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 C 000 Initial Comments  C 000

The Adult Care Licensure Section conducted an 

initial survey with onsite visits on January 21, 

2021 and January 25, 2021 and a desk review 

survey on January 22, 2021 and January 26, 

2021 with a telephone exit on January 27, 2021.

 

 C 191 10A NCAC 13G .0601(d) Management and Other 

Staff

10A NCAC 13G .0601 Management and Other 

Staff

(d)  Additional staff shall be employed as needed 

for housekeeping and the supervision and care of 

the residents.

This Rule  is not met as evidenced by:

 C 191

TYPE B VIOLATION

Based on observations, record reviews, and 

interviews, the facility failed to ensure sufficient 

staff were on duty at all times to meet the 

supervision needs of 1 of 3 sampled residents 

(#3) with a diagnosis of gait instability and a 

history of falls. 

The findings are:

Review of the facility's Falls Management policy 

updated on 08/27/20 revealed:

-The document included the purpose, definition of 

a fall, and risk factors for falls.

-The documents provided a section for each 

document that should be completed for residents.

-The documents included: a fall assessment tool 

(completed every 6 months), a post fall 

investigation, and a fall intervention 

checklist/plan.

-The document indicated an incident/accident 

report was to be completed after each fall and the 
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 C 191Continued From page 1 C 191

resident's primary care provider (PCP) should be 

notified after each fall.

Review of Resident #3's current FL-2 dated 

10/22/20 revealed:

-Diagnoses included gait instability, mixed Lewy 

body and subcortical vascular dementia, 

adjustment disorder with mixed anxiety and 

depression, urinary retention with incomplete 

bladder emptying, Foley catheter, and insomnia.

-Resident #3 was semi-ambulatory, wandered, 

required total care, and had an indwelling 

catheter.

Review of Resident #3's PCP office visit note 

dated 10/23/20 revealed Resident #3's PCP 

noted Resident #3 was moving to the facility in 

November 2020 and she had fallen a "few" times 

without injury at another facility.

Review of Resident #3's care plan dated 11/17/20 

and a reassessment date of 01/18/21 revealed:

-Resident #3 wandered.

-Resident #3 was ambulatory with the use of a 

"rolling" walker.

-Resident #3 required limited assistance with 

toileting.

-Resident #3 required her catheter bag to be 

positioned and emptied.

-Resident #3 required limited assistance with 

transfers.

-Resident #3 required supervision when 

ambulating.

Review of Resident #3's fall assessment dated 

11/17/20 revealed:

-Resident #3 was assessed to need frequent 

reminders to use safety devices, unable to 

recognize safety hazards, unable to understand 

the need to call for assistance, having impaired 
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 C 191Continued From page 2 C 191

mobility, and requiring an assistive device to 

ambulate.

-Resident #3 had no fall history for the past six 

months prior to 11/17/20.

-The fall assessment was completed by the 

Resident Care Coordinator (RCC).

Review of Resident #3's fall risk assessment 

dated 01/18/21 revealed:

-Resident was assessed to have moderate 

confusion and needed occasional reminders to 

use safety devices or call for assistance.

-Resident #3 had a history of 4 falls for the past 

six months prior to 01/18/21.

Observation of the facility on 01/21/21 from 

8:55am to 1:00pm revealed:

-Resident #3 was seen ambulating with a walker 

in the common area prior to the arrival of her 

sitter.

-Staff were in the dining room area when 

Resident #3 ambulated back and forth from the 

dining room area to the resident room doors.

-There were six residents who resided in the 

facility.

-Resident #3's sitter arrived at 9:00am.

-Resident #3 ambulated several times for long 

periods of time accompanied by her sitter.

-Resident #3 sat down to eat a snack and to eat 

lunch.

-At 9:30 am, the personal care aide (PCA) left the 

facility and returned approximately 20 minutes 

later.

-At 9:55am, the medication aide (MA) announced 

she was going over to another family care home 

on the campus to check on another MA.

-The MA did not leave because the PCA left the 

facility again.

-The MA remained engaged with four of residents 

in the living room area.
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-Resident #3 ambulated with a walker 

accompanied by the sitter.

-At 10:30am, the PCA folded a resident's clothes 

at the activities table, while the MA stepped 

outside of the facility.

-The PCA stepped into a resident's room to place 

the folded clothes into a chest of drawers.

-The MA returned within approximately 20 

minutes.

-Both the PCA and MA were present during the 

lunch meal service.

Interview with a first shift MA on 01/21/21 at 

10:38am revealed:

-She and the PCA were responsible for 

housekeeping duties such as cleaning the 

kitchen, dining room, making resident beds and 

bathrooms, resident laundry and bed linens.

-In November and December 2020, a 

housekeeper came to the facility to complete 

cleaning of the common areas, hallway near the 

front door and resident bathrooms.

-After the first resident tested positive for 

COVID-19, staff working in the facility became 

responsible for housekeeping in addition to caring 

for the residents.

-Resident #3 had days when she ambulated 

frequently.

Interview with a first shift PCA on 01/21/21 at 

12:51pm revealed:

-Staff were responsible for disinfecting touchable 

surfaces between caring for residents.

-She completed resident showers after breakfast 

and laundered bed linens on resident shower 

days.

-She assisted residents out of bed in the morning 

who were not assisted by night shift staff, set-up 

breakfast and Resident #3 and another resident 

awoke earlier than the other residents.
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Observation of the facility on 01/25/21 from 

9:00am to 1:00pm revealed:

-Resident #3's sitter was present and sitting with 

Resident #3 at the activities table.

-The MA left the facility at approximately 9:35 am 

and went over to another facility, leaving the PCA 

with six residents.

-The MA returned after the lunch meal service.

-During the time the MA was not present, the PCA 

went to the laundry room and retrieved the lunch 

from the front door which required her to walk 

beyond the locked doors.

-Resident #3 was assisted to the restroom by the 

PCA, who walked away from Resident #3 while 

she was in the restroom because she did not 

have access to gloves.

-The MA went next door to retrieve gloves for the 

PCA.

Interview with a PCA on 01/25/21 at 10:05am 

revealed:

-Resident #3 required assistance to get out of 

bed, shower, dress, toileting and emptying of the 

Foley catheter drainage bag, and needs 

assistance with meals.

