
PRINTED: 08/0512026 
FORM APPROVED 

ivision of Health SeMce Re ulation 
(X1} PROVIDER/SUPPLIER/Cl.IA (X2J MULTIPLE CONSTRUCTION STATEMENT OF DE ICIE es (X3) DATE SURVEY 

IDENTIFICATION NUNBER. AND Pl.AN OF C ECTION CO\APLETEOA. BUILDING: _______ 

9.WING _______ _ _HAL092234 07/23/2026 

PPLIER STREET ADDRESS, Cl'TY, STATE, z·p COOENAME OF PROVIDER OR S 

lion 
VIDER/SUPPLIER REPRESENTATIVE'S SIGNATURE 

r 
()(U)OATE 

11 tofldn""tion lhae! 1 of 25 

1110 FALLS RIVER AVENUE 
FALLS RIVER VILLAG 

RALEIGH, NC 27614 

(X-4) 10 MMARY STATEMENT OF DEFICIENCIES ID 
PREFIX DEFICIENCY MUST BE PRECEDED 8 V FUU. PREFIX I 

TAG JORY OR LSC IDENTIFYING INFORMATION) TAG 

D 0001 Initial Com ents D 000 

!The Adult 
annual su I 

re Licensure Section conducted an 
y on July 21 , 2026 through July 23, 

2026. 

D 125; 10A NCAC 3F .0403(a) Qualifications Of 0125 

Medication taff 

10AN'cAc 
! Medic11tion 
; (a) Adult e home staff who administer 
J medic1:1t1ons hereafter referred to as medication 

aides.land ttieir direct supervisors shall complete 
training, din cal skiKs validation, and pass the 
wrltteri exa ination as set forth In G.S. 
1310-4.5B. arsons authorized by state 

• occu~tlona licensure laws to administer 
medications are exempt from this requirement. 
Readcjpted ff. July 1, 2021.

1 

This Rule Is not met as evidenced by: 
. Based on ot:>servations. Interviews, and record 
; reviews, the ~acllity failed to assure 1 of 3 
• medi~tion_ ~Ides (MA) sampled (Staff B) who 
I adminlster:3J medications to residents completed 

the state MA examination test prior to 
; admlni terln medications. 

IThe finpings re: 

Revie111 of Stl ff B's persoMel record revealed: 
-Staff Bwas ired as a personal care aide (PCA) 

1Ion 02114/25. 
• -There was medication aide (MA) job i description f9( Staff B dated 04/16/26. 

-There ("'as d'ocumentation Staff B completed a 
, 5-hour .-id 1 -hour medication aide training on 

11/27/~5. 
-There was documentation of Staff B's 
medica ·on cl ical skills competency validation 

PROVIDER'S PLAN OF CORRECTION (XS) 
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DEFICIENCY) 

JD Prefix Tag: D125 

Rule 10ANCAC 13F .0403 (a): 

Qualifications of Medication Staff 

Team Member who had incorrect 
Med Tech Certification was removed 
from cart until NC Adult Care Home 
testing is complete. Test was 
passed on August 8, 2026 and 
verified on NCDSR Adult Care 
Licensure Section 

lnservice conducted for Business 
Office Manager on July 22, 2026, 
regarding the correct credentialing 
website for Adult Care Home 
Medication Technicians (Med 
Techs). 

On July 23, 2026 a comprehensive 
review of all Med Tech personnel 
files was conducted. This audit 
verified that all active Med Techs 
have successfully passed the 
required exam and completed their 
clinical skills validation check-offs. 

Upon hire the Business Office 
Manager or Designee will verify 
Med Tech Credentials are on the 
approved NC Adult Care Home 
Website: NC Adult Care Medication 
Aide Testing Search 

https://1310-4.5B
https://PROVIDER/SUPPLIER/Cl.IA
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D 125 Continued From page 1 

: checklist on 12/29/25. 
i -Thel-e wa, no documentation Staff B passed the 
I stat~ MA t1 st. 

-There wa no documentation for an employment
I, verifiFtion form for Staff B. 

Obs~rvatlon of Staff Bon 07/22126 from 8:03am 
to 8:15am rvealed: 
-At 8.03am Staff B unlocked a medication cart 
and prepar~d medications for administration to a 

resldf.nt. 
-At 8.13am Staff B administered 3 medication 

1
and ~1 crm hed medication tablets mixed in 

• applesauc~ to the resident. 
I -At 8:15aml Staff B donned gloves and 

administerf a prescription eye drop and nasal 
spray to the resident. 

lntervjew wi~ Staff Bon 07/21/26 at 3:26pm 
! revealed: 
. -She ias a medication aide (MA) at the facility. 

-She had~ en a MA since 01/2026 (no specific 
I date providu!). 

-She began her employment at the facility as a 
1 

PCA. 

Secor,d Interview with Staff B on 07123126 at 
3:06pm revI aled: 
-She ~ad been administering medications at the 
facilit~ slnce\01/2026 . 

. -She had net passed the state MA test required 
! for medicati,111 administration In an adult care 

home. 
-She ~ad tal en a medication aide test required to 

I D 125 

I 

I 
I 

ID Prefix Tag: D125 Continued: 

To ensure ongoing compliance, 
the Resident Care Director and 
Executive Director will conduct 
weekly meetings with the 
Business Office Manager every 
Tuesday for the next three 
months. These meetings will 
serve to audit and verify the 
credentials of all newly hired 
Medication Technicians, with all 
tracking data maintained on a 
dedicated Excel spreadsheet 

Audit will be maintained in ! 
community and available upon 
request I 

work in a ski led nursing facility. 
I -She did notlmow until 07/23/26 that there was aIdifferent MA lest she needed to peas before being 

allowe~ to a1 minister medications in an adult 
care hre. 
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D 125 Continued ~rom page 2 

Revijw of ! resident's electronic medication 
admir.istra1 on records (eMARs) for 05/2026 
revealed: 
-Sta~ B do :umented administration of medication 
on 05/04/2 , 05107126, 05/08/26, 05/10/26, 
05/21/26, a;1d 05/24/26-05/26/26, 

; -StaffiB documented administration of a 
• medi~tion bn 05/04/26 at 8:00pm which was 

suppqsed t? be held according to the primary 
' care P,rovid r (PCP) ordered blood pressure 

paraJeters 

Reviert of a resident's eMARs for 06/2026 
revealed: 
-Staff B doc Jmented administration of medication 
on 06/02/26 06/06/26-06/08/26, 06/13/26, 
06/17126, DI /18/26, 06/24/26, 06/28/26, and 

. os129kza. 
: -On ~/08/2 5at 8:00pm, there was no 

documentaUon for administration of a medication 
used to trea~high blood pressure when Staff B 

, docu~ented ablood pressure reading for which
I the PCP ha prescribed the administration of the 

blood press e medication. 

Revie't' of a esident's eMARs for 07/2026 
I revealed: 
' -Staff B doct mented administration of medication 
• on 07/02126, 07/03/26, 07/09126, 
• 07/11/~6-07/~5126, and 07/17/26-07/19/26. 

l 
-On 07(13/2E, 07/14/26 and 07/17/26 at 8:00pm, 
there was no documentation for administration of 
a medication used to treat high blood pressure 

: when itaff B documented a blood pressure 
reading for ..., hich the PCP had prescribed the 

' admini$tratiM of the blood pressure medication, 

Interview wittj the Business Office Manager 
• (BOM) on 07)23/26 at 2:38pm revealed: 
• -Staff ij sche uled herself for the medication aide 

D 125 
I 

I 
I 

I 
I 
I 

I 
I 

I 
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D 125 D 125 Continued From page 3 I 
; train~ co~rse she took. 

I·, -Shetwas f' sponsible for receiving staff training 
docu ent from managers and placing those I

\ 
I 

traini g do ments in the staff personnel record. 

'Interview with the Assisted Living Director (ALO) 
' 

on 01/23/2 at 2:50pm revealed: 
-Prio~ to he hire, Staff B was already employed at I 
the facility. 
-Staffi B set eduled herself for the medication aide i 
teslinp that she passed and bought the certificate j 

to the facility. I-She ~id not know until 07/23/26 that the NC II 

medication~ide registry did not apply to 
medi6ation ides working in adult care homes. II-She had n t seen any documentation for Staff B i 

I 
!

passif g the NC medication aide testing for adult 
, care ~ome . 

