
A. BUILDING: ______________________

(X1)  PROVIDER/SUPPLIER/CLIA

        IDENTIFICATION NUMBER:

STATEMENT OF DEFICIENCIES 

AND PLAN OF CORRECTION

(X3) DATE SURVEY

       COMPLETED

PRINTED: 05/10/2017 
FORM APPROVED

(X2) MULTIPLE CONSTRUCTION

B. WING _____________________________

Division of Health Service Regulation

HAL082022 10/16/2015

C

NAME OF PROVIDER OR SUPPLIER

THE MAGNOLIA

STREET ADDRESS, CITY, STATE, ZIP CODE

213 FOREST TRAIL

CLINTON, NC  28328

PROVIDER'S PLAN OF CORRECTION

(EACH CORRECTIVE ACTION SHOULD BE 

CROSS-REFERENCED TO THE APPROPRIATE 

DEFICIENCY)

(X5)

COMPLETE

DATE

ID

PREFIX

TAG

(X4) ID

PREFIX

TAG

SUMMARY STATEMENT OF DEFICIENCIES

(EACH DEFICIENCY MUST BE PRECEDED BY FULL 

REGULATORY OR LSC IDENTIFYING INFORMATION)

 D 000 Initial Comments  D 000

The Adult Care Licensure Section and the 

Sampson County Department of Social Services 

conducted a complaint investigation on October 

13-16, 2015.  The complaint investigation was 

initiated by the Sampson County Department of 

Social Services on September 4, 2015.

 

 D 273 10A NCAC 13F .0902(b) Health Care

10A NCAC 13F .0902 Health Care

(b)  The facility shall assure referral and follow-up 

to meet the routine and acute health care needs 

of residents.

This Rule  is not met as evidenced by:

 D 273

TYPE A2 VIOLATION

Based on record review and interview, the facility 

failed to assure referral and follow up for 2 of 7 

residents (#1 and #9) by not scheduling and/or by 

canceling appointments for wound, mental health, 

Obstetrics and Gynecology (OB/GYN) and 

Gastrointestinal evaluations and treatments.

The findings are:

1. Review of Resident #1's FL-2 dated 6/12/15 

revealed:

-The resident was admitted to the facility on 

6/11/15.

-Diagnoses included acute kidney failure, 

hypertrophy of prostate, hypertension, mental 

retardation and muscle weakness.

Review of the resident's care plan dated 6/24/15 

revealed:

-Resident #1 required extensive assistance with 
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 D 273Continued From page 1 D 273

all activities of daily living except eating.

-The resident required limited assistance with 

eating after staff cut food and opened packages.

Review of the facility's Physician's Order Sheet 

dated 8/11/15 and signed and dated by the 

medical provider on 8/14/15 revealed orders for:

-Keflex 500mg one tablet every six hours for 

infection.

-Cleanse left heel with normal saline; apply 

adaptic to left heel; change daily. (Adaptic 

dressings are made of knitted cellulose acetate 

fabric and impregnated with a specially 

formulated petrolatum emulsion and are designed 

to help protect the wound while preventing the 

dressing from adhering to the wound.)

-(Schedule) Appointment with wound clinic.

Review of a skilled nursing clinical note dated 

8/11/15 and completed by the home health nurse 

revealed:

-Resident #1 was being seen and treated for 

wounds on the right lower leg and left heel.

-The frequency of both dressing changes was 

daily.

-The frequency of the nursing visit was 2 times a 

week.

-Dressing changes were to be done by the 

assisted living facility staff if the nurse was not 

there.

-The right leg wound was assessed as a "trauma 

wound" measuring 2.7x3cm in size with a scant 

amount of pink serosanguinous (containing both 

blood and the liquid part of blood) drainage.

-There was no documented size of the left heel 

wound; there was a scant amount of tan 

serosanguinous drainage. 

Review of the facility's Care Notes for Resident 

#1 revealed no documentation of an assessment 
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 D 273Continued From page 2 D 273

or the presence of skin breakdown on the 

resident's heel or right lower leg from the time of 

admission to the date of the order written on 

8/11/15 and signed by the medical provider on 

8/14/15. 

