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 C 000 Initial Comments  C 000

The Adult Care Licensure Section conducted an 
annual and follow-up survey on 04/16/21 and 
04/19/21 - 04/20/21.

 

 C 069 10A NCAC 13G .0312(g) Outside Entrance And 
Exits

10A NCAC 13G .0312 Outside Entrance and 
Exits
(g)  In homes with at least one resident who is 
determined by a physician or is otherwise known 
to be disoriented or a wanderer, each exit door 
for resident use shall be equipped with a 
sounding device that is activated when the door is 
opened.  The sound shall be of sufficient volume 
that it can be heard by staff.  If a central system 
of remote sounding devices is provided, the 
control panel for the system shall be located in 
the bedroom of the person on call, the office area 
or in a location accessible only to staff authorized 
by the administrator to operate the control panel.

This Rule  is not met as evidenced by:

 C 069

TYPE B VIOLATION

Based on observations, interviews, and record 
reviews, the facility failed to ensure a sounding 
device was activated on 2 of 3 exit doors to alert 
staff for 1 of 3 sampled residents (#1) with 
wandering and exit seeking behaviors.

The findings are:  

Review of Resident #1's current FL-2 dated 
03/01/21 revealed:
-The recommended level of care was Memory 
Care Assisted Living. 
- Diagnosis included dementia associated with 
Alzheimers, vitamin D and vitamin B12 
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deficiency.
-The resident was intermittently disoriented, 
ambulatory, verbally abusive, and required staff 
assistance with bathing.

Review of Resident #1's Resident Register 
revealed an admission date of 03/08/21.

Review of Resident #1's current care plan dated 
04/06/21.
-The assessment date was 03/08/21.
-The resident wandered, was sometimes 
disoriented, had significant memory loss requiring 
redirection, and was ambulatory with a walker.
-The resident did not have a history of elopement 
or attempts. 
-The resident would ambulate without assistance 
when agitated.
-The resident required extensive assistance with 
eating, ambulation, dressing, grooming, and 
transferring.
-The resident was totally dependent upon staff for 
toileting and bathing. 

Review of Resident #1's current Licensed Health 
Professional Support (LHPS) evaluation date 
03/22/21 revealed the resident was alert to self 
only, required a walker for ambulation, and 
needed reminders to use the walker.

Observation of the facility on 04/16/21 at 7:30am 
revealed:
-The facility was located on the corner of a 
neighborhood street.
-The front of the facility was not enclosed by a 
fence. 
-The front wooden door of the facility was not 
closed.
-The front door alarms did not alarm when the 
front glass door was opened by the medication 
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aide (MA).
-Resident #1 was in a wheelchair located in the 
living room.

Observation of the facility on 04/16/21 at 9:10am 
revealed:
-The front wooden door was open.
-There was an alarm sensor on the front wooden 
door and the door jam. 
-The front glass door was closed and unlocked.
-The front glass door did not trigger alarms when 
opened.
-Resident #1 was attempting to ambulate with a 
rollator to the front door.
-The MA/Supervisor in Charge (SIC) walked with 
the resident to and out the front door.

Observation of the facility on 04/19/21 at 8:25am 
revealed:
-The back wooden door was open; the alarm was 
not engaged.
-The back glass door was unlocked and not fully 
closed; the alarm did not trigger when the door 
was fully pushed open.
-The front wooden door was closed, unlocked, 
and the alarm triggered when opened. 
-The interior garage door was closed, unlocked, 
and the alarm triggered when opened. 
-Resident #1 was seated in the wheelchair in the 
living room.
-There was no staff present. 

Interview with the MA on 04/19/21 at 8:15am 
revealed:
-She had not been trained on engaging door 
alarms.
-She knew the doors needed to be closed and 
alarms engaged based on observations and 
experiences with Resident #1 exit seeking and 
wandering. 
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-She could not safely supervise Resident #1 
when the doors were opened, and alarms were 
not engaged.
-She took the garbage out the back door, forgot 
to close the door to engage the alarm, and 
proceeded to a resident room to perform personal 
care after she came back into the faciity. 
-She should have closed the back door to engage 
the alarms.

Interrview with a Registered Nurse (RN) from 
Resident #1's PCP office on 04/19/21 revealed:
-Resident #1 was at risk for elopement because 
of exit seeking behaviors. 
-Doors not being closed to engage alarms placed 
the resident at risk for eloping, being struck by a 
vehicle if she made it to the road, and/or falls with 
injury because the resident was off balanced and 
had an unsteady gait.

Observation of the facility on 04/19/21 at 8:55am 
revealed:
-The front wooden door was open, and alarm 
disengaged.
-The front glass door was closed and unlocked; 
there was no alarm triggered when opened.
-The back wooden door was open, and alarm 
disengaged.
-The back glass door was closed and unlocked; 
there was no alarm triggered when opened. 
-Resident #1 was sitting in the wheelchair at the 
dining room table. 
-There was a MA standing at the medication cart 
preparing medications. 

Interview with the Community Relations Director 
(CRD) on 04/19/21 at 9:30am revealed all doors, 
wooden and glass, were expected to be closed at 
all times in the facility with door alarms engaged 
to sound if a resident were to open the door to 
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keep the resident safe. 

Interview with the Administrator on 04/19/21 at 
12:01pm revealed:
-There were 3 wooden doors; all 3 doors had 
door alarms.
-When the weather was nice, staff would open 
the wooden front and back doors to allow extra 
light in the facility.
-The alarms were not engaged when the wooden 
doors were opened. 
-She expected the wooden doors to be closed to 
engage the alarms when staff were performing 
personal care to ensure no one walked in the 
facility without staff knowing.
-She was not concerned about residents exiting 
the facility because all the residents were in 
wheelchairs. 
-She was not concerned about Resident #1 
exiting the facility because the resident was 
dependent upon a wheelchair.
-Resident #1 could self-propel in the wheelchair 
but she would "have to get through the door".
-Resident #1 had never made it out the door; she 
did not see that happening.  
_____________
The failure of the facility to assure 2 of 3 exit 
doors were engaged with sounding devices when 
the doors were opened with a resident (#1), who 
was assessed to be intermittently disoriented with 
significant memory loss requiring redirection, 
known to have wandering and exit seeking 
behaviors, and left unattended while the 
medication aide performed personal care to 
another resident placed the resident at risk for 
elopement, being struck by a vehicle, and/or falls 
with injury because the resident had an unsteady 
gait. This failure was detrimental to the health, 
safety and welfare of the resident and constitutes 
a Type B Violation.
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_____________
The facility provided a plan of protection in 
accordance with G.S. 131D-34 on 04/20/21.

CORRECTION DATE FOR THE TYPE B 
VIOLATION SHALL NOT EXCEED JUNE 4, 
2021.

 C 185 10A NCAC 13G .0601(a) Management and Other 
Staff

10A NCAC 13G .0601Mangement and Other 
Staff
(a)  A family care home administrator shall be 
responsible for the total operation of a family care 
home and shall also be responsible to the 
Division of Health Service Regulation and the 
county department of social services for meeting 
and maintaining the rules of this Subchapter.  
The co-administrator, when there is one, shall 
share equal responsibility with the administrator 
for the operation of the home and for meeting 
and maintaining the rules of this Subchapter.  
The term administrator also refers to 
co-administrator where it is used in this 
Subchapter.

This Rule  is not met as evidenced by:

 C 185

TYPE A2 VIOLATION

Based on observations, interviews, and record 
reviews, the Administrator failed to ensure the 
total operation of the facility to meet and maintain 
rules related to resident's rights, health care, 
medication administration, personal care and 
supervision, outside entrances and exits, and 
management and other staff.
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The findings are:

Interview with the Community Relations Director 
(CRD) on 04/16/21 at 8:25am revealed:
-She would be the point of contact for the survey.
-The Operations Manager (OM) was on vacation.
-The Administrator was unavailable due to 
personal reasons.

Interview with the medication aide/supervisor in 
charge (MA/SIC) on 04/16/21 at 9:20am 
revealed:
-She was responsible for the facility in the 
absence of the Administrator. 
-Her working hours were 8:00am - 6:00pm, 
Monday - Friday.
-She was on call and available by phone 24 hours 
a day, 7 days a week. 
-The Administrator was in the facility about 2 
times a month.
-The Administrator would make sure staff had all 
they needed to perform resident care.
-The Administrator would visit with the residents 
to see how they were doing.  
-The Administrator would sometimes be in the 
facility more frequently than 2 times a month if a 
potential resident admission or tour was 
scheduled. 
-The Administrator would tour the facility when 
present to be certain staff were doing what they 
were supposed to do.
-The Administrator was available by phone 24 
hours a day, 7 days a week. 

Interview with the medication aide (MA) on 
04/19/21 at 7:30am revealed:
-The MA was to report to the MA/SIC, the MA/SIC 
to the OM and CRD.
-She did not know who reported to the primary 
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care provider (PCP).
-She had never seen the CRD in the facility.
-The OM was in the facility about 3 - 4 times a 
month.

Second interview with the MA on 04/19/21 at 
8:15am revealed she had never been trained or 
educated regarding the need to keep the door 
alarms engaged.

Telephone interview with a second MA on 
04/19/21 at 9:44am revealed:
-She had never witnessed the Administrator in the 
facility at night.
-She had never witnessed the OM in the facility at 
night other than when a new resident moved into 
the facility.
-There was no management in the facility at 
night.
-The MA/SIC, Administrator, OM, and CRD would 
rotate weekend call.
-She would call the MA/SIC during nights if she 
needed management.
-MAs reported to the MA/SIC, the MA/SIC to the 
OM or the CRD.

Interview with the Administrator on 04/19/21 at 
11:31am revealed:
-She had not been in the facility for about 1 
month for personal reasons.
-She was last in the facility during the night about 
2 months ago making observations. 
-She would call the facility about 1 time per week 
asking staff if there were any resident or facility 
concerns. 
-The MA/SIC supervised the facility from 8:00am 
- 6:00pm, Monday - Friday.
-She expected the MAs to report to the MA/SIC, 
MA/SIC to the OM, and the OM to the CRD.
-Staff knew what resident needs were based on 
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the report by the resident's family members of 
likes and or dislikes. 
-The OM was responsible to review physician visit 
notes for orders or referrals and then process. 
-She relied upon staff to keep her informed of 
facility or resident concerns/needs/changes.
-The MA/SIC had oversight of the facility in the 
absence of the Administrator. 
-The Operations Manager (OM) was present in 
the facility about 3 - 4 times a week. 
-The OM was responsible to review resident 
records and make observations in the facility.

A second interview with the Administrator on 
04/19/21 at 1:25pm revealed:
-Staff may not do everything right, but she knew 
they took care of the residents because she knew 
her staff. 
-She was last in the facility 1 month ago and 
observed staff performing good resident care.  
-She tried to do the best she could for staff and 
residents to ensure they received good care. 
-She called the facility every day asking staff if 
there were resident concerns or changes.
-Staff had not reported any resident concerns or 
changes when she called.
-She needed to be in the facility more than she 
was to observe staff perform resident care and 
see how they did what was expected. 
-If she had been in the facility more, she could 
have caught the areas of deficiency discovered 
during the state survey. 
-The OM was in the facility about 3 - 4 times a 
week. 
-The OM was responsible to review resident 
notes and observe staff perform resident care.

Interview with the OM on 04/19/21 at 2:00pm 
revealed:
-She was responsible for oversight of resident 
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care documentation: FL-2, care plans, staffing, 
day to day operations of the facility, and PCP 
communication. 
-Both the OM and MA/SIC had facility oversight. 
-She was in the facility about 1 -2 times a week 
unless there were a staffing shortage; she would 
have to fill in. 
-She had been staffing to provide resident care 
for about the past 3 - 4 months. 
-She would cover with call outs and staffing 
shortages. 
-Over the last month she had only been in the 
facility about 3 -4 times.
-Her duties in the facility depended on what was 
happening such as shift work or record reviews. 
-Both she and the MA/SIC were responsible to 
review physician visit notes for orders and 
referrals and to ensure they were processed by 
the PCP's office.
-She depended upon the MA/SIC to report to her 
any resident needs/concerns/changes. 
-The facility chain of command was the MA was 
to report to the MA/SIC, the MA/SIC to report to 
the OM, the OM to report to the CRD, and the 
CRD to report to the Administrator. 
-She was responsible to review resident records 
and notify the PCP of any possible needs or 
changes. 
-She did not know there were residents in the 
facility that required more care than the staff 
could provide or residents whose condition had 
changed.
-The facility had always staffed one person from 
6:00pm - 8:00am for night, and staffed 2 persons 
from 8:00am - 6:00pm for day shift. 
-Any resident who required 2-person assist would 
be transferred to a sister facility who staffed 2 
persons for both shifts.  

