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et D qu.:_ lnltla| Gomm nts D000 aspone-to-theiciled deficiencies do not constitute
b i I i.‘!'l l?‘dnfﬂgslcg nlga atamenttgy the. gcltlty of thtsf i
i rulh of the fae or the con,
| The Adult Care Licensure Section conducted an ;r: c't]i.':}m szatarmartt!g| m'PI faclf%nc?es or ulsr?ggtisvg °
" | annual survey, follow up survey, and complaint Report; thi Plan of Correction Is prepared
Investigation on April 14, 2026 through April 186, Aoy &% & maltie.Of complance wid: Siate L.
2026, and April 20, 2026. The complaint
Investigjation as inltiated by the Chowan County
- Depai:ttpani Soeial Services on April 8, 2026,
D 270, 10A NCAC 13F .0901(b) Personal Care and D270 15 0A NCAC 13El:I D%)I:‘I ) Personal Care and -
- iy = en & will assure supervision =
SuPem?'"m of all resldent's based on the assessed care plan
need and current symptoms. |
10A NCAC 13F .0901 Personal Care and
Supervision
: ‘ . . , The Regianal Clinical Director (RCD), RN conducted
(b) Staif sha‘:l provide supervision of residents in Mo bbb ik et il
accordance with each resident's assessed needs, inc"éde ’fh571lgfz¥g9ﬂt'ﬂ individual assessed care plan
care plan and|current symptoms. el
|
The State Ombudsman conducted a Resident 5/13/26
Rights In-service with staff on 5/13/26.
The Gare Goordinator {(CC) audited all resident’s 5/15/26
care plans to ensure the care plan need is In
accordance with the assessed needs.
This Rule Is not met as evidenced by: Facility managers will ensure on? B? supervision 5/15/26
TYPE A1 VIOLATION and rounding every 2 hours for viisible observation of
resident's throughout the day by staff.
Based on obsorvations. interviews, and record
; rovide supervision Faciiity staff will conduct every 2 hour checks fo 5/13/26
;grlf gfsétsae.;acf;yg::::; ?#6) i B ci:)red - mclfttjde vigible observation of residents during each
. | with the residents assessed needs and current ’ .
ok - ia ing. A key pad lock hes een placed on the spa room 4/21/26
] care plah SRS R PORIn SoF Fting bath and will rera: ui: closed at all times. Only staff
Yy LY can access the &; + room and give access to
v. .| The findings aT‘e: residents to ensuy.: supervision and resident entran
Review of the facility undated incident and Facility managers will review any changes of 515126
accident | Iicy* revealed: residents in daily stand up and immediately update
poiocy = the care plans. Executive Director andfor the CC
-When an accident or incident occurs staff should will ensure notification to the RP and PCP,
call 911.
-Check the resident for injuries.
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-if severe injury is apparent, do not move resident
until emergency medical set vices (EMS) arrives.
-Determine ﬂze resident is breathing.
-Administer cardiopulmonary resuscitation (CPR)

as appropriaté.
-Staff must remain with resident until EMS
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D 270 - AT Biatef, 1 e The CC wili conduct a minimum of 2 chart audits per
Continued Fr ﬁ!p‘gﬁé 1. D279 week to ensure resident care plans a#@®talored to the . Hiae

assassed need of the residents. e

[}

THTivesH
-Call/notify tﬁ residents physician and

responsible party.

| -Complate the report of accident and incident

form.

Request for the facllity's supervision policy on
04/29/26 at 9:30am revealed the facility did not
have a supervision policy.

Review of Reerldent #6's current FL-2 dated
02/16/26 revealed:

-Diagnoses m(:luded acute systolic heart failure,
peripheral vask:utar disease, generalized anxiety
disorder, depression schizoaffective disorder,
myocardial infraction invelving other coronary
artery of interior wall, and ischemic
cardiomyopal 1.

-Ambulallon status was semi-ambulatory.

-There was no information for orientation.

Review of ReaLdent #6's Resident Register
revealed an admission date of 07/09/25.

