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345410 09/11/2025

Central Continuing Care 1287 Newsome Street
Mount Airy, NC 27030

F 0577

Level of Harm - Potential for 
minimal harm

Residents Affected - Many

Allow residents to easily view the nursing home's survey results and communicate with advocate agencies.

Based on observations, and resident and staff interviews, the facility failed to have the most recent survey 
results labeled and accessible to residents and the public in the location stated on the signage in the lobby. 
This deficient practice occurred 4 of 4 days of the survey.The findings included:During an initial tour of the 
facility on 9/8/2025 at 10:30 AM, a picture frame affixed to the wall in the main lobby contained the following 
information: State Survey results are in the chapel/activities room. Signage indicating the location of the 
survey results was not observed in any other area in the facility.An observation on 9/8/2025 at 12:30 PM of 
the chapel/activity room revealed the following: 2 bookcases observed filled with puzzles, 1 bookcase filled 
with reading books, the last bookcase had hymnals/ black binders/ 2 faded pink photo albums/ 1 purple/blue 
colored binder/ 1 red binder. No signage was located on the spines of the binders informing the residents or 
public of what was inside the binders. There was no other signage in the chapel/ activities room which stated 
where the survey results binder was located.An additional observation on 9/9/2025 at 9:00 AM revealed the 
survey results binder was not located in any other area of the facility. Further observation of the 
chapel/activity room continued to reveal no evidence of the survey results binder.A Resident Council group 
meeting was conducted on 9/10/2025 at 10:00 AM. During the meeting, the residents indicated they did not 
know where the survey results were located (Resident #76, Resident #13, Resident #16, Resident #23, 
Resident #38, Resident #39, Resident #54, Resident #55, Resident #56, Resident #60, Resident #61, 
Resident #63, Resident #2, Resident #82, and Resident #83). The Resident Council President (Resident 
#76) shared she had been at the facility for several months and did not know the location of the survey 
results. An interview and observation were completed with the Activities Director (AD) on 9/10/2025 at 2:00 
PM. The AD explained that the survey results binder was in the chapel/activity room. The AD stated the 
survey results binder was located on the messy bookshelf in the chapel/activity room and the binder was 
white. An observation with the AD revealed she retrieved the survey results binder in the chapel/activity room 
from the bookshelf with the hymnals, colored binders, and photo albums. The survey results binder was 
located on the top shelf of a 4-level bookshelf in the chapel/activity room and there was no label on the spine 
of the binder which was purple/blue in color. The survey results binder was not accessible to residents using 
wheelchairs. The AD further revealed the survey results binder had been in the chapel/activities room on the 
top shelf for as long as she has worked at the facility which was approximately 12 years.In an interview with 
the Administrator on 9/11/2025 at 9:52 AM, he explained the survey result binder was in the chapel/activities 
room. He stated there was a sign posted in the lobby identifying the location of the survey results. He further 
stated the chapel/activities room was unlocked 24 hours a day. The Administrator explained the survey 
results binder was in a white or a black binder and located on a shelf in the chapel/activity room at eye level 
for residents and the public's review.
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345410 09/11/2025

Central Continuing Care 1287 Newsome Street
Mount Airy, NC 27030

F 0582

Level of Harm - Minimal harm or 
potential for actual harm

Residents Affected - Few

Give residents notice of Medicaid/Medicare coverage and potential liability for services not covered.