Interview with the MA/SIC on 04/19/21 at 2:34pm 
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revealed:
-She was responsible for ordering medications, 
reporting resident change of conditions to the 
PCP, providing resident care, and adding 
residents to be seen to the PCP visit list. 
-She would report resident changes and concerns 
to the OM.
-She did not always call or message the OM with 
resident changes or concerns; she would 
document in the resident notes. 
-The facility chain of command was for the MAs 
to report to the MA/SIC, the MA/SIC to the OM, 
the OM to the CRD, and the CRD to the 
Administrator.

Telephone interview with the Administrator on 
04/20/21 at 2:25pm revealed:
-She tried to be in the facility bi-weekly to perform 
record audits, review resident notes, and monitor 
staff to ensure residents were repositioned every 
2 hours. 
-She had been staffing other facilities and had not 
had an opportunity to perform record audits.
-She would review the North Carolina (NC) rule 
book for family care homes to ensure the facility 
was following the rules and regulations as needed 
for any situation such as training the MA/SIC.
-She last reviewed the NC rules and regulations 
about 2 weeks ago to train the MA/SIC on dietary.
-She would call the facility and ask staff if there 
were any acute or significant resident changes; 
there were none reported.
-She expected the MAs and/or the MA/SIC to call 
and report resident concerns and document.
-She reported to the CRD who was her direct 
supervisor.

Telephone interview with the CRD on 04/20/21 at 
2:45pm revealed:
-The Administrator was unavailable due to 
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personal reasons. 
-The survey exit conference would be with the 
CRD and the OM.
-The deficiencies identified with the state survey 
were not normal for the facility.
-The systems in place with management normally 
work.
-The facility had been compromised because 
management had been working shifts to cover 
staffing shortages and call outs.  

Non-compliance was identified in the following 
rule areas at the violation level: 

1. Based on observations, interviews, and record 
reviews, the facility failed to provide personal care 
to 3 of 3 residents sampled (#1, #2, #3) who 
required assistance with incontinence care and 
repositioning. [Refer to Tag 242 10A NCAC 13G 
.0901(a) Personal Care and Supervision (Type A2 
Violation)].

2. Based on observations, interviews, and record 
reviews, the facility failed to notify the primary 
care provider (PCP) and follow-up on a referral to 
mental health regarding the acute health care 
needs of 1 of 3 residents sampled (#1) who had 
episodes of aggression, agitation, and exit 
seeking behaviors. [Refer to Tag 246 10A NCAC 
13G .0902(b) Healthcare (Type B Violation)].

3. Based on observations, interviews, and record 
reviews, the facility failed to ensure a sounding 
device was activated on 2 of 3 exit doors to alert 
staff for 1 of 3 sampled residents (#1) related to 
wandering behaviors and exit seeking. [Refer to 
Tag .0312g 10A NCAC 13G Outside Entrances 
and Exits (Type B Violation)].

4. Based on interviews and record reviews, the 
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facility failed to ensure residents were treated with 
respect and consideration and their privacy was 
protected from a resident (#1) who wandered in 
resident rooms, plundered through clothing, and 
grabbed and slap at another resident. [Refer to 
Tag 311 10A NCAC 13G .0909 Resident Rights 
(Type B Violation)].

5. Based on observations, record reviews, and 
interviews, the facility failed to ensure sufficient 
staff were always on duty to meet the care needs 
of 2 of 3 sampled residents (#2, #3), who 
required transfers with a hoyer lift and 
repositioning. [Refer to Tag 191 10A NCAC 13G 
.0601d Management And Other Staff (Type B 
Violation)].
____________________
The Administrator, who was responsible for the 
overall operations of the facility, failed to ensure 
systems were implemented and maintained to 
ensure the safety and well-being of the residents 
for turning, repositioning, and incontinence 
checks for Resident #3, who was diagnosed with 
dementia, confused, totally dependent upon staff 
for all ADLs, and had an unstageable pressure 
ulcer resulting in Resident #3 sitting in the 
wheelchair for 4 hours and 37 minutes moaning 
in pain and wearing an incontinent brief soiled in 
feces when incontinent care was performed and 
the wound worsening from a Stage 2 pressure 
ulcer to an unstageable pressure ulcer over 3 
months (#3); for Resident #1, with a dementia 
diagnosis and recommended for a memory care 
unit who had exit seeking behaviors, episodes of 
agitation and physical aggression consisting of 
kicking doors, grabbing at a resident's arm, and 
wandering in resident rooms and removing their 
clothing; inappropriately staffing the facility with 1 
staff from 6:00pm - 8:00am when there was 
resident exit seeking (#1) and a resident totally 
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dependent upon 2 staff for personal care (#2); 
failure to notify the Primary Care Provider of 
Resident #1's physical aggression and agitation 
and complete a follow up with mental health 
which could have contributed to the resident's 
agitation and aggression; administered 
medication outside the ordered parameters to 
Resident #1 with a medication used for anxiety 
which placed the resident at risk for falls, 
lethargy, over sedation, and respiratory failure; 
and failed to ensure 2 out of 3 exit doors alarms 
were engaged when a resident with exit seeking 
behaviors was left unattended while the 1 staff 
working was performing personal care to another 
resident. The Administrator's failure placed 
residents at risk for serious physical harm and 
serious neglect which constitutes a Type A2 
Violation.
_______________

The facility provided a plan of protection in 
accordance with G.S. 131D-34 on 04/20/21.

CORRECTION DATE FOR THE TYPE A2 
VIOLATION SHALL NOT EXCEED MAY 20, 
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  
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Based on observations, record reviews, and 
interviews, the facility failed to ensure sufficient 
staff were always on duty to meet the care needs 
of 2 of 3 sampled residents (#2, #3), who 
required transfers with a hoyer lift and 
repositioning.

The findings are:

1. Review of Resident #3's current FL-2 dated 
11/06/20 revealed:
-Diagnoses included vascular dementia, chronic 
obstructive pulmonary disease (COPD), vertebral 
compression fracture, recurrent urinary tract 
infection (UTI), and falls. 
-The resident was intermittently disoriented, 
non-ambulatory, incontinent of bowel and 
bladder, and required staff assistance with 
bathing and dressing. 
-The resident's skin was normal. 

Review of Resident #3's current care plan dated 
11/10/20 revealed:
-The resident was being treated by hospice, 
always disoriented, had significant memory loss 
requiring redirection, was non-ambulatory and 
required the use of a wheelchair, and had limited 
use of upper extremities.
-The resident required extensive assistance with 
bathing.
-The resident was totally dependent on staff for 
toileting, ambulation, bathing, dressing, 
grooming/personal hygiene, and transfers. 

Review of Resident #3's Licensed Health 
Professional Support (LHPS) evaluation revealed 
the resident required 1 - 2 staff assistance for 
transfers. 

Observation of the facility on 04/16/21 from 
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8:55am - 1:56pm revealed Resident #3 sat in her 
wheelchair without repositioning or incontinent 
checks by staff. 

Interview with Resident #3's hospice nurse on 
04/16/21 at 1:50pm revealed:
-The resident developed a Stage 2 decubitus (a 
shallow open crater below the surface of the skin 
with a reddish base usually due to pressure from 
being in the same position for an extended 
period) to the left ischium in January 2021.
-Resident #3's Stage 2 decubitus had advanced 
to an unstageable decubitus (the depth is 
completely obscured by sloth [yellow, tan, green, 
gray, or brown tissue] and/or eschar [black, tan, 
or brown tissue]).
-Staff were expected to reposition the resident 
every 2 hours to aid in wound healing, decrease 
pressure to the wound, and aid in prevention of 
future wounds. 
-The more time the resident spent sitting in the 
wheelchair would cause more of a decrease in 
wound healing.
-The best way to heal a decubitus was to remove 
pressure.  
-Staff were to only get Resident #3 out of the bed 
for meals and return to bed immediately after 
eating to aid in wound healing by decreasing 
pressure.
-Resident #3 had decreased nutritional intake 
which would also delay wound healing.
-Delayed wound healing could lead to infection, 
sepsis (a bacterial blood infection), and death.

Interview with the medication aide (MA) on 
04/16/21 at 1:25pm revealed:
-Resident #3 required transfer with a Hoyer lift 
and was dependent upon staff for 1:1 personal 
care.
-It took 2 staff to safely transfer Resident #3 who 
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required a Hoyer lift.

Interview with the medication aide/supervisor in 
charge (MA/SIC) on 04/16/21 at 2:00pm 
revealed:
-She did not ask Resident #3 from 8:45am - 
1:25pm if she needed toileting. 
-She did not perform incontinent checks on 
Resident #3 from 8:45am - 1:25pm because she 
was overwhelmed with other resident care and 
facility duties. 
-She should have returned Resident #3 back to 
bed after eating breakfast, put her in the 
wheelchair for lunch, and back to bed after eating 
lunch to decrease pressure to the resident's 
buttock wound. 

Refer to interview with the MA on 04/16/21 at 
8:05am.

Refer to a second interview with the MA on 
04/16/21 at 1:25pm.

Refer to interview with the MA/SIC on 04/16/21 at 
2:00pm.  

Refer to interview with the second medication 
aide (MA) on 04/16/21 at 7:20pm.

Refer to interview with the Operations Manager 
(OM) 04/19/21 at 8:15am.

Refer to telephone interview with the second MA 
on 04/19/21 at 9:45am.

Refer to interview with the Administrator on 
04/19/21 at 12:01pm.

Refer to interview with the MA/SIC on 04/19/21 at 
2:34pm.
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2. Review of Resident #2's current FL-2 dated 
11/16/20 revealed:
-Diagnoses included Alzheimer's disease and 
dementia with behavior disturbances.
-The resident was intermittently disoriented, 
semi-ambulatory, incontinent of bowel and 
bladder, and required staff assistance with all 
activities of daily living (ADLs).

Review of Resident #2's care plan dated 12/23/20 
revealed:
-The resident required physical assistance of 1 
staff to ambulate, was always disoriented, and 
had significant memory loss requiring redirection.
-The resident required limited staff assistance 
with eating and transferring.
-The resident required extensive staff assistance 
with toileting and ambulation. 
-The resident was totally dependent on staff for 
bathing, dressing, and grooming/personal 
hygiene.

Review of Resident #2's Licensed Health 
Professional Support (LHPS) evaluation dated 
12/01/20 revealed:
-The resident resisted care at times, was 
ambulatory with staff assistance, and required 1 
staff assistance with transfers, bathing, and 
toileting. 
-There were no LHPS tasks documented. 

Review of Resident #2's LHPS evaluation dated 
02/26/21 revealed:
-The resident was unable to communicate needs.
-The resident required transfer with the Hoyer lift.
-The resident was able to sit in a wheelchair but 
unable to self-propel.
-The assessment was reported to the LHPS 
nurse by staff over the phone due to the 
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COVID-19 epidemic. 

Interview with the medication aide (MA) on 
04/16/21 at 1:25pm revealed:
-Resident #2 required transfer with a Hoyer lift 
and was dependent upon staff for 2:1 personal 
care assistance. 
-It would take 2 staff to safely transfer Resident 
#2 who required a Hoyer lift.

Refer to interview with the MA on 04/16/21 at 
8:05am.

Refer to a second interview with the MA on 
04/16/21 at 1:25pm.

Refer to interview with the MA/SIC on 04/16/21 at 
2:00pm.  

Refer to interview with the second medication 
aide (MA) on 04/16/21 at 7:20pm.

Refer to interview with the Operations Manager 
(OM) 04/19/21 at 8:15am.

Refer to telephone interview with the second MA 
on 04/19/21 at 9:45am.

Refer to interview with the Administrator on 
04/19/21 at 12:01pm.

Refer to interview with the MA/SIC on 04/19/21 at 
2:34pm.
_________________
Interview with a MA on 04/16/21 at 8:05am 
revealed:
-There was 1 staff in the facility from 6:00pm - 
8:00pm each night.
-She worked 7:00am - 7:00pm .
-The MA/Supervisor (MA/S) worked 8:00am - 
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6:00pm. 
-The night shift MA worked from 7:00pm - 
7:00am. 
-All residents were bathed at night.

A second interview with the MA on 04/16/21 at 
1:25pm revealed:
-There were 4 total residents in the facility who 
were totally dependent on staff for ADLs. 
-Resident care and facility duties were too much 
for 1 staff to handle.
-Resident care and facility duties were too much 
for 2 staff to handle when it came to care for the 
residents because they were heavy care. 
-She had not informed the Administrator of her 
concerns; there was no reason given.
-The facility needed to staff more employees 
because of the heavy care residents. 

Interview with the MA/SIC on 04/16/21 at 2:00pm 
revealed she was unable to perform incontinent 
checks or repositioning of residents for all 5 
residents today (04/16/21) from 8:45am - 1:25pm 
because " ...hit ground running, there was no 
balance".

