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The Adult Care Licensure Section conducted an E '
annual survey and complaint investigation on ‘ i
2/28/18, 3/5/18 and 3/6/18. i :
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Based on observations, interviews and record ’ : . / Artea s diiee i
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Care Provider (PCP) of acute health care ; A M cine ¢ , ¥ Poic | 1
concemns for 1_ of 3 sampled residents (#3), ;{;{d_ﬂ i o Pidic g /191,{:11 7 w i
related to Resident #3 having a spongy left heel ; ) . i
that was a purple red color, a reddened area on . ‘
the inner left knee, raw areas on skin folds * B A I 2R T AL
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| Review of Resident #3's current FL-2 dated
‘ 6/16/17 revealed diagnoses included Dementia,

! Seizures, Fever and Abdominal Pain, 44”1‘“'@ i = ’
Hyponatremia, Hypoalbuminemia, Left Knee ¢ /‘/ﬁ-%i'(;-c’a-szu /‘Lcaﬁ/{mﬁk/
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| Review of Resident #3's current care plan dated

| 7/31/17 revealed Resident #3 was ¥ Adprindaatis o Racse cetl unfimec
non-ambulatory and dependent on staff for | Aatlly jpoigedn YA 61 Ectelyd

| assistance with toileting, bathing, transfers and L g { P N P
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-She had lived at the facility for 4 to 5 years.

; -She was not able to walk and that was one
reason she no longer was able to live at her own
home.

-She had pain "every now and then" but her main
- complaints was her skin.

- -Her skin stayed dry and itched a lot.

-She wore heel protectors all the time and was
not sure why.

-She did not have any sores on her body.

Observation of Resident #3 on 02/28/18 at 2:43
p.m. revealed:

-The resident was lying in bed.

-The resident had cloth type padded heel
protectors on both of her lower feet.

-The resident's heels were not elevated and were
' in contact with the mattress.

Observations on 3/6/18 at 9:35am of Resident

#3's skin revealed:

-The entire left heel was dark purple-red in color

with a dime sized calloused area at the center of

the heel.

. ~The left heel area was spongy as the Medication
Aide (MA) touched the area. (According to the

+ National Pressure Ulcer Advisory Panel a spongy

or boggy heel is suspect for deep tissue injury

which is a type of pressure ulcer.)

-There were skin folds approximately one to two

inches in depth at her bilateral breast line, rib

area, waist and front pelvic area that were dark

pink, raw with a white substance and foul odor.

-There was reddened area on Resident #3's left

inner knee.

-There were raised red paiches from pea to

nickel sized on her back from her shoulders to

" her sacral area.
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Continued From page 2

Interview with the MA on 3/6/18 at 9:35am
revealed:

' -She thought Resident #3's heels “looked good."
- she did not see any evidence of skin breakdown

and had not reported any concerns for the
resident’s left heel to the facility nurse and/or
Administrator.

-Resident #3 wore heel booties for protection

| from skin breakdown everyday.

' -Resident #3 had the raw areas on her skin folds
" on and off since November 2017 when the MA

: started working at the facility.

-The rash on the resident's back had been there
since the MA returned from leave on 1/23/18.
-Resident #3 asked staff for lotion for her back
which her family member put on for her.

. -The lotion was for dry skin.

-She did not think the resident had been seen by
her Primary Care Provider (PCP) for her left heel,
left inner thigh, the raw areas on her skin folds or
the rash on her back since the MA had been back
to work on 1/23/18.

-There were no prescriptions creams, powders or
lotions used for Resident #3, the staff just tried to
keep the areas clean and dry.

-Staff used a barrier cream on Resident #3's
perinael area and buttocks at each incontinence
change to prevent skin breakdown.

interview with Resident #3 on 3/6/18 at 9:35am
and 5:15pm revealed:

-She did not know her left heel was a purplish-red
color and spongy because she could not see her

 heels.
| -She did not know she had a reddened area on

her left inner knee because her legs were usually
covered and staff bathed and dressed her.

-The raw areas were sore, especially the one
under her left breast area.

-She did not know how long she had had the rash
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on her back and her back was very itchy.
-Lotion helped the itching and staff would put
lotion for dry skin on her back.

Interview with Resident #3's Power of Attorney
(POA) on 3/6/18 at 12:04pm revealed:

-The facility took Resident #3 to her doctor's
appointments.