-Resident #3 did not like to be alone and needed 

staff to remain with her for the majority of the 

shift.

-She and other staff requested a sitter for 

Resident #3 because there was usually only one 

staff on duty in the facility.

-Resident #3 was placed in a wheelchair so that 

she could be wheeled around the facility with staff 

as other duties were performed.

-When Resident #3 was alone, she became 

agitated and if she was with staff she was less 

agitated.

-Resident #3 was first to awaken in the facility.

-She sat Resident #3 in the living room in the 
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 C 191Continued From page 5 C 191

morning with a nutritional supplement to drink to 

try to keep her focused on drinking while she 

assisted the other five residents.

Interview with a MA on 01/25/21 at 12:41pm 

revealed:

-She was assigned as the MA for this facility and 

the sister facility next door.

-The PCA notified her if she was needed at the 

facility.

-She walked back and forth from this facility to 

the other facility depending on where she was 

needed.

Review of Resident #3's physician orders dated 

11/11/20 revealed there were orders for physical 

and occupational therapy (PT/OT).

Telephone interview with the RCC on 01/27/21 at 

1:33pm revealed:

-Resident #3 was new to the facility on 11/10/20 

and staff was able to watch her closely due to the 

low census at the time.

-Resident #3 was encouraged to use her walker 

and she had staff to take her for walks outside 

when the weather permitted.

Review of Resident #3's electronic progress 

notes dated 12/10/20 revealed:

-There was a note completed at 9:25pm that 

Resident #3 had an unwitnessed fall with 

complaints of pain to the lower back.

-The note indicated Tylenol was administered to 

Resident #3 for the pain.

-There was a note completed at 11:01pm that 

Resident #3 was found sitting on the floor in front 

of her wheelchair.

-Resident #3 had no injuries and her POA was 

notified.

-Resident #3's POA did not want her transported 
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 C 191Continued From page 6 C 191

to the hospital.

Review of Resident #3's handwritten progress 

notes dated 12/10/20 revealed:

-There was a note written by the Home Health 

nurse concerning changing Resident #3's Foley 

catheter.

-The note did not contain any information 

concerning Resident #3's fall.

Review of Resident #3's incident/accident reports 

revealed there was no incident/accident report 

dated 12/10/20.

Telephone interview with the RCC on 01/27/21 at 

1:35pm revealed:

-She did not remember Resident #3 falling on 

12/10/20.

-If the facility nurse was notified, she was 

probably told during the morning meeting.

-She did not know if anything was put into place 

to prevent Resident #3 from falling after the 

12/10/20 fall.

-She always encouraged staff to remind Resident 

#3 to use her walker, empty Resident #3's Foley 

catheter drainage bag, and do "whatever they can 

on their end" to prevent her from falling.

-She began scheduling a MA and PCA in the 

facility to try to assist with the residents.

-Due to staff calling out, staff illness and 

quarantining due to their exposure to COVID-19 

there were shifts that were not staffed with a MA 

and PCA assigned to the facility.

-There was always a PCA assigned to the facility 

but the MA might be assigned to other sister 

facilities.

-She had to work a night shift this week to cover 

staffing due to call outs.

Review of Resident #3's incident/accident report 
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 C 191Continued From page 7 C 191

dated 12/19/20 revealed:

-Resident #3 had an unwitnessed fall at 12:30pm 

in the living room of the facility.

-Resident #3 was found lying on the floor and had 

no injuries.

-There was no documentation that Resident #3's 

PCP was notified.

Review of Resident #3's post fall investigation 

report attached to Resident #3's 12/19/20 

incident/accident report revealed:

-Resident #3 did not have an injury.

-Resident #3 was screaming prior to her fall and 

there was documentation that she was confused.

Review of Resident #3's electronic progress 

notes dated 12/19/20 revealed:

-Resident #3 was found lying on the floor.

-The RCC and POA were notified.

Attempted interview with the MA on 01/26/21 at 

11:42am who completed Resident #3's 

incident/accident report dated 12/19/20 was 

unsuccessful .

Telephone interview with the RCC on 01/27/21 at 

1:40pm revealed:

-She thought Resident #3 may have had a urinary 

tract infection (UTI) and this caused her falls.

-She was unsure of the dates when Resident #3 

had a UTI.

-The facility staff had tried everything to prevent 

Resident #3 from falling.

-Staff spent time with Resident #3 by sitting with 

her, and having her to sit in the common area.

-She did not know of any other interventions put 

into place to prevent Resident #3 from falling.

Review of Resident #3's facility physician 

communication forms revealed:

Division of Health Service Regulation
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-There was a form in Resident #3's record dated 

12/21/20 reporting Resident #3 had an 

unwitnessed fall in her room.

-Resident #3 was found in a sitting position 

holding on to a bed post.

-Resident #3 had two bruises on her back on the 

right side.

-The bruises were described as "dime sized".

-There was a fax stamp at the top right-hand 

corner initialed by a MA.

Review of Resident #3's electronic progress 

notes dated 12/21/20 revealed:

-There was a note documented at 9:37pm that 

Resident #3 had an unwitnessed fall and she was 

found in her resident room on the floor in a sitting 

position holding a bed post.

-Resident #3 had two red spots on the left side of 

her back and she denied hitting her head.

-There was a note documented at 9:47pm that 

Resident #3 needed a "personal aide" to sit with 

her because she required "a lot of attention".

-There was a note documented at 9:51pm that 

Resident #3 was placed in the "hotbox" due to an 

unwitnessed fall.

Review of Resident #3 's incident/accident reports 

dated 12/21/20 revealed Resident #3 had no 

incident/accident report for 12/21/20.

Telephone interview with the MA who completed 

Resident #3's facility physician communication 

form on 01/26/21 at 1:30pm revealed:

-She also completed the physician 

communication form and faxed it over to Resident 

#3's provider who she thought was the facility 

contracted PCP.

Resident #3 did not have any injuries and she 

checked Resident #3 for injuries after her fall.

-She did not know of any interventions put into 
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 C 191Continued From page 9 C 191

place for Resident #3 after the 12/21/20 fall.