I

iInterview wiL the Administrator on 07/23/26 at I 
I 

' 2:40p~ revfaled: 
-Staff B hav,=i not passed the medication aide test 

: , speci c to a(jult care homes. 
·1 -The f~cilityldid not see that the information ' 

printecl on t~e registry referring to medication aide 
I

: listing indi4ted those qualifications were not I 
I, appliCjible t adull care home medication aide ; I 

qualifibation . ! 
Seconp lntefView with the Administrator on I 

07123/26 at 3:23pm revealed: 
i -She Jxpeclfd the ALO or Resident Care Director 

~RCD_)1to_kniw that MAs were qualified upon 
1nterv1~wmg

I -She vr.ould xpect the ALO or RCO to have 
verified MA ~ualifications were accurate before 

, sched~Hng tne staff to adminiater medications. 
; -She ~d not\have an employee record audit 
! process in pli!lce at present. 
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D 344i 1 0A ~CAC 13F .1002(a) Medication Orders 

10A J cAC ~3F .1002 Medication Orders 
(a) Ah adult care home shall ensure contact with 
the residenf s physician Of prescribing practitioner 
for vo~ificatipn or clarification of orders for 

: medication! and treatments: 
'. (1) if drders tor admission or readmission of the 
· resident are not dated and signed within 24 hours 

of ad"!'ission or readmission to the facility: 
(2) if tjrders lare not clear or complete; or 
(3) if rruttipl ~ admission fonns are received upon 

• admission o readmission and orders on the 

I
forms rre nc t the same. 
The facility i hall ensure that this verification or 

! clarification s documented In the resident's 
' record. 

IThis Rule I not met as evidenced by: 
Baseo on ol:lservatlons, interviews, and record 

1
reviews, the~acility failed to clarify treatment 
orders for 1 f 5 sampled residents (#3) for 
compr~ssio stockings used to prevent blood 

, clots. 

! The findings are: 

Review of R• sklent #3's current FL-2 dated 
03/06/~ re~aled diagnoses included dementia, 
anxie~ dys agia, generalized muscle weakness 
and dl~culty alklng. 

Rovie of RE sldent #3's physician's order dated 
06/01/~6 rewated there was an order to apply 

• TED (11,romho-Embolic Deterrent) hose every 
. momin~ and emove every night. (TED hose are 
Icompression stockings used to prevent blood 

IO 
PREFIX 

TAG 

PROVIDER'S PLAN OF CORRECTION 
(EACH CORRECTIVE ACTION SHOULD BE 

CROSS-REFERENCED TO THE APPROPRIATE 
DEFICIENCY) 

(XS) 
COMPLETE 

DATE 

D344 I 

0 344 ID Prefix Tag: 0344 
Rule 10 NCAC 13F .1002: 
Medication Orders 

i 

Resident #3 Physician Orders were 
verified on 7/22/2026 

Medication Technicians were in 
serviced on 7/22/2026 and 
7/23/2026 regarding Medication 
Administration Record, Medication 
Errors, Medication Administration 
Practice Habits. 

I 
I 

I 
i 

All Med Techs will be inserviced 
regarding new ordering system by 
September 10, 2026. 
Implementation will be on 
September 11, 2026. 

Upon receipt of an order the 
community will verify receipt of 
order and then 

I 
I 

1. Verify Pharmacy received new 
order I 

2. Verify Order in OMAR system 
from original order 

I 

3. Follow up with PCP regarding 
clarification or discrepancies In the 
order 

t 

I 

: I 
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The Assisted Living Director orReview of esident #3's physician's order dated 
Designee will verify the accuracy 0711t}/26 r±ealed thi,re was an order to apply 
of approved new medicationTubigrip s ks to bilateral legs daily every 

mom)ng a remove daily at bedtime. (Tubigrlps orders three times weekly 
are ar ela+c tubular support bandage that 

, provl(les p ssure to the legs.) 

: Revi~ of Resident #3's July 2026 electronic Resident Care Director or 
mediTetlon dministration record (eMAR) Designee will audit order 

i rev~led: tracking system weekly to !-There was an entry for Anti-embolism Knee-high ensure accuracy of orders 
• stodtlngs,~pply every morning and remove at 

bedti,he s eduled to be applied at 6:00am and 
remoyed at 8:00pm. 
-Anti-embol sm Knee-high stockings were Audit wlll be maintained in 

. docu~ente~ as applied daily at 6:00am from community and available upon 
07102f26 thi'ough 07/22/26. 

I request
-Anti-embollsm Knee-high were documented as 

, remol(ed d11y at 8:00pm from 07/01/26 through 
07/14)26 a~ from 07/16/26 through 07/21/26. 
-Ther, was n entry for Tubigrips, apply to 
bilateral leg every morning and removed at 

:;!~~";;;;~~!~:!.-", 
Tubigri~:~both legs. 

!Obseryation of Resident #3 on 07/23/26 at 
• 11 :02&m retied she was wearing Tubigrips on 

both !,gs. 

Telept¥>ne i terview with a pharmacist at the 
faciityls con cted pharmacy on 07/23/26 at 

J 8:34arp reve~led: 
-Resident ~ had active orders for both TED hose 
and rJbigripk. 
-The p arm cy sent a note to the facility on 

....Dlvislon of HBBhh Service Regu etion 
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07116{26 re,~uesting clarification on whether the 
TED_ryDse c der should remain active but 
received no follow up from the facility. 
-There was ro discontinue order received for 
Resid~nt #~s TED hose . 
•The ~arm cy added orders to the eMAR based 
on orclers eived from providers. 
-Orders co~kl not be removed from the eMAR 
withoyt a dlJ~ontlnue order 

! Interview wif a medication aide (MA) on 
07/22'26 at :45pm revealed: 
-Resl~nt # had an order for both TED hoses 
and TubigriJ_f, 
-A<x:<tding to the orders, Resident #3 would be 
wearing the TED hose and Tubigrips at the same 
time. 
-He applied >oth the TED hose and Tubigrips but 
had 011ly ap1 lied the Tubigrips once, on Friday 
(07/17(26). 
-On Friday, ( 7117/26, Resident #3 was wearing 
both ttie TEq hose and Tubigrips. 
-MAs were r!sponslble for clarifying orders by 
speakihg wiT the Assisted Living Director (ALO) 

, and C3/ling!pharmacy and the pnmary care
Iprovider (PC ). 

lnterviJw wit a second medication aide on 
I 

07/23/26 at 11:26am revealed: 
I -Resid~nt #31had an order for both TED hose and 
1 TubigriP,S,
1 -He hea bee a MA for a while so he knew the 

TED hose a1 Tubigrips could not be put on at 
the same ti~as both provide a tight grip and 
would have en uncomfortable. 
-MAs admlni tered medication and treatments 

. baaed pn the1eMAR. 
-If an order oh the eMAR did not look right, the 
MA was to ~II the PCP for clarification. 
-MAs ahd upper management could call the PCP i 

PROVIDER'S Pl.AN OF CORRECTION ()(5) 
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D 344 Con~nued !From page 7 

for clf!JrffiCc lion. 
1 
-PCP.s cou d apply Tubigrips if they were kept in 
the residert's room. 

1 -~appli id the Tubigrips if they were kept on 

t~~ ~ edication cart.I-Resident j 3's Tubigrips were kept on the 
medication cart. 

Interview wth the RCD on 07/23/26 at 11:06am 
reve~led: 
-She, the IV As and the ALO approved orders. 

1 -The $taff ~ember that approved the order in 
1 quesqon w~s responsible for clarifying the order. 
. -She 'rVBS ~are Resident #3 had an order for 

TED hose l:lut was unsure about the order for the 
' Tubig~ips. 

-She ~id no review eMARs. 
-Thert was no one In the facillty responsible for 
eMAR audits. 

I-One~ the p ,armacy uploaded the orders, the 

I 

1 orders appe ared for staff to verify the order by 
• comp!ring t ,e electronic order to the physical 

order ~efot'1 approval. 
-If there wa±an order that did not match up, staff 
were to con ct the pharmacy for clarification. 
-She -kas n t aware both the TED hose and 

• Tubl~; ps wE on Resident #3's eMAR. 
i -Res'9ent # 's PCP shoukl have been contacted 

for clarificati .I-Pharmacy rpquests for clarification went to 
conci~ge ar d placed in the ALD's box. 
-The ALD w1 s then responsible for clarifying the 
order. 

i lnterviiw with the Assisted Living Director (ALO) 
!on 07/~3/26 ~t 7:53am revealed: 
1 -Reaident #3 had 11n order for TED hose. 

