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Level of Harm - Minimal harm
or potential for actual harm

Residents Affected - Few

Honor the resident's right to a dignified existence, self-determination, communication, and to exercise his or
her rights.

**NOTE- TERMS IN BRACKETS HAVE BEEN EDITED TO PROTECT CONFIDENTIALITY** Based on
observations, record review, and interviews with resident, responsible party, and staff, the facility failed to
treat residents with dignity and respect when Nurse Aide #1 was watching a video on her cell phone while
assisting Resident #72 with eating and Resident #106's clothes were not provided to her for a 3 day period
after they were sent to the laundry resulting in the resident having to wear a hospital gown, feeling
annoyed, and causing her not to leave her room. A reasonable person would expect Resident #72's
caregiver to be focused on them during the provision of care. This deficient practice affected 2 of 4
residents reviewed for dignity (Resident #72 and Resident #106).Findings included:

1. Resident #72 was admitted to the facility on [DATE]. Her active diagnoses included cognitive
communication deficit and muscle weakness.

Resident #72's quarterly Minimum Data Set (MDS) assessment dated [DATE] revealed she was assessed
as severely cognitively impaired, required supervision or touching assistance with eating, was able to make
herself understood, and she understood others.

During observation on 2/11/26 at 9:12 AM Nurse Aide #1 was observed assisting Resident #72 with her
breakfast. The nurse aide was sitting next to Resident #72 at the head of the bed with the bedside table in
front of her. The bedside table was perpendicular to the resident's bed, and a cell phone was observed on
the bedside table, out of view of the resident. A video was playing on the cell phone with closed captioning
on and no sound. Nurse Aide #1 was observed watching the video on her phone while she offered the
resident bites of food. The nurse aide was glancing back and forth between the video on her phone and the
resident.

During an interview on 2/11/26 at 9:13 AM Nurse Aide #1 stated no one had indicated she could not watch
a show on her phone while providing assistance to residents with their meals. She stated she was watching
a series on vampires.

During an interview on 2/12/26 at 10:15 AM Resident #72's Responsible Party (RP), he stated it was a
disgrace that his family member would be provided assistance with her meal by a nurse aide whose
attention was divided between the nurse aide's own entertainment and his mother's care. He stated that
when a nurse aide was providing Resident #72 assistance, the nurse aide should be present and 100%
involved with the care his family member needed because she was reliant on the other person to ensure
her needs were met. He expressed that the nurse aide should not be focused on their own entertainment
while assisting the resident.

During an interview on 2/11/26 at 9:28 AM the Regional Director of Clinical Services stated she was
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not sure if Resident #72 was able to respond to the nurse aide or not. She was also unsure if watching a
video while assisting a resident with a meal was a dignity concern, however she did prefer nurse aides
engage with residents while assisting with meals. She concluded the facility did not have a policy regarding
staff cell phone use.

During an interview on 2/11/26 at 9:30 AM the Administrator stated he would not recommend nurse aides
watch a show on their cell phone while providing assistance to a resident with their meals, however he
would need to check their cell phone policy to know if a nurse aide would be able to watch a show while
assisting residents with meals. He stated he was unsure if a nurse aide watching a show while assisting
residents with meals would be a dignity concern but watching a video while assisting a resident with their
meal would not be something he recommended.

2. Resident #106 was admitted to the facility on [DATE].

The Minimum Data Set admission assessment dated [DATE] revealed Resident #106 was cognitively intact
and she demonstrated no behaviors.

During an observation and interview on 02/09/26 at 11:15 AM with Resident #106, she was observed in her
room wearing a hospital gown. Resident #106 reported that she had 4 house coats (a loose lightweight
robe) that were brought to the laundry department on Friday 02/05/26. She stated the facility was
responsible for doing her laundry and the laundry was picked up on Fridays and returned back to her clean
on the same day. Resident #106 stated a nurse aide picked up her laundry on Friday morning on 02/05/26
and as of today (02/09/26) the laundry had not been returned. Resident #106 stated she had been in a
hospital gown since Friday 02/05/26. Resident #106 stated she was annoyed that she could not get
dressed and had to wear a hospital gown for 3 days. Resident #106 added that she was not comfortable
leaving her room while wearing a hospital gown, so she had remained in her room since her clothes were
taken to the laundry on 02/05/26. Resident #106 stated she only brought 4 house coats to the facility and
she and had no other clothes to wear.

During an observation and interview on 02/10/26 at 3:25 PM with Resident #106, she was observed
wearing a house coat. She revealed the staff brought back her 4 house coats late in the afternoon on
02/09/26.