Review of Resident #6's care. plan dated 03/02/26

ravealad;

-He needed llnftited ass!stame with toileting
-He needed extensive assistance with bathing.
-He needed e;:ensive assistanice with dressing.
-He needed |irr'pihad assistance with grooming.
-He needed limited assistance with transferring.
| -Care plan wa': signed by Resident Care

I Coorqutor( C) and primary care provider

| (PCP) on 03/02/26.
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Review of Resident #8's record revealed u
documentatign of code status on a goldenrod .
form as do not resuscitate (DNR) effective
05/12/25.

professgmai upport (LHPS) evaluation dated

03/18/2

Reviewof-Resldent-#0's licensed-health
‘ revzled:

-There were no LHPS tasks identified for
Resident #6. L

-Resident was ambulatory with a wheelchair.
-Resident #6 rransfarred indepsndently with no
assistance needed.

Review of Resident #8's medical assistance

| independent assessment for personal care

| services dat
| -Resldent #6 required extensive assistance with

01/14/26 revealed:

tub bath or shower.

-Resident #6 fequired extensive assistance with
tub/shower transfer/position.

-Resident #6 required 1 hand assistance to stand
and take steps from wheelchair and shower chair
due to weakness, left sided hemiplegia, and
unsteadiness.

-Resident #6 ﬁequired extensive assistance to
don and remollving clothing/socks/shoss.
-Resident #6 had severely impalred endurance
with bathing, ;rressing, mobility, and toileting.
-Resident #6 was only able fo stabilize with

human assistance.
-The assessment was completed by a Registerad
Nurse.

Telapho?e interview with the personal care
services assessment Program Manager on
04/20/26 at 12:26pm revealed:

<The nurse cof pleted Resident #6's personal
care assessment on 01/14/26.
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47 0'270] Continued From page 3 . - D 270 -

~Tha nurse cpnducted the assessment through
démonstration by Resident #6.
-Resident #6 was assessed to require limited
assistance which meant the assistance of one
person.
-Residaent #6 was able to mimic washing his

- x
T

< 1%,

upper—b}edy—arfd—naeded—halp—wiﬂa-washing-his
lower body, back, and legs down to his feet,
-Resident #6 needed one hand assistance to
stand and take three steps to the shower chair
and back to the whealchalr,

-Resident #6 Wwas assessed o require limited
assistance wikh transferring, bathing, mobility,
and toileting.

-Resident #6 was assessed to require extensive
assistance with dressing.

-Resident assessments were completed yearly
unless there was a change of status.

-The facility would submit a request for a new
assessment if there was a change in the
resident's statr.:s.

Review pf Re%ldent #6's incident and accident
report dated 04/09/26 revealed:

-Staff reported the incident on 04/09/26 at
6:36am.,

-The location of the incident was in the spa room.
-At 6:36am staff reported they found Resident #6
unresponsive with no pulse in the whirlpool tub.
-Staff called Qp 1.

-Medication Aides (MAs) stayed with the resident
until EMS arrived. :

Review of the local EMS Communications Record
dated 04/09/26 revealed:

-The call type Was cardiac respiratory arrest or
death. ,
~The call was made on 04/09/26 at 6:35am. :
-EMS arrived on the scene at 6:39am.
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Review of { Iocal EMS incident report dated
04!09!26 revealed:

-EMS was dispatched to the facihty on 04/09/26
at 6:36am.

-EMS arrived to the facility on 04/09/26 at
6:3%am.

D 270

Piesident-#éJwes-feundﬂsuplne -with-legs-bent-at

the knees and upper half leaning right in a
bathtub full of hot water.

TThe water was off at the time.
-Room temparature was noted to be steamy and
hot.

-Resident #6 was unresponsive with portions of
skin scalded by hot water and sloughing off on his
arms, lags, and back.

-Resident #6 had a small amount of blood that
had come froqn his nose.

-Resident #6 was noted fo be in rigor mortls {a
term méanird%.tiﬁening of the joints and muscles
of a body a few hours after death).

-Resident waT pronounced deceased at 6:43am.
Observation af spa bathroom on 04/14/26 at
11:32am revegled:

-The spa bathroom tub was located in the right
corner of the room.

-There were d grab bars stationed on the walls
around the bath tub,

-The emergency call bell system was located on
the wall to the left of the bath tub within arm's
fength.

-The call bell ¢ord was tied up in ¢ knot and
hanging appraximately 6-8 inchet from the
davice.