-Tublgrips w re later ordered for Resident #13, 
and thJ TED hose order was not discontinued. 
-The T!=D ho~e and Tubigrips were ordered for 

I I 

D344 

I 
Division al Health Sef'lice Regu _.iion 
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Resident~ 3 by 2 different PCPs from the same 
• praqice. 

-MA$ were supposed to ask her if they had any 
questions Jbout orders. 

, -She could not say all MAs knew Resident #3
I should not wear TED hose and Tubigrips at the 

same time 
-Resident i J's TED hose should have been 
discontlnui d and removed from the eMAR. 

I -She and t1 e MAs were responsible for clarifying 
: orderk. 

i -She~s~t aware both the TED hose and 
'I Tubi rips ere on Resident #3's eMAR. 

-She nd t e MAs did not do eMAR audits. 
. -A nu e consultant completed eMAR audits once 

' a week. ± 
-The last e AR audit was done 05/01/26. 
-Wea~ng b th the TED hose and Tubigrips at the 
sa.,time 1.1as too much pressure. 

Interview wth the Administrator on 07/23/26 at 
8:15am anc 3:29pm revealed: 
-She J.vas n >t familiar with the orders on the 

. eMAijs.
I-All cllnical nfonnatlon was handled by the ALO. 
• -The tt,D \I as responsible for clarifying orders. 
-MAs were hot nurses and would follow orders as 

I wrlttel'l. 
! -She could ~ot say there was a process In place 
! for review D the eMAR. 

-If the e waI a concern, she looked at the eMAR. 

I
lnte=w wrti, Resident #J's PCP on 07/23/26 at 
12:56 re~ealed: 

: -Resi ent #' was originally ordered TED hose I 
and later s4tched to Tubigrips. 

. -TED~ and Tubigrips both provide I 
comp~ssio1 and should not be worn at the same 

: time. 
I -Wea~ng th Teo hose and Tubigrips at the i 
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same1time ~d not hurt but both were not 
, needed beqause they have the same function. i 

I 

-She y.-as ar3re Resident #3 had an order for I 
1 

I 

i TED ~ose i_hen she ordered the Tubigrips. 
1 -Resident #t's TED hose order should have been 

disco?tinue or put on hold. 
' -Facility sta were responsible for letting her 

know ~e Tl D hose order needed to be 
disco~tinue1 

• -Faclli~ stat• were responsible for clarifying 
, orders. 
· -Whe~ a da iflcation was needed, facility staff 

called [her (i1 it was urgent) or left a request for 
clarification i.n a book for her in the medication 

; room ~f the ~cility. 
: -She visited ~he facility twice a week. 

I-No 0119 reqfsted an order darification for 
Resident #3 or the TED hose and Tubigrlps. 
-She had on seen Resident #3 with Tubigrlps on 

i 
recently. 
-She had no seen Resident #3 wearing both TED 
hose ~nd Tu l>igrips. 

Based on obl!ervalions, interviews and record 
reviewi;, it lsdetermined that Resident #3 was 
not int♦rvie ble. 

I D 358D 358 10A NttAC 1~F .1004 (a) Medication 

Administrati* 

1 0A N~AC 1 F .1004 Medication Administration 
(a) An adult re home shall assure that the 

: prepaJtion [d administration ot medications,
l prescric>tion nd non-prescription, and treatments 
! by staff are I accordance with: 

(1) orders b a licensed prescribing practitioner 
whlchfema ntalned In the resident's record; and 
(2) rul s in ~s Section and the facility's policies 
and p dujs. i 
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I 
Medication Administration IThis ~ule s not met as evidenced by: 

! TYPE B VlbLATION I 
On July 22, 2026 Medication 

' Technician was reassigned to 
' 

iBase~ on qt>servations, interviews, and record 
a non-medication duty reviews, the facility failed to ensure medications 

: were \admi1istered as ordered by a prescribing pending incident review and
I 

competency re-education. 
observed dpring the medication pass including 
error., wlthj medication related to low blood 
I

practitionerlfortwo of three residents (#6, #7) 

On July 22 -23, 2026 All Med 
pressure ( , #7) and a medication related to Techs were in serviced by 
calmi~g an sleep effects (#7), and for 1 of 6 Director of Resident Services 
sampjed re idents (#6) related to blood pressure on Medication Administration 

: medi1ation~ with parameters. Rights, 6 Rights, review of BP 
parameters . 

. The flpding are: 

All Med Tech's will verify that 
' 1. The mec ication error rate was 10% as the medication being 

evide~ced t y the observation of 3 errors out of 28 administered is consistent 
• opportunitieF during the 8:00am medication pass 

with the current provider 
: on 01)22126 

order, including medication: 
•::Medication nameReview of ~esldent #6's current FL-2 dated 
• :=.Strength and dose ·, 04/15~6 r~~ealed diagnoses included 

unspecified Clementia, Parkinson's disease, •_ Route 
• JFrequency ! bacterbmia,trinary tract infection, history of 

faUlng and acture of ribs. •: Administration 
Instructions 

Revie..l, of R sident #6's current physician orders •L Hold parameters or 
, dated 06/25 6 revealed an order for Midodrine other clinical parameters 
, (used lO treflow blood pressure) 2.5 milligram • _PRN Indication and 
1 (mg) tablet very twelve hours, hold for systolic required follow-up 
: blood ~ress re greater than 100. documentation, when 
I applicable!Observation the 8:00am medication pass on 

: 07/22/26 rev~ed: 

I 
1 -The "')edica aide (MA) prepared and 

adminlstere Resident #6 seven medications at 
7:46arli, Incl Ing a Midodrine 2.5mg tablet. 
-The MAob.rved Resident #6 swallow the i 
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I med catior s before returning to the medication 
cart nd di ;posing of the empty medication cups. Any unclear, Incomplete, 
-The MA n turned to Resident #6, after conflicting, or inconsistent 
administer ng the Midodrine, with a digital blood medication order will be held 

: pressure n achine and obtained a blood pressure for clarification in accordance 
1 read!ng frc rn the resident's left arm of 161/104 at with applicable regulations 
7:49,m, w~ile the resident remained seated. , and community policy, and the 
(According to the National Institute of Health, a clarification will be 
person is cpnsidered hypertensive If the systolic documented in the resident's 

, blo~ preire (top number) is 140 or higher and record.Idiastolic bl d pressure (bottom number) is 90 or 
high~r.) 

Medication staff will be 
reminded that medications Revi1w of esident #6's July 2026 electronic 
must be administeredmedication administration record (eMAR) 
according to the current reve~led there was an entry for Midodrine 2.5mg 

table' eve11 12 hours, hold for SBP greater than provider's order and that a 
, 100, sched Jled for administration at 8:00am and medication may not be 

8:00pm dai y that included obtaining a blood administered outside of 
pressure reading. ordered parameters. 

Interview w th the MA on 07/22/26 at 9:50am Monitoring for Sustained 
revea,ed: Compliance:

j -She ~Id no know why she did not hold Resident 
1 #6's Midodr ne 2.5mg tablet on 07/22/26 The Resident Care 
• sche4Jled tpr 8:00am. Director/Director of Resident 
-She checkT,d Resident #6's blood pressure after Services will conduct weekly Ishe abmini[ered the Midodrine 2.5mg tablet. medication administration 

t -She would ave known to hold the Mldodrine audit for four consecutive 
2.5m table if she had checked the residents' 

weeks. 
blood ress re first. 
-Shet,'i' ,he may """" ,ead th• in,t,uctJon, 

The audit wlll include a reviewprinted on tt)e eMAR too fast. 
of medication orders against -She was "going off the bottom number" of the 

1 the MAR and medication blood bresstre reading to determine If the 
administration documentation1 Midodfine n eded to be held. 

lntervi~w w· the Administrator on 07/22/26 
between 10: am and 11 :17am revealed 

1 ResidE1nt #6' s blood pressure should have been 
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take befo e administering the Midodrine 2.5mg 
tablet. Following the initial four-week 

monitoring period, the ITele~hone interview with the PCP on 07/22/26 at community will continue
I 1 :55pm re~ealed: monthly medication 
• -MidodrineIwas used to treat hypotension. administration audits for an 

I
-She had ~ncems If medication order additional three months to in~ction were not followed and not being read. 

demonstrate sustained • -Resident 's blood pressure needed to be 
compliance. obtairied bifore administering the Midodrine to 

, detertnlne ir the Midodrine needed to be held. 
- It wa.,s im~rtant to obtain a blood pressure 
reading for esldent #6 to know wtiat was Audit will be maintained in 

, happening 'th the residents' blood pressure. community and available upon 
-Resident ·s blood pressures were "on the request. 
higher side~and were "all over the place•. 
-Midodrine levated and stabilized the blood 

. pressl.ire. 
, -By a~mini tering the Midodrine with a high blood 
; press~re, t e resident's blood pressure could
Ipossibly be ome higher. 