Interview with a second MA on 04/16/21 at 
7:20pm revealed:
-She staffed 4 days a week.
-She was the only staff working nights from 
7:00pm - 7:00am.

Interview with the Operations Manager (OM) 
04/19/21 at 8:15am revealed she was staffing 
until another staff arrived. 

Telephone interview with the second MA on 
04/19/21 at 9:45am revealed:
-She staffed from 7:00pm - 7:00am. 
-Only 1 person staffed nights from 7:00pm - 
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7:00am.
-Four residents were total care.
-The only time she had seen the Administrator at 
the facility when she staffed was when a new 
resident had arrived at the facility. 
-There was no management at night. 
-The MA/SIC, OM, CRD, and Administrator 
rotated weekend call.
-The MA/SIC was available nights if there were 
concerns. 
-The MA/SIC reported to the OM or CRD. 

Interview with the Administrator on 04/19/21 at 
12:01pm revealed:
-One staff could safely care for all 5 residents at 
night because the residents slept at night.
-When the residents did wake, they did not all 
wake at once.
-The night staff would provide personal care to 
the residents who woke early.
-The late sleepers would have personal care 
performed by staff who came on at 7:00am.
-She expected staff to have told her the residents 
were heavy care.
-She expected staff to have told her they needed 
help performing resident care and other duties 
that were required in the facility.
-She would have brought in more staff if she had 
known.

Interview with the MA/SIC on 04/19/21 at 2:34pm 
revealed:
-She could safely care for all 5 residents at night 
alone. 
-Resident rounds were every 2 hours.
-Not all residents were incontinent at the same 
time.

 Refer to tag 0242, 10A NCAC 13G .0901(a) 
Personal Care and Supervision.
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__________________
The facility failed to ensure sufficient staff were 
on duty at all times to meet the needs of 2 of 3 
residents sampled (#2, #3) who required 
incontinence care and 2 staff to operate a Hoyer 
lift. The facility's failure was detrimental to the 
health, safety, and welfare of the residents and 
constitutes a Type B Violation.
__________________
The facility provided a plan of protection in 
accordance with G.S. 131D-34 on 04/20/21.

CORRECTION DATE FOR THE TYPE B 
VIOLATION SHALL NOT EXCEED JUNE 4, 
2021.

 C 232 10A NCAC 13G .0801 (c) Resident Assessment

10A NCAC 13G .0801Residents Assessment

(c)  The facility shall assure an assessment of a 
resident is completed within 10 days following a 
significant change in the resident's condition 
using the assessment instrument required in 
Paragraph (b) of this Rule.  For the purposes of 
this Subchapter, significant change in the 
resident's condition is determined as follows:
(1) Significant change is one or more of the 
following:
(A) deterioration in two or more activities of daily 
living;
(B) change in ability to walk or transfer;
(C) change in the ability to use one's hands to 
grasp small objects;
(D) deterioration in behavior or mood to the point 
where daily problems arise or relationships have 
become problematic;
(E) no response by the resident to the treatment 
for an identified problem;

 C 232
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(F) initial onset of unplanned weight loss or gain 
of five percent of body weight within a 30-day 
period or 10 percent weight loss or gain within a 
six-month period;
(G) threat to life such as stroke, heart condition, 
or metastatic cancer;
(H) emergence of a pressure ulcer at Stage II, 
which is a superficial ulcer presenting an 
abrasion, blister or shallow crater, or higher;
(I) a new diagnosis of a condition likely to affect 
the resident's physical, mental, or psychosocial 
well-being over a period of time such as initial 
diagnosis of Alzheimer's disease or diabetes;
(J) improved behavior, mood or functional health 
status to the extent that the established plan of 
care no longer matches what is needed;
(K) new onset of impaired decision-making;
(L) continence to incontinence or indwelling 
catheter; or
(M) the resident's condition indicates there may 
be a need to use a restraint and there is no 
current restraint order for the resident.

This Rule  is not met as evidenced by:
Based on observation, interviews and record 
reviews, the facility failed to assure an 
assessment was completed within 10 days 
following a significant change in the resident's 
condition for 1 of 3 residents sampled (#2) who 
experienced a change in condition, related to 
eating, toileting, ambulation, and transfers.

The findings are:

Review of Resident #2's current FL-2 dated 
11/16/20 revealed:
-Diagnoses included Alzheimer's disease and 
dementia with behavior disturbances.
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-The resident was intermittently disoriented, 
semi-ambulatory, incontinent of bowel and 
bladder, and required staff assistance with all 
activities of daily living (ADLs).

Review of Resident #2's care plan dated 12/23/20 
revealed:
-The resident required physical assistance of 1 
staff to ambulate, was always disoriented, and 
had significant memory loss requiring redirection.
-The resident required limited staff assistance 
with eating and transferring.
-The resident required extensive staff assistance 
with toileting and ambulation. 
-The resident was totally dependent of staff for 
bathing, dressing, and grooming/personal 
hygiene.

Review of Resident #2's Licensed Health 
Professional Support (LHPS) evaluation dated 
12/01/20 revealed:
-The resident resisted care at times, was 
ambulatory with staff assistance hands, and 
required 1 staff assistance with transfers, bathing, 
and toileting. 
-There were no LHPS tasks documented. 

Review of Resident #2's LHPS evaluation dated 
02/26/21 revealed:
-The resident was unable to communicate needs.
-The resident required transfer with the Hoyer lift.
-The resident was able to sit in a wheelchair but 
unable to self-propel.
-The assessment was reported to the LHPS 
nurse by staff over the phone due to the 
COVID-19 epidemic. 

Interview with the medication aide/supervisor in 
charge (MA/SIC) on 04/16/21 at 2:00pm 
revealed:
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-Resident #2 could not tell staff when she had to 
use the bathroom or if she were incontinent. 
-Resident #2 was totally dependent upon 2 staff 
for transfers with and without the Hoyer lift. 
-Resident #2 was totally dependent upon 2 staff 
for all activities of daily living (ADLs).
-One staff could perform ADLs for Resident #2 
even though she required 2 staff because the 
resident could help when given verbal ques or 
patting the part of her body which required 
moving or clothing applied.
-She knew this because she had used that 
technique with the resident, and it worked. 
-She last used that technique this morning 
(04/16/21) when she and the medication aide 
(MA) clothed and transferred the resident from 
the bed to the wheelchair. 
-She knew what to do for residents because she 
worked with them on a regular basis and learned 
their needs from hands on care. 

Telephone interview with the Community 
Relations Director (CRD) on 04/17/21 at 10:02 
am revealed:
-The Administrator and Owner were concerned 
the facility could not safely care for Resident #2 
because the resident was totally dependent upon 
2 staff for all ADLs.
-The Administrator and Owner did not know if the 
facility would be able to meet the needs of the 
resident.

Telephone interview with a MA on 04/19/21 at 
9:45am revealed:
-She knew the care Resident #2 required based 
on observations and hands on care provided. 
-She had never seen a care plan for Resident #2.
-The MAs would send group text messages 
informing other MAs of changes in care for the 
residents. 

Division of Health Service Regulation

If continuation sheet  25 of 756899STATE FORM V41411



A. BUILDING: ______________________

(X1)  PROVIDER/SUPPLIER/CLIA
        IDENTIFICATION NUMBER:

STATEMENT OF DEFICIENCIES 
AND PLAN OF CORRECTION

(X3) DATE SURVEY
       COMPLETED

PRINTED: 05/13/2021 
FORM APPROVED

(X2) MULTIPLE CONSTRUCTION

B. WING _____________________________

Division of Health Service Regulation

FCL092209 04/20/2021

R

NAME OF PROVIDER OR SUPPLIER

AVENDELLE ASSISTED LIVING AT SOUTHERN OAKS

STREET ADDRESS, CITY, STATE, ZIP CODE

605 LAWSON CYPRESS LANE

FUQUAY VARINA, NC  27526

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 232Continued From page 25 C 232

-When Resident #3 arrived, she could ambulate 
some and assist with her ADLs.
-Resident #3 began digressing in ADLs about 2 
weeks after arrival to the facility. 
-She received a group text message and verbal 
from the MA/S Resident #3 was declining and 
need more assistance with her care. 
-Resident #3 was currently totally dependent 
upon staff for all ADLs.

Interview with the Administrator on 04/19/21 at 
12:01pm revealed:
-Resident #2 was ambulatory or semi-ambulatory 
when admitted to the facility November 2020.
-Resident #2 could participate with all ADLSs but 
required staff assistance in November 2020.
-Resident #2 began to digress in ADLs around 
the end of December 2020 or beginning of 
January 2021.
-The facility nurse would do an assessment and 
the Operations Manager (OM) would complete 
the resident's care plan.
-Staff were expected to report resident changes 
to the MA/SIC and the MA/SIC report to the OM 
CRD, and/or Administrator.
-The OM, CRD, and Administrator would discuss 
and decide what changes needed to put in place 
to safely care for the residents. 
-The OM, CRD, and/or Administrator would 
discuss resident changes with the PCP if drastic 
changes were needed such as every 15-minute 
checks and hands on care.
-The OM, CRD, and/or Administrator would then 
tell the MA/SIC any changes that needed to be 
made regarding the resident's care. 
- Resident #2 could stand and pivot if staff took 
their time and tapped on the resident's leg as a 
que.
-Resident #2 could not comprehend verbal 
directions. 
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-She did not know Resident #2 was totally 
dependent upon 2 staff for ADLS until informed 
by surveyor on 04/16/21 at 8:22am. 
-There was only one staff working nights and that 
staff does 1:1 personal care for Resident #2. 
-She did not know if it was safe for Resident #2 to 
have 1:1 personal care.
-It was her responsiblity to update Resident #2's 
care plan.
-Staff did not review resident care plans to know 
what care to provide the residents.
-Staff based resident care needed on the 
electronic ADL log.
-She did not know the facility did not have an 
electronic ADL log.

Interview with the MA/SIC on 04/19/21 at 2:34pm 
revealed:
-She knew the care Resident #2 needed by 
observation.
-She did not need to look at a care plan to 
determine what care was required for a resident. 

Telephone interview with the LHPS nurse on 
04/20/21 at 3:00pm revealed she could not 
remember Resident #2 and currently did not have 
access to the resident's electronic chart.

Telephone interview with Resident #2's guardian 
on 04/20/21 at 4:10pm revealed:
-She did not know Resident #2 currently required 
two staff for personal care.
-Resident #2 could ambulate, eat unassisted and 
was able to verbally communicate when she 
arrived at the facility in November 2020.

Review of Resident #2's care plans revealed 
there were no care plans completed after 
12/23/20.
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 C 242 10A NCAC 13G .0901(a) Personal Care and 
Supervision

10A NCAC 13G .0901 Personal Care and 
Supervision
(a)  Family care home staff shall provide personal 
care to residents according to the residents' care 
plans and attend to any other personal care 
needs residents may be unable to attend to for 
themselves.

This Rule  is not met as evidenced by:

 C 242

TYPE A2 VIOLATION

Based on observations, interviews, and record 
reviews, the facility failed to provide personal care 
to 3 of 3 residents sampled (#1, #2, #3) who 
required assistance with incontinence care and 
repositioning.

The findings are:

1. Review of Resident #3's current FL-2 dated 
11/06/20 revealed:
-Diagnoses included vascular dementia, chronic 
obstructive pulmonary disease (COPD), vertebral 
compression fracture, recurrent urinary tract 
infection (UTI), and falls. 
-The resident was intermittently disoriented, 
non-ambulatory, incontinent of bowel and 
bladder, and required staff assistance with 
bathing and dressing. 
-The resident's skin was normal. 

Review of Resident #3's current care plan dated 
11/10/20 revealed:
-The resident was being treated by hospice, 
always disoriented, had significant memory loss 
requiring redirection, non-ambulatory and 
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required the use of a wheelchair, and had limited 
use of upper extremities.
-The resident required extensive assistance with 
bathing.
-The resident was totally dependent on staff for 
toileting, ambulation, bathing, dressing, 
grooming/personal hygiene, and transfers. 

Review of Resident #3's Licensed Health 
Professional Support (LHPS) evaluation revealed 
the resident required 1 - 2 staff assistance for 
transfers.

Interview with the medication aide (MA) on 
04/16/21 at  8:05am revealed:
-Resident #3 had a "bedsore" to her left buttock.
-She would get Resident #3 out of bed if the 
resident could tolerate sitting in the wheelchair.  
-She tried getting Resident #3 out of bed on 
04/15/21 but was unsuccessful because the 
resident was in pain. 
-Resident #3 sometimes ate her meals in her 
room.
-Resident #3's incontinent brief was changed by 
night shift prior to her arrival at 7:00am this 
morning (04/16/21)

Observation of Resident #3 on 04/16/21 at 
8:30am revealed:
-The resident was lying in her bed leaned towards 
her right side. 
-The MA rolled the resident on her back and 
applied her pants while the resident moaned. 
-The resident was confused. 
-The MA placed one arm under the resident's 
legs and the other arm under her shoulders.
-The MA turned the resident to sit on the bedside 
as the resident responded, "Oh God".
-The MA faced the resident, placed her arms 
under the resident's arms and lifted her up from 
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the bed.
-The MA turned while holding the resident and 
placed the resident in the wheelchair. 
-"I want out" responded the resident. 