Review of the facility's Physician's Order Sheet 

dated 9/11/15 and signed by the medical provider 

revealed:

-Resident #1 has multiple pressure ulcers, not 

stageable due to black eschar cover.

-On 9/10/15, the resident was sent to the 

emergency room for evaluation of necrotic tissue 

to the 5th digit of the right foot.

-There are several toes on the left foot that have 

small pea-size areas of abrasions with dark 

eschar.

-"Today [9/11/15] there is a new pressure ulcer 

found on his right hip, stage II, the size of a half 

dollar with surrounding inflammation."

- Encourage staff to use antibiotic ointment and 

dress area daily until follow up with home health.

-"For evaluation by Wound Clinic as soon as 

possible."

Interview with the wound clinic staff on 10/15/15 

at 2:05pm revealed:

-An appointment was made for Resident #1 on 

9/8/15.

-On 9/8/15, the facility called and cancelled the 

appointment stating the facility did not have 

transportation to bring the resident to the 

appointment.

-The appointment was rescheduled for 9/10/15.

-The facility called on 9/10/15 and rescheduled 

the appointment for 9/16/15.

-The resident was never seen in the wound clinic.

Interview on 10/15/15 at 10:00am with the 

medical provider who ordered the wound clinic 

Division of Health Service Regulation

If continuation sheet  3 of 436899STATE FORM 4XX611



A. BUILDING: ______________________

(X1)  PROVIDER/SUPPLIER/CLIA

        IDENTIFICATION NUMBER:

STATEMENT OF DEFICIENCIES 

AND PLAN OF CORRECTION

(X3) DATE SURVEY

       COMPLETED

PRINTED: 05/10/2017 
FORM APPROVED

(X2) MULTIPLE CONSTRUCTION

B. WING _____________________________

Division of Health Service Regulation

HAL082022 10/16/2015

C

NAME OF PROVIDER OR SUPPLIER

THE MAGNOLIA

STREET ADDRESS, CITY, STATE, ZIP CODE

213 FOREST TRAIL

CLINTON, NC  28328

PROVIDER'S PLAN OF CORRECTION

(EACH CORRECTIVE ACTION SHOULD BE 

CROSS-REFERENCED TO THE APPROPRIATE 

DEFICIENCY)

(X5)

COMPLETE

DATE

ID

PREFIX

TAG

(X4) ID

PREFIX

TAG

SUMMARY STATEMENT OF DEFICIENCIES

(EACH DEFICIENCY MUST BE PRECEDED BY FULL 

REGULATORY OR LSC IDENTIFYING INFORMATION)

 D 273Continued From page 3 D 273

referrals revealed anytime there is a wound, he 

tries to get the wound clinic involved because in a 

setting as this (assisted living facility), the wound 

could have been infected with MRSA or some 

other underlying organism.

Based on record review and interviews, Resident 

#1, who had multiple areas of skin breakdown 

and 2 orders for referral to the wound clinic, was 

never seen in the wound clinic for evaluation of 

wounds.

2. Review of Resident #9's FL-2 dated 6/18/15 

revealed:

-The resident was admitted to the facility on 

6/18/15.

-Diagnoses included major depression, history of 

obsessive compulsive disorder, anxiety, 

blindness, Bardet Biel Syndrome, and retinitis.

-Resident was ambulatory.

Review of Physician's Order Sheets for Resident 

#9 revealed:

-On 6/25/15, the Nurse Practitioner order  "F/U 

with gynecologist as requested by resident 

regarding heavy menstrual bleeding."

-On 7/30/15, the Nurse Practitioner ordered  "F/U 

with OB GYN for her birth control."

-On 9/3/15, the Nurse Practitioner ordered  "F/U 

with GI for eval & assist. Please provide non spicy 

& meat free meals."