-A high bl pressure makes the heart work 

hardi
-With • igh lood pressure, the resident could 
comp in o headache, experience heart 

, palpit,tions have increased risk for blood clots, 
I or have a st oke. 

IRefer to the interview with the Administrator on
I 

I 07/23)26 atj.14pm. 

2. Re iew f Resident #7's current FL-2 dated 
04/30¥ 6 re aled diagnoses included 
paro~smal trial fibrillation, orthostatlc 
hypotenslo imbalance cait instability, anxiety 

1
and depresr,·n, hypothyroidism, hyperKpldemia, 

, 11nd cardiac cemal<er. 

a. Review Resident #7's physician orders on 
the FL 2 dat 04130/26 revealed an order for 
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Midoprine 6mg tablet prn (as needed) at 8:00am, 
12:oqpm, 1 nd 4:00pm for blood pressure less 
than ti 20/8~-

Review of Resident #7's physician orders dated 
05/20/26 r, vealed an order for Midodrine (used to 
treat fow bl_pod pressure) 5 mg tablet at 8:00am. 
12:odpm, 4:00pm for blood pressure less than 

120/~0. \ 

i Revi~w of: physician assistant (PA-C) signed 
! histor:y and physical dated 06/09/2026 revealed 

there were nstruclions for Midodrine 5mg tablet 
three times a day as needed listed under the 
"med catlor s additional text" heading. 

' Observation of the 8:00am medication pass on 
I 

• 07/22[26 re~ealed: 
I -The mediCf!tion aide (MA) prepared and 

adml~istere(j Resident#? medications (capsules 
and tablets at 7:57am, including a Midodrine 

I5mg tablet. 
-The MA die not obtain a blood pressure reading 
for RE1siden #7 before or after administering the 
Midodrine 5mg tablet. 

Revle~ of Fesldent #Ts July 2026 electronic 
; medication sdmlnistration record (eMAR) 
' I: revealed: 
, -TherJ was an entry for Midodrine 5mg tablet 
I sched~led t~be administered at 8:00am, 

12:00pm, 4: 0pm for blood pressure less than 
120/80 and cheduled for "PRN" (as needed), 
including an entry for a blood pressure reading . 

. -Ther~ was ho documentation for administration 
of Mid~nd 5mg tablet or blood pressure 

I readings for the month of July 2026. 

!Interview wi '1 the MA on 07/22/26 at 12:45pm 
reveal1'd: 
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: -Sh~id no remember administering the 
; Mid rine fimg tablet to Resident #7 on 07/22/26

1 
: with e 8:i am morning medications. 

-If the prin d eMAR instructions were for the 
Midodrine g tablet to be given at 8:00am, 
12:00pni, a d 4:00pm, then the resident should 
have tpeen ldmlnistered the Midodrine 5mg tablet 

1

Iat those ti~s.1
-Whe;she repared medications for 

• admin strati n to a resident. as she removed the 
medi tion ntainers from the medication cart 
she cl eked i)ff each medication on the eMAR as 
she comparr,d the medication to the·eMAR to 
make ~ure she had the correct medication for the 
resideht. 
-She 1as nqt used to working on the medication 
cart that included Resident #7's medications, 
which ~he lt ought "might have something to do 
with it. 

lntervl~w with Resident #7 on 07/22/26 at 4:08pm 

; reveal~d: J 

; -She had ju~ t woken up. 
1 -She dienied any dizziness. 
: -She did not remember the last time she felt 

lighth~ded. 
I I 

Obse~ation ~ of Resident #7 on 07/22/26 at 
4:15pm revealed the MA obtained a blood 
pressu e rea~ing of 174/92 from the resident's 
left arm whi~ she was seated in a chair. 

Telephpne in~erview with the PCP for Resident #7 
on 07/23/26 ~t 12:55pm revealed: 
-She h;id re~tly been assigned as a new 
provider for esident #7 and had not seen the 

resl~t as yet 
-Resident #7 s Midodrine 5mg was prescribed as 

, pm at ~:O0arp, 12:00pm, and 4:00pm if the blood 
' pressure was less than 120/80. 

I D 358 

i 
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' -The reskf !mt's blood pressure would need to be 
obtained tc detennine need for administration of

Ii the Midodr ne 5mg tablet. 

! 

: -She thou{ ht the Midodrine 5mg tablet order was 
confifslng nd had questions as to how staff were 
bein~ prorr pted to check Resident #7's blood 
pre~ure if ordered as pm (as needed). 
-If the reslc ent's blood pressure was not checked, 
she would oe concerned for symptoms of an 
elevdted bl )Od pressure which included 
dizzirless, l eadache, and nausea which puts the 
residfnt at Hsk for hypertension. 

Refe to th1 interview with the Administrator on 
07/2~ 26 at 3:14pm. 

• b. Review 1I,f Resident #7's physician orders 
II dat~•o5/2C 126 revealed an order for Mag 

Glyci te (L sed to treat anxiety and sleep 
diso rs) 100 mg capsule take 2 capsules 
(=2 g) b mouth every evening. 

: Revie of a physician assistant (PA-C) signed 
i histol')' and~ysical dated 06/09/2026 revealed 
j there '("ere i structions for Magnesium (Mag) 
• Glycinate 1 mg 2 capsules daily listed under the 
• •medltatlo additional text" heading. 

IObseryation of the 8:00am medication pass on 
. 0712216 re,1ealed the medication aide (MA) 
prepared an~ administered Resident #7 
medic~tions !(capsules and tablets) at 7:57am, 
includipg oni Mag Glycinate 100mg capsule. 

: Revie"Y of Resident #7's July 2026 electronic 
, medication ~ministration record (eMAR) printed 
Ion 07~2/26 r~Uowing the 8:00am medk:ation 

pass reveal;: 
-There was n entry for Mag Glycinate capsule 
100mg take • capsules (=200mg) by mouth every 
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D 358 Conbnued From page 16 
I I 
1 evening, spheduled at 8:00pm. 
: -There waf no documentation for administration 

D358 

of the Mag Glycinate 100mg capsule 
adm1nister~d on 07/22/26 with the 8:00am 

medicatioi. 

Revl~ of~ second copy of Resident #7's July 
2026 eMA printed on 07/23/26 revealed: 
-There wa an entry for Mag Glycinate capsule 

; 1 OO~g tak1 2 capsules (=2D0mg) by mouth every 
evenfg, sdheduled at 8:00pm. 
-The ~A initials documenting the administration 
of th~ Mag p1ycinate 100mg two capsules 
{=20Qmg) on 07/22/26 at 8:00pm did not match 
the initials tpr the MA observed administering 
Resident #\the dosage ofMag Glycinate 100mg 
caps]le on 17/22/26 at 7:57am. 

lnterv ew wi[ the MA on 07/22/26 at 12:45pm 
revea ed: 
-She did no remember administering the Mag 
Glyci,iate 100mg capsule to Resident #7 on 
07/22)26 wi 

1
h the 8:00am morning medications. 

' -Whe~ she prepared medications for 
administratitto a resident, as she removed the 
medi1tion talners from the medication cart 

i she clicked ff each medication on the eMAR as 
she compartd the medication to the eMAR to 
make rure s e had the correct medication for the 
residert. 
-She Vf3S n°' used to working on the medication i 
cart that included Resident #7's medications. : 
which she thought "might have something to do 
with it.0 i 

• Telephone imervlew with the PCP for Resident #7 
, on 07/23/26~1 1 :08pm revealed: 

-Resident #7 s current order was Mag Glycinate I 
i!200mg in th evening. I 

' -She wpuld nave concerns for gastrointestinal I 
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I
sym~oms such as nausea, vomiting, abdominal I 

I 
• pain, and r se stool if Resident #7 was 

admi~ister the Mag Glyclnate twice on 
07/22/26. 

