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CROSS-REFERENCED TO THE APPROPRIATETAG 

D000 ,,cspone-to'lhe'4{ed deficiencies do not constitute 
.•n admission or,.agreament by the.faclllty of the 
truth of U~ facte alleged or the conclusions set forth · 

D~-,t~tial mm nts . 

·: ~ • The Ailt Ca e Lrcensure Section conducted_ an ln the Statement of Defeclencles or Corrective 
•. Action Report; lh1l Plan of Correction Is prepared

solely as amatter ofcompliance with state Law.
annual urve , follow up survey, and complaint 
Invest! tlon nApril 14, 2026 through April 16, 
2026, f d Ap ii 20, 2026. The complaint

'""'!;" as laltlaled by lhe Chowan co,mty 
•-----1-...,..pa .SaciaLSen.1ces..on.AprilJl,_2026~---1------1---------- --------1-- ___,__ 

D 27 10A N C 1 F .0901 b Personal Care and D 270 10A NCAC 13F .0901(b) Personal Care and
•----t--S-up_e_rv_i+-io-n-+-- ~~----- ------1-----1-supervlslon- Edenton-Hoowwlll assure supeMsi 

of ail resident's based on the assessed care plan 
need and current symptoms. 

F .0901 Personal Care and 

The Regional Cllnlcal Director (RCD), RN conducted 5113126(b) Sta shal provide supervision of residents in an in-service with staff on supervision of resident's to 
accord ce th each resident's assessed needs, Include the resident's lndlvldual assessed care plan

need on 5/13/26. •I care pla and current symptoms. 

The Slate Ombudsman conducted a Resident 5/13/26
Rights In-service with staff on 5/13/26. 

5/15/26 
care plans lo ensure the care plan need Is In 
accordance with the assessed needs. 

The care COOrdlnator (CC} audited all resident's 

This Rulf Is t met as evidenced by: Facility managers will ensure ongoing supervision 5/15126 
and rounding every 2 hours for vllslble obse,vatlon ofTYPE A VIOiJION resident's throughout the day by staff. 

Based oP obs atlons, Interviews, and record 
reviews,lthe f llity failed to provide supervision Facility staff will conduct every 2 hour checks to 5/13/26

include vlsible observation or residents during each for 1 of1sam led residents (#6) in accordance shift. 
. with the esld ts assessed needs and current 
: -care pla A key pad lock ht!f, ~>een placed on the spa room 4/21/26

bath and will r~I~1,~n closed at all limes. Only staff 
requ red supervision for bathing. 

,... can access tlie :-ij. ;, :oom and give access to 
The findi gs a e: residents to ensL.f.' supervision arid resident entran 

5/15/26 
residents in daily stand up and Immediately update 

Review f the acillty undated Incident and Facility managers will review any changes of 
accident polic revealed: the care plans. The Executive Director and/or the CC 
-When a acci ent or incident occurs staff should will ensure notlfleation to the RP and PCP. 
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1
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-If seve e iniUfY is apparent, do not move resident 
until en M1enpy medical ser .11;ces (EMS) arrives. 
-Detern lne If he resident Is breathing. 
-Administer c.~rdlopulmonary resuscitation (CPR) 
as appr l>priat,~. 
-Staff must retnaln with resident until EMS 

f-arrtves. 
-CalVno~fy t~, residents physician and 
respons ble party. 
-Campi, te th1 report of accident and Incident 
form. 

Reques for It~ facility's supervision policy on 
04/29/21 at 9: ~0am revealed the facility did not 
have a I upen,1sion pol_icy. 

Review t>f Rei ldent iJ.6's current FL-2 dated 
02/16/21 reve~led: 
-Diagno es in ~luded acute systolic heart failure, 
periphe~I vaspular disease, generalized anxiety 
disorder deprrisslon, schizoaffectivo disorder, 
myocar Jal lnftactlon involving other coronary 
artery of lnteri,)r waft, and ischemic 
c.ardiom opatl y. 
-Ambula ion s1~tus was semi--ambulatory. 
-There~ as nc Information for orientation. 

Review I f Res dent #6's Resident Register 
revealed an a< mission date of 07/09/25. 