Observation of water temperatures in the spa
bathroom on 04/14/26 at 8:40am revealed:

~The temperatura in the sink was 113.5 degrees
Fahrenheit (F}

~The temperature in the bathtub after the water
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ran for approximately 5 minutes was 113.7
degrees F.

Observation of water temperatures in the spa
room on 04/1 ﬁlzs at 9:15am ravealed the
temperature in the bathtub after the water ran for

approximately10-minutes-was-107-1-degress-F:

| rooms were d

Review of the facility's water temperature

| inspection regorts revealed:

-On 03/02/26 the water temperature in 9 resident
rooms were dpcumented as 110 degrees.
-On 03/09/26 the water temperature in 9 resident
rooms were dg::umented as 110 degrees.
-On 03/16/26 the water temperature in © resident
rooms were documented as 110 degrees.
-0On 03/23/26 the water temperature in 9 resident
Ecumented as 110 degrees,
-On 03/30/26 the water temperature in 9 resident
rooms were documented as 110 degrees.

| -On 04/06/26 the water temperature In © resident

rooms were documented as 110 degrees.

-On 04/13/26 the water temperature in 9 resident
rooms were documented as 110 degrees.

-On 04/13/26 the water temperature in the spa
fub was documented as 116 degrees.

Telephone int ‘Mew with Resident #6's family
member on 04/14/26 at 3:45pm revealed:
-Resident #6 was admitted to the facllity because
he had major surgery and a pacemaker was
placed.

-Resident #6 needed assistance with medications
and food preparation.

-Resident #6 was not able to walk for long
distances and peeded a wheelchair for mobility,
-Resident #6 was not independent enough to
bathe himself ﬂ[viﬂ'lout staff supervision.

-She recelved @ call from the Business Office
Manager (BOM) on 04/09/26 at 7:30am and was
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told abouit the incident that ocourred with
Resideﬁt-#G.T

-The BOM told her that the police were opening
an investigatipn into the death of Resident #6.
~The Medical Examiner (ME) told her that there
were things that were inconsistent with a regular

drawnings

Interview with a personal care aide (PCA)on S el e ol x Bt ol » BN N | DL CREY

04/15/26 at 830am revealed:

-She arrived at the facility at 6:00am on 04/09/26.
-At 6:30am she heard the MA yelling “he Is dead",
-She went to the spa room and saw Resident #6
sitting in the tub with about half of his body
submerged in water.

-The MA touched Resident #6 and said that "he
was stiff",

-She did not gbserve staff attempt
cardiopulmonary resuscitation on Resident #6.
-Resident #6 was independent.

-Resident #6 %:ould walk sometimes but usually

used a wheelchair to ambulate.

-It was norm.elI for Resident #6 to take baths and
showers withaut supervision on the second shift
(3:00pm-11:00pm).

-The reaident# in the facllity were supposed to be
checked on every 2 hours.

04/15/26 at 9:20am revealed:
-He worked as a PCA on third shift on 04/00/28,

which ¢ rted at 11:00pm on 04/08/26 and ended .
at 7:00.rn on 04/09/26. 2§
-He say Resident #6 in the hall at 11:00pm when
his shift pega:i'

Telephone int}rview with a second PCA on

-He saw Resident #6 again sometime between
12:30am and 1:00am in the hallway sitting in his
wheelchair on his phone.

-He did not see Resident #8 after that.

-Staff was supposed to chack on residents every
Division of Health Service Regulation
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2 hours. |

-He did not cti'leck on Resident #86 after [:00am
because he was independent.

Telephane interview with a medication aide (MA)
on 04/15/26 at 8:55am revealed:

-She-worked-as-a-MA-ori-third-shift on-04/09/26-

which st,arted at 11 :00pm on 04/08/26 and ended
at 7:00am on 04/09/26. B R | = s e

-She last observed Resident #6 in the hallway
approximately 2:00am.

| -At 5:45am, she went to the spa to assist a

| resident with a shower and the door was locked.

-A PCA told her that Resident #6 was In the spa

| room taking a|bath.

-At 6:30am, she and the PCA went to the spa

room and knocked on the door and got no

answer.
-She unlocked the door and the PCA said she
thought Resident #86 was dead,

-Ancther MA went to Resident #6 and checked for
a pulse.
-They did not attempt to let the water out of the
bathtub or do CPR.

-Resident #6 was independent with activities of
daily living (ADLs).