Refe~to thEt interview with the Administrator on 
07/23/26 atl 3: 14pm. 

• 3. R,view i f Resident #6's current FL·2 dated 
04/1;6 re ~ealed diagnoses included 
unsp cified dementia, Parkinson's disease, 

' bacte emla urinary tract infection, history of 
fallln~, and rracture of ribs. 

Revie~ of desident #6's Resident Register 
: revealed thJ resident was admitted to the facility 

on 04{30/261 

! a. Review of physician orders for Resident #6 
j dated 04/2~26 revealed an order for Midodrine 
j (used ~o tre~t low blood pressure) 2.5 milligram 
j (mg) t blet ,very twelve hours, hold for systolic 
: blood ress re (SBP) greater than 100. 
I 

!Revie'," of s1fbsequent physician orders for 
! Resid,nt #6 \revealed: 
i .On 05/19ij2, there was a signed physician's 
'. order Mid ·ne 2.5mg tablet every 12 hours, hold 
; for sap gre ter than 100. 
• -On 0!25/2 , there was a signed physician's 
order ldodrine 2.5mg tablet every 12 hours, hold 

I for SB greJter than 100. 

IRevie'.f of RTsident #6's May 2026 electronic 
' medi~tion ±ministration record (eMAR) 

revealed: 
1 • There was n entry for Midodr!ne 2.5mg tablet 

every 12 ho s, hold for SBP greater than 100, 
• sched~led f~ administration at 8:00am and 
. 8:00pm daily that included obtaining a blood 
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pres, ure n~ding. 
-Al 8:00am there were documented SBP 
readipgs Qlf ater than 100 ranging from 126 to 
148 9n 13 Fasions when the Midodrine 2.5mg 
table was ,:focumented as administered by the 
MAS. 
-Al a:bopm there were documented SBP reading ! 
greater Iha 100 ranging from 121 to 146 on 8 
occa~lonsfen the Midodrine 2.5mg tablet was Il docur ent as administered by the MAs. 

i 
Review of Isident#B's June 2026 eMAR 
revaa\ed: 
-There was n entry for Midodrine 2.5mg tablet Ievery 12 h rs, hold for SBP greater than 100, 

1
scheduled ~ r administration at 8:00am and 
8:00Pf daH t~at included obtaining a blood 

! 
pressyre re dmg. 
-At 8:00am, there were documented SBP 
readings gr,ater than 100 ranging from 110 to I156 on 18 opcasions when the Midodrine 2.5mg I 
tablet r as documented as administered by the ' ; 
MAS. I ! 
Review of Rr sldent #6's July 2026 eMAR I 

. revealed: 
; -There was n entry for Midodrine 2.5mg tablet I 
. every 12 ho~rs, hold for SBP greater than 100. j 

II scheduled f~administration at 8:00am and 
8:00p'f dail t~at included obtaining a blood : 
pressure rea ng.1

i -At 8:00am, there were documented SBP 
1 ' 

II readin~s grefter than 100 ranging from 120 to 
I: 197 on 22 o sions when the Midoclrine 2.5mg 

! 

I 
! 

, tablet was d mented as administered by the 
• Mks. 

' 
Interview wit~ a medication aide (MA) on 
07/22/26 at 9:50am revealed: I-If a mJdicati~n was held, the MA initials would be I 

OtvlSton of Heatth Servioe Regul' tion .... If conlnllallon sheet 111 or2561J211STATE FORM 

https://COMPI.ET


PRINTED: 08/0512026 
FORM APPROVED 

Division of Health S, rvice Reaulation 
()(2) MULTIPLE CONSTRUCTION STATEMENT OF DEFICIENCIES (X1) PROVIDER/SUPPLIER/CUA (X3) CATE SURVEY 

AND PLAN OF ICTH ..., IDENTIFICATION NUMBER: COMPLETEDA. BUILDING: ________ 

B.WING ________ _HAL09223'I 07/23/2026 

NAME OF PROVIO~R OR SUPPLIER STREETAOORESS, CITY, STATE. ZIP CODE 

1110 FALLS RM:RAVENUE 
FALLS RIVER vr-uoc 

RALEIGH, NC 27614 

(X4) 10 

PREFIX 
TAG 

SUMMARY STATEMENT OF DEFICIENCIES 

{EA( HDEFICIENCY MUST BE PRECEDED BY FULL 
REGI LATORY OR LSC IOENTIFYING INFORIIAATION) 

ID 
PREFIX 

TAG 

PROVIDER'S Pt.AN OF CORRECTION 
(EACH CORRECTIVE ACTION SHOULD BE 

CRO~FERENCED TO THE APPROPRIATE I 
(XS) 

COMPLETE 

DATE 
DEFICIENCY) I 

D 358 Continued ~rom page 19 D 358 

circltid on ltle eMAR. 
..She did m t know why the Midodrine 2.5mg 
table was 1ot held according to the physician 
orders. 

lnter.iiew wth the Assisted living Director (ALO) 
• on 07/23/2( at 7:56am revealed: 
. ..She*' nd l\i As did not perform eMAR audits • 
. -A nu se cor,sultant performed eMAR audits 

week . 
: -If a A hail a question about a medication entry 
i on the EMTI , the MA was supposed to call the 
I ALO. 
! I I 

Interview with the Resident Care Director (RCD) 
on 07(23/2~ at 11 :25am revealed: 
-She expec'9d the MAs to read the entire printed 
Instructions pn the eMAR before preparing the 
admin1stratic;,n of Resident #6's Midodrine. 
-The ri3sider\t's blood pressure should be taken to 
dete~~tne ifl e Midodrine needed to be 
adminrstere • 

lntervibw wi Resident #S's primary care provider 
(PCP) on 0 22/26 at 1 :55pm revealed: 
-She ~ad copcems if the MAs were not following 
the physician orders and not reading the orders. 
-The gpal fo Resident #6 was for his blood 
press'Jre no to fall too low that the resident would 

; fall or ~~ss out. 
' -If the ridodHne was being administered outside 

I the p~scrib~d parameters, the blood pressure 
1 

could oecom~ elevated. 
-High Qlood ressure was called a "silent killer". 
-Sometimes igns what is happening with the 
blood pressu e camot be seen. 

t -The reslden could experience headaches, heart 
I palpita,ons, ncreased risk for blood clots, and 

! stroke. 
! I 
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Refe to ~ interview with the Administrator on 
07/2'J/26 at,3:14pm. 

b. R~view~f a physician order for Resident #6 
datedl 04/1 26 revealed an order for Hydralazine 
(used to tre thigh blood pressure) 25 milligram 
(mg) tablelvery eight hours as needed for 
systo, c b pressure {SBP) greater than 175. 

IReview of s bsequent physician orders for 
Resid!mt #6 revealed: 

I -On 05119121, there was a signed physician's 
I order tor Hy ralazlne 25mg tablet every 8 hours 
i as ne~ed i r SBP greater than 175. 
'. -On 06/25/2 , there was a signed physician's 
: order {or Hy~ral~ine 25mg tablet every 8 hours 
I as ne, ded i ,r SBP greater than 175. 

Revie-1 of R~sident #6's May 2026 electronic 
medication cdministration record (eMAR) 
reveal~: 

. -Ther~ was, n entry for Hydralazine 25mg tablet 
• take ome tab et by mouth every 8 hours as 

needed for SBP greater than 175. 
-There were no scheduled blood pressure checks 
for every 8 h Jurs. 
-There were blood pressure readings for 8:00am 

1 
and 8:00pm. 
-There1was, documented systolic blood pressure 
readin~ of 1114 on 05/22/26 at 8:00am. 
-There was no documentation for administration 
of the Hydralhzine 25mg tablet on 05122/26 for 
the ser of 1t4. 