-She was usually assigned to work at a sister 

facility on the campus.

-There were some shifts when she was assigned 

as the MA for more than one facility on the 

campus.

-The PCA called her if a resident needed anything 

from a MA.

Telephone interview with the RCC on 01/27/21 at 

1:40pm revealed she was not aware of Resident 

#3's fall on 12/21/20 and did not know of any 

interventions put into place to prevent Resident 

#3 from falling again.

Telephone interview with the MA on 01/26/21 at 

11:32am revealed:

-She worked second shift primarily but 

sometimes worked over into third shift if she was 

able.

-She was usually assigned to this facility, but 

there were shifts when she was the MA for all four 

sister facilities on the campus. 

-When this occurred, there was a PCA assigned 

to each family care home and the PCA called her 

if anything was needed.

-Resident #3 was able to ambulate "fairly well" 

but she needed a lot of verbal cuing because she 

pushed different items in the facility thinking it 

was her walker..

-Resident #3 was not aware of her surroundings 

and did not sit on chairs correctly which caused 

Resident #3 to fall.

-Resident #3 was supposed to wear eyeglasses 

but she refused to wear them sometimes.

-She was not sure if Resident #3 was able to see 

well enough to sit on chairs correctly because she 

often missed the chair.

-Resident #3 had a sitter now, and the sitter 

started on the previous week, 01/17/21.
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Telephone interview with the RCC on 01/27/21 at 

1:45pm revealed:

-She did not want to repeat that the facility did 

same thing over and over again regarding 

Resident #3's falls.

-She knew Resident #3 had a urinalysis at some 

point, and there was discussion with the POA 

about a sitter.

-She thought there was some discussion 

concerning mental health services for Resident 

#3 but the POA did not agree.

-They tried to put things into place by having staff 

sit with Resident #3 one to one, she did not know 

the date staff began sitting with Resident #3.

-She did not know of any other interventions 

ordered for Resident #3 to prevent her from 

falling.

Review of Resident #3's facility physician 

communication form dated 12/24/20 revealed:

-Resident #3 was found in her room on the floor 

with her back against the wall.

-Resident #3 did not have any injuries.

-The form was addressed to the facility's contract 

PCP and continue with plan of care was checked 

with an illegible signature in the physician 

signature space.

Review of Resident #3 's incident/accident report 

revealed there were no incident/accident reports 

dated 12/24/20.

Telephone interview with the RCC on 01/27/21 at 

1:50pm revealed she was not aware Resident #3 

fell on 12/24/20 and she did not know of any 

interventions put into place to prevent Resident 

#3 from falling again.

Review of Resident #3's physician orders dated 
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12/28/20 revealed:

-There were orders for a urinalysis and "night 

time leg bag".

-There was a prescription written by Resident 

#3's PCP dated 01/04/21 to discontinue 

ciprofloxacin (used to treat infections), begin 

Macrobid 100 mg (used to treat and prevent 

urinary tract infections) twice daily for seven days.

Review of  Resident #3's incident/accident report 

dated 01/11/21 revealed:

-Resident #3 fell at 3:45pm in the dining room 

while trying to sit on a chair, slipped and fell.

-Resident #3 had no injuries.

-Resident #3's POA was notified at 3:48pm.

-Resident #3's PCP was not notified.

Review of Resident #3's electronic progress 

notes revealed:

-There was a note documented on 01/11/21 at 

10:43pm that Resident #3 fell while trying to sit on 

a chair without injury.

-Resident #3's POA was notified.

-There was a noted documented on 01/12/21 at 

1:47pm that a sitter service representative came 

to observe Resident #3.

Telephone interview with the MA who completed 

Resident #3's incident/accident report dated 

01/11/21 on 01/26/21 at 11:32am revealed:

-Resident #3 fell on 01/11/21 and she thought it 

was due to her shoes.

-She spoke with Resident #3's family member 

about the shoes and that Resident #3 needed 

shoes with velcro or shoelaces.

-Resident #3's family member brought shoes for 

her, but she did not know the date.

-Resident #3 fell when she was trying to sit down, 

slipped and fell without injury.

-She contacted Resident #3's POA and he told 
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her he had plans for obtaining a sitter for 

Resident #3.

Telephone interview with the RCC on 01/27/21 at 

1:45pm revealed:

-She thought Resident #3's sitter started after the 

fall on 01/11/21.

-She did not know of any other interventions put 

into place after Resident #3's 01/11/21 fall.

Review of  Resident #3's incident/accident report 

dated 01/23/21 revealed:

-Resident #3 had an unwitnessed fall at 10:55 pm 

in her room near her bathroom.

-Resident #3 did not have any injuries.

-Resident #3's POA was notified.

-The facility contracted PCP was notified via fax.

Review of Resident #3's post fall investigation 

report dated 01/23/21 revealed:

-Resident #3 fell in her room without injury.

-Resident #3 reported "I feel OK" and was 

assessed to be confused, dizzy, non-compliant, 

poor safety awareness, gait/balance challenges, 

and need for bathroom.

Review of Resident #3's post fall 30-minute 

monitoring forms revealed:

-There was one form dated 01/23/21 with 

documentation of checks from 11:30am to 

6:30am.

-There was another form dated 01/24/21 with 

documentation of checks from 7:00am to 6:30am.

-There were no other forms in Resident #3's 

record.

Interview with the MA that completed Resident 

#3's incident/accident report dated 01/23/21 on 

01/25/21 at 12:10pm revealed:

-Resident #3 fell on the weekend, on 01/23/21, 
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but had no injuries.

-Resident #3 was walking to the bathroom and 

fell.

-There were no new orders or medication 

changes.

-She followed the Falls Management policy and 

completed all the forms.

-She notified the facility contracted PCP about the 

fall.

-Resident #3 was placed on every 30 minutes 

checks and her name was listed in the "hot box" 

which was a binder used to place residents' 

names who staff needed to watch more closely.

Interview with Resident #3's sitter on 01/25/21 at 

10:00am revealed:

-She began sitting with Resident #3 on 01/17/21.

-She did not perform any personal care for 

Resident #3 but she did sit with her from 9:00am 

to 3:00pm seven days a week.