An interview was conducted with Housekeeper #1 on 02/12/26 at 10:00 AM. Housekeeper #1 stated that
she and Housekeeper #2 were assigned to collect the laundry for the 500 hall each Friday. Housekeeper #1
stated once she brought the laundry and linens to the laundry department on Fridays; the laundry staff
would launder the 500 hall's items and were supposed to return the clothing the same day. Housekeeper #1
stated the laundry was returned the same day on the 500 - hall because these residents were at the facility
for rehabilitation services and they were discharged quicker than residents on other halls. Housekeeper #1
stated she did not work on Friday 02/05/26 so she did not pick up Resident #106's laundry.

An interview with the Housekeeping Director on 02/12/26 at 10:30 AM revealed she had picked up the
laundry from Resident #106's room on Friday 02/05/26 and returned the clean laundry the same day. The
Housekeeping Director stated she returned the folded clothing items and left them in Resident #106's room
to be put away on 02/05/26.

A follow-up interview was conducted with the Housekeeping Director on 02/12/26 at 12:32 PM. The
Housekeeping Director stated she did not bring Resident #106's clothes back to her room on Friday
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32345529

05/05/2026



Department of Health & Human Services
Centers for Medicare & Medicaid Services

Printed: 
Form Approved OMB 
No. 0938-0391

STATEMENT OF DEFICIENCIES 
AND PLAN OF CORRECTION

NAME OF PROVIDER OR SUPPLIER

(X1) PROVIDER/SUPPLIER/CLIA
IDENTIFICATION NUMBER:

(X2) MULTIPLE CONSTRUCTION (X3) DATE SURVEY 
COMPLETED

(X4) ID PREFIX TAG SUMMARY STATEMENT OF DEFICIENCIES

STREET ADDRESS, CITY, STATE, ZIP CODE 

For information on the nursing home's plan to correct this deficiency, please contact the nursing home or the state survey agency.

A. Building

B. Wing

(Each deficiency must be preceded by full regulatory or LSC identifying information) 

FORM CMS-2567 (02/99)  
Previous Versions Obsolete 

Event ID: Facility ID: If continuation sheet 
Page       of      

345529 02/12/2026

Perry Creek Health and Rehabilitation Center 5201 Clarks Fork Drive
Raleigh, NC 27616

F 0550

Level of Harm - Minimal harm
or potential for actual harm

Residents Affected - Few

02/05/26 like she had indicated in her previous interview. The Housekeeping Director stated she had
confused Resident #106's room with another room on the same hall. The Housekeeping Director stated she
recalled staff coming to her on Saturday 02/06/26 looking for Resident #106's clothes but they had not been
laundered yet. She stated she worked all weekend in the laundry department due to being short staffed and
got the laundry caught up. The Housekeeping Director stated there was usually one person assigned to the
laundry room on day shift and one person on 2nd shift and that was enough staff to be able to keep up with
the laundry. The Housekeeping Director stated she was familiar with the laundry process and on Fridays the
500-hall laundry would be picked up by the housekeeping department and washed and returned the same
day.

An interview was conducted with Nurse Aide #2 on 02/12/26 at 11:29 AM. Nurse Aide #2 stated she
worked on Friday 02/05/26, Saturday 02/06/26, and Sunday 02/07/26. Nurse Aide #2 stated she brought
Resident #106's laundry to the laundry department on Friday 02/05/26. Nurse Aide #2 reported Resident
#106 did not have any clothes to wear all weekend. Nurse Aide #2 stated Resident #106 got out of bed and
did therapy over the weekend in her room, but the resident did not leave her room because she said she
had no clothes to wear. Nurse Aide #2 stated Resident #106 did not have any of her own clothes to wear all
weekend and she (Nurse Aide #2) went to the laundry department on Saturday 02/06/26 and Sunday
02/07/26 and the Housekeeping Director kept saying we are working on it. Nurse Aide #2 stated when she
returned on Monday 02/09/26, Resident #106 still did not have her clothes and she (Nurse Aide #2) went to
the laundry department on Monday afternoon and Resident #106's 4 house coats were ready, so she
brought them to Resident #106's room.

An interview was conducted with the Administrator on 02/12/26 at 3:45 PM. The Administrator stated he
expected the laundry to be completed on the day it was scheduled. He reported that the laundry on
Resident #106's hall was scheduled to be done on Fridays. He indicated it should have been done that day
so that Resident #106 had her own clothing to wear.
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