Review I f Res dent #S's cart'. plan dated 03/02/26 
revealed 
-He nee1 ed 11~,1ted asslstan.::e with toileting 

-He neec ed elenslve assi!it.ance with bathing. 
-He neec ed e ensive assistance with dressing. 
-He nee1 ed Ii lted assistance with grooming. 
-He neec ed II lted assistance with transferring. 
-Care pli nwa signed by Resident Care 
Coordim tor (!,CC) and primary care provider 
(PCP) 01 03/0 ~6. 
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The CC wlll conduct a mlnlmi.m of-2 cl1art audits per
week toensure resident care plans aM"laHored to lhe 
assessed need of the residents. ·,. 
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fom, m do n1 t resuscitate (DNR) effective 
05/12/~5. 

--1--~---+-,Review of-Re&ldent-#6-'s--lleensed-healU1,-----1----+------------ - - ­
profess onal I upport (LHPS) evaluatlon dated 
03/18/26 revElaled: 

--1-----1------1----+---- -~-~----·-----
-Therefere riO LHPS tasks Identified for 
Reside t#6. 
-Resid t wa ~ ambulatory with a wheelchair. 
-Resident #6 1ransferred Independently with no 
asslstaI ce needed. 

Review of Re~ldent #61s medical assistance 
indeper !dent , ssessment for personal care 
service: date~ 01/14/26 revealed: 
-Rasldeht #6 equired extensive assistance with 
tub batl or shpwer. 
-Resident #6 equlred extensive assistance with 
tub/sho rter tr. nsfer/posltion. 
-Resideht #6 equfred 1 hand assistance to stand 
and tak stepa from wheelchair and shower chair 
due to , eakn!lss, left sided hemfplegla, and 
unstead ness. 
-Reside t #6 1i9quired extensive assistance to 
don and removing clothing/socks/shoes. 
-Reside ,t #6 6ad severely fmpalrad endurance 
with bat 1ing, cressing, mobility, and toileting. 
-Reside 1t #6 was only able to stabilize with 
human , ssist. nee. 
-The as essrrient was completed by a Registered 
Nurse. 

Telepho~e inti rview with the personal care 
services asse ssment Program Manager on 
04/20/21 at 1, :26pm revealed: 
-The nu :se completed Resident #S's personal 
care asi :essment on 01/14/26. 

_ ____,__ - -- --------- -- - .. - - .. -- -- - ·••·- -· -- -- . . 

·' , 

DMsion of Health Selvlce RegulaUon 
STATE FORM RTOC11... Ifconllnuatlon sheet 3 of 18 



-

PRINTED: 05/08/2026 
FORM APPROVED 

Division of Heall Ser-. ce Reaulatlon 
STATEMENT OF DEFI IENCIE S (X1) PROVDER/SUPPUER/CLIA (X2) MULTIPLE CONSTRUCTION (X3) DATE SURVEY
AND Pl.AN OF CORRI ~TION IDENTIFICATION NUMBER: COMPLETEDA.BUILDING: _______ 

R 
B.WINGHAL021009 04/20/2026 

NAME OF PROVIDER PR SUFPLIER STREETADDRESS, CITY, STATE, ZIP CODE 

323 MEDICAL ARTS DRIVEEDEN10N HOUSE 

(X4)ID· 
PREFIX 

TAG 

~::1••0·210 

EDENTON, NC 27932 

SU~MARY STATEMENT Of' DEFICIENCIES to 
EACH 1)EACIENCY MUSTBE PRECECE:C BY FULL PREFIX 
teGUU TORY OR LSC IDENTIFYING INi:'ORMATION) TAG 

Contin ed F1~m page 3 0270 

-Tho n1 rse ctmducted the assessment through · • 
d~rnoni;tratlcfl by Resident #6. 
-Resid, nt #6 was assessed to require limited 
assistance which meant the assistance of one 
parson 
-Resld1 nt #6 ~as able to mimic washing his 

PROVIDER'S PLAN OF CORRECTION (XS) 
(EACH CORRECTIVE ACTION SHOULD BE CQMPLETE 

CROSS-REFERENCED TO THE APPROPRIATE DATE 

DEFICIENCY) 