Review of Care Notes for Resident #9 revealed:

-On 7/30/15, the RCM documented  "Resident 

seen by primary MD today ...F/U with OBGYN for 

birth control."

-On 9/3/15, The Resident Care Manager (RCM) 

documented  "GI referral is pending GI MD 

office."
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 D 273Continued From page 4 D 273

Review of the Transporter's Appointment Book 

revealed the following appointments for Resident 

#9:

-7/6/15 at 3:00pm with OB/GYN; the appointment 

was re-scheduled for 8/3/15 with female doctor. 

-7/10/15 at 10:00am with Mental Health; Resident 

#9 was seen by physician.

-7/14/15 at 1:00pm with Mental Health; Resident 

#9 was seen by physician.

-7/16/15 at 10:00am with Opthamologist; 

Resident #9 was seen by physician.

-7/16/15 at 2:45pm with Urologist; Resident #9 

was seen by physician.

-7/23/15 at 6:00pm with Mental Health; the 

appointment was re-scheduled for 7/30/15 at 

1:00pm, but no reason was listed. 

-7/30/15 at 1:00pm with Mental Health; the 

appointment was re-scheduled for 8/6/15 at 

4:00pm, but no reason was listed.

-8/3/15 at 3:00pm with OB/GYN; the appointment 

was re-scheduled due to no van for 8/26/15 at 

3:00pm.

-8/6/15 at 4:00pm with Mental Health; Resident 

#9 was seen by physician. 

-8/17/15 at 12:00pm with Mental Health; the 

appointment was marked out.

-8/24/15 at 3:00pm with OB/GYN; the 

appointment was cancelled, but no reason was 

listed.

Review of Daily Appointment Communication Log 

revealed:

-There were no logs for the month of July. 

-On 8/6/15, Resident #9 was listed to see Mental 

Health. 

-On 8/17/15, Resident #9 was listed to see the 

Mental Health physician in Wilmington, but a note 

was written to  "cancel appt (sic) & see about 

seeing facility Psych Dr."

-On 8/24/15, Resident #9 was not listed as having 
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 D 273Continued From page 5 D 273

an appointment scheduled. 

Telephone interview with a family member of 

Resident #9 on 10/12/15 at 9:40am revealed the 

following:

-Resident #9 was discharged home on 9/11/15.

-"There was a lot wrong at the facility and I am 

going to send a letter once the money owed to 

her has been refunded; until then, I don't want to 

cause any problems.

-Several appointments were missed."

-Resident #9 should have seen her Psychiatrist 

weekly and she only saw him four times the 

whole time she was at the facility.

-Resident #9 was always sick with the stomach 

ache when she stayed there; since she's been 

home, she's not been sick at all.

Interview with the Resident Care Manager (RCM) 

on 10/14/15 at 10:35am revealed the following:

-Scheduling medical appointments, consults, and 

follow-ups is a team effort.

-When a referral is received, we send it to the 

doctor's office who is receiving the referral for 

their review. 

-If a Gynecology consult is ordered, we refer the 

resident to a local office unless the resident has a 

previous OB/GYN they use.

-If a GI consult is ordered, we refer the resident to 

a certain office that has agreed to accept referrals 

from our facility.

-Wound clinic referrals are referred to the local 

hospital's wound clinic.

-We don't like for residents to schedule their own 

appointments because it may be scheduled at a 

time the Transporter cannot go.

-If a resident does schedule an appointment, they 

check with the Transporter and arrange to make 

sure there is availability for transportation.

-The Transporter keeps an appointment book of 
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 D 273Continued From page 6 D 273

all appointments.

-If an appointment is missed, the Transporter will 

document why and call back to re-schedule. 

-"We write communication logs and the 

transporter keeps up with them after I sign off on 

the logs."

-"Unfortunately, we don't have an alternate way to 

transport." 

Interview with the RCM on 10/14/15 at 4:14pm 

revealed the following:

-Resident #9 went home a lot.

-Resident #9 could dial her cell phone and she 

could dress herself. 

-She could shower with supervision. She could 

walk with a walking stick.