. ~Resident #3 had issues with dry skin and had
lotion in her closet for her dry skin.

-He was not aware of any visits for Resident #3 to
a doctor for her skin.

Review of staff log note dated 2/22/18 (no time)
. revealed the Administrator documented “please
| keep the pads/covers under (Resident #'s name)
straight - no wrinkles, need air to skin, prevent
skin breakdown."

Interview with the Administrator on 3/5/18 at
11:22am revealed:
-She had written the note in an effort to prevent !
any skin breakdown. :
-The rash was an off an on thing since and she
| thought the rash might be related to medication
changes.
-The PCP had weaned Resident #3 off of Vimpat
(used to treat seizures) and increased doses of
Keppra (used to freat seizures) right around the
time the rash had started (November 2017).
-She was going to make sure Resident #3 was
. seen by the PCP for her skin issues.

Review of a staff log note dated 3/1/18 from

7:00pm to 7:00am revealed staff documented

Resident #3's "breakout looks horrible, regular
lotions you just can't use."

Review of staff log notes, physician's orders
; sheets and notes for Resident #3 dated 8/2/17
Division of Health Service Regulation
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¢+ 2 Do peegg Ar3
through 3/5/18 revealed there was no ¢ A6 PR :

documentation the resident's Primary Care
Provider was notified of Resident #3's spongy left
heel, reddened left inner knee, areas of raw skin
" on her skin folds and rash to her back.

- Attempted interviews with Resident #1's Primary
| Care Provider (PCP) on 3/1/18 at 9:48am, 3/2/18 |

at 4:45pm and 3/6/18 at 12:08pm and 4:33pm
| were unsuccessful, }

1

Interview with the facility Licensed Practical Nurse
(LPN) on 3/5/18 at 11:22am and 3/6/18 at 5:45pm i
| {with the Administrator present) revealed: i
-She was not aware Resident #3 had a discolored
spongy left heel, reddened left inner knee, and '
raw and foul smelling areas on her skin folds. 7
-She did not regularly look at Resident #3's skin,
but relied on staff to inform her if there were i
concerns. !
-Staff had not reported any concerns about
Resident #3's skin to her.
-Staff were expected to call the Administrator for
any change in a resident's condition and she and
the Administrator would come to the facility to
assess the resident. i
-She rounded daily at the facility for staff to be | ?
able to inform her of any resident concerns such : |
as the condition of Resident #3's skin. ;
-The last time she had taken Resident #3 to a
doctor's appointment, the resident only had dry
| skin issues. !
-The red patches on Resident #3's back would
appear, disappear and then reappear again, but it
{ had not been as bad as it was on 3/6/18.
-It seemed the rash started when Resident #3
had some medication changes (November 2017).
| -She could not remember if Resident #3's PCP i
* had been notified about the rash. !
-She would normally contact the PCP and get an !
Division of Health Service Regulation
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Continued From page 5

order or schedule an appointment for any
resident concerns reported by staff.

-If the concern was acute, she would call 911 and
send the resident to the emergency room.

-She kept her own notes of when she contacted a

" resident's PCP, but she did not document notes
- in the resident's record.

-She did not have her notes available for review.
-The PCP's office would have a record of when
she contacted the PCP regarding a resident,
-She had contacted Resident #3's PCP on 3/6/18
after she and the Administrator checked Resident
#3's left heel, left inner knee, skin folds and back
on 3/6/18.

Review of a Physician’s Order sheet dated 3/6/18
for Resident #3 revealed there was an order for
Nystatin topical cream to affected areas three

' times daily for rash and skin irritation signed by

the PCP. (Nystatin is an antifungal used to treat

. fungal infections.) -

The facility's failure to notify Resident #3's
Primary Care Provider (PCP) for a spongy left
heel that was a purple red color as well as

i multiple areas of skin irritation and breakdown

present since November 2017, placing the
resident at increased risk for infection and
decubitus ulcers which was detrimental to the
heaith, safety and welibeing of Resident #3 and

. constitutes a Type B Violation.

The Plan of Protection submitted by the facility on
3/6/18 revealed: i

-Staff are to notify the Administrator and/or nurse
immediately of resident health care issues.
-Resident health care issues will be noted in the
resident's chart if there is a need to consult with
the Primary Care Provider (PCP) and if the PCP's
office is notified.