Observation in the facility on 04/16/21 from 
8:45am - 1:25pm revealed:
-Resident #3 was pushed in a wheelchair by the 
MA to the dining room table. 
-At 8:55am, Resident #3 moaned, "Oh God. Help 
me. Pain. I can't stand it".
-The MA was feeding another resident at the 
table.
-The MA/Supervisor-in-Charge (SIC) was 
applying compression hose to another resident's 
legs who was seated near the dining room table. 
-At 9:15am, Resident #3 was moaning, "Oh Lord I 
can't do this" as the resident attempted to feed 
herself.
-The MA verbally encouraged Resident #3 to eat 
while she stood at the medication cart preparing 
medications; "[resident's name] pick it up and 
eat".
-At 10:20am, Resident #3 displayed facial 
grimaces and remained sitting in the wheelchair 
located at the dining room table 
-At 10:40am, Resident #3 remained sitting in the 
wheelchair located at the dining room table.
-At 10:45am, the MA placed a face mask on 
Resident #3 and administered a nebulizer 
treatment while the resident remained seated in 
the wheelchair at the dining room table.
-At 11:14am, Resident #3 remained seated in the 
wheelchair at the dining room table while 
receiving a nebulizer treatment. 
-At 11:30am, Resident #3 remained seated in the 
wheelchair at the dining room table.
-At 12:20pm, Resident #3 remained seated in the 
wheelchair at the dining room table.. 
-At 1:00pm, Resident #3 remained seated in the 
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wheelchair at the dining room table eating lunch.
-At 1:22pm, the MA pushed Resident #3 in the 
wheelchair to her room, lifted the resident, and 
transferred the resident to the bed. 
-At 1:24pm, the MA changed the resident's 
incontinent brief.
-The resident was incontinent of loose feces.
-There was a wound to the resident's left ischium; 
the wound was covered with an occlusive 
dressing.
-The wound and dressing were approximately the 
size of a baseball.
-There was feces located on the perimeter of the 
dressing.
-The wound perimeters were red. 
-The resident was thin with boney prominences at 
her pelvis, hips, knees, wrists, and both elbows.
-Resident #3 sat in the wheelchair for 4 hours and 
37 minutes without incontinent checks. 

Interview with the MA/SIC on 04/16/21 at 9:20am 
revealed:
-Resident #3 was confused, non-ambulatory, 
wheelchair dependent, could not self-propel, and 
totally dependent upon staff for all ADLs.
-Resident #3 had been receiving hospice services 
for greater than 1 year.
-Resident #3 had a left hip decubitus; she was 
not sure how long.

Interview with Resident #3's hospice nurse on 
04/16/21 at 1:50pm revealed:
-The resident developed a Stage 2 decubitus (a 
shallow open crater below the surface of the skin 
with a reddish base usually due to pressure from 
being in the same position for an extended 
period) to the left ischium in January 2021.
-Resident #3's Stage 2 decubitus had advanced 
to an unstageable decubitus (the depth is 
completely obscured by sloth [yellow, tan, green, 
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gray, or brown tissue] and/or eschar [black, tan, 
or brown tissue]).
-Staff were expected to reposition the resident 
every 2 hours to aid in wound healing, decrease 
pressure to the wound, and aide in prevention of 
future wounds. 
-The more time the resident spent sitting in the 
wheelchair would cause more of a decrease in 
wound healing.
-The best way to heal a decubitus was to relieve 
pressure.  
-Staff were to only get Resident #3 out of the bed 
for meals and return to bed immediately after 
eating to aid in wound healing by decreasing 
pressure.
-Resident #3 had decreased nutritional intake 
which would also delay wound healing.
-Delayed wound healing could lead to infection, 
sepsis (a bacterial blood infection), and death.

Observation of Resident #3 on 04/16/21 at 
1:50pm revealed:
-There was an open wound to the left ischium.
-The wound was shaped like a crater and there 
was gray, moist tissue in the wound and along the 
edges. 
-The size was approximately 3 - 4 inches in 
diameter, the internal perimeter was gray with 
sloth, the external perimeter was bright red, and 
there was no odor.

A second interview with the MA/SIC on 04/16/21 
at 2:00pm revealed:
-Resident #3 was confused.
-Even though Resident #3 was confused, the 
resident would tell her if she needed toileting 
when asked.
-Resident #3 was to be transferred by staff from 
the wheelchair back to the bed after eating to 
relieve pressure from a buttock wound. 
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-Some days Resident #3 would have pain while in 
the wheelchair and would display the pain by 
facial grimaces. 
-She did see today (04/16/21) Resident #3 
displaying facial grimaces while sitting in the 
wheelchair at the dining table.
-Resident #3 was fine to sit in the wheelchair from 
8:45am - 1:25pm today (04/16/21) because 
tomorrow (04/17/21) the resident would stay in 
bed all day if she did not want to get up. 
-She did not ask Resident #3 from 8:45am - 
1:25pm if she needed toileting. 
-She did not perform incontinent checks on 
Resident #3 from 8:45am - 1:25pm because she 
was overwhelmed with other resident care and 
facility duties. 
-She should have returned Resident #3 back to 
bed after eating breakfast, put her in the 
wheelchair for lunch, and back to bed after eating 
lunch to decrease pressure to the resident's 
buttock wound. 

Interview with a second medication aide (MA) on 
04/16/21 at 7:20pm revealed:
-When she arrived for her 7:00pm - 7:00am shift, 
Resident #3 would already be in bed.
-She would reposition Resident #3 and perform 
incontinent checks every 2 hours.

Telephone interview with a third MA on 04/19/21 
at 9:45am revealed:
-Resident #3 was totally dependent upon 1 staff 
for all ADLs.
-First shift would put Resident #3 in bed before 
she arrived for her 7:00pm shift. 
-She performed incontinent care to Resident #3 
every 2 - 3 hrs. 
-She would reposition Resident #3 every 2 hours 
at night. 
-Resident #3 developed a wound to her left 
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buttock about 1 month ago.

Interview with the Administrator on 04/19/21 at 
12:01pm revealed:
-Resident #3 had a decubitus.
-Staff were to transfer Resident #3 in the 
wheelchair for meals then return the resident to 
the bed after each meal per instructions of the 
hospice nurse to keep pressure from the wound. 
-Staff had been educated by the hospice nurse to 
return Resident #3 to bed after every meal. 

Telephone interview with Resident #1's hospice 
Case Manager on 04/20/21 at 12:09pm revealed:
-The facility informed hospice Resident #3 had a 
wound to the left buttock on 01/07/21.
-Care for Resident #3 was initiated on 01/07/21 
for wound care to a pressure ulcer on the left 
ischium.
-The initial wound measurements were 1.6 x 1 x 
0.1 centimeters (cm).
-On 04/14/21, the wound measurements were 2.5 
x 3 x 1.5cm.
-Pressure ulcers developed from pressure to 
areas which caused a decrease in blood 
circulation.
-Resident #3 had a decrease in nutrition.
-Increased pressure combined with decreased 
nutritional intake could contribute to delayed 
wound healing causing an increase in the  
pressure ulcer size. 

Refer to interview with the MA on 04/16/21 at 
8:35am.

Refer to interview with the MA/SIC on 04/16/21 at 
9:20am.

Refer to second interview with the MA on 
04/16/21 at 1:25pm.
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Refer to second interview with the MA/SIC on 
04/16/21 at 2:00pm

Refer to interview with the CRD on 04/16/21 at 
12:40pm.

Refer to interview with the Administrator on 
04/19/21 at 12:01pm.

2. Review of Resident #2's current FL-2 dated 
11/16/20 revealed:
-Diagnoses included Alzheimer's disease and 
dementia with behavior disturbances.
-The resident was intermittently disoriented, 
semi-ambulatory, incontinent of bowel and 
bladder, and required staff assistance with all 
activities of daily living (ADLs).

Review of Resident #2's care plan dated 12/23/20 
revealed:
-The resident required physical assistance of 1 
staff to ambulate, was always disoriented, and 
had significant memory loss requiring redirection.
-The resident required limited staff assistance 
with eating and transferring.
-The resident required extensive staff assistance 
with toileting and ambulation. 
-The resident was totally dependent of staff for 
bathing, dressing, and grooming/personal 
hygiene.

Review of Resident #2's Licensed Health 
Professional Support (LHPS) evaluation dated 
12/01/20 revealed:
-The resident resisted care at times, was 
ambulatory with staff assistance hands, and 
required 1 staff assistance with transfers, bathing, 
and toileting. 
-There were no LHPS tasks documented. 
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Review of Resident #2's LHPS evaluation dated 
02/26/21 revealed:
-The resident was unable to communicate needs.
-The resident required transfer with the Hoyer lift.
-The resident was able to sit in a wheelchair but 
unable to self-propel.
-The assessment was reported to the LHPS 
nurse by staff over the phone due to the 
COVID-19 epidemic. 

Interview with the medication aide (MA) on 
04/16/21 at 8:05am revealed:
-Resident #2 was dependent upon staff for all 
activities of daily living (ADLs)
-Resident #2 was dependent upon 2 staff for 
transfers with physical lifting and the Hoyer lift. 
-She could not transfer Resident #2 
independently. 
-She would wait for a second staff to arrive at 
8:00am to transfer Resident #2 from the bed to 
the high back wheelchair to eat breakfast at the 
dining room table. 

Observation of Resident #2 on 04/16/21 at 
8:22am revealed:
-The resident was lying in bed on her right side.
-The MA and medication aide/supervisor in 
charge (MA/SIC) were both providing personal 
care to the resident.
-The resident's knees were up to her chest in a 
fetal position.
-The MA applied socks to the resident's feet. 
-The MA/SIC rolled the resident from her right 
side to her back.
-The MA/SIC placed her arm behind the 
resident's shoulders and lifted and turned the 
resident to sit on the bedside.
-The MA/SIC supported the resident while sitting 
on the bedside.
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-The MA removed the resident's shirt and applied 
her bra while the MA/S supported the resident 
seated on the side of the bed. 
-The MA/SIC and the MA both applied a dress to 
the resident, over her head, lifted her arms, and 
inserted her arms in the arm holes of the dress.
-The MA/SIC leaned over and applied bedroom 
shoes to the resident's feet. 
-The MA/SIC and the MA both placed their arms 
under the resident's arms, lifted, turned while 
supporting the resident, and picked up the 
resident to place her in a high back wheelchair. 

Interview with the MA on 04/16/21 at 8:30am 
revealed Resident #2 received incontinent care at 
8:10am today (04/16/21) just prior to surveyor 
entering room.

Interview with the MA/SIC on 04/16/21 at 9:20am 
revealed resident #2 was totally dependent upon 
2 staff for all ADLs.

Observation of the facility on 04/16/21 from 
8:55am - 1:56pm revealed:
-At 8:55am, Resident #2 was pushed to the 
kitchen table in the high back wheelchair.
-At 10:06am, Resident #2 was moved to the living 
room and leaning to the right in the high back 
wheelchair located in the living room.
-At 10:35am, Resident #2 remained seated in the 
high back wheelchair leaning to the right. 
-At 11:10am, Resident #2 remained seated in the 
high back wheelchair leaning to the right.
-At 12:20pm, Resident #2 remained seated in the 
high back wheelchair leaning to the right.
-At 1:00pm, Resident #2 was fed lunch by staff at 
the dining room table in the high back wheelchair.
-At 1:56pm, Resident #2 was pushed from the 
living room to her room in the high back 
wheelchair by the MA.
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Observation of Resident #2 on 04/16/21 at 
2:00pm revealed:
-The resident was pushed in the wheelchair to the 
side of the bed a little past the middle of the bed 
facing the head.
-The MA/SIC stood on the left front of the 
resident and placed her arm under the resident's 
left arm.
-The MA stood on the right side of the resident 
with her arm under the resident's right arm. 
-The MA/SIC counted to 3 and on 3 the MA/SIC 
and MA both picked up the resident from under 
her arms and transferred her to the bed.
-The resident grabbed on to the right arm of the 
wheelchair and lifted the right side of the 
wheelchair off the floor pulling it towards her.
-The MA removed the resident's hand from the 
wheelchair.
-The MA/SIC and MA both laid the resident down 
on the bed.
-The resident's incontinent brief was not soiled.

Interview with the MA on 04/16/21 at 1:56pm 
revealed Resident #2 had not had incontinence 
checks since 8:10am. 