**NOTE- TERMS IN BRACKETS HAVE BEEN EDITED TO PROTECT CONFIDENTIALITY** Based on 
record reviews and staff interviews, the facility failed to provide Centers for Medicare and Medicaid Services 
(CMS)-10055 Skilled Nursing Facility Advanced Beneficiary Notice (SNF-ABN) prior to discharge from 
Medicare Part A skilled services for 1 of 3 residents reviewed for beneficiary protection notification review 
(Resident #71).The findings include:Resident #71 was admitted to the facility on [DATE].A review of the 
medical record revealed a NOMNC was issued to Resident #71 which explained Medicare Part A coverage 
for skilled services would end on 7/25/2025. The form was reviewed by Resident #71's Responsible Party 
(RP) on 7/23/2025. Resident #71 remained in the facility after 7/25/25. A review of the medical record 
revealed a SNF-ABN was not provided to Resident #71 or their Responsible Party. Resident #71 had 15 
Medicare part A days remaining.On 9/10/2025 at 8:47 AM an interview was completed with the Social 
Service Director confirmed the NOMNC was issued when Resident #71's Medicare Part A coverage for 
skilled services was ending. The Social Service Director confirmed that neither Resident #71 nor Resident 
#71's Responsible Party was issued a SNF-ABN prior to Medicare Part A services ending. The Social 
Service Director stated she was unaware a SNF ABN was supposed to be issued to Resident #71 or to the 
RP. An interview was completed with the Administrator on 9/11/2025 at 9:47 AM. He revealed when a 
resident was coming off Medicare Part A services and the resident had Medicare Part A days remaining, 
SNF-ABN should be issued. The Administrator further stated the process was overlooked.
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345410 09/11/2025

Central Continuing Care 1287 Newsome Street
Mount Airy, NC 27030

F 0600

Level of Harm - Minimal harm or 
potential for actual harm

Residents Affected - Few

Protect each resident from all types of abuse such as physical, mental, sexual abuse, physical punishment, 
and neglect by anybody.

(continued on next page)
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345410 09/11/2025

Central Continuing Care 1287 Newsome Street
Mount Airy, NC 27030

F 0600

Level of Harm - Minimal harm or 
potential for actual harm

Residents Affected - Few

**NOTE- TERMS IN BRACKETS HAVE BEEN EDITED TO PROTECT CONFIDENTIALITY** Based on 
observation, record review, and staff and resident interviews, the facility failed to protect a resident's right to 
be free from verbal and physical abuse when Family Member #1 pulled Resident #50 by her hair back into 
her room, which resulted in no physical harm to Resident #50. In addition, Family Member #1 raised her 
hand and stated to Resident #50 I will slap you out of the chair, this resulted in restricted visitation for the 
Family Member of Resident #50. This affected 1 of 3 residents reviewed for abuse (Resident #50). Findings 
included:Resident #50 was admitted to the facility on [DATE] with the diagnoses of chronic obstructive 
pulmonary disease (a lung disease that makes it hard to breathe), and Parkinson's disease (a movement 
disorder that affects the nervous system and worsens over time).The quarterly Minimum Data Set (MDS) 
assessment dated [DATE] revealed Resident #50 was cognitively intact and had no behaviors or rejection of 
care.Review of the initial allegation report submitted to the State Agency (SA), on 9/10/2025 by the facility for 
abuse, indicated that Family Member #1 visited Resident #50. Resident #50 and Family Member #1 became 
verbally aggressive towards each other. Family Member #1 pulled Resident #50, who was sitting in a 
wheelchair, back into her room by grabbing Resident #50 by the hair. Resident #50 reported to the facility 
she and Family Member #1 had fought all their lives. The facility investigation report stated Resident #50 had 
no physical or mental harm. In addition, the facility reported the incident to local law enforcement.A review of 
Resident #50 skin assessment dated [DATE] revealed no new areas of concern.An interview was conducted 