-Resident #6 did not need transfer assistance and
was abls to shower and bathe independently.
-She did not cpeck on Resident #6 throughout the
night bsq:ausa‘he was independent.

Telephone Interview with a second MA 3
04/15/26 at Q:jOam revealed: ] 5
-She workad qs a PCA on third shift on, 24/09/286, .
which started at 11:00pm on 04/08/26 and ended

at 7.00am on 04/09/26.
-The MA came to her at 5:30am and fold her she

was walting on Resident #6 to get out of the spa
room so she could give another resident a
shower. |
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YAt 6:25am, tLe MA told her that they should
check on Rafﬂdent #6 because he was still in the I
spa roam.

-They knocked on the door and did not get an
answer,

-The MJ:\ unlt+:ked the door to check on Resident

| #5

-When they : t into the spa room they thought
Resident #6 was asleep. BRSNS, ST Sin o] S o SO <R S o =

|"-His head was leaning against the wall, hismouth |
and nose were not submerged In the water.

-She shook him and called his name and he did
not respond.

-The second MA came into the spa room and
checked Resident #6's pulse.

-The water in the bathtub was lukewarm.
-Resident #6 was independent and did not need
assistance with his baths and showers.

-She never c:liarved Resident #6 taking baths or

showers that early before, he usually took his

showers on ) ond shift.

Interview with La third MA on 04/15/26 at 9:35am
revealed:

-She began her shift as a MA at 6:30am on
04/09/26.

-A PCA ¢ame to her and told her to come check
on Resident #6.

-When she entered the spa room she observed
Resident #6 in the bathtub. . ,
-Resident #6's head was leaned against the wall, |~
his head and face were not submerged in water. : ‘ .
-She checked gis pulse on his neck and wrist and :

could not find pulse. L
-The other MA called 811 and EMS was at the
facility within five minutes.

-She put her hand under ihe water to check for a
pulse onResitnt #6's hand and the water was

| warm.
| -She was rubblng his chest in order to attempt to

Division of Health Service Regulatr\
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wake him up|bacause he had a pacemaker. ,
-She did not jiotice any discoloration on Resident Co ;
-Resident #6 was very independent.

-Resident #6/did not need assistance with baths
or showers.

-Resident-#8-nermally-took-hig-baths-in-the
aflernc‘;ir;.e
-Staff were supposed to check on residentsevery | | L. ..}

2 hours.

Interview wml Resident #6's physical therapist on
04/15/2B at 10:55am revealed:

-Resident #6 E.egan physical therapy on 03/17/26.
-Resident #6 received physical therapy 3 times
each week. |

-Resident #6 was receiving physical therapy
because he had adhesive capsulitis which
caused severe stiffness and pain in his left
shoulder,

-Rasident #6 ¢ould stand for short periods of time
to complete exercises for his shoulder.
-Resident #6 propelled himself in his wheelchair.
-She oﬁewe Resident #6 walking in the hallway
| with a cane and told him it was not safe for him to
| walk and he should be in his wheelchair.

-She was planning on working on strengthening
his legs once his shoulder improved.

-She observed Resident #6 transfer from his bed
to his wheeichair with no difficulties.

-She did not I:Fve any concerns with Resident #6
taking a bath {hdependently.

-She belleve.| Resident #6 could have reached
the call bell noar the bathtub if he needed
assistance.

Telephone Intarview with emergency medical
services :pararhedic on 04/14/26 at 1:55pm
revealed:

-He was dispaiched to the facility and arrived at
Division of Health Service Regulation
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6:36am on

-He entered t
Resldezflt #6 in
water.

-The water in the bathtub was not running.
-It was warm and steamy in the spa room.
-Resident #6's body-was-slumped-and-he-was

leaning towards the wall,

-Resident #6's

/09/26. o § a8
e facility spa room and observeg

page 10« @t D 270

the bathtub mostly submerged in

head was leaning towards his right

armpit. |
-Resident #6's

and his body was pale above the water,

and his left wrist and did not find a pulse.

-He checked &a

-Resident #6"
gloves,

-The water in
touch.

-He believed the water was 130-140 degrees.
-There were bits and pleces of skin floating in the

bath water.
-Resident #6's
mortis.