C 246

¢ 29

E YL - tnputid Hshs

cehne 14l % e

Division of Health Service Regulation

STATE FORM

=8 BTK211

If continuation shest 6 of 20

J@é}é{myﬁ’fmﬂw Aefrs




__Division of Health Service Requlation

STATEMENT OF DEFICIENCIES
AND PLAN OF CORRECTION

PRINTED: 03/29/2018
FORM APPROVED

(X1) PROVIDER/SUPPLIER/CLIA
IDENTIFICATION NUMBER:

FCLO052007

A. BUILDING:

B. WING

(X2) MULTIPLE CONSTRUCTION

{X3) DATE SURVEY
COMPLETED

Cc

03/06/2018

NAME OF PROVIDER OR SUPPLIER

MAGNOLIA COTTAGE CARE BLDG #3

DOVER, NC 28526

STREET ADDRESS, CITY, STATE, ZIP CODE
5643 HWY 70

x4 |
PREFIX -
TAG

SUMMARY STATEMENT CF DEFICIENCIES
(EACH DEFICIENCY MUST BE PRECEDED BY FULL
REGULATCRY OR LSC IDENTIFYING INFORMATION)

D
PREFIX
TAG

PROVIDER'S PLAN OF CORRECTION (X5)
(EACH CORRECTIVE ACTION SHOULD BE COMPLETE

CROSS-REFERENCED TO THE APPROPRIATE DATE
DEFICIENCY)

C 248

C 330

Continued From page 6

-Staff were advised on 3/2/18 to contact the
Administrator and/or nurse via telephone and
voice mail if no answer.

-The.Administrator and/or nurse will provide a
follow up call (to staff) to ensure correct
exchange of information.

-An intake/call notebook will be available for the
Administrator and/or nurse to record all calls
regarding residents' status or changes.

-PCP notification notes and/or treatment notes
will be documented in the resident's chart by the
Administrator and/or nurse.

-The Administrator and/or nurse will continue a
daily walk through and calls to staff.

| -The Administrator and/or nurse will review staff

shift notes weekly.
-The Administrator and/or nurse will document
any resident refusal of services.

THE CORRECTION DATE FOR THE TYPE B

. VIOLATION SHALL NOT EXCEED APRIL 20,

2018.

10A NCAC 13G .1004(a) Medication
Administration

10ANCAC 13G .1004 Medication Administration
(a) Afamily care home shall assure that the
preparation and administration of medications,

. prescription and non-prescription and treatments

by staff are in accordance with:

i (1) orders by a licensed prescribing practitioner

which are maintained in the resident's record; and
(2) rules in this Section and the facility's policies
and procedures.

This Rule is not met as evidenced by:
Based on observations, interviews and record
reviews, the facility failed to administer two eye
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drops as ordered for 1 of 3 residents (#2). !
The findings are:
Review of Resident #2's current FL-2 dated |
. B/1/17 revealed: i ¢ %30 !
-Diagnoses inciuded Altered Mental Status, ¢ 330! f
Dementia and Hypertension. : 2 / lafrg

-Medication orders included Maxitrol eye drops lopdet «f PP A&gﬂ(a&kg

two drops four times daily and Altachlore one CA 2 . % 70“5" e afeticsd

- drop four times daily. (Maxitrol is used to treat . ", - Zir
swelling of the eye and prevent infection; gk il ’

: x : 3 "

Altachlore is used to treat comeal edema.) } ALY A opas bnsts 4"_:“5‘”‘4/"”““ |
i Bliglis }4—1 fo palart ‘

1. Review of Resident #2's December 2017, x.;q,aﬁ. o) TE72€ beel” J

January, February and March 2018 Medication LD e =y
Administration Records (MARs) revealed: ety , TCF i

-There was a preprinted entry for Maxitrol 0.1% ! Cad Aligicol ¥ el Aeaad

two drops in each eye four times daily. EL Al 5 ¢

' Ll deys Oh R p il custl
-Staff documented the Maxitrol was administered g 7 Ly i ali

four times daily at 8:00am, 12:00pm, 4:00pm and : EAhedetic ol foo 1%

8:00pm from 12/1/17 through 3/5/18.