-"On the day the van was not available, we 

re-scheduled the appointment. The van was gone 

all day."

-"I don't know about the last appointment in 

August with the OB/GYN." 

Telephone interview with Gynecologist office staff 

on 10/15/15 at 8:19am revealed the following:

-An appointment was scheduled for 7/6/15 with 

the male physician and was called and cancelled.

-The appointment was re-scheduled with the 

female physician for 8/3/15; the resident was not 

brought to that appointment nor was the office 

called to cancel the appointment.

-Another appointment was scheduled for 8/24/15 

with the female physician and again the resident 

did not show up for the appointment nor was the 

office notified that the appointment needed to be 

canceled. 

Telephone interview with the Gastroenterologist 

office staff on 10/15/15 at 8:25am revealed the 

following:

-Resident #9 had never been seen in the office 

Division of Health Service Regulation

If continuation sheet  7 of 436899STATE FORM 4XX611



A. BUILDING: ______________________

(X1)  PROVIDER/SUPPLIER/CLIA

        IDENTIFICATION NUMBER:

STATEMENT OF DEFICIENCIES 

AND PLAN OF CORRECTION

(X3) DATE SURVEY

       COMPLETED

PRINTED: 05/10/2017 
FORM APPROVED

(X2) MULTIPLE CONSTRUCTION

B. WING _____________________________

Division of Health Service Regulation

HAL082022 10/16/2015

C

NAME OF PROVIDER OR SUPPLIER

THE MAGNOLIA

STREET ADDRESS, CITY, STATE, ZIP CODE

213 FOREST TRAIL

CLINTON, NC  28328

PROVIDER'S PLAN OF CORRECTION

(EACH CORRECTIVE ACTION SHOULD BE 

CROSS-REFERENCED TO THE APPROPRIATE 

DEFICIENCY)

(X5)

COMPLETE

DATE

ID

PREFIX

TAG

(X4) ID

PREFIX

TAG

SUMMARY STATEMENT OF DEFICIENCIES

(EACH DEFICIENCY MUST BE PRECEDED BY FULL 

REGULATORY OR LSC IDENTIFYING INFORMATION)

 D 273Continued From page 7 D 273

nor had an appointment ever been scheduled for 

this resident for evaluation.

Telephone interview with the facility's Nurse 

Practitioner on 10/15/15 at 10:39am revealed the 

following:

-"An OB/GYN consult was ordered because 

Resident #9 had a history of having menstrual 

periods that are painful and I wanted to make 

sure she kept in touch with an OB/GYN."

-"Resident #9 was always complaining that she 

wasn't able to eat certain kinds of foods and that 

she got indigestion. At one point, there was a 

question of her having gallstones but I don't 

remember if that was before I sent her to GI. At 

home, she would eat cereal when her caregiver 

did not cook. Resident #9 was upset about 

certain foods she could not eat."

-"Overall, she was a good girl. She's been 

through a lot."

Interview with RCM on 10/15/15 at 3:51pm 

revealed the following: 

-"I discussed with Resident #9 about seeing the 

facility's psychiatrist."

-She agreed to see him and signed consent.

-The doctor saw her here on 8/20/15. 

Telephone interview with the Psychiatrist office 

staff on 10/15/15 at 4:15pm revealed:

-On 7/23/15, an appointment for Resident #9 was 

canceled due to transportation issues. 

-On 7/30/15, another appointment for Resident #9 

was canceled due to transportation issues.

-Neither cancelation noted who called to cancel 

the appointments.

Telephone interview with Resident #9 on 10/15/15 

at 2:40pm revealed the following:

-"I missed so many appointments; I can't 
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 D 273Continued From page 8 D 273

remember all of them.

-I know one time in July, I had to re-schedule 

because I didn't want to see a male gynecologist.

-Then, on 8/3/15, I missed the Gynecology 

appointment because the Administrator had to do 

an emergency run to Kannapolis.