~=-·,~·---·..-----,-u1:11:1al'-t ooy-and-naedad-halp-with-washing-hi_s--- - -+-----+----------- ------,-----, -­
lower ~y, tlack, and legs down to his feet. 
-~e~i-~ nt #6 neede~ one _hand assl_stance to_ 
stand a ta~ e three steps to the shower chair 
and ba k to the wheelchair. 
-Resldert #6 was assessed to require limited 
assista ce wilh transferring, bathing, mobility, 
and toil,pting. 
-Resld~ nt #6 was assessed to require extensive 
assista ice wi h dressing. 
-Resident ass~ssments were completed yearly 
unless tnere was a change of status. 
-The fa, ~llty 1,1,puld submit a request for a new 
assess, ~ent ii there was a change In the 
residen s stalJ.Js. 

Review l)f Re~!dent #6's incident and accident 
report d~ted (14/09/26 revealed: 
-Staff repartee the incident on 04/09/26 at 
6:36am. 
-The loc13tlon of the Incident was in the spa room. 
-At 6:36 ~m sb•ff reported they found Resident #6 
unresponsive !Nith no pulse in the whirlpool tub. 
-Staff ca led 911 . 
-Medlca~on Alk:les (MAs) stayed with the resident 
unm EM~ am, ed. 

R{lview pf the iocal EMS Communications Record 
dated O• /09/2$ revealed: 
-The cal type was cardiac respiratory arrest or 
death. 
-The cal was !nade on 04/09/26 at 6:35am. 
-EMS at rved m the scene at 6:39am. 

Dlvlsloo of Health Service ~egula Ion -STATE FORM irconUnuation sh&0t 4 of16RTOC11 
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Contin ed F110m page 4 • 
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Reviev of th, local EMS1ncident ~eport dated 
04/09/: 6 rev11aled: ! 
-EMS, 1•as dispatched to the facility on 04/09/26 
at6:3611m. 
-EMS • rrived to the facility on 04/09/26 at 
6:39arr . 
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PREFIX 

TAG 
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PROVIDER'S PLAN OF CORRECTION 
(EACH CORRECTIVE ACTION SHOULD BE 

CROSS-RE!FERENCE0 TO THE APPROPRIATE 
DEFICIENCY) 

~~,1-~-_....-ResiEI< At-#6 ~as-fe1:1nd-s1:1j;line-wlth-legs-bent-a.t-~---1-----1-----------
the knees an~ upper half leaning right in a 
bathtut full o hot water. 

__,____, -The w ter·w11s off at the time. 

-Room empe rature was noted to be steamy and 
hot. 
-ResldE )lt #6 was unresponsive with portions of 
skin sc. lded by hot water and sloughing off on his 
arms, h gs, a11d back. 
-Resident #6 tiad a small amount ofblood that 
had cor ~e fro,,i his nose. 
-Resldeht #6 was noted to be in rigor mortls (a 
tem, mt anin{ stiffening of the joints and muscles 
of a bo( ya felN hours after death). 
-Resident wa, pronounced deceased at 6:43am. 

Observ, tion ( f spa bathroom on 04/14/26 at 
11:32ar revealed: 
-The spa battroom tub was located in the right 
comer qr the 1joom. 
-There tare f grab bars stationed on the walls 
around 1he balh tub. 
-The e11 ergency call bell system was located on 
the wall o the left of the bath tub within arm's 
length. . 
-The cal bell cord was tied up fn ._, t<not and 
hanglng apprc xlmately 6-8 lncheE, from the 
device. • 

ObseM tlon o water temperatures in the spa 
bathroorh on ( 4/14/26 at 8:40am revealed: 
-The te~ peralure in the sink was 113.5 degrees 
Fahrenhteit (F ~ 
-The ter peratlJre in the bathtub after the water 
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D 270 Contini ed Fre>m page 5 

ran for appro lmately 5 minutes was 113.7 
degree F. 