RevieJ of Resident #S's June 2026 eMAR 
revealed: \ 

, -There ras !entry for Hydralazlne 25mg tablet 
take one tabl t by mouth every 8 hours as 
needed for , P greater than 175. 
-There ~ere -~o scheduled blood pressure checks 

I D 358 

! 
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: for e:,,ery J hours. 
-There were blood pressure readings for 8:00am 

and ~:OOpi 
-The,-e wa a documented systolic blood pressure 
rea!g of 79 on 06/08/26 at 8:00pm. There was 
no d cum talion for administration of the 
Hy lazine 25mg tablet on 06/08/26 for the SBP 
of 179. 
-Thefe wa: a documented systolic blood pressure 
readirg of 86 on 06/21/26 at 8:00am. There was 
no d~cumentation for administration of the 
Hyd lazint 25mg tablet on 06/21/26 for the SBP 
of 1 . 

i Rev1Jw of Resident #6's July 2028 eMAR 
revealed: I 
-Thell! was an entry for Hydralazine 25mg tablet 
take ~ne ta~let by mouth every 8 hours as 

! needed for ssP greater than 175, 
: -There we"j1no scheduled blood pressure checks 

for every 8 flours. 
-There wer~ blood pressure readings for 6:00am 

· and 6.00pml 
I-Ther~ was kdocumented systolic blood pressure 
Ireadirig of 1p1 on 07/03/26 at 8:00am. There was 
• no documentation for administration of the 

Hydralazine\25mg tablet on 07/03/26 for the SBP 
of 107r 
-Ther~ was tdocumented systolic blood pressure 
readin!J of 2 2 on 07/13/26 at 6:00pm. There was 
no dodumen tion for administration of the 

; Hydralazine 5mg tablet on 07/13/26 for the SBP 
• of202 I 
• -There was a documented systolic blood pressure 
Ireading of 1t7 on 07/16/26 at 8:00pm. There was 

no documen ation for administration of the 
I Hydralezine 5mg tablet on 07/16126 for the SBP 
i of 177. 
! -There was documented systolic blood pressure 
! reading of 1~on 07/17126 at 8:00pm. There was 

D 358 I 
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no d9cumE ntation for administration of the I! 
, Hydllazin ! 25mg tablet on 07/17/26 for the SBP 

of H r. I 
ObsefVatio s of medications on hand for 
Resi~nt #1 on 07/23/26 at 12:15pm revealed 
there r,vas e pharmacy labeled medication 
pack~e fo1 Hydralazine 25mg tablet take one 
tablet by m, >Uth every 8 hours as needed for SBP 

• great~r thar 175, quantity of 30 tablets, with a 
dispense di te of 04/29/26. There were 30 tablets 

remaining~hand. 

Interview • a medication aide (MA) on 
07/22~ at :50am revealed: 
-She initial on the eMAR when a medication 
was a1mini~tered . 

. - She lfld nof normally work on the medication 
: cart where i; esident #6's medications were 

stored 

Interview wi~ the Assisted Living Director (ALD) 
on 07/23/25 t 7:56am revealed: 
•The li{:ense health professional support nurse 
(LHPS~- con~ltant performed eMAR audits and 
quarterly LHfS reviews. 

: -The MAs a1ALO were responsible to complete 
'. medi~tion cart audits (no specific timeframe 

; provid~d). I 
' Interview wi~Resident #6's primary care provider 
• (PCP) bn 07 2/26 at 1 :55pm revealed: 
-She had co cems if the MAs were not following 

• the physician orders and not reading the orders. 
-The residenis prescribed another medication 

• (Midodrlne) at could elevate the blood pressure 
1 which would cem her. 
' -Resident #6 uld have used a dose of the 

Hydral¥ine n the resident's blood pressure 

I readings wer, greater than 179. I 
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1 
-High bloo j pressure was called a "silent killer". 
-SometimE ~ signs of what is happening with the 
blood pres~ure cannot be seen. 
-The residi nt could experience headaches, heart 
palpilatlon1 , increased risk for blood dots, and 
strokb. 

Refe~ to thi Interview with the Administrator on 
. 07/23/26 a 3: 14pm. 

lntenllew w)th the Administrator on 07/23/26 at 

. 3:14pm re*aled: 
-She ~xpe ed the MAs to look at the instructions 
printed on e eMARs and verify accuracy against 

. the medica~on labels to ensure the correct 
dosa~e of medication was administered. 

I-If there we e parameters, such as btood 
'. presspre checks. the parameters were supposed 
to be pomplr.ted prior to prepping a medication 
with pPram~ters for administration. 
-Medications were to be administered to residents 
base~ on th~ physician orders/directions. 

I I 
The f~cility;·led to administer medications used 
to tre~t bl pressures as ordered and failed to 
perform bl pressure checks prior to the 
admlnlstra~I. n of blood pressure medications w ith 

. parameters o 2 of 3 residents (#6, #7) observed 
on the 07/2 6 medication pass resulting in a 
10% ~edl ·on error rate. The facility 
docu entedlthe administration of a blood 

, press re metllcation on 61 occasions to a 
, resident (#6) In a three month timeframe when 
\ the re~ident'f systolic blood pressure readings 
• were greater than the physician prescribed 

1parameters ,which had the potential to elevate the 
1 residents• bklod pressure. This failure pieced the 

resident at risk for headaches, dizziness, blood 
, clots, i nd str pkes and was detrimental to the 
1 health, safet , and welfare of the resident and 
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I, constitutes a Type BViolation. 
I 

: T~ef cility provided a plan of protection in I 
; a anet with G.S. 131D-34 on 07/22/2026 for 

this v latloh. 

I 

ICOR~ECT ON DATE FOR THE TYPE B 
VIOLATIOt,. SHALL NOT EXCEED SEPTEMBER 
6, 20-!6, 

I 
! 

I 
I 
I 
I 
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Forte, Hope 

From: 
Sent: 
To: 
Cc: 
Subject: 
Attachments: 

I 

Barbara Riexinger < Barbara.Riexinger@ridgecare.com> 

Wednesday, September 2, 2026 2:17 PM 
Forte, Hope 

Shawnda Overton 
[External] Falls River Village - Revised Plan of Correction 
Falls River Village - Plan of Correction Revised 9.2.2026.pdf 

CAUTION: Extern1al email. Do not click links or open attachments unless verified. Report suspicious emails with the Report Message 
button located or,i youI Outlook menu bar on the Home tab. 

I 

Good Afternopn r,., s. Forte, 

Please find attached the revised Plan of Correction for Falls River Village Assisted Living. 

Please let me knof if you have any questions or require any additional information. 

Kind Regards, 

Barbara Riexinger 
Executive Director 

FA 11 ~ R ~V 
Phone (919) 844-9747 Mobile (716) 525-7268 
Barbara.Riexing.~_ridgecarc;tcom 
www.RidgeCare.com 
1110 Falls River Avenue, Raleigh, NC 27614 

1 

www.RidgeCare.com
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	D 125 Continued From page 1 
	: checklist on 12/29/25. i -Thel-e wa, no documentation Staff B passed the I stat~ MA t1 st. 
	-There wa no documentation for an employment, verifiFtion form for Staff B. 
	I

	Obs~rvatlon of Staff Bon 07/22126 from 8:03am 
	to 8:15am rvealed: -At 8.03am Staff B unlocked a medication cart and prepar~d medications for administration to a 
	-At 8.13am Staff B administered 3 medication 
	resldf.nt. 

	1
	and ~1 crm hed medication tablets mixed in 
	• applesauc~ to the resident. 
	-At 8:15aml Staff B donned gloves and administerf a prescription eye drop and nasal 
	I

	spray to the resident. 
	lntervjew wi~ Staff Bon 07/21/26 at 3:26pm ! revealed: . -She ias a medication aide (MA) at the facility. 
	-She had~ en a MA since 01/2026 (no specific date providu!). -She began her employment at the facility as a 
	I 

	1 
	PCA. 
	Secor,d Interview with Staff B on 07123126 at 3:06pm revI aled: -She ~ad been administering medications at the facilit~ slnce\01/2026 . 
	. -She had net passed the state MA test required 
	! for medicati,111 administration In an adult care home. -She ~ad tal en a medication aide test required to 
	I D 125 
	I I 
	I 
	ID Prefix Tag: D125 Continued: 
	ID Prefix Tag: D125 Continued: 
	ID Prefix Tag: D125 Continued: 

	To ensure ongoing compliance, 
	To ensure ongoing compliance, 

	the Resident Care Director and 
	the Resident Care Director and 

	Executive Director will conduct 
	Executive Director will conduct 

	weekly meetings with the 
	weekly meetings with the 

	Business Office Manager every 
	Business Office Manager every 

	Tuesday for the next three 
	Tuesday for the next three 

	months. These meetings will 
	months. These meetings will 

	serve to audit and verify the 
	serve to audit and verify the 

	credentials of all newly hired 
	credentials of all newly hired 

	Medication Technicians, with all 
	Medication Technicians, with all 

	tracking data maintained on a 
	tracking data maintained on a 

	dedicated Excel spreadsheet 
	dedicated Excel spreadsheet 

	Audit will be maintained in 
	Audit will be maintained in 
	! 