! Observation of medications on hand for Resident
#2 on 3/6/18 at 9:10am revealed there was a
7.5mi bottle of Maxitrol eye drops approximately

| one half full with a pharmacy label which had

Resident #2's name and indicated the bottle was

dispensed on 5/26. (The year of the dispense

| date was not legible.)

interview with the Administrator on 3/6/18 at

9:10am revealed she was not sure the dispense

date on Resident #2's Maxitrol bottle was |
accurate because she was certain Medication i
Aides (MAs) administered the eye drops as
! ordered by the doctor.

. Telephone interview with the Pharmacist on
| 3/6/18 at 9:17am revealed:
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-The current prescription order dated 5/3/17 for
Resident #1's Maxitrol was fortwo drops in each
eye four times daily. ’

-Maxitrol was last dispensed on 5/5/17 and it was
- difficult to say how long one bottle would last.
-Maxitrol was used to treat inflammation and
infection in the eye.

As a general rule there are 20 drops per one ml.
A Maxitrol 7.5mi bottle equals 150 drops and two
- drops in each eye (four drops each dose) four
times per day (16 drops per day) would have i
. been a nine day supply. |

Review of pharmacy orders and dispensing
records for Resident #2 revealed

-There was a copy of an FL-2 dated 5/3/17 for

i Resident #2 with an order for Maxitrol two drops
four times daily.

-There was a notation by the pharmacist that
Maxitrol was last dispensed on 5/5/17 for
Resident #2.

| Telephone interview with Resident #2's PCP's

Medical Assistant on 3/6/18 at 4:33pm revealed

hospital discharge instructions dated 6/16/17 had i :
the most recent order for Maxitrol two drops four ) |

: times daily.

2. Review of Resident #2's December 2017,
January, February and March 2018 MARs
revealed:

. -There was a preprinted entry for Altachlore 5%
two drops in each eye twice daily, ;
i -Staff documented the Altachlore was i
administered twice daily at 8:00am and 4:00pm '
from 12/1/17 through 3/5/18.

Observation of medications on hand for Resident :
#2 on 3/6/18 at 9:10am revealed there was a ; i
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15mi bottle of Altachlore eye drops that was

¢ nearly full with a pharmacy label which had
Resident #2's name and indicated the bottle was
dispensed on 11/17/17.

Interview with the Administrator on 3/6/18 at
9:10am revealed she was not sure the dispense
date on Resident #2's Altachlore bottle was
accurate because she was certain MAs

i administered the eye drops as ordered by the
doctor.

Telephone interview with the Pharmacist on
3/6/18 at 8:17am revealed:

-The current prescription order dated 5/8/17 for
Resident #1's Altachlore was for two drops in »~
each eye twice daily. .
-Altachlore was last dispensed on 11/17/17 and it

was difficult to say how long one bottle would last.

i -Altachlore was used to treat cormeal edema by
decreasing fluid pressure in the eye.

| As a general rule there are 20 drops per one ml.
An Altachlore 15ml bottle equals 300 drops and
two drops in each eye (four drops each dose) two
times per day (8 drops per day) would have been
. a 37 day supply.

Review of pharmacy orders and dispensing
records for Resident #2 revealed
-There was a copy of a Primary Care Provider
(PCP) prescription order dated 5/8/17 for
* Resident #2 with an order for Altachlore use as
directed.
-There was a notation by the pharmacist that
| Altachlore was last dispensed on 11/17/17 for
Resident #2.

! Telephone interview with Resident #2's PCP's
Medical Assistant on 3/6/18 at 4:33pm revealed
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. Continued From page 10

the eye drops were originally ordered by the eye
doctor in 2011, but hospital discharge instructions
dated 6/16/17 had the most recent order for
Altachlore two drops four times daily. N
Interview with a MA on 3/6/18 at 2:50pm
revealed:

-Resident #2 was supposed to receive both of her

- eye drops (Altachlore and Maxitrol) four times s

daily and that was how she administered the eye

| drops.

-She did not know about the orders because the
MAs did not handle physician's orders, the facility
nurse and/or Administrator took care of the
orders.

Interview with the facility nurse on 3/5/18 at
11:22am revealed:

-She cbserved staff administering medications to
residents randomly throughout the week while
she was in the facility.

-She observed to assure staff prepared

. medications properly, administered medications

to residents, observed residents take medications
and documented medications administered on

the MAR. -~
-She and the Administrator were responsible for
reviewing, faxing, transcribing and implementing

i PCP orders for the residents.