ObservfUon of water temperatures In the spa 
room o~ 04/1 $/26 at 9: 15am revealed the 
temperature i hthe bathtub after the water ran for 

~~1-~--........a;:;ppr~i natall-1-0-mim,ltas-was-187-.1-dagraas-i---.----1------1-----------·-----------'--

Review of the facility's water temperature 
- Inspect :>n re~ Orts revealed: 
-On 03/ ~2/26 lhe water temperature In 9 resident 
rooms i,yere dpcumented as 110 degrees. 
-On 03/f9/26 ~e water temperature in 9 resident 
rooms~ ere dbcumented as 110 degrees. 
-On 03/ 6/26 the water temperature In 9 resident 
rooms~ ere documented as 110 degrees. 
-On 03/ 3/26 he water temperature in 9 resident 

I rooms~ ere dt>cumented as 110 degrees. 
-On 03/ 0/26 the water temperature in 9 resident 
rooms vere d1>cumented as 110 degrees. 
-On 04/1 6/26 lhe water temperature ln 9 resident 
rooms~ rere d1>cumented as 110 degrees. 
-On 04/ 3/26 he water temperature In 9 resident 
rooms vlere d~cumented as 110 degrees. 
-On 04/t3/26 !he water temperature in the spa 
tub was ocurt1ented as 116 degrees. 

Telepho e intE rvlew with Resident #6's family 
member on Q.1~14/26 at 3:45pm revealed: 
-Resider t #6 was admitted to the facility because 
he had rlajor aurgery and a paoemaker was 
placed. 
-Reside, t #6 reeded assistance with medications 
and to0< prep,,ratlon. 
-Reslde1 t #6 ~as not able to walk for long 
distance~ and reeded a wheelchair for mobility, 
-Reside1 t #6 v as not independent enough to 
bathe hl1 nself Without staff supervision. 
-She rec alved ~ call from the Business Office 
Manage (BOP") on 04/09/26 at 7:30am and was 

DMslon or Health Service Regula'Jon 
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told ab nut th1t Incident that occurred with 
Reside 'it·#6. 
-The B DM told her that the police were opening 
an investigation Into the death of Resident #6. 
-The M~dlcal Examiner (ME) told her that there 
were th ngs tl'lat were inconsistent with a regular 

-~1-----1-drownl, 'l:I• 

---<,____ Jn~ei:v~-!_~tt a persona~~__?.re aide (PCAl~---·- -
04/15/2:i at 8 30am revealed:

1
-She a, lved :at the facility at 6:00am on 04/09/26. 
-At 6:3( am sl e heard the MA yelling "he Is dead". 
-She w, nt to ~e spa room and saw Resident #6 
sitting i1 the t~b with about halfof his body 
submer~ad Ir water. 
-The M i\ touched Resident #6 and said that "he 
was stlf~'. 
•·She di, not <lbserve staff attempt 
cardlop ~lmonary resuscitation on Resident #6. 
-Resident #6 ;vas independent. 
-Resident #6 t:ould walk sometimes but usually 
used a lvheel, hair to ambulate. 
-11 was orma for Resident #6 to take baths and 
shower: withe ut supervision on the second shift 
(3:00pn -11:0iDpm). 
-The re: ident: In the faclflty were supposed to be 
checkec on e· ery 2 hours. 

Telephone int11r.1lew with a second PCA on 
04/15/2 at 9:~0am revealed: 
-He WO is.ad ai a PCA on third shift on 04/09/26, 
which~ 1arted at 11 :0Opm on 04/08/26 and ended 
at 7:oo.·1rn on 04/09/26. 
-He sa~ Resic ent #6 In the hall at 11 :OOpm when 
his shift begar . 
-He sa"' Resi< ent #6 again sometime between 
12:30an and 1:00am In the hallway sitting in his 
wheelchair on his phone. 
-He did )ot sell Resident #6 after that. 
-Staff w: s su~bosed to check on residents every 
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2 hours i 
-He dl1not c reek on Resident #6 after ·1 :00am 
becaus he ~ as Independent. ' 

Teleph ne lnt~rview with a medication aide (MA) 

oe °"f6, I 8c55am ,..,...,, 
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~-,-~~-jh~:he-w rked-~s-a-MA-on-thlrd--shlft-on-84109/2'~1>-,---1-----1-----------·------+-----t--
which s rted at 11 :00pm on 04/08/26 and ended 
at 7:00 mon 04/09/26. 