Second interview with the MA/SIC on 04/16/21 at 
2:00pm revealed:
-Resident #2 could not tell staff when she had to 
use the bathroom or if she were incontinent. 
-Resident #2 had not had incontinent checks 
since 8:55am today (04/16/21).
-Third shift would perform incontinent rounds on 
all the residents between 6:00am - 6:30am.
-Staff coming on at 7:00am would perform 
incontinent checks.
-Staff coming on at 8:00am would perform 
incontinent checks. 
-She took Resident #2 to her room for an 
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incontinent check when the surveyor's back was 
turned; she did not know what time.
-Resident #2 was afraid of the Hoyer lift, so was 
not used for transfers.
-She knew Resident #2 was afraid of the Hoyer 
lift because the one time she used it for transfers 
the resident's eyes got very big.
-Resident #2 was totally dependent upon 2 staff 
for transfers with and without the Hoyer lift. 
-Resident #2 was totally dependent upon 2 staff 
for all ADLs.
-One staff could perform ADLs for Resident #2 
even though she required 2 staff because the 
resident would help when given verbal cues or 
patting the part of her body which required 
moving or clothing applied.
-She knew this because she had used that 
technique with the resident, and it worked. 
-She last used that technique this morning 
(04/16/21) when she and the MA clothed and 
transferred the resident from the bed to the 
wheelchair. 
-She knew what to do for the residents because 
she worked with them on a regular basis and 
learned their needs from hands on care. 

Telephone interview with the Registered Nurse 
(RN) from Resident #2's Primary Care Provider's 
(PCP) office on 04/16/21 at 3:58pm revealed:
-Incontinent checks were to be performed on 
Resident #2 every 2 - 3 hours because the 
resident was incontinent.
-Not performing incontinent checks every 2 - 3 
hour could lead to urinary tract infections (UTI, a 
bacterial infection in the tubes which lead to the 
bladder) which could cause sepsis [bacterial 
infection of the blood] requiring intravenous 
antibiotics and hospitalization).
-On 04/09/21, Resident #2 was prescribed oral 
antibiotics to treat a UTI. 
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-Repositioning should be performed on Resident 
#2 every 2 - 4 hours.
-She was unsure what assistance Resident #2 
required with ADLs because the resident had not 
been seen in person since 02/12/21.
-On 02/12/21, Resident #2 was able to speak a 
little, her movement was stiff, and she could 
stand holding onto the examining table.
-PCP visits had been made virtually since 
02/12/21.

Interview with a second MA on 04/16/21 at 
7:20pm revealed she performed incontinent 
checks on Resident #2 every 2 hours.

Telephone interview with the Customer Relations 
Director (CRD) on 04/17/21 at 10:02 am 
revealed:
-The Administrator and Owner were concerned 
the facility could not safely care for Resident #2 
because of the resident was totally dependent 
upon 2 staff for all ADLs.
-The Administrator and Owner did not know if the 
facility would be able to meet the needs of the 
resident.

Interview with the MA on 04/19/21 at 7:30am 
revealed:
-Resident #2 was totally dependent upon 2 staff 
for all ADLs.
-Resident #2 could not "safely" be cared for by 1 
staff at any time.
-She could not safely perform ADLs for Resident 
#2 alone. 
-She could not safely perform incontinent care 
alone for Resident #2.
-Resident #2 was contracted, stiff, and 
sometimes combative when staff performed 
personal care.
-Resident #2 required one staff to turn and hold 
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her, and one staff to perform the care. 

Interview with the Administrator on 04/19/21 at 
12:01pm revealed:
-Resident #2 could stand and pivot if staff took 
their time and tapped on the resident's leg as a 
cue.
-Resident #2 could not comprehend verbal 
directions. 
-She did not know Resident #2 was totally 
dependent upon 2 staff for ADLs until being 
informed by the surveyor of observations on 
04/16/21 at 8:22am. 
-She did not feel the facility could safely care for 
Resident #2 after speaking with staff today 
(04/19/21) and Friday (04/16/21).
-Resident #2's caregiver was contacted Friday 
(04/16/21) to inform her of the need to look for 
another facility that could provide care for the 
resident. 

Interview with the Operations Manager (OM) on 
01/09/21 at 2:00pm revealed:
-Resident #2 was totally dependent upon one 
staff for ADLs other than transfers. 
-Resident #2 was totally dependent upon 2 staff 
for transfers to include use of the Hoyer lift. 
-One staff could safely perform personal care to 
Resident #2 if the resident remained in the bed. 
-She last provided personal care for Resident #2 
about 1 month ago and she could safely care for 
her alone. 
-She did not know Resident #2 required 2 staff to 
perform ADLs on Friday (04/16/21).
-It was the responsibility of the MA to have 
reported Resident #2 required 2:1 personal care 
and the MA/SIC to report to the OM. 
-She did not know staff did not feel comfortable 
providing 1:1 personal care to Resident #2. 
-Based on the information shared with her from 
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staff, the facility could not safely care for Resident 
#2.

Interview with the MA/SIC on 04/19/21 at 2:34pm 
revealed:
-She could safely provide care for Resident #2  
independently. 
-She provided personal care for Resident #2 on 
04/16/21 and used the assistance of another staff 
because it was easier.

Refer to interview with the MA on 04/16/21 at 
8:35am.

Refer to interview with the MA/SIC on 04/16/21 at 
9:20am.

Refer to second interview with the MA on 
04/16/21 at 1:25pm.

Refer to second interview with the MA/SIC on 
04/16/21 at 2:00pm

Refer to interview with the CRD on 04/16/21 at 
12:40pm.

Refer to interview with the Administrator on 
04/19/21 at 12:01pm.

3. Review of Resident #1's current FL-2 dated 
03/01/21 revealed:
-The recommended level of care was 
documented as Memory Care Assisted Living. 
- Diagnosis included dementia associated with 
Alzheimers, vitamin D and vitamin B12 
deficiency.
-The resident was intermittently disoriented, 
ambulatory, verbally abusive, and required staff 
assistance with bathing.
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Review of Resident #1's current care plan dated 
04/06/21.
-The assessment date was 03/08/21.
-The resident was occasionally incontinent of 
bowel and bladder. 
-The resident was sometimes disoriented, had 
significant memory loss requiring redirection, 
ambulatory with a walker.
-The resident required extensive assistance with 
eating, ambulation, dressing, grooming, and 
transferring.
-The resident was totally dependent upon staff for 
toileting and bathing. 

Review of Resident #1's current Licensed Health 
Professional Support (LHPS) evaluation date 
03/22/21 revealed the resident was alert to self 
only, required a walker for ambulation, and 
needed reminders to use the walker.

Observation of the facility on 04/16/21 from 
10:20am - 1:30pm revealed:
-At 10:06am, Resident #1 was seated in a 
wheelchair at the dining room table. 
-At 10:40am, Resident #1 remained seated in the 
wheelchair at the dining room table. .
-At 11:14am, Resident #1 remained seated in the 
wheelchair at the dining room table as the MA 
administered the resident's medications.
-At 11:30am, Resident #1 remained seated in the 
wheelchair at the dining room table. 
-At 12:20pm, Resident #1 remained seated in the 
wheelchair at the dining room table 
-At 1:00pm, Resident #1 remained seated at the 
dining roon table eating lunch. 

Interview with a medication aide (MA) on 
04/16/21 at 7:20pm revealed:
-She was the only staff from 7:00am - 7:00pm, 4 
nights a week. 
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-When she arrived for her 7:00pm - 7:00am shift, 
Resident #3 would already be in bed.
-She would reposition Resident #3 and perform 
incontinent checks every 2 hours.

Refer to interview with the MA on 04/16/21 at 
8:35am.

Refer to interview with the MA/SIC on 04/16/21 at 
9:20am.

Refer to second interview with the MA on 
04/16/21 at 1:25pm.

Refer to second interview with the MA/SIC on 
04/16/21 at 2:00pm

Refer to interview with the CRD on 04/16/21 at 
12:40pm.

Refer to interview with the Administrator on 
04/19/21 at 12:01pm.
_____________

Interview with the medication aide (MA) on 
04/16/21 at 8:35am revealed:
-Incontinent care was provided to the residents 
every 2 - 3 hours.
-Night shift would bathe and provide incontinent 
care to all the residents before she arrived for her 
shift at 7:00am.

Interview with the medication aide/supervisor in 
charge (MA/SIC) on 04/16/21 at 9:20am 
revealed:
-Incontinent care was provided every 45 minutes 
- 2 hours to all the residents or as needed for 
soilage.
-ADLs were not documented when performed. 

Division of Health Service Regulation

If continuation sheet  44 of 756899STATE FORM V41411



A. BUILDING: ______________________

(X1)  PROVIDER/SUPPLIER/CLIA
        IDENTIFICATION NUMBER:

STATEMENT OF DEFICIENCIES 
AND PLAN OF CORRECTION

(X3) DATE SURVEY
       COMPLETED

PRINTED: 05/13/2021 
FORM APPROVED

(X2) MULTIPLE CONSTRUCTION

B. WING _____________________________

Division of Health Service Regulation

FCL092209 04/20/2021

R

NAME OF PROVIDER OR SUPPLIER

AVENDELLE ASSISTED LIVING AT SOUTHERN OAKS

STREET ADDRESS, CITY, STATE, ZIP CODE

605 LAWSON CYPRESS LANE

FUQUAY VARINA, NC  27526

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 242Continued From page 44 C 242

Interview with the Community Relations Director 
on 04/16/21 at 12:40pm revealed:
-Incontinent rounds were expected to be 
performed every 2 hours as a standard of care. 
-She expected residents to be taken to their 
rooms by staff and incontinent checks performed. 
-Staff were expected to reposition residents every 
2 hours for those residents who could not 
self-reposition to include bed or wheelchair.

A second interview with the MA on 04/16/21 at 
1:25pm revealed:
-She had not performed incontinent checks on 
any of the residents today (04/16/21) until now 
because she was consumed with all that had to 
be done in the facility. 
-There were 4 residents in the facility who were 
totally dependent on staff for ADLs. 
-There were 2 residents who required transfers 
with a Hoyer lift. 
-It would take 2 staff to safely transfer residents 
who required a Hoyer lift. 
-Resident care and facility duties were too much 
for one staff to handle.
-Resident care and facility duties were too much 
for 2 staff to handle when it came to care for the 
total care residents because they were heavy 
care. 
-She had not informed the Administrator her 
concerns; there was no reason given.

Second interview with the MA/SIC on 04/16/21 at 
2:00pm revealed she was unable to perform 
incontinent checks or repositioning of residents 
today (04/16/21) from 8:45am - 1:25pm because 
" ...hit ground running, there was no balance".

Interview with the Administrator on 04/19/21 at 
12:01pm revealed:
-Staff were expected to perform incontinent 
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checks on all residents every 2 hours or sooner if 
soiled.
-Staff were expected to take the residents to their 
rooms or bathrooms for incontinent checks. 
-Staff were expected to reposition residents every 
2 hours or more if needed such as developing 
redness.
-Staff were expected to reposition residents in 
wheelchairs every 2 hours or sooner if they had 
facial grimaces. 
-She thought staff were thrown off with 
performing incontinent checks and personal care 
due to the current state survey.
________________
The failure of the facility to provide turning and 
repositioning and incontinence checks for a 
resident (#3) who was diagnosed with dementia, 
was disoriented, totally dependent upon staff for 
all ADLs, and had a pressure ulcer which had 
increased in size from January 2021 to April 2021 
resulted in the resident sitting in the wheelchair 
for over 4 hours without incontinence checks and 
repositioning while moaning in pain and her 
incontinent brief soiled with feces. The facility's 
failure resulted in serious neglect of the resident 
and constitutes a Type A2 Violation.
________________
The facility provided a plan of protection in 
accordance with G.S. 131D-34 on 04/16/21.

CORRECTION DATE FOR THE TYPE A2 
VIOLATION SHALL NOT EXCEED MAY 20, 
2021.

 C 246 10A NCAC 13G .0902(b) Health Care

10A NCAC 13G .0902 Health Care
(b)  The facility shall assure referral and follow-up 
to meet the routine and acute health care needs 

 C 246
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of residents.

This Rule  is not met as evidenced by:
TYPE B VIOLATION

Based on observations, interviews, and record 
reviews, the facility failed to notify the primary 
care provider (PCP) and follow-up on a referral to 
mental health regarding the acute health care 
needs of 1 of 3 residents sampled (#1) who had 
episodes of aggression, agitation, and exit 
seeking behaviors.

The findings are:

Review of Resident #1's current FL-2 dated 
03/01/21 revealed:
-The recommended level of care was 
documented as Memory Care Assisted Living. 
- Diagnosis included dementia associated with 
Alzheimers, vitamin D and vitamin B12 
deficiency.
-The resident was intermittently disoriented, 
ambulatory, verbally abusive, and required staff 
assistance with bathing.