with Nursing Assistant (NA) #1 on 09/11/25 at 3:25 PM. NA #1 stated on 9/10/25 Resident #50 was sitting in 
her wheelchair in her doorway, and Family Member #1 was in the room. NA #1 approached and asked 
Resident #50 if she wanted to take a shower. Resident #50 declined the shower. Family Member #1 said 
Resident #50 took a shower once a month, followed by profanity directed at Resident #50. NA #1 stated 
Resident #50 argued and used profanity toward her Family Member #1 then Family Member #1 grabbed and 
pulled Resident #50 by the hair, moving her in her wheelchair from the doorway back into her room. NA #1 
did not state the distance Resident #50 was pulled. Resident #50 and Family Member #1 were separated by 
about 5 feet by NA #1. NA #1 stated Resident #50 and Family Member #1 had bickered in the facility in the 
past, but this was the first time she had witnessed it escalate into a physical altercation. NA #1 called NA #2 
for assistance. NA #1 went to report the incident to the Director of Nursing (DON). An interview was 
conducted with NA #2 on 9/11/25 at 3:16PM. NA #2 stated when she arrived at the room, Resident #50 and 
Family Member #1 were about five feet apart and still engaged in an argument. NA #2 remained with 
Resident #50 and Family Member #1 while NA #1 went to report the incident to the DON. NA #2 revealed 
that Family Member #1 raised her hand and stated to Resident #50 I will slap you out of the chair. Resident 
#50 told Family Member #1 to leave, which Family Member #1 responded that she would never step foot in 
the building again and exited the facility. An interview and observation were conducted with Resident #50 on 
9/11/25 at 4:09PM which revealed Resident #50 had grey, wavy hair with the top half of her hair pulled back 
into a ponytail. Resident #50's ponytail was approximately 3 to 5 inches in length. Resident #50 recalled 
Family Member #1 had yelled at her throughout their relationship. Family Member #1 was angry that the 
closet was not organized and had dirty clothes. Resident #50 listened from the doorway of her room while 
Family Member #1 yelled and everyone on the hall heard. NA #1 was talking to her and that was when 
Family Member #1 pulled her by her ponytail, moving her in her wheelchair from the doorway back into her 
room. Resident #50 denied any injury. Resident #50 stated it did not hurt having her ponytail pulled but 
rather made her angry towards Family Member #1. Resident #50 told Family Member #1 to leave, which she 
did. Resident #50 stated Family Member #1 left within 15 minutes of her arrival at the facility. Resident #50 
stated she spoke with a Law Enforcement Officer and declined to press charges.On 9/11/25 at 5:04PM an 
attempt to interview Family Member #1 via telephone call was unsuccessful. There was no option for a voice 
mail. On 9/11/25 at 3:56PM an interview conducted with Assistant Director of Nursing (ADON) revealed after 
the incident a skin assessment was conducted of Resident #50's scalp. She stated Resident #50 denied 
injuries or pain. An interview on 09/11/2025 at 3:53PM with the Social Worker (SW) revealed Resident #50 
informed the SW that Resident #50 declined to see the physician or mental health services for the incident 
and requested that Family Member #1 not return for the time being. She did not want Family Member #1 
banned from the facility. During an interview with the DON on 9/11/25 at 3:37PM, the DON revealed NA #1 
reported the incident to her and went out on the hall and confirmed that Family Member #1 had left the 
facility. She interviewed Resident #50 who stated Family Member #1 had pulled her hair and that she was 
not injured. The DON revealed that Family Member #1 was allowed to return with supervised visits, but 
stated Family Member #1 had not answered her phone or responded to text messages since the incident. 
She indicated that law enforcement did not file a report. An attempt to telephone law enforcement on 9/11/25 
at 5:16PM was unsuccessful.
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345410 09/11/2025