_________ ,_-She la~t ob~Wed Resident"#6 In the hallway - •• --

approxlmateli 2:00am. 
-At 5:45am, she went to the spa to assist a 
reslden with ,a shower and the door was locked. 
-A PCA old h itr that Resident #6 was In the spa 
room ta ing a bath. 
-At 6:30am, si)e and ttie PCA went to the spa 
room ar Id knobked on the door and got no 
answer. 
-She un ockec the door and the PCA said she 
thought Residl3nt #6 was dead. 
-Anothe MA went to Resident #6 and chedked for 
a pulse. 
-They di~ not pttempt to let the water out of the 
bathtub or do CPR. 
-Reside1~t #6 was Independent with activities of 
daily llvimg (AIDLs). 
-Resld.e1 t #6 ( Id not need transfer assistance and 
was abk to sh:>wer and bathe independently. 
-She did not a~eck on Resident #6 throughout the 
night be ause he was Independent. 

Telepho Ie lntE rview with a second MA :i~1 
04/15/26 at 9: 0am revealed: \

7
-She w1ad aiS a PCA on third shift on. 04/09/26, 
which s rted .~t 11:00pm on 04/08/26 and ended 
at 7:00a on IK/09/26. 
-The MJ! came to her at 6:30am and told her she 
was wal ng or Resident #6 to get out of the spa 
room so she could give another resident a 
shower. 
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-At 6:2 am, tt1e MA told her that they should 
Check n Re ~dent #6 because he was still in the 
spa ra< m. 
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-Thay InockE d on the door and did not get an 
answeI 
-The Mr,. unlc eked the door to check on Resident 

-When hey Yfent Into the spa room they thought 
Reslde1 t #6 was asleep. 

·· --=Rlsne 1a waf leaning against tlie wa1r;nis_in_ _____outh 

and noI e welnot submerged In the water. 
-She st ook h m and called his name and he did 
not resI !Ond. 
-The s~pond A came into the spa room and 
checke1. Resl ent #6's pulse. 
-The we er in ~e bathtub was lukewarm. 
-Reside 1t #6 was independent and did not need 
assistar ce wll h his baths and showers. 
-She ne "er ot~erved Resident '116 taking baths or 
showers that ◄ ~arly before, he usually took his 
showers on st icond shift. 

Interview with a third MA on 04/15/26 at 9:35am 
reveale<: 
-She be 1an h r shift as a MA at 6:30am on 
04/09/21. 
-A PCA ,;:ame o her and told her to come check 
on Resictent # ~-
-When sr,e en ered the spa room she observed 
Reslden '116 Ir the bathtub. 
-Reslde1 t #6's head was leaned against the wall, 

1
his head and ffce were not submerged In water. 
-She chi eked is pulse on his neck and wrist and 
could no find pulse. 
-The oth~r M called 911 and EMS was at the 
facility within fiYe minutes. 
-She put her h ~nd under the water to check for a 
pulse on Resl« ent #6's hand and the water was 
wann. 
-She wa: rubb ng his chest In order to attempt to 
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wake h mup because he had a pacemaker. 
-She did not iottce any discoloration on Resident 
#6. 
-Resldont #fl was very Independent. 
-Resid• nt #6 did not need assistance with baths 
or sho\,yers. 

~ -~--+--,tf~,,esid&fltil&ft6mially-took-hls-baths-ln-U1vA-- -----l-

(X2) MULTIPLE CONSTRUCTION 

A. BUILDING:_______ 

B. WING _________ 

STREET ADDRESS, CITY, STATE, ZIP CODE 

323 MEDICAL ARTS DRIVE 
EDENTON, NC 27932 

PRINTED: 05/08/2026 
FORM APPROVED 

(X3) DATE SURVEY 
COMPLETED 

R 
04/20/2026 

ID PROVllER'S PLAN OF CORRECTION ()(6) 

PREFIX (EACH CORRECTIVE ACTION SHOULD BE COMPlETE 
DATECROSS-REFERENCED TO THE APPROPRIATETAG 

DEFICIENCY) 