-She and the Administrator were responsible for
contacting the PCP if FL-2's or PCP orders were
unclear or incomplete.

' -She kept her own notes of when she contacted a

resident's PCP, but there were no notes

-

. documented in the resident's record.

-Her notes were not available for review.
-The PCP's office would have a record of when
she contacted the PCP regarding a resident.

' -She and the Administrator reviewed the

medication and the order whenever a new

¢ €330
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medication was delivered.

-She and the Administrator were responsible for , )
checking MARSs for accuracy every month and : e 3%
whenever there were new orders. i
-She and the Administrator were at the facility

. every week to check medications and MARs.

Interview with the Administrator on 3/2/18 at

* 5:20pm revealed staff were expected to triple
check the medication bubble pack against the o]
MAR before they punched the medication out of
the bubble, punch the dose, administer the
medication and then document on the MAR after
observing the resident take the medication.

Based on observations, interviews and record
reviews, Resident #2 was not interviewable.

Attempted interviews with Resident #2's Primary
Care Provider (PCP) on 3/1/18 at 9:48am, 3/2/18
at 4:45pm and 3/6/18 at 12:08pm and 4:33pm

| were unsuccessful.

C 367 10A NCAC 13G .1008(a) Controlled Substances 1 C367

10A NCAC 13G .1008 Controlled Substances
(a) Afamily care home shall assure a readily
' refrievable record of controlled substances by
~ documenting the receipt, administration and
disposition of controlled substances. These .
records shall be maintained with the resident's (1 347
record and in such an order that there can be !
' accurate reconciliation, !

b

This Rule is not met as evidenced by:
Based on observations, interviews and record
reviews, the facility failed to have a readily
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 retrievable record of a controlled drug (Ativan) E . ﬂm ' “9){%{ Cf(ldp{_,f’ ﬁu Yalry
used to treat anxiety and agitation for 1 of 3 ! o) m”"é’/ ’ﬁédf‘ﬁ’“ﬁ' 4’%’
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" sampled residents (#3).

The findings are:

Confidential interview with a staff revealed: : |
-Things were not right at the facility, especially ’ Lo &
with medications. 5
. -Residents were given as needed controlled
drugs when they did not need the medication.
-The Administrator had instructed staff to give
certain residents as needed controlled drugs to
keep the resident from getting up and going to the
door all the time.

Review of Resident #3's current FL-2 dated
6/16/17 revealed:

! -Diagnoses included Dementia, Seizures, Fever
and Abdominal Pain, Hyponatremia,

. Hypoalbuminemia, Left Knee Pain,

Hypomagnesemia and Hypokalemia. L e ¢, 2 f] ¢ ;
-Medication orders included Ativan 0.5mg every ‘ i , J
Fsix hl;)urs a; needgd (PRI;J) :or a:gitat?otr;. (A:jivan i %‘ ‘o iAesdeee /N q%('; ‘
is a Benzodiazepine use to treat anxiety an lf’ ‘
agitation.) Jéé—;?j Wﬂgﬁ’ 7ao E 3jf/jg
Review of prescn'p{tjion renewal olrc:jers from the Aoreeyuet Zp i /Lz.dc%f“ % Al
pharmacy for Resident #3 revealed there were i Cads : ; ;
orders for Ativan 0.5mg twice daily (60 tablets) . . i"’e j’é’% s, ]
and every six hours PRN for agitation (30 : Mc«cﬁ' mu,_j 3
tablets), dispense as 90 tablets (total) and with bond  to afe) & |
two refills available on 12/6/16, 3/24/17, 9/14/17 AL v 4 4 2l Meslel s i
and 11/14/17. : J:’A_d_/% Ry Az
Review of Resident #3's pharmacy dispensing _ # LAl ey Al tiaiins pnrele / /
* record revealed Ativan 0.5mg every six hours o J : | 3lay ?
PRN was dispensed on 12/15/16 for 30 tablets, Jnu ae=aeom oLy |
| on 3/27/17 for 30 tablets, on 9/14/17 for 30 Llcetq 7 7 Ll Wﬁ%

tablets and 11/15/17 for 30 tablets. i

: Review of Resident #3's December 2017 MAR
Division of Health Service Regulation
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revealed: ; 1 2L g HeEiivahts,