-I was supposed to see the pain management 

doctor on 8/17/15, but they told me the battery 

stopped working in the van, so they re-scheduled 

that appointment for 8/21/15 at 9:30am.

-On 8/18/15, I had another appointment at 3pm to 

see the Gynecologist but I missed it because 

there was no Transporter.

-I did not go to the re-scheduled 8/21/15 

appointment with the pain doctor because there 

was no transportation.

-I have not seen my therapist who I have been 

seeing for over 3 ½ years since 7/30/15.

-I never saw a GI doctor for my stomach.

-I tried to make appointments with my therapist 

and when I did, the staff would cancel them and 

tell me no one could take me." 

____________________________________

Review of the Plan of Protection provided by the 

facility on 10/16/15 revealed:

-Facility will conduct chart audits to ensure all 

referrals have been scheduled for appointments.

-Care Managers will maintain an appointment log 

and coordinate daily with transportation to assure 

residents are transported to appointments.

-The appointments will be documented in the 

residents' charts.

-Residents will only be rescheduled if requested 

by the provider, resident or guardian.

CORRECTION DATE FOR THE TYPE A2 

VIOLATION SHALL NOT EXCEED NOVEMBER 

15, 2015.
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 D 276 10A NCAC 13F .0902(c)(3-4) Health Care

10A NCAC 13F .0902 Health Care

(c) The facility shall assure documentation of the 

following in the resident's record:

(3) written procedures, treatments or orders from 

a physician or other licensed health professional; 

and 

(4) implementation of procedures, treatments or 

orders specified in Subparagraph (c)(3) of this 

Rule.

This Rule  is not met as evidenced by:

 D 276

TYPE B VIOLATION

Based on observations, interviews, and record 

reviews, the facility failed to implement orders for 

wound care treatments and labs for 2 of 7 

sampled residents (Resident #1 and #7). 

The findings are:

1. Review of Resident #1's FL-2 dated 6/12/15 

revealed:

-The resident was admitted to the facility on 

6/11/15.

-Diagnoses included acute kidney failure, 

hypertrophy of prostate, hypertension, mental 

retardation and muscle weakness.

Review of the resident's care plan dated 6/24/15 

revealed:

-Resident #1 required extensive assistance with 

all activities of daily living except eating.

-The resident required limited assistance with 

eating after staff cut food and opened packages.

a. Review of the facility's Physician's Order Sheet 
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 D 276Continued From page 10 D 276

dated 8/11/15 and signed and dated by the 

medical provider on 8/14/15 revealed orders for:

-Keflex 500mg one tablet every six hours for 

infection.

-Cleanse left heel with normal saline; apply 

adaptic to left heel; change daily. (Adaptic 

dressings are made of knitted cellulose acetate 

fabric and impregnated with a specially 

formulated petrolatum emulsion and are designed 

to help protect the wound while preventing the 

dressing from adhering to the wound.)

-(Schedule) Appointment with wound clinic.

Review of a skilled nursing clinical note dated 

8/11/15 revealed:

-Resident #1 was being seen and treated for 

wounds on the right lower leg and left heel.

-The frequency of both dressing changes was 

daily.

-The frequency of the nursing visit was 2 times a 

week.

-Dressing changes were to be done by the 

assisted living facility staff if the nurse was not 

there.

Review of Resident #1's Medication 

Administration Records (MARs) for August 2015 

and September 2015 revealed no documentation 

that the treatments had been completed, even 

though both MARs documented entries for the 

treatment.

b. Review of the facility's Physician's Order Sheet 

dated 9/11/15 and signed by the medical provider 

revealed:

-"Today [9/11/15] there is a new pressure ulcer 

found on his right hip, stage II, the size of a half 

dollar with surrounding inflammation."

- Encourage staff to use antibiotic ointment and 

dress area daily until follow up with home health.
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Review of Resident #1's Medication 

Administration Record (MAR) for September 

2015 revealed:

-The order to use antibiotic ointment and dress 

daily to the right hip had not been entered onto 

the MAR. 

-There was no documentation of the treatments 

having been completed.