Review of Resident #1's current care plan dated 
04/06/21 revealed:
-The resident was currently receiving mental 
health services.
-The resident had been referred to a psychiatric 
provider on 03/22/21
-The resident was occasionally incontinent of 
bowel and bladder. 
-The resident was sometimes disoriented, had 
significant memory loss requiring redirection, and 
ambulatory with a walker.
-The resident did not have a history of elopement 
or attempts. 
-The resident would ambulate without assistance 
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when agitated.
-The resident required extensive assistance with 
eating, ambulation, dressing, grooming, and 
transferring.
-The resident was totally dependent upon staff for 
toileting and bathing. 
-The assessment was completed by the 
Operations Manager (OM) and signed on 
03/08/21

Review of Resident #1's Resident Register 
revealed an admission date of 03/08/21.

Review of Resident #1's current Licensed Health 
Professional Support (LHPS) evaluation date 
03/22/21 revealed the resident was alert to self 
only, required a walker for ambulation, and 
needed reminders to use the walker.

a. Review of Resident #1's electronic charting 
notes from 03/08/21 - 04/15/21
-The resident had exhibited 21 episodes of 
agitation and/or aggression on 24 days during 
March 2021 to include exit seeking, going in 
restricted areas, disturbing residents, wandering, 
and yelling. 
-The resident had exhibited 10 episodes of 
agitation and/or aggression on 15 days during 
April 2021 to include kicking doors, exit seeking, 
yelling, cursing, disturbing residents, wandering, 
and being out of control. 
-There was no documentation the resident's 
primary care provider (PCP) was informed.

Interview with a medication aide (MA) on 
04/16/21 at 7:20pm revealed:
-Resident #1 would have episodes of agitation, 
aggressiveness, and exit seeking.
-She had never reported to Resident #1's PCP 
the resident having episodes of agitation and/or 
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aggressive behavior.
-She had never been educated to report Resident 
#1 having episodes of agitated and/or aggressive 
behavior to the PCP.
-She staffed 4 days a week.
-Everyday she worked Resident #1 would grab 
another resident's arm or her wheelchair.
-At least 1 time a week Resident #1 would walk to 
the door, place her hand on the door handle, and 
try to open the door.
-It would take several prompts from her for 
Resident #1 not to leave the facility. 
-She would verbally try to redirect Resident #1 
and place her hands on the resident to guide her 
away from the door. 
-She was the only staff working nights from 
7:00pm - 7:00pm.
-Resident #1 would get up about 10 times per 12 
hour shift confused and wandering when she 
staffed nights. 
-Resident #1 required verbal and hands on 
redirection; sometimes she was resistant.

Interview with the Community Relations Director 
(CRD) on 04/16/21 at 7:48pm revealed:
-She had never been informed by staff Resident 
#1 was aggressive.
-Staff were expected to report any resident 
agitation and/or aggressiveness to the 
MA/Superivsor-in-Charge (SIC), and the MA/SIC 
would report to the OM.
-Resident #1's PCP should have been informed 
of the resident's episodes of agitation/and or 
aggressiveness so the PCP could have assessed 
the resident to keep her and the other residents 
safe. 
-The MAs were unlicensed staff and could not 
make the decision to not report Resident #1's 
agitation and/or aggressive episodes.
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Telephone interview with a Registered Nurse 
(RN) from Resident #1's PCP office on 04/19/21 
revealed:
-On 03/14/21, the resident was examined at the 
facility per staff reports of agitation.
-The resident was confused and wanted her 
family member. 
-Staff reported on 03/14/21 during the PCP visit 
the resident's states of agitation were confusion 
and wanting her family member. 
-On 04/02/21, the resident was seen at the facility 
by the PCP for aggressive behaviors, agitation 
and restlessness; the aggressive behaviors were 
not documented. 
-Staff had not reported to the PCP the resident 
was exit seeking, throwing things, and/or 
grabbing and yelling at other residents. 
-Staff were expected to have reported the 
resident's exit seeking behaviors and physical 
aggression of grabbing residents, yelling, and 
throwing things to the resident's PCP.
-Staff had not reported to the resident's PCP the 
resident had exhibited 21 documented episodes 
of agitation and/or aggression on 24 days during 
March 2021. 
-Staff had not reported to the resident's PCP the 
resident had exhibited 10 documented episodes 
of agitation and/or aggression on 15 days during 
April 2021.
-Staff had not reported to the resident's PCP the 
resident had exhibited at least 14 episodes of 
agitation, and/or aggressive behavior from 
04/16/21 - 04/19/21. 
-Resident #1 was a risk for elopement and 
resident to resident altercation resulting in harm 
because of the resident's exit seeking  behavior 
and grabbing and slapping at another resident. 

Telephone interview with a second MA on 
04/19/21 at 9:40am revealed:
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-Resident #1 would try to hit (named) resident but 
she would intervene by separating the two 
residents. 
-One-night Resident #1 slapped her medications 
out of the MA's hand and stayed awake all night 
until day shift staff arrived. 
-Resident #1 would wander throughout the facility 
and self-propel in the wheelchair. 
-She was trained by the OM to report resident 
concerns to the MA/SIC at shift change then 
document in the resident's notes or complete and 
accident/incident report.
-She had reported Resident #1's aggression and 
agitation to the MA/SIC in the past. 
-She had never reported Resident #1's 
aggression or agitation to the PCP.

Interview with the Administrator on 04/19/21 at 
11:31am revealed:
-Resident #1's FL-2 should have been reviewed 
as part of the admission process. 
-She did not know who performed Resident #1's 
admission assessment.
-It was expected for a resident diagnosed with 
dementia to exhibit abnormal behaviors for about 
1 month such as aggression, agitation and 
wandering because they were new to the facility.
-She expected staff to have reported Resident 
#1's behavior to include grabbing and slapping at 
other residents, and/or exit seeking behaviors to 
the MA/SIC.
-The MA/SIC should report those behaviors to the 
OM or Administrator. 
-She called the facility maybe 1 time a week to 
check with staff regarding any resident concerns 
and if anything had occurred that was out of the 
ordinary for the resident. 
-Staff had not reported to her concerns regarding 
Resident #1 exit seeking and displaying episodes 
of agitation/aggression.
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-When the OM or Administrator called the facility, 
it was expected staff to automatically report those 
behaviors directly to the OM or Administrator. 
-She expected staff to have told the MA/SIC 
Resident #1 was displaying episodes of 
agitation/aggression and exit seeking. 
-It was expected the MA/SIC to have called the 
OM or Administrator to report Resident #1 exit 
seeking and displaying episodes of 
agitation/aggression.
-The OM or the Administrator were responsible 
for informing the PCP.
-There was on reason to not report Resident #1's 
agitation, aggression, and exit seeking to the 
resident's PCP. 

Interview with the OM on 04/19/21 at 2:00pm 
revealed:
-Staff had not informed her of Resident #1's 
aggressive behaviors.
-She expected the MAs and the MA/SIC to have 
informed her of Resident #1's aggressive 
behaviors.
-On Thursday (04/15/21) she requested from the 
MA/SIC a list of residents to be seen by the PCP 
on Friday (04/16/21) and Resident #1 was on the 
list for "behaviors".
-She expected Resident #1's PCP to have been 
called instead of placing the resident on the list to 
be seen. 
-Staff had not reported to her the resident had 
exhibited 21 documented episodes of agitation 
and/or aggression on 24 days during March 2021. 
-Staff had not reported to her the resident had 
exhibited 10 documented episodes of agitation 
and/or aggression on 15 days during April 2021.
-Resident #1 had "behaviors" when she first 
arrived; she did not specify the behaviors.
-She, the CRD, and the Administrator discussed 
with Resident #1's caregiver the potential for 
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discharge if they did not improve. 
-She thought Resident #1's behaviors improved 
after about 2 - 3 weeks of arrival. 
-She would have called Resident #1's PCP as 
soon as possible if she knew the extent of 
Resident #3's agitation and/or aggressive 
behaviors and exit seeking. 
-Resident #1 was an "emergency" move in.
-She received Resident #1's FL-2 the day she 
moved in.
-She did not know Resident #1's recommended 
level of care was Memory Care until discovered 
during the state survey.
-The CRD spoke with Resident #1's local hospital 
social worker and requested she change the 
recommended level of care to family care home. 

Interview with the MA/SIC on 04/19/21 at 2:34pm 
revealed:
-She was responsible for PCP contact regarding 
resident changes.
-She would document Resident #1's episodes of 
aggression in the residents electronic charting 
notes.
-The OM was responsible for reviewing the 
resident electronic charting notes to stay abreast 
of resident concerns. 
-The OM could access the charting notes from 
her location.
-The OM would call her if she had any concerns 
or questions when reading the charting notes.
-The OM would call and ask daily how Resident 
#1 was doing.
-The last time the OM called was on Thursday 
(04/14/21).
-She did not call or message the OM regarding 
Resident #1's agitation, exit seeking, and/or 
aggressive behavior with each episode.
-She would ask the OM to add Resident #1 to the 
PCP visit list to be seen for agitation.
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-She had not called the PCP to inform them of 
Resident #1's agitation, exit seeking, or 
aggressive behaviors because she would have 
the resident added to the list to be seen. 

Telephone interview with Resident #1's guardian 
on 04/16/21 at 6:18pm revealed:
-Resident #1 was involuntarily committed (IVCd) 
in February 2021 due to agitation physical 
aggression and confusion. 
-Resident #1 had a history of confusion and was 
supposed to be in a locked unit.
-She did not have any concerns regarding 
Resident #1's care at the facility.
-The resident had not had aggressive behaviors 
while at the facility,
-Staff had previously called telling her the resident 
wanted to go home and would walk to the doors.

Based on observations, interviews, and record 
reviews it was determined Resident #1 was not 
interviewable. 

b. Telephone interview with a Registered Nurse 
(RN) from Resident #1's PCP office on 04/19/21 
revealed:
-Resident #1 was referred to a psychiatrist on 
04/02/21 because she was new to the home, 
restless, and agitated. 
-A psychiatrist was more able to manage the 
resident's disruptive behaviors and more 
appropriately prescribe medications because they 
specialized in mental health disorders. 
-It was possible psychiatry could assisted 
regarding the resident's grabbing at residents, 
exit seeking, and aggressiveness. 
-Staff had not reported to the PCP the resident 
was exit seeking, throwing things, and/or 
grabbing and yelling at other residents. 
-Staff were expected to have reported the 
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resident's exit seeking behaviors and physical 
aggression of grabbing residents, yelling, and 
throwing things to the resident's PCP.

Interview with the Administrator on 04/19/21 at 
11:31am revealed:
-The OM would receive referrals from physicians 
via fax. 
-The OM would review the referral orders then 
make the referral.
-She expected the OM to make referrals within 24 
hours of receiving the referral from the provider.
-She expected the OM to have faxed Resident 
#1's referral to the psychiatric provider then call to 
confirm receipt. 
-The facility did not close visits for resident from 
healthcare providers during COVID-19.
-She did not know Resident #1 had not had an 
appointment scheduled to see the psychiatric 
provider. 
-If the referral had been made and the psychiatric 
provider did not keep the appointment it was 
expected the OM contact the psychiatric provider 
to reschedule.
-Once the referral was faxed to Resident #1's 
psychiatric provider, the OM should have 
continued to follow up with the provider within 2 
days to ensure the appointment was made.

Interview with the OM on 04/19/21 at 2:00pm 
revealed:
-The OM and/or the MA/SIC was responsible to 
review PCP visit notes for referrals.
-Resident #1's PCP office was responsible for 
making the referral to the psychiatrist because 
they would have to forward orders.
-She saw the order for Resident #1 to have 
psychiatric referral in the PCP visit note but did 
not remember if she contacted the PCP regarding 
the status. 
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-Resident referrals were taking longer to obtain 
because of COVID-19.
-She should have contacted Resident #1's PCP 
regarding the status of the psychiatric referral 
within 3 days of the referral note.
-Resident #3 needed a psychiatric referral to help 
control her behaviors.

Telephone interview with Resident #1's mental 
health (MH) provider on 04/20/21 at 2:00pm 
revealed:
-The resident's PCP sent an initial referral for a 
MH consult on 04/05/21.
-The MH provider faxed a consent for treatment 
to the facility; she could not remember the date.
-She normally faxed the consents the same day 
referrals were received.
-The facility called the MH provider's office today 
(04/20/21) asking if the signed consent had been 
received by the provider. 
-The MH provider had not received a signed 
consent for Resident #1 from the facility.