Telephone interview with a MA on 01/26/21 at 

1:00pm revealed:

-The facility was known as a busy facility in 

comparison with the sister facilities.

-She thought the facility was busy because the six 

residents were all active and moved about the 

facility constantly.

Telephone interview with another MA on 01/26/21 

at 4:30pm revealed:

-When she was assigned to the facility, she 

observed that Resident #3 walked frequently and 

staff had to walk with her.

-She was able to walk along with Resident #3 

before the sitter started because the other 

residents did not need as much of her time.

Telephone interview with Resident #3's family 

member on 01/27/21 at 12:09pm revealed:
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-Resident #3 was admitted on 11/09/20.

-Since COVID-19 occurred, he was not able to 

visit like he used to visit, but he had a tablet set 

up in Resident #3's room and he did video visits 

with her.

-He did not know the exact dates, but he thought 

he was notified of seven falls.

-Resident #3 had a PCP that had cared for her 

since 2012 and knew her well.

-He thought some of Resident #3's falls were not 

really falling because she had slid to the floor 

from a chair.

-He had obtained a sitter for Resident #3 and she 

started sitting with Resident #3 on 01/17/21.

-Resident #3 fell on 01/23/21 when the sitter was 

there with her. 

-He spoke with the sitter and the agency who 

provided the sitter and told them the sitter needed 

to remain in arms-length of Resident #3.

-Resident #3's PCP ordered that she use a 

wheelchair instead of a walker with direct 

supervision on 01/26/21.

-He expected the facility to have adequate 

amounts of staff to meet Resident #3's needs.

-He did not think it was his responsibility or 

Resident #3's responsibility to provide additional 

sitters.

-The MA suggested Resident #3 needed different 

shoes about three weeks ago.

-He brought the shoes to the facility and Resident 

#3 wore them yesterday to her PCP appointment.

Telephone interview with a nurse at the facility 's 

contracted PCP on 01/26/21 at 9:37am revealed:

-The PCP's last visit with Resident #3 was 

11/11/20 and a call was received on 11/12/20 

about an unwitnessed fall.

-She did not know if the PCP saw the resident 

after the fall, but there was documentation that 

Resident #3 was diagnosed as being a high risk 
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of falls.

-The PCP was contacted on 11/15/20 requesting 

a urinalysis because Resident #3 had increased 

confusion.

-There was no documentation on 11/10/20, 

11/24/20, 11/30/20, 12/10/20, 12/19/20, 12/21/20, 

12/24/20, 01/11/21, or 01/14/21 of the facility 

contacting the PCP concerning Resident #3's 

falls.

-There was documentation on 11/18/20 that the 

PCP contacted the facility with the urinalysis 

results, on 12/14/20 about Resident #3 falling, 

and on 01/15/21 about Resident #3 being pushed 

by another resident.

-There were no orders noted that corresponded 

to the dates of Resident #3's falls on 11/10/20, 

11/24/20, 11/30/20, 12/10/20, 12/19/20, 12/21/20, 

12/24/20, 01/11/21, or 01/14/21.

Telephone interview with the medical assistant at 

Resident #3's PCP office on 01/26/21 at 1:05pm 

revealed:

-Resident #3's last visit was a video visit on 

11/25/20.

-She was notified about the 11/24/20 fall and 

ordered nutritional shakes on 11/25/20.

-There was a note in the computer system dated 

11/30/20 reporting Resident #3 was agitated, and 

a urine culture was requested, but there was no 

documentation about the fall.

-There was an after-hours notification from the 

facility on 12/19/20 to report a fall, but there were 

no orders sent to the facility.

-There were no messages in the computer 

system for 12/21/20.

-There were no messages in the computer 

system for 12/24/20, 01/11/21, 01/14/21, and 

01/25/21.

-It took an extended amount of time for the faxes 

to reach the computer system because the faxes 
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were directed to another place.

-If the facility called the PCP's office, it would be 

on record.

Telephone interview with Resident #3's PCP on 

01/26/21 at 3:58pm revealed:

-She saw Resident #3 that day, 01/26/21, and 

had some concerns about her care.

-She was notified by facility staff that Resident #3 

had fallen twice since her admission to the 

facility.

-She was not aware of Resident #3's multiple 

falls.

-She expected the facility to notify her for 

Resident #3's falls, and any other change in her 

condition.

-She spoke with Resident #3's POA and was told 

Resident #3 had recurrent falls.

-She was also told by the POA that Resident #3 

had received PT and now had a sitter.

-Resident #3 had two UTIs, one in November 

2020 and one in January 2021.

-She assessed Resident #3 and her dementia 

had worsened to the level that she did not 

understand how to sit on a chair properly.

-When she had a patient with a pattern of falling 

with dementia, it indicated the patient did not 

understand how to do certain activities anymore.

-On 01/26/21, She ordered  for Resident #3 to 

use a wheelchair instead of a walker to move 

about the facility and needed direct supervision 

when transferring in and out of the wheelchair.

-Resident #3 had not improved with the PT/OT 

and sitter.

-Resident #3 was frail.

-Resident #3 had a gradual decline and her 

cognition had declined.

-If she was notified of Resident #3's numerous 

falls earlier she would have ordered interventions 

to try to prevent other falls.
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Telephone interview with a representative from 

Resident #3's Physical Therapy (PT) agency on 

01/25/21 at 3:40pm revealed:

-Resident #3's case was opened on 12/03/20 and 

she was still a current client for nursing services.

-The nursing services were to change Resident 

#3's Foley catheter monthly.

-Resident #3's PT was discontinued on 12/22/20 

and she had four PT visits only.

Telephone interview with Resident #3's Physical 

Therapist (PT) on 01/25/21 at 4:37pm revealed:

-He had not worked with Resident #3 since 

December 2020.

-When he saw her the first visit, she was not able 

to complete any tasks related to physical therapy.

-He thought she had a urinary tract infection (UTI) 

and she had to receive treatment for a UTI before 

he was able to work with her again.

-Another assessment he made was that Resident 

#3 had a diagnosis of dementia and it was 

challenging working with residents who had that 

diagnosis.