-An entry labeled as standing order was 

documented for Neosporin after cleaning with 

normal saline, cover with Band-Aid or gauze, 

secure with tape, change as needed until healed 

for skin tears, abrasions or minor irritations.  The 

frequency was "prn" (as needed).

Interview with a representative from the home 

health agency on 10/15/15 at 3:40pm revealed:

-The treatment orders to Resident #1's heel and 

hip are not considered skilled treatments.

-The assisted living facility staff would have been 

taught how to complete the treatments.

-The staff would be responsible for doing them 

when the nurse was not there.

-The nurse visits only two times a week.

Interview with the Resident Care Manager (RCM) 

on 10/15/15 at 3:55pm revealed:

-Regarding the treatment to the left heel, the 

entries on Resident #1's MARs beside the order, 

"SELF of HH" means the treatments are done by 

home health.

-In response to home health's visits being made 

only twice a week, the RCM's response was that 

the treatments are being done by home health 

and staff did not complete the treatments.

-Regarding the treatment to the right hip, the 

standing order would have been implemented for 

antibiotic ointment.

-In response to, the ordered frequency was daily, 
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the RCM had no response but acknowledged the 

treatments had not been documented as 

completed.

2. Review of Resident #7's FL-2 dated 6/25/15 

revealed:

-The resident was admitted to the facility on 

7/18/14.

-Diagnoses included Multi-infarct dementia, 

diabetes mellitus (type 2), chronic 

anticoagulation, congestive heart failure, and 

osteoarthritis.

-Resident was intermittently disoriented and was 

a wanderer.

-Resident required the use of a walker and 

required assistance with feeding, bathing, and 

dressing.

A. Review of Physician's Order Sheet for 

Resident #7 revealed:

-On 10/6/15, the Nurse Practitioner gave a verbal 

order for Macrobid 100mg every 12 hours for 10 

days. The transaction report attached to the order 

revealed that the order was faxed successfully to 

the resident's pharmacy on 10/9/15 at 11:01am.

Review of the Medication Administration Records 

(MAR) for October 2015 for Resident #7 revealed 

that the first dose of Macrobid was administered 

on 10/9/15.

Observation of Resident #7's medications on 

hand with a med aide on 10/16/15 at 1:30pm 

revealed 7 tablets of Macrobid remaining on the 

punch card with printed instructions to administer 

every 12 hours for 10 days with a pharmacy 

dispense day of 10/9/15. 

Interview with the Special Care Unit Manager on 

10/16/15 at 2:45pm revealed the following:

-The order for Macrobid was written on 10/6/15.
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-It was faxed to Resident #7's pharmacy by the 

Resident Care Manager on 10/9/15 who wrote a 

note on the fax to  "please deliver"  the 

medication.

-The reason the order was sent three days after it 

was written is because the pharmacy's system 

was down.

Telephone interview with a Pharmacist from 

Resident #7's pharmacy on 10/16/15 at 3:03pm 

revealed the following:

-The Macrobid was dispensed on 10/9/15.

-10/9/15 was when the order was sent here to the 

pharmacy.

-"Our computer system has never been down to 

my knowledge. If it had been, we could still get 

faxed requests and possibly work around the 

computer; we would not want people not to get 

their medications filled."

B. Review of Physician's Order Sheet for 

Resident #7 revealed:

-On 7/24/15, the Nurse Practitioner wrote an 

order to discontinue all current Coumadin orders. 

Coumadin 5mg, take one tab po (by mouth) 

Tuesday, Thursday, Sunday; Coumadin 4mg, 

take one tab po Monday, Wednesday, Friday, 

Saturday; Repeat PT/INR in one week.

-On 7/27/15, the Nurse Practitioner wrote an 

order to continue the same dose of Coumadin; 

repeat PT/INR in one week.

Review of Lab Results for Resident #7 received 

from the local hospital revealed:

-On 7/10/15, INR  (International Normalized 

Ration Blood Test) was 1.85.

-On 7/17/15, INR was 1.74.