: ~-There was a preprinted entry for Ativan 0.5mg Pf 5&7" - 7
four times daily PRN agitation. AL tengld) v Alciica e
: -Staff documented Resident #3's Ativan was Allenng L li 2% pn)
administered on nine occasions between 12/1/17
and 12/31/17. ;
i Caxtral Shkeet DPatl / Coect Flalis
: Revielw ;f Resident #3's January 2018 MAR Lé‘k M; [P g Wﬁdkd
revealeq: ud/)ifl'??”"f L <0, 1‘;3 |
-There was a preprinted entry for Ativan 0.5mg # lﬁ 'M%" ) !
four times daily PRN agitation. -
-Staff documented Resident #3's Ativan was act /Z‘fgk/ ¢ &'A‘&J WM’ ; 5/&’d/ 't
administered on two occasions between 1/1/18 ; o &
and 1/31/18. ‘bj’f’b cheched QIZL;— l
i A c‘,cu a PN f
| Review of Resident #3's February and March %%
2018 MAR revealed there was a preprinted entry
for Ativan 0.5mg four times daily PRN agitation UAAL /U/W(ﬁ{ ¢ ;
and there were no doses documented as |
_administered. % < '
Wg‘ ANEAE / (W ﬂdﬂumé’
Review of a controlled drug record dated 12/7/16 ! %ét’( % ‘ 3l4 //‘;;
for Resident #3 revealed: ; “‘07(- dW‘“’C w‘z‘f o
-There was a pharmacy label on the controlled : g/ o t4t Zé! /
: drug record with Resident #3's name and / g, J /7l
instructions for Ativan 0.5mg every six hours | 4%5@_%4_ Cratiudy §
| PRN, I et ace diofgged.
-The pharmacy label indicated 60 tablets were !
dispensed on 12/7/16. M@% tonfactecl o | »
-Staff documented 46 tablets were accounted for £ i : b
from 2/24/17 at 1:30pm through 1/10/17 at : sl 7 Aeommerad 4lrs
g ODam leaving. 14 tablets unaccounted for. i Qan. A W Caldect ¥ ,/}Lu
add /b
Upon request on 3/5/18 and 3/6/18, there was no ‘ Bueaten " ,i)g 5}“”')3“" :
| controlled drug record dated 12/15/16 for 30 , cadty fnl Aespoa L '
- tablets of Ativan 0.5mg for Resident #3. i Al ca A it ng
Interview with a Medication Aide (MA) on 3/6/18 Destroopt ” gt pro dispes
at 7:20pm revealed: f Pt 55,1‘:‘, 24 ol et g
-When she administered controlled drugs to ’ bt d FT ol
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residents, she first checked the MAR to make
sure she had the right resident and the right - St L 3)4/1%

medication.

¢ -She would then administer the medication, sign
the MAR and sign the controlled drug record.
~Controlled drug counts were done at the end of
the shift and in the moming by looking at the
controlled drug bubble packs and the controlled
drug sheets.

-The outgoing MA usually wrote on a sticky note
that the controlled drug count was done and the
MA coming on duty would check behind the
outgoing MA.

-The completed controlled drug records were
kept in the MARs book until the Administrator
took the sheet out of the book.

-Any remaining tablets were taken care of by the
Administrator, the MA did not have anything to do
with returns to the pharmacy.

Interview with the Administrator on 3/6/18 at
6:40pm revealed:

- -She did not know why there would have been 14
tablets remaining on the controlled drug record
dated 12/7/16.

-Usually, the controlled drug records balanced
out.

| -The 14 tablets might have been expired and
returned to the pharmacy.

Telephone interview with a Pharmacist on 3/6/18
at 11:55am revealed:

-He could not say why the control sheet was
dated 12/7/16 and the dispense date was
12/15/18.

-It may have to do with billing and delivery dates.

; Telephone interview with a second Pharmacist
on 3/6/18 at 2:30pm revealed:
-There was no record of returns of Ativan tablets
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Continued From page 15

for Resident #3.
-If the facility had completed a duplicate return

: sheet, there should have been a copy at the

facility.

Review of a controlled drug record dated 9/14/17
for Resident #3 revealed:

. -There was a pharmacy label on the controlled

drug record with Resident #3's name and
instructions for Ativan 0.5mg every six hours
PRN.