-The goals he worked on with Resident #3 were 

safely sitting and standing from the chair and 

ambulating with her walker.

Telephone interview with Resident #3's PT on 

01/26/21 at 3:10pm revealed:

-He saw Resident #3 on 12/03/20, 12/08/20, 

12/17/20, and 12/22/20.

-He thought staff told him about the fall on 

12/22/20 because he thought that was the 

practice used by staff.

-Resident #3 was discharged from PT services 

on 12/22/20.

-On the day, he worked with Resident #3, he 

educated whomever was on duty about how to 

best assist Resident #3 with her walker and with 
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transfers.

-He thought Resident #3 fell frequently possibly 

due to dementia and needed someone to keep 

"an eye on her".

-There were no new orders for Resident #3 to 

resume PT services.

-Resident #3 was discharged because she had 

met the goals to the level the dementia allowed 

her to reach.

Interview with the RCC on 01/21/21 at 9:46am 

revealed:

-She did rounds daily to check a binder where 

residents who were placed in the "hot box" were 

listed.

-The "hot box" was the terminology used when a 

resident had recent falls, had a catheter, or 

needed close monitoring.

-She checked to determine if the residents were 

engaged, happy and safe or in need of additional 

assistance.

Telephone interview with the RCC on 01/27/21 at 

12:27pm revealed:

-The facility had a lot of systems in place for how 

staff should handle a resident fall .

-Staff were to complete an incident/accident 

report, notify the family member, notify the PCP, 

notify the nurse, check the resident for injuries, 

obtain the resident's vital signs, and place the 

resident on 30 minutes checks.

-She went and reviewed the documents to try to 

determine the cause of the fall, the time of day 

the fall occurred, what the resident was doing 

when they fell, and if anything could be done to 

prevent them from falling again.

-After Resident #3 fell on 01/23/21, she was 

placed on 30-minute checks and staff 

documented every shift for 72 hours after the 

date of the fall.
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-She expected staff to complete an 

incident/accident report after each fall and notify 

the POA, PCP, and management team.

-There was discussion last week of requesting 

the sitter to change her hours to 12:00pm to 

6:00pm to provide assistance with Resident #3 

during shift change.

-She thought Resident #3 had eight falls maybe, 

but she did not know Resident #3 had 11 or 12 

falls.

-She did not know staff were contacting the 

incorrect PCP for Resident #3.

-She held herself responsible for ensuring 

residents have adequate supervision.

Telephone interview with the Administrator on 

01/25/21 at 4:07pm revealed:

-He and other management team members 

conducted an internal audit after 01/14/21 and 

identified there was an issue concerning 

residents falls.

-The system that was put into place after 

01/14/21 was the MA should complete an 

incident/accident report, do an investigation of the 

fall, place the resident on 72 hours of monitoring 

by completing every 15 minutes to 30 minutes 

checks and document the checks.

-After 01/14/21, he expected the resident to have 

an assessment completed by the MA to 

determine if the resident hit their head, had a 

fracture, bruise, or pain.

-The RCC would guide the fall investigation to 

determine the cause of the fall.

-He expected the MA to make the PCP, and 

guardian aware.

-He thought there was a shared responsibility 

among the MA, RCC, and the Associate 

Executive Director (ED) because each staff had a 

responsibility within the Falls Management policy.
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Based on observations, record reviews, and 

interviews, it was determined Resident #3 was 

not interviewable.

___________________

The facility failed to have sufficient staff on duty to 

meet the supervision needs of Resident #3 who 

was frail and with worsening dementia causing 

her to have difficulty sensing the location of chairs 

when sitting down and who had recurrent falls 

over a three month period for a total of 6 

unwitnessed falls. This failure was detrimental to 

the health, safety and welfare to the resident and 

constitutes a Type B Violation.

___________________

The facility provide a plan of protection in 

accordance with G.S. 131D-34 on 02/12/21 for 

this violation.

CORRECTION DATE FOR THE TYPE B 

VIOLATION SHALL NOT EXCEED MARCH 13, 

2021.

 C 330 10A NCAC 13G .1004(a) Medication 

Administration

10A NCAC 13G .1004 Medication Administration

(a)  A family care home shall assure that the 

preparation and administration of medications, 

prescription and non-prescription and treatments 

by staff are in accordance with:

(1) orders by a licensed prescribing practitioner 

which are maintained in the resident's record; and

(2) rules in this Section and the facility's policies 

and procedures.

This Rule  is not met as evidenced by:

 C 330

Based on observations, record reviews, and 

interviews, the facility failed to administer 
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medications as ordered for 1 of 3 sampled 

residents (#1) related to a hypothyroid 

medication.

The findings are:

Review of Resident #1's current FL-2 dated 

11/03/20 revealed:

-Diagnoses included hypothyroidism, dementia, 

atrial fibrillation, depression, hyperlipidemia, and 

cardiomyopathy.

-There was a medication order for Synthroid 75 

mcg (used to treat an underactive thyroid) daily.

Review of Resident #1's November 2020 

electronic medication administration record 

(eMAR) revealed:

-There was an entry for levothyroxine 75 mcg 

(Synthroid) give one tablet daily, scheduled for 

6:00am.

-There was documentation of administration of 

levothyroxine 75 mcg from 11/10/20 to 11/12/20 

at 6:00am, from 11/14/20 to 11/16/20 at 6:00am, 

11/19/20 and 11/30/20 at 6:00am.

-There was no documentation of administration of 

levothyroxine 75 mcg on 11/13/20 at 6:00am, 

from 11/17/20 to 11/18/20 at 6:00am, and from 

11/20/20 to 11/29/20 at 6:00am.

-There was documentation of 13 missed doses of 

levothyroxine 75 mcg and there was no 

documentation of a reason levothyroxine was not 

administered.

Review of Resident #1's December 2020 eMAR 

revealed:

-There was an entry for levothyroxine 75 mcg 

(Synthroid) give one tablet daily, scheduled for 

6:00am.