D270 

- --f------ - - ---- ----- --+-----,- - t--

-·----- - ·- -·-·-------- .. ____ . .. --------· . ·••·- ··--· _ 

-

-
~::;i~~ s1 pposed to check on residents every . ____

-11---~-~2~h-o-un-+- --

Interview wltt Resident #6's physical therapist on 
04/15/2e at 1 ):55am revealed: 
-Resident #6 t>egan physical therapy on 03/17/26. 
-Residdflt #6 eceived physical therapy 3 times 
each week. 
-Resldll nt #fl was receiving physical therapy 
becaus he h~d adhesive capsulltis which 
caused sever~ stiffness and pain in his left 
shoulde . 
-Resideht #6 :ould stand for short periods of time 
to complete e 'ercises for his shoulder. 
-Reside lt #6 >ropelled himself In his wheelchair. 
-She ob ;erved Resident #6 walking in the halfway 
with a c ne ar d told him it was not safe for him to 
walk and he should be in his wheelchair. 
-She w} plar ning on working on strengthening 
his legs nee his shoulder improved. 
-Sho ob erv~ Resident #6 transfer from his bed 
to his w eelciir with no difficulties. 
-She dl~not h ve any concerns with Resident #6 
taking a bath: ~dependently. 
-She be eve,) Resident #6 could have reached 
the calili n r the bathtub if he needed 
asslstan . I 
Teleph e lntE rvlew with emergency medical 
seNices parar 1edic on 04/14/26 at 1:55pm 
revealecli 
-He was[dispa ched to the facility and arrived at 
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-He en 13red tr,e facility spa room and observei:t-
Reside~t #6 In the bathtub mostly submerged in 
water. 
-Thew ter in the bathtub was not running. 
-It was rarm and steamy In the spa room. 

~~---'-f-~--~ ..... 
0 ·eside,-,t-#6!~-body-was-slumped-and-l:le-wal5-~---+-----1--------·--------- i---- --1-­

leanlng towar~s the wall. 
-Resident #6' ~ head was leaning towards his right 

------!-·------- - -·-- --·--------·- - ----··------ -- ···- --·---·-- --·•·-· -·····--- .armpit. 
-Resident #6': body below the water was purple 
and his pody was pale above the water. 
-He chepked Resident #6 for a pulse on his neck 
and his ,aft w1tst and did not find a pulse. 
-Resident #8': skin was sloughing off on his 
gloves. 
-The wa er In the bathtub was very hot-to the 
touch. 
-He beli ~ved the water was 130-140 degrees. 
-There I ere b ts and pieces of skin floating in the 
bath wa er. 
:~i:.e t #6'1 body appeared to be In rigor 

-In his e perience rigor mortis took 4 to 6 hours to 
set in a er de:1th.1Telepho e intE rview with the local police captain 
on 04/1~26 a1 3:00pm revealed: 
-He arrlv.ed at he facility at 7:15am on 04/09/26. 
-When h~ arril ed there was condensation on the 
walls an~.the I pa bathroom was steamy. , 
-He call,~ the State Bureau Investigation (S~_W 
because the pDsltlon of the wheelchair and 1 • 
Reslden #6's skin was peeling was suspicious-. 
-The wh ~lche ir was positioned 5-6 feet away 
from the bath!I b In front of a cabinet. 
-The EM!:> per: onnel said rigor mortls had already 
set in. 

Telephor e interview with the local medical 
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examiner on 04/14/26 at 1 :50pm revealed: 
-He co1 Id no give any information about 
Reside ~t #6. 
-He ha1 not ~ otten the results of the autopsy. 

Telephc ne inlerview with Resident #6's primary 
~-·=··-1~ -~- ~-+ears-pr, vfdef (PG~)-01,-04/~4/26-i:i~Qpnr..··,>-------,l-----+----------------t--,----,-­

reveale~: 
-Resident #6 used a wheelchair to ambulate. 