-On 7/24/15, INR was 2.11.

-On 8/6/15, INR was 1.31.
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Review of Care Notes for Resident #7 revealed:

-Blood work was obtained for PT/INR by the 

home health nurse on 7/10/15; 7/17/15; and 

7/24/15.

-On 7/31/15, the home health nurse documented 

that Resident #7 was sitting up in the chair in no 

distress. Denied any problems.

-Blood work was obtained for PT/INR by the 

home health nurse on 8/6/15.

Review of the Home Health Nurse's Skilled 

Nursing Clinical Note dated 7/31/15 for Resident 

#7 revealed:

-Laboratory tests: N/A.

- "Patient sitting in chair in no apparent acute 

distress, skin is warm dry and intact and 

respirations are even non labored. Patient 

tolerated sn assessment without difficulty."

Interview with Resident #7 on 10/13/15 at 

10:54am revealed the following:

-The care that I get is fair.

-The staff treat me well. They give me medicine 

and bathe me.

-I have been here for about two years, I think.

-My family visits, but they don't stay long.

-I get my medicine on time. Most of the time they 

are on time; I don't go looking it.

Interview with the Special Care Unit Manager on 

10/14/15 at 10:56am revealed the following:

-The Nurse Practitioner did not sign the order for 

the one week repeat, so the home health agency 

missed it that week.

-"I don't know why the Nurse Practitioner wrote 

the 7/27/15 order.

-If new orders are written, I fax the order to the 

home health agency.

-I will then call the home health agency to verify 

that they got the order that I faxed. 
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-The home health nurse will check-in with me or 

the med tech when she comes to see the 

resident; it is usually the same nurse who comes.

-We generally get the INR results that day or by 

the next morning and I will fax them to the Nurse 

Practitioner." 

Telephone interview with Resident #7's family 

member on 10/15/15 at 8:36am revealed the 

following:

-"I have not had any problems so far with the 

care."

-Resident #7 has been there for 1 ½ years now.

-"She used to see a doctor at the clinic, but I 

think, from what I understand, she sees the 

doctor out there; I think he's out there once a 

week, but I've never seen him.

-As long as she gets what she needs, I'm fine 

with her seeing that doctor. 

-I go out there at least once or twice a week. I 

work out of town, but they will call me when 

Resident #7 has any problems or needs anything.

-She's adjusted well. I know it's usually hard on 

them but she was to the point that she was ready 

to go somewhere for help.

-I don't have any problems with the care she is 

getting from them."

Telephone interview with the facility's Nurse 

Practitioner on 10/15/15 at 10:39am revealed the 

following:

-"I don't know why the orders for the PT/INR on 

7/24/15 and 7/27/15 were written. I can't answer 

that. 

-I'm not a fan of the finger sticks but that's not to 

do with this."

-Resident #7's INR should be between 2-3; that is 

fine.

Interview with the home health nurse on 10/15/15 
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at 1:16pm revealed the following:

-"If the facility receives an order for home health, 

they fax the order to the office and the office 

downloads the order to my I-PAD. 

-I will get an alert that there is a new order.

-I have been seeing Resident #7 since July.

-I saw her on 7/31/15 and obtained labs on that 

visit.

-The hospital has not released those results at 

this time, but I will call the lab and have them 

send those results over."

Telephone interview with a staff from the local 

hospital's lab department on 10/15/15 at 1:40pm 

revealed the following:

-There is not a lab result for Resident #7 for 

7/31/15. 

-"I only see results from 7/10/15; 7/17/15; and 

7/24/15 in July for this resident."

_____________________________________

Review of the Plan of Protection provided by the 

facility on10/16/15 revealed:

-The facility will conduct chart audits to ensure all 

provider orders have been implemented.

-Providers will be notified if discrepancies.

-Implementation of tracking system for all orders 

and referrals including:

  Binder on each unit for filing of all new orders 

until implemented.

  Care Managers to review daily.

  Orders will remain in binder until process is 

complete.