-In his experience rigor mortis tock 4 to 6 hours to

set in after dea

Telephone inte
on 04/15/26 a
-He arrived at}

-When he arri red there was condensation on the
walls and the spa bathroom was steamy. 5
-He called tl'neI tate Bureau Investigation (SE 1}
because the position of the wheelchairand ; -
Resident #6's J_skln was peeling was suspiclous.
-The wheelchair was positioned 5-6 feet away
from the bathtub In front of a cabinet.

-The EMS pe
setin.

Telephone interview with the local medical

the bathtub was vety hot.to the

rview with the local police captain

bedy below the water was purple
esident #6 for a pulse on his neck

skin was sloughing oif on his

body appeared to be in rigor

th.

3:00pm revealed:
he facility at 7:15am on 04/09/26,

onnel said rigor mortis had already

_—
-
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examiner on 04/14/26 at 1:50pm revealed:
-He could nof give any information about
Resident #6.

-He had not dotten the results of the autopsy.

Telephane interview with Resident #6's primary

Da2ro¢

care-provider{PEP)-on-04/14/26-a:-2:20pm
revealed: ‘
-Resident #6 sed a wheelchair to ambulate.

-Resident #6 needed stand-by assistance for

bathing|
-Resident #6 could have called out for assistance
if he needed it, he was very vocal.

-It could take 2 to 6 hours for rigor mortis to set in
after death.
-She expected staff to check on residents every
2-4 hours.

Interview with|the facillly Maintenance Manager
on 04/15/26 at 2:50pm revealed:

-He chetked water temperatures every Monday
in random bathrooms.

-He had not had any water temperatures out of

range.

Interview with the RCC on 04/16/26 at 8:45am
revealed:

-Resident #6's level of care was extensive when
he first arrived at the facility.

-Within the past couple of months Resident #6
was getting stronger and was able to walk with a
cane owasbr'lelly.

-Resident #6 dompleted all activities of dally living
Including bathing and grooming independently.
-She completed the care plan for Resident #6 and
a nurse did thé ADL assignments.

-If a resident did not need assistance, staff did not
follow the care plan.

-New staff members got to know the needs of the
residentg before they were able to work alone on

Divislon of Health Service Regulation
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the floar.
-She did not expecistaff to assist Resident #6
with hig bathing because he was independent.
-Staff was expected to walk through the facllity
every 30 minutes and observe each resident.
-Staff was supposed to check on residents every

D270, B

R

2-heurs: i
-Staff dld not pheck on Reslident #6 every 2 hours
like the_y should have.

shift.

-Staff should have realized that Resident #6 was
not doing his porma! routine and checked on him.
-Staff failed tq provide proper supervision to

. Resldent #6 e morning of 04/09/26.

Interview with‘ the Administrator on 04/16/26 at
9:20am revealed:

-Resideht #6 was very Independent and very
vocal about his needs and wants.

-The RGC and the PCP completed the care plans
for the residents in the facility.

-Resident #8 was in a wheslchalr because
walking mw{tﬂm pain.

-Resident #6 ¢ould stand up from his wheelchair
and take steps.

-The care plan was not accurate to the level of
care and supervision Resident #6 needed.

-He expected staﬁ to do rounds and observe
each resident at feast every 2 hours.

-Staff rmmbe%:{lg not supervise Resident #6 the
morning of 04

-Staff was probably busy assisting other
resldent*, n:lr.:lr}>a laundry, and paperwork.

Attempted telephone interview with Licensed
Healthcare Professional Support nurse on
04/16/26 at 12:05pm was unsuccessful,

The facility falled to ensure supervision was

-Resident #Btsually took his baths on the second

Division of Health Service Regulat}on
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provided for a resident (#6) who was I
saml—al;nbula‘ ry, utilized a wheelchair for k:
mobility, and was receiving physical therapy for :
strengthening. Resident #6 was last seen by

facility staff at 2:00am on 04/09/26 and was
discovered af 6:30am In the facility spa room in a

bathiub-full-of-water-over-4-heurs-later-When
emergancy medical services (EMS) arrived to the Typs text b

facility Resident #6's body was partially i

“submerged in water, with skin sloughing off his
arms back, and legs and was In rigor mortis
which occurs several hours after death. This
failure resulted In neglect of the resident, which
constitutes aType A1 Violation.

The facility provided a plan of protection in
accordance nTIth G.S. 131D-34 on 04/15/26.