Central Continuing Care 1287 Newsome Street
Mount Airy, NC 27030

F 0686

Level of Harm - Minimal harm or 
potential for actual harm

Residents Affected - Few

Provide appropriate pressure ulcer care and prevent new ulcers from developing.

(continued on next page)
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345410 09/11/2025

Central Continuing Care 1287 Newsome Street
Mount Airy, NC 27030

F 0686

Level of Harm - Minimal harm or 
potential for actual harm

Residents Affected - Few

**NOTE- TERMS IN BRACKETS HAVE BEEN EDITED TO PROTECT CONFIDENTIALITY** Based on 
record review, observations, resident and staff interviews, the facility failed to implement a pressure-relieving 
chair cushion for 1 of 4 resident reviewed for pressure ulcers (Resident #30). This resulted in Resident #30 
experiencing discomfort while up in her wheelchair and prevented her from remaining in her wheelchair for 
social activities. The findings included:Resident #30 was admitted on [DATE] with diagnoses including 
pressure ulcers, diabetes, heart failure, and debility.Review of the physician orders dated 7/9/2025 indicated 
a gel cushion to wheelchair for pressure reduction and to check placement daily. The Minimum Data Set 
(MDS) comprehensive assessment dated [DATE], revealed Resident #30 was cognitively intact. The initial 
assessment indicated one Stage II pressure ulcer, one Stage III pressure ulcer, and one unstageable, deep 
tissue injury. Resident #30 was at risk for developing pressure ulcers and a pressure reducing device was 
provided in the chair. Record review of the initial care plan dated 7/28/2025 with a revision on 9/10/2025, 
revealed a current stage III pressure ulcer to the left buttock and the intervention to aid in healing was to 
provide a gel cushion to wheelchair for pressure reduction. Review of the Kardex (a resident care guide for 
the Nursing Assistants) indicated to provide a gel cushion to chair. Resident #30's Treatment Administration 
Record (TAR) for 9/2025 indicated gel cushion to wheelchair had been checked daily by the Wound Care 
Nurse on September 8th, 9th 10th. An interview and observation were conducted on 9/08/2025 at 11:28 AM 
with Resident #30 while she was sitting in a wheelchair in her room. She indicated there was a sore on her 
bottom and it hurt when sitting up for a while. She stated that her bottom was hurting because she had been 
up for an hour. Resident #30 stated she tried turning on her side in bed when uncomfortable but asked for 
pain medication when it gets bad. She further stated the cushion behind her legs on the wheelchair was 
comfortable. When asked if she had a pad or cushion for her wheelchair seat, she stated she thought she did 
but wasn't sure. No wheelchair cushion was observed in the chair or in the room. An interview and 
observation were conducted on 09/09/2025 at 9:24 AM with Resident #30 while she was lying in bed. 
Resident #30 stated she liked to get up for activities several days a week. She explained she can't walk and 
had been using a wheelchair for a long time. Resident #30 indicated it was painful to sit up too long in chair. 
No cushion was observed in the wheelchair or anywhere in the room. An observation on 09/09/2025 at 10:49 
AM revealed Resident #30 sitting up in wheelchair in activities room attending church service. No cushion 
was observed in the wheelchair. A follow up observation and interview was done on 09/09/2025 at 11:47 AM. 
Resident #30 was observed back in bed. She stated she had wanted to stay up longer but her bottom hurt 
too much and replied that her pain level was 5 out of 10 (5 is moderate pain on a scale of 1 being minimal 
pain to 10 being great pain). No cushion was observed in the wheelchair. An observation of the activity 
calendar on the wall in the hall revealed bingo was scheduled as the activity at 2:00PM on 09/09/2025. 
During an interview on 09/09/2025 at 4:28 PM Resident #30 stated she didn't stay up after bingo this 
afternoon because her bottom was hurting from sitting in the wheelchair. Resident #30 stated she doesn't 
remember if she had a wheelchair cushion and didn't think to ask for one. No cushion was observed in the 
wheelchair. An observation and interview were conducted on 09/10/2025 at 10:09 AM with the Wound Care 
Nurse (WCN) during which she looked at Resident #30's wheelchair and stated the cushion was not in the 
chair. She indicated she had signed off on the TAR that the cushion was in the chair on September 8th, 9th 
and 10th. She explained that the person who signed off on the TAR that the cushion was in the chair was 
validating it was present, and she must not have checked to confirm if the cushion was present. She further 
stated that she didn't specifically remember seeing the cushion recently in the chair. She explained that 
when checking the chair, if the cushion wasn't there, she would replace it. An interview with Nurse Aide (NA) 
#4 on 09/10/2025 at 10:20 AM revealed she remembered Resident #30 having a cushion in the wheelchair 
but didn't recall when she had last seen it. She further explained that cushions were normally left in the chair. 
The cushions were replaced when a soiled cushion was sent to laundry. The Kardex provided information 
that there was a cushion in Resident #30's wheelchair. During an interview on 09/10/2025 at 11:17 with NA 
#11, she stated she did remember seeing a wide black cushion in Resident #30's wheelchair recently but 
wasn't sure the exact day. She revealed Resident #30's Kardex had the wheelchair cushion listed. If the 
cushion wasn't in the chair she would check with the nurse and retrieve one from the supply room. During an 
interview with on 09/11/2025 at 11:19 AM, the Director of Nursing (DON) stated that it was standard practice 
that everyone with a wheelchair got a cushion and that this was part of the admission. Three types of 
cushions were available from the supply room, and it was nursing judgement as to which type was used. The 
DON remarked that staff have been in-serviced to document on the TAR after it was validated that treatment 
interventions were present. She also explained that when an NA recognized a cushion was missing, they 
should let the nurse know and replace it. 66345410
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