	community and available upon 
	community and available upon 

	request 
	request 
	I 


	work in a ski led nursing facility. I -She did notlmow until 07/23/26 that there was aIdifferent MA lest she needed to peas before being allowe~ to a1 minister medications in an adult care hre. 
	work in a ski led nursing facility. I -She did notlmow until 07/23/26 that there was aIdifferent MA lest she needed to peas before being allowe~ to a1 minister medications in an adult care hre. 
	work in a ski led nursing facility. I -She did notlmow until 07/23/26 that there was aIdifferent MA lest she needed to peas before being allowe~ to a1 minister medications in an adult care hre. 
	TH
	Figure
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	D 125 Continued ~rom page 2 
	Revijw of ! resident's electronic medication admir.istra1 on records (eMARs) for 05/2026 revealed: -Sta~ B do :umented administration of medication 
	on 05/04/2 , 05107126, 05/08/26, 05/10/26, 
	05/21/26, a;1d 05/24/26-05/26/26, ; -StaffiB documented administration of a 
	• medi~tion bn 05/04/26 at 8:00pm which was suppqsed t? be held according to the primary 
	' care P,rovid r (PCP) ordered blood pressure paraJeters 
	Reviert of a resident's eMARs for 06/2026 revealed: -Staff B doc Jmented administration of medication on 06/02/26 06/06/26-06/08/26, 06/13/26, 06/17126, DI /18/26, 06/24/26, 06/28/26, and 
	. os129kza. : -On ~/08/2 5at 8:00pm, there was no documentaUon for administration of a medication 
	used to trea~high blood pressure when Staff B , docu~ented 
	ablood pressure reading for whichthe PCP ha 
	I

	prescribed the administration of the blood press 
	e medication. 
	Revie't' of a 
	esident's eMARs for 07/2026 revealed: 
	I 

	' -Staff B doct mented administration of medication • on 07/02126, 07/03/26, 07/09126, • 07/11/~6-07/~5126, and 07/17/26-07/19/26. 
	-On 07(13/2E, 07/14/26 and 07/17/26 at 8:00pm, there was no documentation for administration of a medication used to treat high blood pressure : when itaff B documented a blood pressure reading for ..., hich the PCP had prescribed the ' admini$tratiM of the blood pressure medication, 
	l 

	Interview wittj the Business Office Manager 
	• (BOM) on 07)23/26 at 2:38pm revealed: • -Staff ij sche uled herself for the medication aide 
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	D 125 Continued From page 3 
	I ; train~ co~rse she took. I
	·, -Shetwas f'sponsible for receiving staff training docu ent from managers and placing those I\ I traini g do ments in the staff personnel record. 
	'
	'
	Interview with the Assisted Living Director (ALO) 
	' 

	on 01/23/2 at 2:50pm revealed: -Prio~ to he hire, Staff B was already employed at 
	I 
	the facility. -Staffi B set eduled herself for the medication aide 
	i teslinp that she passed and bought the certificate to the facility. 
	j 

	I
	-She ~id not know until 07/23/26 that the NC 
	I
	I 
	medication~ide registry did not apply to medi6ation ides working in adult care homes. 
	I
	I-She had n t seen any documentation for Staff B 
	i 

	!
	I 

	passif g the NC medication aide testing for adult , care ~ome . 
	I
	Interview wiL the Administrator on 07/23/26 at I 
	i
	I 

	' 2:40p~ revfaled: -Staff B hav,=i not passed the medication aide test 
	: 
	, speci c to a(jult care homes. ·1 -The f~cilityldid not see that the information 
	' printecl on t~e registry referring to medication aide 
	I
	: listing indi4ted those qualifications were not 
	I 
	I
	, appliCjible t adull care home medication aide 
	; 
	I 
	qualifibation . 
	! 
	I 07123/26 at 3:23pm revealed: i -She Jxpeclfd the ALO or Resident Care Director ~RCD_)1to_kniw that MAs were qualified upon 1nterv1~wmgI -She vr.ould xpect the ALO or RCO to have 
	Seconp lntefView with the Administrator on 

	verified MA ~ualifications were accurate before , sched~Hng tne staff to adminiater medications. ; -She ~d not\have an employee record audit ! process in pli!lce at present. 
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	D 344i 1 0A ~CAC 13F .1002(a) Medication Orders 
	10A J cAC ~3F .1002 Medication Orders 
	(a) Ah adult care home shall ensure contact with the residenf s physician Of prescribing practitioner for vo~ificatipn or clarification of orders for 
	: medication! and treatments: '. (1) if drders tor admission or readmission of the · resident are not dated and signed within 24 hours 
	of ad"!'ission or readmission to the facility: 
	(2) 
	(2) 
	(2) 
	if tjrders lare not clear or complete; or 

	(3) 
	(3) 
	if rruttipl ~ admission fonns are received upon 


	• admission o readmission and orders on the forms rre nc t the same. The facility i hall ensure that this verification or ! clarification s documented In the resident's record. 
	I
	' 

	This Rule I not met as evidenced by: 
	I

	Baseo on ol:lservatlons, interviews, and record 1
	reviews, the~acility failed to clarify treatment orders for 1 f 5 sampled residents (#3) for compr~ssio stockings used to prevent blood 
	, clots. 
	The findings are: 
	! 

	Review of R• 
	sklent #3's current FL-2 dated 
	03/06/~ re~aled diagnoses included dementia, anxie~ dys agia, generalized muscle weakness and dl~culty alklng. 
	Rovie of RE sldent #3's physician's order dated 
	06/01/~6 rewated there was an order to apply 
	• TED (11,romho-Embolic Deterrent) hose every . momin~ and emove every night. (TED hose are compression stockings used to prevent blood 
	I
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	0 344 
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	ID Prefix Tag: 0344 Rule 10 NCAC 13F .1002: Medication Orders 
	i 

	TR
	Resident #3 Physician Orders were verified on 7/22/2026 Medication Technicians were in serviced on 7/22/2026 and 7/23/2026 regarding Medication Administration Record, Medication Errors, Medication Administration Practice Habits. 
	I I I i 

	TR
	All Med Techs will be inserviced regarding new ordering system by September 10, 2026. Implementation will be on September 11, 2026. Upon receipt of an order the community will verify receipt of order and then 
	I I 

	TR
	1. Verify Pharmacy received new order 
	I 

	TR
	2. Verify Order in OMAR system from original order 
	I 

	TR
	3. Follow up with PCP regarding clarification or discrepancies In the order 
	t I 

	: 
	: 
	I 
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	ID Prefix Tag: 0344 continued 
	The Assisted Living Director or
	Review of esident #3's physician's order dated Designee will verify the accuracy 
	0711t}/26 r±ealed thi,re was an order to apply 
	of approved new medication
	Tubigrip s ks to bilateral legs daily every 
	mom)ng a remove daily at bedtime. (Tubigrlps 
	orders three times weekly are ar ela+c tubular support bandage that , provl(les p ssure to the legs.) 
	: Revi~ of Resident #3's July 2026 electronic 
	Resident Care Director or mediTetlon dministration record (eMAR) 
	Designee will audit order i rev~led: 
	tracking system weekly to -There was an entry for Anti-embolism Knee-high 
	!

	ensure accuracy of orders 
	• stodtlngs,~pply every morning and remove at 
	bedti,he s eduled to be applied at 6:00am and remoyed at 8:00pm. -Anti-embol sm Knee-high stockings were 
	Audit wlll be maintained in 
	. docu~ente~ as applied daily at 6:00am from 
	community and available upon 
	07102f26 thi'ough 07/22/26. 
	request
	I 

	-Anti-embollsm Knee-high were documented as 
	, remol(ed d11y at 8:00pm from 07/01/26 through 
	07/14)26 a~ from 07/16/26 through 07/21/26. -Ther, was n entry for Tubigrips, apply to bilateral leg every morning and removed at 



	!.-", 
	!.-", 
	:;!~~";;;;~~!~:

	Tubigri~:~both legs. 
	Tubigri~:~both legs. 

	Obseryation of Resident #3 on 07/23/26 at 
	!