·---·- ···---- ---·--------- ... -·. ·--·-··- .. ----···· --····-- . ·-·-· - --- -Resident #6 t,eeded stand-by aSSrstance for 
bathing 
-Resident #6 pould have called out for assistance 
if he ne ~ed i , he was very vocal. 
-It couk take ~ to 6 hours for rigor mortls to set In 
after de ith. 
-She expecte1, staff to check on residents every 
2-4 hours: 

lntervie1 vwith the facillty Maintenance Manager 
on 04/1 /26 a 2:50pm revealed: 
-He che~ked 1!,'ater temperatures every Monday 
in random batrirooms. 
-He had not h~d any water temperatures out of 
range. 

lntervie1 u with the RCC on 04/16/26 at 8:45am 
revealec: 
-Reside t #6's level of care was extensive when 
he first ~rrtved at the facility. 
-Within I he pa~t couple of months Resident #6 
was get1 ng st onger and ~as able to walk wit~ a 

11 . cane oo ;asiorially. 
-Reside1 t #6 ciompleted all activities of dally living 
lncludln1 bath ,ig and grooming independently. 
-She 001 nplete!d the care plan for Resident #6 and 
a nurse~id thi ADL assignments. 
-If a resl ent d d not need assistance, staff did not 
follow t carE plan. 
-New s ff me1tibers got to know the needs of the 
resident befo e they were able to work alone on 
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the floor. 
~She di~ not ~xpect:staff to assist Resident #6 
with h~ bath!ng because he was Independent 
-Staff 14as e>e pected to walk through the facility 
every 3P min Jtes and observe each resident. 
-Staff1as au :>posed to check on residents every 

-~-,,...--~-+-::!heuF'-":. 
-Staff: not bheck on Resident #6 every 2 hours 
like the shoL Id have. 

- ------+-=---=--Resldit #6 usually took his baths on the second 
shift. 
-Staffs outd ,ave reaUzed that Resident #6 was 
not doir g his oormal routine and checked on him. 
-Staff fa led t< provide proper supervision to 
Resider t #6 ti1e morning of 04/09/26. 

lntervie v wit11 the Administrator on 04/16/26 at 
9:20am evea ed: 
-Reside ~t #6 rfflS very Independent and very 
vocal at out his needs and wants. 
-The Rdc anithe PCP completed the care plans 
for the r~slde ts In the facility. 
-Resldef t #6 as In a wheelchair because 
walking pauseid him pain. 
-Resident #6 ~Id stand up from his wheelchair 

and takrso~ steps. 
-The ca pla~ was not accurate to the level of 
care an sup~ision Resident #6 needed. 
-He exp cte~ f~ff to do rounds and observe 
each resldentit least every 2 hours. 
-Staff ~mbe . did_not supervise Resident #6 the 
mornlnglof 04 9/2'1. 
-Staff w~s proJ:bl). busy assisting other 
resIden , dol~e, laundry, and paperwork. 

Attempt d telephone Interview with Licensed 
Healthcare Pr< fesslonal Support nurse on 
04/16/26 at 12 05pm was unsuccessful. 

The facllitY faH ~d to ensure supervision was 
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.. 
provld~d for I resident (#6) who was • . '· 1 
seml-afbula ory, uUIJzed a wheelchair for ,: 

mQbll~, and was receiving physical therapy for • 
stren enln1 . Resident #6 was last seen by 
facility taff a 2:00am on 04/09/26 and was 
dlscov red a 6:30am In the facility spa room In a 

~ "'-f~ - --+-bathtt1 full-o rwater-over-4-hoors-latar:--Whe, ..... - ---
emerg ncy rr edlcal services (EMS) arrived to the 
faclflly Resldi nt #S's body was partially 
subm~'F._ed Ir water, with skin sloughing off his 
arms b~ck. a d legs and was In rigor mortis 
which obcurs several hours a~er death. This 
failure rrsulte d In neglect of the resident, which 
constltures a pype A 1 Violation. 

The f~~lity p~:>vlded a plan of protection In 
accoror e ~ Ith G.S. 131D-34 on 04/15/26. 

THE CC RRE1~TION DATE FOR THE TYPEA1 

VIOLAT ON rLNOT EXCEED MAY 20, 
2026. 

D 317, 10A NC \C 13f .0905 (d) Activities Program 

10A NC :\C 11 .0905 Activities Program 
(d) The '8 sh➔l be at least 14 hours of a variety 
of plann ~d grcilJp activities per week that Include 
actlvltlef that )romote socialization, physical 
lnteractf1>n, gn up accomplishment, creative 
expression, In ~reased knowledge, and learning of 

n~s~~ 1 

r 

' This Rul 3 rs npt met as evidenced by: 
,t 

Based o , obsoNatlons and Interviews, the faciUty 
failed to orovlc~ 14 hours of planned group 
activities per 'ti eek for active involvement of 
residentl. 
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D 317 10A NCAC 13F .0905(d) AcUvltles Program­
Edenton House will assure that residents have 
activities and/or programming avallable 14 hours a 
week to Include variety. 