-There was documentation of administration of 

levothyroxine 75 mcg from 12/01/20 to 12/21/20 

Division of Health Service Regulation

If continuation sheet  22 of 336899STATE FORM 7MF811



A. BUILDING: ______________________

(X1)  PROVIDER/SUPPLIER/CLIA

        IDENTIFICATION NUMBER:

STATEMENT OF DEFICIENCIES 

AND PLAN OF CORRECTION

(X3) DATE SURVEY

       COMPLETED

PRINTED: 02/15/2021 
FORM APPROVED

(X2) MULTIPLE CONSTRUCTION

B. WING _____________________________

Division of Health Service Regulation

FCL-092268 01/27/2021

NAME OF PROVIDER OR SUPPLIER

THE RESERVE AT MILLS FARM VILLA #1

STREET ADDRESS, CITY, STATE, ZIP CODE

2000 MILLS CHASE LOOP

APEX, NC  27523

PROVIDER'S PLAN OF CORRECTION

(EACH CORRECTIVE ACTION SHOULD BE 

CROSS-REFERENCED TO THE APPROPRIATE 

DEFICIENCY)

(X5)

COMPLETE

DATE

ID

PREFIX

TAG

(X4) ID

PREFIX

TAG

SUMMARY STATEMENT OF DEFICIENCIES

(EACH DEFICIENCY MUST BE PRECEDED BY FULL 

REGULATORY OR LSC IDENTIFYING INFORMATION)

 C 330Continued From page 22 C 330

at 6:00am, from 12/23/20 to 12/26/20 at 6:00am, 

and 12/31/20 at 6:00am.

-There was no documentation of administration of 

levothyroxine 75 mcg on 12/22/20 at 6:00am, and 

from 12/27/20 to 12/30/20 at 6:00am.

-There was documentation of 5 missed doses of 

levothyroxine 75 mcg and there was no 

documentation of a reason levothyroxine was not 

administered.

Review of Resident #1's January 2021 eMAR 

revealed:

-There was an entry for levothyroxine 75 mcg 

(Synthroid) give one tablet daily, scheduled for 

6:00am.

-There was documentation of administration of 

levothyroxine 75 mcg from 01/01/21 to 01/11/21 

at 6:00am, from 01/13/21 to 01/16/21 at 6:00am, 

and from 01/18/21 to 01/21/21 at 6:00am.

-There was no documentation of administration of 

levothyroxine 75 mcg on 01/12/21 and 01/17/21 

at 6:00am.

-There was documentation of 2 missed doses of 

levothyroxine 75 mcg and there was no 

documentation of a reason levothyroxine was not 

administered..

Review of Resident #1's previous pharmacy 

records revealed ninety tablets of Synthroid 75 

mcg were dispensed on 09/11/20.

Review of Resident #1's pharmacy records from 

the facility's contract pharmacy revealed no 

Synthroid was dispensed for Resident #1.

 

Observation of Resident #1's medications on 

hand on 01/21/21 at 11:05am revealed:

-There was one bottle of Synthroid .075 mg 

tablets with a dispense date of 09/11/20. 

-The medication label indicated 90 tablets of 
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Synthroid were dispensed.

-There were over 15 tablets remaining.

Based on observations and record review of 

Resident #1's pharmacy records, and eMARs 

Resident #1 had 31 tablets of Synthroid on 

admission, and should have utilized the 31 tablets 

of Synthroid by 12/11/20. 

Based on observations, record reviews, and 

interviews, it was determined Resident #1 was 

not interviewable.

Telephone interview with Resident #1's family 

member on 01/26/21 at 2:08pm revealed:

-Resident #1 was admitted to the facility on 

11/09/20.

-She gathered and brought all of Resident #1's 

medications to the facility on the date of 

admission.

-She gave the medications to a medication aide 

(MA), but she did not receive a receipt of what 

medications were received by the facility.

-She knew Resident #1 had taken Synthroid for 

several years and it was a medication Resident 

#1 would take for the length of her life.

-She did not know how many tablets remained in 

Resident #1's bottle of Synthroid which was 

provided to the facility, but all of the bottles were 

full or partially full. 

-She had not received an update about 

medications from the facility except two phone 

calls from a medication aide asking for her to 

bring a refill of Resident #1's potassium chloride 

and 

Telephone interview with the long-term care 

specialist at the facility's contracted pharmacy on 

01/26/21 at 10:21am revealed:

-Resident #1 had Synthroid 75 mcg daily on her 
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profile in the computer system, but it had not 

been dispensed.

-The pharmacy staff was informed Resident #1 

was admitted with a bottle of Synthroid in 

November 2020.

Telephone interview with a pharmacist at the 

facility's contracted pharmacy on 01/26/21 at 

11:00am revealed:

-If Resident #1 missed 20 doses of Synthroid for 

consecutive days, she might exhibit signs and 

symptoms of hypothyroidism.

-The signs and symptoms of hypothyroidism were 

fatigue, complaints of feeling cold, mood 

changes, and possible weakness.

Telephone interview with a Registered Nurse at 

Resident #1's facility contracted primary care 

provider's (PCP) office on 01/26/21 at revealed:

-Resident #1 had an order for Synthroid 75 mcg 

daily to treat hypothyroidism on her profile.

-The PCP had not ordered the Synthroid but 

continued the medication because Resident #1 

was admitted on the medication.

Attempted interview with a third shift MA on 

01/25/21 at 11:30pm was unsuccessful.

Interview with a MA on 01/25/21 at 12:10pm 

revealed:

-Each resident had their own medication bin, 

where the medications were stored.

-She prepared medications by removing the 

medication bin of the resident she planned to 

administer medication to in the morning.

-She looked at the electronic MAR and compared 

it to the medication package.

