapd: . 
-A staf meniber pushed a cart in the hall carrying 
cover~d styrpfoam serving plates and styrofoam 
baveri,ge Clf.S fdled with liquids. 
-The s~aff eritered resident room 204 carrying a 

1 
cover!d styrpfoam disposable plate and two 
styrof m disposable beverage cups. 

Obse ation of room 706 on 03/19/26 at 8:44am 
revea d: 
-The r sider had finished eating her breakfast 
meal. 
-The ri,slder "s breakfast was served on a 

j' 
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styro oam I late with a plastic spoon, plastic fork, 
and ~ plas;knife. 
•Tiler e was a styrofoam plate, two empty 
styro oam ps, and water served in a third 
styro1pam cup. 

Obse vatio1 of room 704 on 03/19/26 at 8:47am 
revealed: 
-The I esideMs' breakfast meals were sitting on 
the ~~nter oy the sink with the lld sealed. 
-On~ Jesident was in bed asleep while the other 
reslditwa , sitting in his recliner watching TV. 
•The sidet fs breakfast was served In 
styro~ am pates with plastic spoons, plastic 
forks, asth knives, and the beverages were 
se, in st rofoam cups. 

Interview wl ih a resident's family member on 
03/19it26 at 2:50pm revealed: 
•The f 1cility served meals on non-disposable 
plates and s~verware sometimes. 
-At le, st onE to twice a week she saw meals 
servec on styrofoam plates to the resident. 
-The Ocility 1lmost always served meals with 
disposable s lverware. 

lntervi ~w witn a personal care aide (PCA) on 
03/18/~6 at! :15am revealed that she served 
meals With d sposabte plates and silverware to 
reside ~ts who ate In their rooms. 

Secon j inter\liew with a PCA on 03/19/26 at 
3:33pni reve iled: 
-She "' as no aware she was to serve 
non-di posa >le plates and silverware. 
-Shedd wh~ she was told by the kitchen staff. 
-She had sert,-ed meals to residents on 
non-di posal lie plates off and on since she had 
been a the f icillty for two years. 

Division of Health servtc aReguo11ioo 
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Inter iew ~•th a second PCA on 03/19/26 at 
4:00Jim re, ealed: 
-She IPUShE ~ the food cart to each residents' 
room this n oming who wished to eat in their 
rooms. 
-The Idtche l provided disposable plates for meals 
when they , id not have enough plates to use for 
meal:. 

lnten ew with the Food Service Director on 

03/1[6 at 3:42pm revealed: 
-She as a ware that the facility should serve 
meal on n< n-disposable plates, silverware, and 
cups o the esidents eating in their rooms. 
-She 1jld no have enough non-disposable plates 
and c~ps ar d had recently ordered more. 

lnterv ew wi h the Administrator on 03/19/26 at 
4:24p :n reVE aled: 
-She itias 8' 1are that servers did not provide 
non-d spos~ ble plates, silverware and cups to the 
residents a~ ting in their rooms at breakfast. 
-The I itcher did not have enough non-disposable 
dishe! beca Jse more residents were choosing to 
eat in heir r >om for breakfast. 
-She i llowe the disposable plates and utensils 
only fl r bre~l<fast in the last several months but 
could not gi, ~ an exact date ofwhen this started. 

D286 
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Forte, Ho e 

From: Amy Daniels <Amy.Daniels@navionsl.com> 
Sent: Tuesday, April 14, 2026 2:23 PM 
To: Forte, Hope 
Subject: [External] Re: [EXTERNAL]Navion of Goldsboro 2026-04-08 SODL 8YLN11; Navion of 

Goldsboro 2026-03-19 SOD 8YLN11 
Attachments: 20260414140636555.pdf 

CAUTION: Extern I em ii. Do not click links or open attachments unless verified. Report suspicious emails with the Report Message 
button located o your Outlook menu bar on the Home tab. 

Good afternoo Ho e, 
Attached is the Lan of correction for Navion of Goldsboro. 

Amy Daniels, CD 
Executive Direc or 
Navion of Gold bo 
1800N.Berke B 
Office: 919.75 9 

Direct: 919.76 7 

N 

This email and any iles transmitted with it are confidential and intended solely for the use of the 
individual or e. tity o whom they are addressed. This message contains confidential information and is 

1intended only tort e individual named. If you are not the named addressee you should not disseminate, 
distribute or cJ~y t is e-mail. Please notify the sender immediately by e-mail if you have received this e­
mail by mistakb an delete this e-mail from your system. If you are not the intended recipient you are 
notified that dil,clo ing, copying, distributing or taking any action in reliance on the contents of this 

information is tric Ly prohibited 

From: Forte, Ho~ <h pe.forte@dhhs.nc.gov> 
Sent: Wednesda1, Ap ii 8, 2026 10:34 AM 
To: Julia Steingass <ju ia.steingass@navionsl.com>; DHSR.AdultCare.Star <DHSR.AdultCare.Star@dhhs.nc.gov>; 
DHSR.AdultCare.Quali yandCompliance <DHSR.AdultCare.QualityandCompliance@dhhs.nc.gov>; dhsr.adultcare.emailS 

<dhsr.adultcare. mail @dhhs.nc.gov> 
Cc: Falconi, Sergi M sergio.falconi@waynegov.com>; kea, Shaneka R <renee.kea@dhhs.nc.gov>; Bingham, Heather D 
<Heather.Singha @dhhs.nc.gov>; Morgan, Suzy B <Suzy.Morgan@dhhs.nc.gov>; Lovin, Jill <jill.lovin@dhhs.nc.gov>; 

Amy Daniels <A y.Dat iels@navionsl.com> 
Subject: [EXTERN L)N vion of Goldsboro 2026-04-08 SODL 8YLN11; Navion of Goldsboro 2026-03-19 SOD 8YLN11 

You don't ofte ge email from hope.forte@dhhs.nc.gov. Learn why this is important 
Dear Ms. Stein , ss: 

Please find the S te ent of Deficiencies and accompanying letter for the annual survey completed on March 19, 

2026 attached to this -mail. 
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