-The pharmacy label indicated 30 tablets were
dispensed on 9/14/17 and the remaining count

| was 30 tablets.

Observation of medications on hand for Resident
#3 on 3/6/18 at 2;35pm revealed:

. -There was a bubble pack with a pharmacy label

that had Resident #3's name and instructions for
Ativan 0.5mg every six hours PRN for agitation.
-The pharmacy label indicated 30 tablets were
dispensed on 9/14/17 and 30 tablets remained.

Based on review of Resident #3's December

| 2017 and January through March 2018 MARs,

the controlled drug record dated 12/7/16 and
pharmacy dispensing records, there were 14
tablets dispensed on 12/7/16, 30 tablets
dispensed on 12/15/16, 30 tablets dispensed on

- 3/27117 and 30 tablets dispensed on 11/15/17

that were not accounted for.

Interview with Resident #3 on 3/6/18 at 5:15pm

' revealed she did not know what Ativan was or if

she was supposed to be taking Ativan, she just
took the medications the staff gave to her.

| Interview with the Administrator on 3/6/18 at
" 11:51am and 1:45pm revealed:
. -MARs and controlled drug sheets prior to

' c367
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December 2017 had been shredded, the facility E
only maintain three months of MARs and !
. controlled drug records. ] L - . } l '
-She did not know the facility was to maintain ! | Qurwcal Anceccle v ed - 3y
controlled drug records for a minimum of three | , \ﬁ(m ﬁﬁﬁg[ A’:/ ,m
years.
| -There had been returns of controlled drugs to mm MW&(
the pharmacy whenever a resident died or was Adpipi 5 e
discharged. —| RS D 7@&{,{,(
-She did not have a record of any returns for : A [ bndned shets v ploe
Resident #3's PRN Ativan.
2 foiroles - tnd g <ach |
| Attempted interviews with Resident #3's Primary NPT ApTn Lea? FHL
 Care Provider (PCP) on 3/1/18 at 9:48am, 3/2/18 Aeetisnaitatin f> e mnh
at 4:45pm and 3/6/18 at 12:08pm and 4:33pm
were unsuccessful.
I
C 444 10A NCAC 13G .1213 Reporting Of Accidents C 444
And Incidents .
- C Yy
10A NCAC 13G .1213 Reporting of Accidents and Lo yg,;fr’f. )
Incidents i t Q ﬁ?ﬂ/ M{W 3/;6//3
(8) Afamily care home shall notify the county | W‘X‘C’L fD - éj{ 76
department of social services of any accident or ! Ty i
incident resulting in resident death or any 23 7 S s ‘g{/m— Jg
accident or incident resulting in injury to a ; . j
resident requiring referral for emergency | ﬂ 5’5‘055{377 4:
! evaluation, hospitalization, or medical treatment | AR AL Mz{,ﬂz
other than first aid. ! Fuaboicd,” 0
Al ~framm a0 zywﬁ
This Rule is not met as evidenced by: : g W ( MO dtidael.
Based on interviews and record reviews, the ; e Zﬁf@
facility failed to notify the county department of LZf‘U‘V?’LJ e ’/&A’-"‘ ]
 social services of an accident/incident for 1 of 1 it AN oldudles ,
resident (#1) sampled that required referral for _ Tt \ ‘7’ i ,4 /Z; |
emergency evaluation for a fall, | Tt |
-C‘:.{ ﬂ{-ﬂ.&
/?&MJ L ﬁ@&'ﬁ/«; %r%lm./
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The findings are:

Review of a Resident #1's current FL-2 dated
01/25/18 revealed:

' -Diagnoses included dementia, hypertension,
i hypersensitivity lung disease, insomnia, and atrial

fibriliation.
-The resident was ambulatory with the use of a
walker.

Review of a facilty form labeled for orders '
revealed there was an entry for Resident #1
dated 02/11/18 with a handwritten entry signed by
the Administrator "Transported and admitted to

i hospital".

-The form was not signed by the resident's
physician, s

Interview with the Administrator on 03/06/18 at
10:55 a.m. revealed: .
-Resident #1 had a walker and often needed

' reminders to use her walker.

-Resident #1's family had visited her on 02/11/18.

. -Resident #1 and her family member walked to

the facility’s sister home to visit Resident #1's
family member.