-She placed any oral medication that was due into 

a medication cup and highlighted each 

medication she placed into the medication cup 

Division of Health Service Regulation

If continuation sheet  25 of 336899STATE FORM 7MF811



A. BUILDING: ______________________

(X1)  PROVIDER/SUPPLIER/CLIA

        IDENTIFICATION NUMBER:

STATEMENT OF DEFICIENCIES 

AND PLAN OF CORRECTION

(X3) DATE SURVEY

       COMPLETED

PRINTED: 02/15/2021 
FORM APPROVED

(X2) MULTIPLE CONSTRUCTION

B. WING _____________________________

Division of Health Service Regulation

FCL-092268 01/27/2021

NAME OF PROVIDER OR SUPPLIER

THE RESERVE AT MILLS FARM VILLA #1

STREET ADDRESS, CITY, STATE, ZIP CODE

2000 MILLS CHASE LOOP

APEX, NC  27523

PROVIDER'S PLAN OF CORRECTION

(EACH CORRECTIVE ACTION SHOULD BE 

CROSS-REFERENCED TO THE APPROPRIATE 

DEFICIENCY)

(X5)

COMPLETE

DATE

ID

PREFIX

TAG

(X4) ID

PREFIX

TAG

SUMMARY STATEMENT OF DEFICIENCIES

(EACH DEFICIENCY MUST BE PRECEDED BY FULL 

REGULATORY OR LSC IDENTIFYING INFORMATION)

 C 330Continued From page 25 C 330

with a check mark.

-She took the medication cup to the resident, 

observed the resident swallowing the medication, 

and then returned to the computer to save the 

medications she had highlighted earlier.

-If a medication was not given at the time it was 

scheduled, it remained on the screen.

-She did not know how long the medication would 

remain on the computer screen.

-She did not administer Resident #1's Synthroid 

because it was administered at 6:00am on third 

shift.

-She recalled a that over this past weekend a 

third shift MA told her she was not able to 

document administering Resident #1's Synthroid.

-She did not know if the MA reported the difficulty 

to the RCC.

-This past weekend was the first time she was 

told about any difficulty signing off Resident #1's 

Synthroid.

Telephone interview with the Resident Care 

Coordinator (RCC) on 01/27/21 at 12:53pm 

revealed:

-She expected medications to be administered 

one hour before or one hour after the time they 

were due.

-She planned to review the MARs at the end of 

the month but had not had a chance to check 

them due to all the busy work of opening the 

facility.

-She did not know Resident #1 had not received 

20 doses of Synthroid from November 2020 to 

January 2021.

-She and the MAs were responsible for 

medication administration as ordered by the 

physician.

Telephone interview with the Administrator and 

the Associate Executive Director (ED) on 
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01/27/21 at 3:15pm revealed:

-He did not know Resident #1 missed 20 doses of 

Synthroid.

-The Associate ED thought maybe the doses 

were documented on paper MARs.

-He expected MAs to administer medications as 

ordered by the PCP and held them responsible.

 C 342 10A NCAC 13G .1004(j) Medication 

Administration

10A NCAC 13G .1004 Medication Administration

(j)  The resident's medication administration 

record (MAR) shall be accurate and include the 

following:

(1) resident's name;

(2) name of the medication or treatment order;

(3)  strength and dosage or quantity of 

medication administered;

(4) instructions for administering the medication 

or treatment;

(5) reason or justification for the administration of 

medications or treatments as needed (PRN) and 

documenting the resulting effect on the resident;

(6) date and time of administration; 

(7) documentation of any omission of 

medications or treatments and the reason for the 

omission, including refusals; and

(8) name or initials of the person administering 

the medication or treatment.  If initials are used, a 

signature equivalent to those initials is to be 

documented and maintained with the medication 

administration record (MAR).

This Rule  is not met as evidenced by:

 C 342

Based on observations, record reviews, and 

interviews, the facility failed to ensure the 

medication administration records were accurate 

 

Division of Health Service Regulation

If continuation sheet  27 of 336899STATE FORM 7MF811



A. BUILDING: ______________________

(X1)  PROVIDER/SUPPLIER/CLIA

        IDENTIFICATION NUMBER:

STATEMENT OF DEFICIENCIES 

AND PLAN OF CORRECTION

(X3) DATE SURVEY

       COMPLETED

PRINTED: 02/15/2021 
FORM APPROVED

(X2) MULTIPLE CONSTRUCTION

B. WING _____________________________

Division of Health Service Regulation

FCL-092268 01/27/2021

NAME OF PROVIDER OR SUPPLIER

THE RESERVE AT MILLS FARM VILLA #1

STREET ADDRESS, CITY, STATE, ZIP CODE

2000 MILLS CHASE LOOP

APEX, NC  27523

PROVIDER'S PLAN OF CORRECTION

(EACH CORRECTIVE ACTION SHOULD BE 

CROSS-REFERENCED TO THE APPROPRIATE 

DEFICIENCY)

(X5)

COMPLETE

DATE

ID

PREFIX

TAG

(X4) ID

PREFIX

TAG

SUMMARY STATEMENT OF DEFICIENCIES

(EACH DEFICIENCY MUST BE PRECEDED BY FULL 

REGULATORY OR LSC IDENTIFYING INFORMATION)

 C 342Continued From page 27 C 342

for 2 of 3 sampled residents (#2 and #3).

The findings are:

1. Review of Resident #2's current FL-2 dated 

11/06/20 revealed:

-Diagnoses included vascular dementia, 

hypertension, colon cancer and colostomy.

-There was no order for a nutritional shake.

Review of Resident #2's physician's orders dated 

11/25/20 revealed an order for a nutritional shake 

one bottle in between meals as needed if 

Resident #2 did not eat and up to 3 bottles per 

day. Family will provide.

Review of Resident #2's November 2020, 

December 2020, and January 2021 electronic 

medication administration record (eMAR) 

revealed there was no entry for nutritional shakes 

and no documentation of administration.

Observation of the facility's refrigerator revealed 

there were 15 bottles of a nutritional shake stored 

on the refrigerator door shelf.

Based on observations, record reviews, and 

interviews, it was determined Resident #2 was 

not interviewable.

Telephone interview with Resident #2's family 

member on 01/26/21 at 2:43pm revealed:

-She brought nutritional shakes to the facility for 

Resident #2 because he did not always eat the 

meals.

-Resident #2 was a "very picky eater" and it took 

time for him to adjust to the meals served by the 

facility.

-She had delivered approximately 4 cases to the 

facility since Resident #2's admission in 
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November 2020.

Telephone interview with the long-term care 

specialist at the facility contracted pharmacy on 

01/26/21 at 10:21am revealed:

-The facility sent physician orders via fax and 

some primary care providers (PCP) sent orders 

electronically.

-When a PCP sent orders electronically, a copy of 

the order was sent with the medication delivery.