THE CORRECTION DATE FOR THE TYPE At
VIOLATION TIALL NOT EXCEED MAY 20,

2026.
D 317, 10A NCAC 13F .0905 (d) Activities Program D317 10A NCAC 13F .0905(d) Activities Program-
. Edenton House will assurellhal reﬁg!t:’alnt?ravoe
10A NCAC 13F .0905 Activities Program e e

(d) There shall be at least 14 hours of a variety

activiti
of plenand grgpraniiAies per Rk Sl Mnie The Executive Dicector has hired an Activities Dirsctor] 4/21/26

activities that promote socialization, physical for the community and will nsusre that resident
interaction, group accomplishment, creative activities are planned monthly and implementation
expression, increased knowledge, and leaming of dally.
new skills. r t

; The Executive Director will ensure the Activities 5/01/26

Calendar lsFoslodon the first da'y of each month and
i that resident's have availability of the activities
This Rule is nL:t met as evidenced by: | calendar to know dally activities planned and times.

Based on observations and interviews, the facility [

failed to provide 14 hours of planned group ' The Executive Director wil ensure a Resident Council| 5/01/26
actlvitiasi P vTeek for active involvement of meeling is held every month so that resident's can
residents. express concerns and identify needs. The Executive

Director will follow up on any concerns ldentified and
[ ensure corrections.
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The findings are: ’ :

Observation of the facility on 04/14/26 from
8:30arri to 4:00pm revealed there was no April
2026 activities calendar posted in the common
areas or in reFidents' rooms.

Observation of the facllity on 04/14/26 at 1:52pm
revealed there were residents in the activity room = iy

playing bingo,
|

Observation $fthe facility on 04/15/26 at 9:11am
revealed therT were residents in the activity room

tossing a ball

Observation of the facility on 04/15/26 at 10:08am
revealed there were residents in the activity room

playing bingo

Observation of the facility on 04/15/26 at 11:45am
revealed there was an April 2026 activities
calendar posrbd on the wall across from the
activity room. |

Interview with a resident on 04/14/26 at 9:17am
revealed therd needed to be more activities
offered in the facility.

Interview with L second resident on 04/14/26 at
9:30am revealed:

-Thera were no activities offered in the facility
because there was not an Activities Director (AD).
~There used ta be activities offered in the facility, i
but they stopped. :
-It would|be nige to have activities again.

.. T

Interview with L third resident on 04/14/26 at
9:46am revealF:

-Everything Is not well in the facility because there
' were no activitles; "we sit in our rooms to dry up

Division of Healih Servics Regulatjon
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and die." )
-The Administrator stopped activities.

Second interview with the second resident on
04/14/26 at 3:16pm revealed the residents played
bingo today but the Administrator could be more

efficient-with-finding-other-aetivilles-

Interview with an anonymous staff person on

' 04/15/26 at 11:56am revealed thers were no daily
activities o but activities were offered on
04/14/26 and 04/15/26 due to state surveyors
being In the flhcllity.

Interview witl'L the Administrator on 04/16/26 at
3:31pm revealed:

-There was not an AD for the facility.

-There were activities offered on 04/15/26 to
assist the staff with obtaining hours.

-He posted the activities calendar on 04/14/26
becauseé it needed to be posted.

-The last time activities were offered in the facllity
were 2 days last week.

-Activities were not consistently offered.
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Forte, HoEe :
|

From: Edenton House, ED - Randy Griffin <director@edentonseniors.com>
Sent: Friday, May 29, 2026 3:06 PM

To: Forte, Hope

Cc: . Deanna Lanier; Nina Warwick-Joyner; Laurie Harp

Subject: ' [External] Plan of Correction

Attachments: \ Edenton House POC 04202026.pdf

i
CAUTION: External em}nil. Do not click links or open attachments unless verified. Report suspicious emails with the Report Message
button located on your Outlook menu bar on the Home tab.

This message was sent securely using Zix

Good afternoan,

Here is the plan of corrections for Edenton House May 2026.

|
Thank you, \

Randy GnﬂﬂleSr.

Randy N. Griffin |qxecutive Director|Edenton House| E: director@edentonseniors.com | P: (252) 482-
1113 | F: (252) 482 3273; C: (919) 931-8189

This message was securT by Zix®.
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