-Resident #1's family member left, however, the
resident wanted to stay at the home longer and

- visit with her family member.

-Resident #1 got up from a seated position and
walked over to assist another resident without her
walker and fell.

-The Administrator called 911 to have Resident””
#1 transported to the hospital and notified the
resident's family.

-The resident had fractured "the head of her
femur or joint itself”.

i -The resident underwent surgery and was

currently in a rehabilitation center.
-There was no additional documentation related
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to Resident #1's fall.
-She did not do an incident and accident report.

~ Telephone interview with the local adult home

specialist on 03/06/18 at 12:59 p.m. revealed:
-She had been in her position since December
2017.

-She had not received any incident or accident
reports.

-She was not aware that Resident #1 had fallen
on 02/11/18.

Interview with Resident #1's health care power of
attorney (HCPOA) on 03/06/18 at 11:04 a.m.

' revealed:
- -She and another family member had visited
i Resident #1 on 02/11/18 and went over to the

sister facility with the resident to visit another
family member.

-The resident requested to stay longer at the
sister facility to visit after the HCPOA and the
other family member left.

-The HCPOA was contacted by the Administrator
shortly after the HCPOA and the other family
member left the facility and was told the resident
had fallen.

-The HCPOA was told that the resident stood up

* without her walker attempting to help another

resident and fell.

-The resident suffered a right hip fracture.

~The HCPOA knew of one previous fall prior to
02/11/18, however, the resident was not injured
and did not require any medical evaluation.

A second interview with the Administrator on

, 03/06/18 at 5:40 p.m. revealed;

-She was not sure "what qualified” for reporting
accidents and was not sure what the process was
for reporting incidents and accidents.

: ~There were “few falls" and falls were "not a big

C 444

Cobey!

o Ad priridnga éa&

Cty| Feora pro placect
Lk Hao ooon) 2tilisgol
ot aw Hieidest/ Py

st

Division of Health Service Regulation
STATE FORM

ares 8TK211

If continuation sheet 18 of 2C

Al Qrrinispiarm s




PRINTED: 03/29/2018

o FORM APPROVED
Division of Health Service Regulation
STATEMENT OF DEFICIENCIES (X1) PROVIDER/SUPPLIER/CLIA (X2) MULTIPLE CONSTRUCTION (X3) DATE SURVEY
AND PLAN OF CORRECTION IDENTIFICATION NUMBER: P COMPLETED
c
FCL052007 8. 03/06/2018
NAME OF PROVIDER OR SUPPLIER STREET ADDRESS, CITY, STATE, ZIP CODE
MAGNOLIA COTTAGE CARE BLDG #3 g o
DOVER, NC 28526
(X4) ID SUMMARY STATEMENT OF DEFICIENCIES D PROVIDER'S PLAN OF CORRECTION i (%5)
PREFIX (EACH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX (EACH CORRECTIVE ACTION SHOULD BE COMPLETE
TAG REGULATORY OR LSC IDENTIFYING INFORMATION) TG CROSS-REFERENCED TO THE APPROPRIATE DATE
DEFICIENCY)
1
C 444 Continued From page 19 C 444
- issue” at the facility that required medical
| attention. ]
€ 912 G.S. 131D-21(2) Declaration of Residents' Rights | Co12
! | :
- G.8. 131D-21 Declaration of Resident's Rights | C/ 5’3/’1 #V%a_uu-(_p .2 (/(e)
- Every resident shall have the following rights: ! P02 36, =8 !
2. To receive care and services which are ]

' adequate, appropriate, and in compliance with
relevant federal and state laws and rules and
. regulations.

This Rule is not met as evidenced by:

| Based on observations, interviews and record
reviews, the facility failed to ensure residents
received care and services which were adequate,
appropriate and in compliance with relevant

! federal and state laws and rules and regulations
related to heaith care.

I The findings are:

Based on observations, interviews and record
reviews, the facility failed to notify the Primary
Care Provider (PCP) of acute health care
concerns for 1 of 3 sampled residents (#3),
related to Resident #3 having a spongy left heel
that was a purple red color, a reddened area on

bilaterally from the axilla area to the waist and an

itchy rash on her entire back. [Refer to Tag 246

10A NCAC 13G .0902(b) Health Care (Type B
Violation)]

the inner left knee, raw areas on skin folds i
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