Based on observations, interviews, and record 
reviews it was determined Resident #1 was not 
interviewable.
_______________
The facility failed to to inform Resident #1's 
Primary Care Provider of repeated episodes of 
agitation, physical aggression, and exit seeking 
behaviors which included 31 episodes in 37 days 
and failed to follow-up and complete a referral to 
a mental health provider regarding these 
behaviors.  The facility's failure was detrmental to 
the health and safety of the residen, which 
constitutes a Type B Violation . 
_______________
The facility provided a plan of protection in 
accordance with G.S. 131D-34 on 04/16/21.
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CORRECTION DATE FOR THE TYPE B 
VIOLATION SHALL NOT EXCEED JUNE 4, 
2021.

 C 311 10A NCAC 13G .0909 Residents' Rights

10A NCAC 13G .0909 Resident Rights
A family care home shall assure that the rights of 
all residents guaranteed under G.S. 131D-21, 
Declaration of Residents' Rights, are maintained 
and may be exercised without hindrance.

This Rule  is not met as evidenced by:

 C 311

TYPE B VIOLATION

Based on interviews and record reviews, the 
facility failed to ensure residents were treated with 
respect and consideration and their privacy was 
protected from a resident (#1) who wandered in 
resident rooms, plundered through clothing, and 
grabbed and slap at another resident.

The findings are:

Review of Resident #1's current FL-2 dated 
03/01/21 revealed:
-The recommended level of care was 
documented as Memory Care Assisted Living. 
- Diagnosis included dementia associated with 
Alzheimers, vitamin D and vitamin B12 
deficiency.
-The resident was intermittently disoriented, 
ambulatory, verbally abusive, and required staff 
assistance with bathing.

Review of Resident #1's Resident Register 
revealed an admission date of 03/08/21.

Review of Resident #1's current care plan dated 
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04/06/21.
-The assessment date was 03/08/21.
-The resident wandered, was sometimes 
disoriented, had significant memory loss requiring 
redirection, ambulatory with a walker.
-The resident would ambulate without assistance 
when agitated.
-The resident required extensive assistance with 
eating, ambulation, dressing, grooming, and 
transferring
-The resident was totally dependent upon staff for 
toileting and bathing. 

Review of Resident #1's current Licensed Health 
Professional Support (LHPS) evaluation date 
03/22/21 revealed the resident was alert to self 
only, required a walker for ambulation, and 
needed reminders to use the walker.

Review of Resident #1's electronic charting notes 
from 03/08/21 - 04/105/21 revealed:
-On 03/16/21, the resident was "bothering" other 
residents.
-On 03/30/21, the resident was "bothering" other 
residents.
-On 04/13/21, the resident was "bothering" other 
residents.
-On 04/14/21, the resident was "wandering 
...upsetting house guests".

Interview with the Community Relations Director 
(CRD) on 04/16/21 at 7:45am revealed:
-The Administrator had told her in the past 
Resident #1 liked to touch residents.
-Resident #1 was not aggressive when touching 
residents because the Administrator never used 
the word aggressive.

Interview with the medication aide (MA) on 
04/19/21 at 7:30am revealed:
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-On Saturday (04/17/21) Resident #1 went in a 
resident's room which was the first room to the 
right when entering the facility.
-Resident #1 thought the resident was her family 
member.
-Resident #1 stared and talked to the resident.
-The resident was nonverbal and moaned for 
Resident #1 to leave.
-On 04/17/21 and 04/18/21, Resident #1 went in 
the second room on the right when entering the 
facility.
-Resident #1 began gathering the resident's 
clothing from the closet saying she was going 
home.
-Resident #1 would self-propel in the wheelchair 
in other residents' rooms.
-Resident #1 also would tell another resident to 
hush and pull on the resident
-The resident would yell at Resident #1 to stop 
pulling on her. 
-When the resident told Resident #1 to stop 
pulling on her, Resident #1 would slap at the 
resident and leave; she never made contact.
-Resident #1 last pulled and slapped at the 
resident on Tuesday (04/13/21).
-She had never told anyone other than oncoming 
staff Resident #1 pulled and slapped at the 
resident.
-She never told anyone Resident #1 went in other 
residents' rooms and gathered up their clothing 
from the closets. 

Telephone interview with a second MA on 
04/19/21 at 9:48am revealed:
-Resident #1 would try to hit (named) resident. 
-She would have to separate Resident #1 and the 
other resident to keep Resident #1 from hitting 
the resident.
-She had never reported to the Administrator 
Resident #1 tried to hit another resident.
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-She would report to the previous 
MA/Supervisor-in-Charge (MA/SIC) Resident #1 
had tried to hit another resident.

Interview with the MA/SIC on 04/19/21 at 2:34pm 
revealed:
-She had never seen Resident #1 grab or hit at 
another resident.
-Resident #1 would go in other residents' rooms 
and try to wake them while they were sleeping. 

Telephone interview with a third MA on 04/19/21 
at 10:30am reveled:
-Resident #1 wandered in other resident rooms.
-Resident #1 would hold hands with (named) 
resident and tell her it was time to go.
-She had never seen Resident #1 grab at the 
resident. 

Telephone interview with Resident #1's guardian 
on 04/16/21 at 6:18pm revealed:
-Resident #1 assaulted a family member in 
January 2021 which resulted in hospitalization for 
the family member.
-Resident #1 was involuntarily committed (IVCd) 
in February 2021 because of confusion and 
combativeness. 
-Resident #1 was placed in the facility as a result 
of the February 2021 hospitalization. 
-She had never been told by staff the resident 
was aggressive with or to other residents. 

Interview with the Administrator on 04/19/21 at 
12:01pm revealed:
-When Resident #1 was putting her hands on 
other residents, she was not pulling on, grabbing, 
or hitting at them out of anger. 
-Resident #1 had dementia and was expected to 
touch other residents, think someone was their 
family member, and invade other resident's 
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rooms.
-It took dementia residents time to become 
acclimated (about 1 month) to new places.
-Confusion was part of the dementia process.
-It was normal for residents to go in other rooms 
and gather their clothes saying they were leaving 
because the resident's had dementia.
_____________
The facility failed to assure the residents were 
treated with respect and consideration and their 
privacy was protected by allowing Resident #1, 
who had a history of wandering, confusion, and 
aggressiveness, to grab and pull on a resident 
and slap at the resident when resisted, attempt to 
wake residents at night when sleeping, and take 
residents clothing from their closet wanting to go 
home.  The facility's failure was detrimental to the 
safety and welfare of the residents and 
constitutes a Type B Violation.
_____________
The facility provided a plan of protection in 
accordance with G.S. 131D-34 on 04/20/21.

CORRECTION DATE FOR THE TYPE B 
VIOLATION SHALL NOT EXCEED JUNE 4, 
2021.

 C 338 10A NCAC 13G .1004  (f-4) Medication 
Administration

10A NCAC 13G .1004  Medication Administration

If medications are prepared for administration in 
advance, the following procedures shall be 
implemented to keep the drugs identified up to 
the point of administration and protect them from 
contamination and spillage:
(4) All containers are placed together on a 
separate tray or other device that is labeled with 

 C 338
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the planned time for administration and stored in 
a locked area which is only accessible to staff as 
specified in Rule .1006(d) of this Section.

This Rule  is not met as evidenced by:
TYPE B VIOLATION

Based on observations, interviews, and record 
reviews, the facility failed to ensure medications 
were administered as ordered for 1 of 3 residents 
sampled (#1) who was ordered a medication as 
needed for anxiety.

The findings are:

Review of Resident #1's current FL-2 dated 
03/01/21 revealed:
-The recommended level of care was 
documented as Memory Care Assisted Living.
- Diagnosis included dementia associated with 
Alzheimers, vitamin D and vitamin B12 
deficiency. 
-The resident was intermittently disoriented, 
ambulatory, and verbally abusive.

Review of Resident #1's current care plan dated 
04/06/21 revealed:
-The resident was sometimes disoriented, had 
significant memory loss requiring redirection, and 
ambulatory with a walker.
-The resident would ambulate without assistance 
when agitated.
-The resident required extensive assistance with 
eating, ambulation, dressing, grooming, and 
transferring.
-The resident was totally dependent upon staff for 
toileting and bathing. 
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-The assessment was completed by the 
Operations Manager (OM) and signed on 
03/08/21

Review of Resident #1's Resident Register 
revealed an admission date of 03/08/21.

Review of the facility's restraint policy revealed:
-Medications were considered a form of chemical 
restraint.
-Medications as needed for behaviors such as 
anxiety or agitation were to be administered only 
as a last resort such as when redirection was 
unsuccessful.
-Medications as needed for behaviors such as 
anxiety or agitation were to be administered only 
in accordance with physician's orders. 

a. Review of Resident #1's local hospital 
discharge summary dated 03/08/21 revealed:
-There was an order for Lorazepam (a medication 
used to treat anxiety) 1mg every 4 hours as 
needed (prn) for agitation.
-The discharge summary was electronically 
signed by the hospitalist.

Review of Resident #1's March 2021 electronic 
Medication Administration Record (eMAR) 
revealed:
-There was an entry for Lorazepam 1mg every 4 
hours prn agitation.
-Lorazepam was documented as administered on 
03/16/21 at 8:57pm; the dose was ineffective.
-Lorazepam was documented as administered on 
03/16/21 at 11:31pm; the dose was effective. 
-Lorazepam was documented as administered on 
03/18/21 at 8:12pm; the dose was ineffective.
-Lorazepam was administered on 03/18/21 at 
10:51pm; the dose was effective. 
-On 03/16/21, Lorazepam was administered 2 
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hours and 34 minutes apart.
-On 03/18/21, Lorazepam was administered 2 
hours and 39 minutes apart. 

Telephone interview with the Registered Nurse 
(RN) from Resident #1's primary care provider's 
(PCP) office on 04/19/21 at 9:00am revealed:
-Staff did not report Lorazepam was administered 
less than 4 hours apart on 03/16/21 or 03/18/21.
-Administering Lorazepam to Resident #1 less 
than the ordered every 4hour timeframe was 
considered a chemical restraint, could cause 
lethargy which could contribute to falls, and/or 
over sedation which could result in respiratory 
arrest.  

Interview with the Administrator on 04/19/21 at 
11:31am revealed she did not know staff had 
administered Resident #1's Lorazepam less than 
the 4hr ordered time frame on 03/16/21 or 
03/18/21.

Telephone interview with the MA on 04/20/21 at 
10:30am revealed:
-The initials on Resident #1's eMAR for 
Lorazepam 1mg every 4 hours prn agitation on 
03/16/21 at 8:57pm were her initials.
-The initials on Resident #1's eMAR for 
Lorazepam 1mg every 4 hours prn agitation on 
03/16/21 at 11:31pm were her initials.
-The initials on Resident #1's eMAR for 
Lorazepam 1mg every 4 hours prn agitation on 
03/18/21 at 8:12pm were her initials.
-The initials on Resident #1's eMAR for 
Lorazepam 1mg every 4 hours prn agitation on 
03/18/21 at 10:51pm were her initials.
-Administer every 4 hours meant to wait 4 hours 
between doses.
-She did not know why she administered 
Lorazepam 1mg to Resident #1 2 hours and 34 
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minutes apart on 03/16/21.
-She did not know why she administered 
Lorazepam 1mg to Resident #1 2 hours and 39 
minutes apart on 03/18/21.
-She should have administered the Lorazepam to 
Resident #1 every 4 hours prn agitation.

Refer to telephone interview with the RN from 
Resident #1's PCP office on 04/19/21 at 9:00am. 

Refer to interview with the Administrator on 
04/19/21 at 11:31am.

Refer to interview with the Operations Manager 
(OM) on 04/19/21 at 2:00pm.

b. Telephone interview with the facility's 
contracted pharmacist for Resident #1 on 
04/20/21 at 11:10:am revealed:
-Lorazepam 1 milligrams (mg) every 4 hours as 
needed for (prn) agitation was discontinued by 
the Resident's PCP on 04/01/21.
- Lorazepam 0.5mg daily prn agitation was 
ordered on 04/01/21 by the resident's Primary 
Care Provider (PCP). 

Review of Resident #1's April 2021 electronic 
Medication Administration Record (eMAR) 
revealed:
-There was an entry for Lorazepam 0.5mg daily 
prn.
-There was no reason to indicate administering 
prn.
-Lorazepam was documented as administered on 
04/05/21 at 4:23pm and 7:38pm.
-Lorazepam was documented as administered on 
04/08/21 at 8:31am and 8:25pm.
-Lorazepam was documented as administered on 
04/14/21 at 4:05pm and 8:06pm.
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-Lorazepam was documented as administered on 
04/15/21 at 3:32pm and 7:39pm.

Telephone interview with the Registered Nurse 
(RN) from Resident #1's PCP office on 04/19/21 
at 9:00am revealed staff did not report 
Lorazepam was administered more than once 
daily on 04/05/21, 04/08/21, 04/14/21, and 
04/15/21.

Telephone interview with the medication aide 
(MA) on 04/20/21 at 1:17pm revealed:
-The initials documented as administering 
Resident #1 Lorazepam on 04/05/21 at 7:38pm 
were her initials.
-She did not know what happened or why she 
administered Resident #1 Lorazepam outside of 
the ordered parameters on 04/05/21.