-She, a part-time pharmacist, or another person 

within the pharmacy would enter the orders into 

the pharmacy computer system.

-After the order was entered into the computer 

system, the facility staff were able to view the 

order on the eMARS.

-The facility was able to enter the resident's 

orders as well.

-Any orders entered into the computer system by 

staff appeared on the eMARs in lower and 

upper-case letters.

-Orders entered into the eMAR system by the 

pharmacy were in all upper-case letters.

-The pharmacy did not input orders for nutritional 

shakes and it was the responsibility of the facility 

to place these orders into the eMAR system.

Telephone interview with a second shift 

medication aide (MA) on 01/26/21 at 11:32am 

revealed:

-Resident #2 stayed in his room frequently and 

also liked certain foods.

-Resident #2 sometimes ate in his room and 

sometimes he only ate a few bites of food.

-When Resident #2 did not eat his meal or only a 

few bites, she offered him a nutritional shake.

-She noticed there was no place to document 

when she gave him a nutritional shake.

-She would report to the next shift when he did 

not eat and that she had given him a nutritional 
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shake.

-She had not had a chance to tell the Resident 

Care Coordinator (RCC) that Resident #2's 

nutritional shakes did not appear on the MARs.

Telephone interview with the RCC on 01/27/21 at 

12:53pm revealed:

-She did an audit of Resident #2's eMARs 

yesterday, comparing his current physician orders 

with his eMARs.

-She noted that his order for nutritional shakes 

was not in the eMAR system and did not appear 

on the January 2021 eMAR.

-She added Resident #2's nutritional shakes to 

the eMAR on yesterday and now it appeared on 

his January 2021 eMAR.

-She did not know there were certain ordered 

items that the pharmacy did not place in the 

eMAR system.

-She was so busy with other duties that she had 

not had an opportunity to review the eMARs for 

all the residents monthly.

-She was responsible for the accuracy of 

Resident #2's eMARs.

 

Refer to telephone interview with the 

Administrator on 01/27/21 at 3:17pm.

2. Review of Resident #3's current FL-2 dated 

10/22/20 revealed diagnoses included gait 

instability, mixed Lewy body and subcortical 

vascular dementia, adjustment disorder with 

mixed anxiety and depression, urinary retention 

with incomplete bladder emptying, Foley catheter, 

and insomnia.

Review of Resident #3's physician's orders dated 

11/18/20 revealed an order for cephalexin 500mg 

(used to treat bacterial urinary tract infections) 

one tablet twice daily for seven days.
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Review of Resident #3's November 2020 

electronic medication administration record 

(eMAR) revealed:

-There was an entry for cephalexin 500 mg one 

tablet twice daily for acute cystitis for seven days, 

scheduled for 8:00am and 8:00pm.

-There was documentation of administration of 

cephalexin 500 mg on 11/18/21 at 8:00pm, from 

11/19/20 to 11/24/20 at 8:00am and 8:00pm, and 

11/25/20 at 8:00am.

-There was another entry for cephalexin 500 mg 

one tablet twice daily for acute cystitis, scheduled 

for 8:00am and 8:00pm.

-There was documentation of administration of 

cephalexin 500 mg on 11/18/21 at 8:00pm, and 

from 11/19/20 to 11/25/20 at 8:00am and 8:00pm.

Review of Resident #3's pharmacy dispensing 

records revealed there were 14 tablets of 

cephalexin dispensed on 11/18/20.

Telephone interview with the long-term care 

specialist at the facility contracted pharmacy on 

01/26/21 at 10:21am revealed:

-There was an order dated 11/18/20 for 

cephalexin 500 mg twice daily for seven days for 

Resident #3.

-There were 14 tablets dispensed on 11/18/20.

-The reason there was a duplicate entry for 

Resident #3's cephalexin was the facility staff 

entered the order into the eMAR system.

-She could not view any entries on the eMAR that 

were entered by facility staff.

-When Resident #3's order was received by the 

pharmacy, it was entered again.

-The facility staff should have discontinued the 

entry that was entered by them.

Telephone interview with a medication aide (MA) 
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on 01/26/21 at revealed:

-She did not know why there was a duplicate 

entry on Resident #3's November 2020 eMAR for 

cephalexin.

-She did not know why staff documented on both 

entries for Resident #3's cephalexin.

-The MAs received some training about the 

eMAR system but she was still learning how to do 

specific tasks within the system.

Telephone interview with the Resident Care 

Coordinator (RCC) on 01/27/21 at revealed:

-She did not know there were two entries for 

cephalexin on Resident #3's November 2020 

eMAR.

-She expected staff to discontinue one of the 

entries to prevent duplication of documentation.

-She knew that duplications were caused when 

staff entered the order into the eMAR system and 

then the pharmacy entered the same order into 

the eMAR system.

-She was responsible for ensuring the eMARs 

were accurate.

Refer to telephone interview with the 

Administrator on 01/27/21 at 3:17pm.

__________________

Telephone interview with the Administrator on 

01/27/21 at 3:17pm revealed:

-He expected staff to send orders to the 

pharmacy so that the orders would appear on the 

eMAR and verify the eMAR entry using the 

physician orders effectively.

-He held the MAs and the RCC responsible for 

ensuring the residents eMARs were accurate.

 C 912 G.S. 131D-21(2) Declaration of Residents' Rights

G.S. 131D-21  Declaration of Resident's Rights

 C 912
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Every resident shall have the following rights:

2.  To receive care and services which are 

adequate, appropriate, and in compliance with 

relevant federal and state laws and rules and 

regulations.

This Rule  is not met as evidenced by:

Based on observations, record reviews, and 

interviews, the facility failed to ensure the 

residents received care and services which are 

adequate, appropriate, and in compliance with 

relevant federal and state laws and rules and 

regulations related to management and other 

staff.

The findings are:

Based on observations, record reviews, and 

interviews, the facility failed to ensure sufficient 

staff were on duty at all times to meet the 

supervision needs of 1 of 3 sampled residents 

(#3) with a diagnosis of gait instability and a 

history of falls. [Refer to Tag C0191, 10A NCAC 

13G .0601 (d) Management and Other Staff 

(Type B Violation)]
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