	• 11 :02&m retied she was wearing Tubigrips on both !,gs. 
	• 11 :02&m retied she was wearing Tubigrips on both !,gs. 
	Telept¥>ne i terview with a pharmacist at the 
	faciityls con cted pharmacy on 07/23/26 at 
	J 8:34arp reve~led: -Resident ~ had active orders for both TED hose and rJbigripk. -The p arm cy sent a note to the facility on 
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	D 344 Conti~ued F rom page 6 
	07116{26 re,~uesting clarification on whether the TED_ryDse c der should remain active but received no follow up from the facility. -There was ro discontinue order received for Resid~nt #~s TED hose . 
	07116{26 re,~uesting clarification on whether the TED_ryDse c der should remain active but received no follow up from the facility. -There was ro discontinue order received for Resid~nt #~s TED hose . 
	•The ~arm cy added orders to the eMAR based on orclers eived from providers. -Orders co~kl not be removed from the eMAR withoyt a dlJ~ontlnue order 

	Interview wif a medication aide (MA) on 07/22'26 at :45pm revealed: -Resl~nt # had an order for both TED hoses and TubigriJ_f, -A<x:<tding to the orders, Resident #3 would be wearing the TED hose and Tubigrips at the same time. -He applied >oth the TED hose and Tubigrips but had 011ly ap1 
	!

	lied the Tubigrips once, on Friday 
	lied the Tubigrips once, on Friday 

	(07/17(26). -On Friday, ( 7117/26, Resident #3 was wearing both ttie TEq hose and Tubigrips. -MAs were r!sponslble for clarifying orders by speakihg wiT the Assisted Living Director (ALO) , and C3/ling!pharmacy and the pnmary care
	provider (PC ). 
	I

	lnterviJw wit a second medication aide on 
	lnterviJw wit a second medication aide on 
	I 

	07/23/26 at 11:26am revealed: I -Resid~nt #31had an order for both TED hose and 1 TubigriP,S,
	-He hea bee a MA for a while so he knew the TED hose a1 Tubigrips could not be put on at the same ti~as both provide a tight grip and would have en uncomfortable. -MAs admlni tered medication and treatments 
	1 

	. baaed pn the1eMAR. 
	-If an order oh the eMAR did not look right, the MA was to ~II the PCP for clarification. -MAs ahd upper management could call the PCP i 
	-If an order oh the eMAR did not look right, the MA was to ~II the PCP for clarification. -MAs ahd upper management could call the PCP i 
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	D 344 Con~nued !From page 7 
	for clf!JrffiCc lion. -PCP.s cou d apply Tubigrips ifthey were kept in the residert's room. 1 -~appli id the Tubigrips if they were kept on 
	1 

	t~~ ~ edication cart.-Resident j 3's Tubigrips were kept on the medication cart. 
	I

	Interview wth the RCD on 07/23/26 at 11:06am reve~led: 
	Interview wth the RCD on 07/23/26 at 11:06am reve~led: 

	-She, the IV As and the ALO approved orders. 1 -The $taff ~ember that approved the order in quesqon w~s responsible for clarifying the order. 
	1 

	. -She 'rVBS ~are Resident #3 had an order for 
	TED hose l:lut was unsure about the order for the ' Tubig~ips. 
	-She ~id no review eMARs. -Thert was no one In the facillty responsible for eMAR audits. -One~ the p ,armacy uploaded the orders, the 
	I

	I 
	orders appe ared for staff to verify the order by 
	1 

	• 
	• 
	• 
	• 
	comp!ring t ,e electronic order to the physical 

	order ~efot'1 approval. -If there wa±an order that did not match up, staff were to con ct the pharmacy for clarification. -She -kas n t aware both the TED hose and 
	order ~efot'1 approval. -If there wa±an order that did not match up, staff were to con ct the pharmacy for clarification. -She -kas n t aware both the TED hose and 


	• 
	• 
	Tubl~; ps wE on Resident #3's eMAR. i -Res'9ent # 's PCP shoukl have been contacted for clarificati .


	-Pharmacy rpquests for clarification went to conci~ge ar d placed in the ALD's box. -The ALD w1 s then responsible for clarifying the 
	I

	order. 
	order. 

	-Tublgrips w re later ordered for Resident #13, and thJ TED hose order was not discontinued. -The T!=D ho~e and Tubigrips were ordered for 
	-Tublgrips w re later ordered for Resident #13, and thJ TED hose order was not discontinued. -The T!=D ho~e and Tubigrips were ordered for 
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	O 344 : Con~nued From page 8 
	Resident~ 3 by 2 different PCPs from the same 
	Resident~ 3 by 2 different PCPs from the same 

	• praqice. -MA$ were 
	supposed to ask her if they had any 
	supposed to ask her if they had any 

	Figure
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	same time -Resident i J's TED hose should have been discontlnui d and removed from the eMAR. 
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	: -She thou{ ht the Midodrine 5mg tablet order was 
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	Refe to th1 interview with the Administrator on 
	Refe to th1 interview with the Administrator on 

	07/2~ 26 at 3:14pm. 
	07/2~ 26 at 3:14pm. 

	• b. Review 1I,f Resident #7's physician orders IIdat~•o5/2C 126 revealed an order for Mag 
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	medic~tions !(capsules and tablets) at 7:57am, 
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	: Revie"Y of Resident #7's July 2026 electronic , medication ~ministration record (eMAR) printed Ion 07~2/26 r~Uowing the 8:00am medk:ation pass reveal;: -There was n entry for Mag Glycinate capsule 100mg take • capsules (=200mg) by mouth every 
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	• pain, and r se stool if Resident #7 was admi~ister the Mag Glyclnate twice on 07/22/26. 
	Refe~to thEt interview with the Administrator on 07/23/26 atl 3: 14pm. 
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	• 3. R,view i f Resident #6's current FL·2 dated 04/1;6re ~ealed diagnoses included unsp cified dementia, Parkinson's disease, 
	' bacte emla urinary tract infection, history of fallln~, and rracture of ribs. 
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	• sched~led f~ administration at 8:00am and . 8:00pm daily that included obtaining a blood 
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	Division of Health Service Regu jation 
	Ifoonllnueban sheet 18 cl 25
	.... 

	61J211
	STATE FORM 
	Sect
	Figure
	Figure
	Figure

	Figure
	Figure
	PRINTED: 08/0512026 FORM APPROVED Division of ~...!.Ith ~ 
	rvice R"'nulation 
	rvice R"'nulation 

	STATEMENT OF Dl;FICIENCIES 
	STATEMENT OF Dl;FICIENCIES 
	(X1) PROVIDERISUPPLIER/CllA 

	(X2) MULTIPLE CONSTRUCTION 
	()(3) DATE SURVEY AND PLAN OF CORRECT11 >N 
	IDENTIFICATION NUMBER: 
	IDENTIFICATION NUMBER: 
	IDENTIFICATION NUMBER: 
	COMPLETED 
	/1\. BUILDING: _______


	I 
	I 

	B. WING _ _ ____ ___
	HAL09223' 
	HAL09223' 
	07/23/2026 

	NAME OF PROVIDER OR 5UPPLIER STREETADDRESS, CITY, STATE, ZIP CODE 
	110 FALLS RIVERAVl:NUE 
	I 
	1

	FALLS RIVER VLLAGI~ 
	RALEIGH, NC 27614 
	Figure
	I 
	I 

	SUMMARY STATEMENT OF DEFICIENCIES ID PROVIDER'S PLAN OF CORRECTION (XS) PREFIX (EAC HDEFICIENCY MUST !IE PRECEDED BY FULL PREFIX (EACH CORRECTIVE ACTION SHOULD BE ! TAG 
	COMPI.ET

	(XA)ID 
	REGI LATORY OR LSC IDENTIFYING INFORMATION) TAG CROSS-REFERENCED TO THE APPROPRIATE llllTE DEFICIENCY) 
	0358
	0358
	Figure


	Figure
	Figure
	D 358 Continued s=rom page 18 
	I 
	I 
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	t -The reslden could experience headaches, heart 
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	I palpita,ons, ncreased risk for blood clots, and 
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	Refe to ~ interview with the Administrator on 
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	Revie-1 of R~sident #6's May 2026 electronic medication cdministration record (eMAR) reveal~: . -Ther~ was, n entry for Hydralazine 25mg tablet 
	• take ome tab et by mouth every 8 hours as needed for SBP greater than 175. -There were no scheduled blood pressure checks for every 8 h Jurs. -There were blood pressure readings for 8:00am 
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	and 8:00pm. 
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	of the Hydralhzine 25mg tablet on 05122/26 for the ser of 1t4. 
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