The Executive Director has hired an Activities Director 4/21/26 
for the community and wYI ensuare that resident 
activities are planned monthly and implementatlon 
dally. 

The Executive Director will ensure the Activities 5/01/26 
Calendar Is posted on the first day of each month and 
that resident's have availability of the activities 
calendar to know dally activities planned and times. 

The Executive Director wfll ensure a Resident Council 5/01/26 

meeting Is held every month so that resident's can 
express concerns and Identify needs. The Executive 
Director wtl follow up on any concerns Identified and 
ensure corrections. 
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The fin ings are: • • 

Obse tlon pf the facility on 04/14/26 from 
8:30a to 4:00pm revealed there was noApril 
2026 attivitle$ calendar posted In the common 
areas t in residents' rooms. 

Observation 1f the faclUty on 04/14/26 at 1:52pm 
reveale~ there were residents in the activity room 
playing bingo 

Observ\ tion <f the facility on 04/15/26 at 9: 11am 
reveale ther i were residents In the activity room 
tossing ball 

Observation< f the facility on 04/15/26 at 10:08am 
revealelthero were residents In the activity room 
playing lngo 

Observ tion cUhe facility on 04/15/26 at 11:45am 
reveale then was an April 2026 activities 

calend~post 1d on the wan across from the 
acUvlty m. 

lnlervle with~ resident on 04/14/26 at 9:17am 
revea therE needed to be more activities 
offered I1 the lacllity. 

lntervleY with asecond resident on 04/14/26 at 
9:30am evealed: 
-There y ere n>activities offered In the facility 
because there was not an Activities Director (AD). 
-There used tc be activities offered in the facffity, 
but they stopp ~-
-It would be ni ~ to have activities again. 

lntervie'A with ~ third resident on 04/14/26 at 
9:46am reveal ~d: 
-Everything Is ,ot well In the facility because there 
were no ~vit es; "we sit in our rooms to dry up 
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anddio." 
-The A~mlnl trator stoppt<:I activities. 

Secon, inte1 view with the second resident on 
04/14/J6 at: :16pm revealed the residents played 
bingo today ,ut the Administrator could be more 
~ffieiet lth 1indlng-etheN1eUvlUev1t-,------+--

lntervleiw wit,, an anonymous staff person on 
04/15/26 at 11 :56am revealed there were no daily 

activlt!
1
s offe •ed but activities were offered on 

04/14 6 anc 04/15/26 due to state surveyors 
being I the faclllty. 

lntervie witt theAdministrator on 04/15/26 at 
3:31~revealad: 
-There as n~t an AD for the facility. 
-There ere ctivlties offered on 04/15/26 to 
assist tlie sta with obtaining hours. 
-He po~ted tt activities calendar on 04/14/26 
becaus~ It ne ded to be posted. 
-The last tlm activities were offered ln the raclllty 
were 2 1ays I ~st week. 
-Actlviti 1s we1 e not consistently offered. 
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Forte, Ho e 

From: 
Sent: 
To: 

Cc: 
Subject: 
Attachments: 

Edenton House, ED - Randy Griffin <director@edentonseniors.com> 

Friday, May 29, 2026 3:06 PM 

Forte, Hope 

Deanna Lanier; Nina Warwick-Joyner; Laurie Harp 
[External] Plan of Correction 
Edenton House POC 04202026.pdf 

CAUTION: Extern I em 
button located o your 

ii. Do not click links or open attachments unless verified. Report suspicious emails with the Report Message 
Outlook menu bar on the Home tab. 

This message was sent securely using Zix 
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Here is the pl n of orrections for Edenton House May 2026. 

Thank you, 

Randy N. Gri in I xecutive DirectorlEdenton Housel E: director@.edentonseniors.com I P: (252) 482-
1113 I F: (252) 82 3273; C: (919) 931-8189 

This message was ecur d by Zix11• 
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