Requests from pharmacy for Lorazepam 0.5mg 
daily as needed orders were not received  prior to 
survey exit on 04/20/21.

Attempted telephone interview with a second MA 
on 04/19/21 at 11:10am was unsuccessful. 

Refer to telephone interview with the RN from 
Resident #1's PCP office on 04/19/21 at 9:00am. 

Refer to interview with the Administrator on 
04/19/21 at 11:31am.

Refer to interview with the Operations Manager 
(OM) on 04/19/21 at 2:00pm.
______________
Telephone interview with the Registered Nurse 
(RN) from Resident #1's PCP office on 04/19/21 
at 9:00am revealed:
-Staff were expected to have administered 
medications as ordered.

Division of Health Service Regulation

If continuation sheet  66 of 756899STATE FORM V41411



A. BUILDING: ______________________

(X1)  PROVIDER/SUPPLIER/CLIA
        IDENTIFICATION NUMBER:

STATEMENT OF DEFICIENCIES 
AND PLAN OF CORRECTION

(X3) DATE SURVEY
       COMPLETED

PRINTED: 05/13/2021 
FORM APPROVED

(X2) MULTIPLE CONSTRUCTION

B. WING _____________________________

Division of Health Service Regulation

FCL092209 04/20/2021

R

NAME OF PROVIDER OR SUPPLIER

AVENDELLE ASSISTED LIVING AT SOUTHERN OAKS

STREET ADDRESS, CITY, STATE, ZIP CODE

605 LAWSON CYPRESS LANE

FUQUAY VARINA, NC  27526

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 338Continued From page 66 C 338

-Lorazepam  was ordered to treat agitation in 
Resident #1.
-Staff were expected to have called to report the 
ineffectiveness of Lorazepam in treating Resident 
#1's agitation instead of administering outside the 
ordered parameters. 
-The PCP could have considered other options if 
staff reported Resident #1's ordered Lorazepam 
was not effective. 
-Staff at the facility were unlicensed and should 
not deviate from PCP order for the safety of the 
resident.

Interview with the Administrator on 04/19/21 at 
11:31am revealed:
-She expected staff to administer medications as 
ordered.
-She would have retrained staff on medication 
administration had she known Lorazepam was 
not administered to Resident #1 as ordered. 
-The PCP should have been informed the 
medication was not administered as ordered. 
-If the Lorazepam was not effective for Resident 
#1, staff should have called the PCP for the 
safety of the resident to decrease agitation. 
-The medication aides (MAs) were not licensed 
staff and could not decide when or when not to 
administer a medication. 

Interview with the Operations Manager (OM) on 
04/19/21 at 2:00pm revealed:
-She did not know Resident #1 was administered 
Lorazepam outside the ordered parameters.
-Staff were to administer medications as ordered 
because they were unlicensed staff. 
______________
The failure of the facility to administer Lorazepam 
(a medication used to treat anxiety) every 4 hours 
as ordered resulted in Resident #1 being 
administered the Lorazepam on 03/16/21 2 hours 
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and 34 minutes apart and 03/18/21 2 hours and 
39 minutes apart placing the resident at risk for 
lethargy, falls, and/or over sedation which could 
result in respiratory arrest.  The facility's failure 
was detrimental to the health, safety, and welfare 
of the resident and constitutes a Type B Violation.
_________________
The facility provided a plan of protection in 
accordance with G.S. 131D-34 on 04/20/21.

CORRECTION DATE FOR THE TYPE A2 
VIOLATION SHALL NOT EXCEED JUNE 4, 
2021.

 C 453 10A NCAC 13G .1301(a) Use of Physical 
Restraints and Alternatives

10A NCAC 13G .1301 USE OF PHYSICAL 
RESTRAINTS AND ALTERNATIVES
(a) A family care home shall assure that a 
physical restraint, any physical or mechanical 
device attached to or adjacent to the resident's 
body that the resident cannot remove easily and 
which restricts freedom of movement or normal 
access to one's body, shall be: 
(1) used only in those circumstances in which the 
resident has medical symptoms that warrant the 
use of restraints and not for discipline or 
convenience purposes;
(2) used only with a written order from a physician 
except in emergencies, according to Paragraph 
(e) of this Rule;
(3) the least restrictive restraint that would 
provide safety; 
(4) used only after alternatives that would provide 
safety to the resident and prevent a potential 
decline in the resident's functioning have been 
tried and documented in the resident's record.
(5) used only after an assessment and care 

 C 453
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planning process has been completed, except in 
emergencies, according to Paragraph (d) of this 
Rule; 
(6) applied correctly according to the 
manufacturer's instructions and the physician's 
order; and
(7) used in conjunction with alternatives in an 
effort to reduce restraint use.
Note: Bed rails are restraints when used to keep 
a resident from voluntarily getting out of bed as 
opposed to enhancing mobility of the resident 
while in bed. Examples of restraint alternatives 
are: providing restorative care to enhance abilities 
to stand safely and walk, providing a device that 
monitors attempts to rise from chair or bed, 
placing the bed lower to the floor, providing 
frequent staff monitoring with periodic assistance 
in toileting and ambulation and offering fluids, 
providing activities, controlling pain, providing an 
environment with minimal noise and confusion, 
and providing supportive devices such as wedge 
cushions.

This Rule  is not met as evidenced by:
Based on observation, interviews and record 
review, the facility failed to ensure wheelchair 
seatbelt restraints were used only after a written 
physician order; after a team assessment and 
care planning process; and alternatives were tried 
prior to the restraint that would provide safety to 
the resident, for 1 of 1 residents sampled (#1).

The findings are:

Review of Resident #1's current FL-2 dated 
03/01/21 revealed:
-The recommended level of care was 
documented as Memory Care Assisted Living. 
- Diagnosis included dementia associated with 
Alzheimers, vitamin D and vitamin B12 
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deficiency.
-The resident was intermittently disoriented, 
ambulatory, verbally abusive, and required staff 
assistance with bathing.

Review of Resident #1's current care plan dated 
04/06/21.
-The assessment date was 03/08/21.
-The resident was sometimes disoriented, had 
significant memory loss requiring redirection, 
ambulatory with a walker.
-The resident was extensive assistance with 
eating, ambulation, dressing, grooming, and 
transferring.
-The resident was totally dependent upon staff for 
toileting and bathing. 

Review of the facility's restraint policy revealed:
-A mechanical restraint was anything which 
restricted the resident's activity.
-Mechanical restraints were not to be used at any 
time.

Observation of Resident #1 on 04/19/21 at 
7:50am revealed:
-The resident was sitting in a wheelchair with a 
wheelchair seatbelt locked around her waist.
-The seatbelt physically prevented the resident 
from standing from and/or exiting the wheelchair.

Interview with the medication aide (MA) on 
04/19/21 at 7:50am revealed:
-Resident #1 would self-propel in the wheelchair 
to the doors. 
-Night shift would lock the seatbelt around 
Resident #1 to prevent the resident from trying to 
open the doors. 
-She just observed the seatbelt was locked 
around Resident #1. 
-Resident #1 should not be restrained in the 
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wheelchair. 

Observation of the facility on 04/16/21 at 8:05am 
revealed:
-A visitor entered the facility.
-Resident #1 was trying to stand from her 
wheelchair located in the common living area.
-Resident #1's wheelchair seatbelt was not 
locked.
-The visitor approached Resident #1, leaned 
forward, prompted the resident to sit, and locked 
the seatbelt around the resident restraining the 
resident in the wheelchair.

Interview with the visitor on 04/19/21 at 8:10am 
revealed:
-She was a contracted 1:1 sitter for another 
resident.
-She was in the facility about 8 days a month.
-Sometimes Resident #1 would get agitated and 
exit seek by walking towards the doors.
-She would verbally help redirect the resident to 
return to her wheelchair or sit in another chair.
-She restrained Resident #1 in the wheelchair 
today (04/19/21) because it was normally locked 
around the resident when she visited the facility. 

Observation of the facility on 04/19/21 at 8:15am 
revealed:
-Resident #1 was sitting in her wheelchair located 
in the common living room; the seatbelt was 
secured and buckled closed around the resident.
-The MA unbuckled Resident #1's seatbelt.

Second interview with the MA on 04/19/21 at 
8:15am revealed:
-She unbuckled Resident #1's wheelchair seatbelt 
because it was not supposed to be buckled. 
-She did not know the visitor buckled Resident 
#1's seatbelt around her waist.
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-The visitor should not have restrained Resident 
#1 in the wheelchair with the seatbelt because 
restraints were not allowed. 

Interview with the Community Relations Director 
(CRD) on 04/19/21 at 9:30am revealed:
-The facility was a restraint free facility. 
-Wheelchair belts were not to be secured around 
a resident because it restricted their movement. 

Telephone interview with a second MA on 
04/19/21 at 945am revealed:
-She would not buckle Resident #1 in her 
wheelchair.
-Resident #1 would buckle and unbuckle herself 
in the wheelchair.  

Interview with the Administrator on 04/19/21 at 
11:38am revealed:
-The facility was a restraint free facility.
-Resident restraints were not allowed. 
-She did not know Resident #1 was restrained in 
the wheelchair until this morning (04/19/21) when 
told by the CRD. 
-The visitor should not have restrained Resident 
#1 in the wheelchair. 
-The visitor should have notified staff Resident #1 
was trying to stand from the wheelchair.

 C 911 G.S 131D 21(1) Declaration of Resident's Rights

G.S. 131D-21  Declaration of Resident's Rights
Every resident shall have the following rights:
(1) To be treated with respect, consideration, 
dignity, and full recognition of his or her 
individuality and right to privacy.

This Rule  is not met as evidenced by:

 C 911
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Based on observations, interviews, and record 
reviews the facility failed to assure residents were 
treated with respect,  consideration and their right 
to privacy.

The findings are:

Based on interviews and record reviews, the 
facility failed to ensure residents were treated with 
respect and consideration and their privacy was 
protected from a resident (#1) who wandered in 
resident rooms, plundered through clothing, and 
grabbed and slap at another resident.[Refer to 
Tag 311 10A NCAC 13G .0909 Resident Rights 
(Type B Violation)].

 

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

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

 C 912

Based on observations, interviews, and record 
reviews the facility failed to assure residents 
received care and services which are adequate, 
appropriate, and in compliance with relevant 
federal and State laws and rules and regulations.

The findings are:

1. Based on observations, interviews, and record 
reviews, the Administrator failed to ensure the 
total operation of the facility to meet and maintain 
rules related to resident's rights, health care, 
medication administration, personal care and 
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supervision, outside entrances and exits, and 
management and other staff. [Refer to Tag 185 
10A NCAC 13G .0601(a) Management And Other 
Staff (Type A2 Violation)].

2. Based on observations, interviews, and record 
reviews, the facility failed to notify the primary 
care provider (PCP) and follow-up on a referral to 
mental health regarding the acute health care 
needs of 1 of 3 residents sampled (#1) who had 
episodes of aggression, agitation, and exit 
seeking behaviors. [Refer to Tag 246 10A NCAC 
13G .0902(b) Healthcare (Type B Violation)].

3. Based on observations, interviews, and record 
reviews, the facility failed to ensure a sounding 
device was activated on 2 of 3 exit doors to alert 
staff for 1 of 3 sampled residents (#1) related to 
wandering behaviors and exit seeking. [Refer to 
Tag .0312g 10A NCAC 13G Outside Entrances 
and Exits (Type B Violation)].

4. Based on observations, interviews, and record 
reviews, the facility failed to ensure medications 
were administered as ordered for 1 of 3 residents 
sampled (#1) who was ordered a medication as 
needed for anxiety. [Refer to Tag 338 10A NCAC 
13G .1004a Medication Administration (Type B 
Violation)].

5. Based on observations, record reviews, and 
interviews, the facility failed to ensure sufficient 
staff were always on duty to meet the care needs 
of 2 of 3 sampled residents (#2, #3), who 
required transfers with a hoyer lift and 
repositioning. [Refer to Tag 191 10A NCAC 13G 
.0601d Management And Other Staff (Type B 
Violation)].
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 C 914 G.S 131D-21(4) Declaration Of Resident's Rights

Every resident shall have the following rights:
4.  To be free of mental and physical abuse, 
neglect, and exploitation.

This Rule  is not met as evidenced by:

 C 914

Based on observations, interviews, and record 
reviews the facility failed to assure residents were 
free from neglect as related to personal care.

The findings are:

Based on observations, interviews, and record 
reviews, the facility failed to provide personal care 
to 3 of 3 residents sampled (#1, #2, #3) who 
required assistance with incontinence care and 
repositioning. [Refer to Tag 242 10A NCAC 13G 
.0901(a) Personal Care and Supervision (Type A2 
Violation)].
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