  Staff is to initial each step as completed.

CORRECTION DATE FOR THE TYPE B 

VIOLATION SHALL NOT EXCEED  NOVEMBER 

30, 2015.
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.

 D 338 10A NCAC 13F .0909 Resident Rights

10A NCAC 13F .0909 Resident Rights

An adult care home shall assure that the rights of 

all residents guaranteed under G.S. 131D-21, 

Declaration of Residents' Rights, are maintained 

and may be exercised without hindrance.

This Rule  is not met as evidenced by:

 D 338

Based on observations, record review and 

interviews, the facility failed to ensure all 

residents were treated with dignity and respect 

and were not neglected as guaranteed under 

G.S. 131D-21(1) and G.S. 131D-21(4).  The 

findings are:

1. Based on observations, interviews, and 

records reviews, the facility failed to assure that 

the residents were treated with respect, 

consideration, dignity, and full recognition of his 

or her individuality and right to privacy for 5 of 8 

sampled residents. [Refer to Tag D911, G.S. 

131D-21(1) Residents' Rights (Type B Violation)].

2. Based on interviews and record reviews, the 

facility failed to assure residents were free from 

neglect as evidenced by the Executive Director 
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(Administrator) picking up 2 of 2 perspective 

residents (#11 and #12) from a hospital 

emergency department in another town and later 

dropping them off in unsupervised locations in 

that same town.  [Refer to Tag D914, G.S. 

131D-21(4) Residents' Rights (Type A1 

Violation)].

 D 358 10A NCAC 13F .1004(a) Medication 

Administration

10A NCAC 13F .1004 Medication Administration

(a)  An adult care home shall assure that the 

preparation and administration of medications, 

prescription and non-prescription, and treatments 

by staff are in accordance with:

(1)  orders by a licensed prescribing practitioner 

which are maintained in the resident's record; and

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

and procedures.

This Rule  is not met as evidenced by:

 D 358

TYPE B VIOLATION 

Based on observations, interviews, and record 

reviews, the facility failed to assure residents' 

prescription medications were administered as 

ordered by a licensed prescribing practitioner of 1 

of 7 sampled residents (Resident #7). 

The findings are: 

Review of Resident #7's FL-2 dated 6/25/15 

revealed:

-Diagnoses included Multi-infarct dementia, 

diabetes mellitus (type 2), chronic 

anticoagulation, congestive heart failure, and 

osteoarthritis.
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-Resident was intermittently disoriented and was 

a wanderer.

-Resident required the use of a walker and 

required assistance with feeding, bathing, and 

dressing.

Review of Physician's Order Sheet for Resident 

#7 revealed:

-On 7/24/15, the Nurse Practitioner wrote an 

order to D/C all current Coumadin orders. 

Coumadin 5mg, take one tab po Tuesday, 

Thursday, Sunday; Coumadin 4mg, take one tab 

po Monday, Wednesday, Friday, Saturday; 

Repeat PT/INR in one week.

-On 7/27/15, the Nurse Practitioner wrote an 

order to continue the same dose of Coumadin; 

repeat PT/INR in one week.

Review of the Medication Administration Record 

(MAR) for Resident #7 revealed:

-On 7/26/15 and 7/28/15, Resident #7 received 

10mg of Coumadin.

-On 7/24/15; 7/25/15; 7/27/15; 7/29/15; and 

7/31/15, Resident #7 received 8mg of Coumadin. 

-The July 2015 MAR had 4 active Coumadin 

orders. 

Review of the pharmacy's dispense report for 

Resident #7 revealed:

-The prescription written on 7/24/15 for Coumadin 

5mg, take one by mouth on Tuesday, Thursday, 

and Sunday was not filled by the pharmacy. 

-The prescription written on 7/24/15 for Coumadin 

4mg, take one by mouth on Monday, Wednesday, 

Friday, and Saturday was filled on 7/24/15 and 

delivered to the facility.

-An order for Coumadin 1 mg, take 4 ½ tablets by 

mouth on Monday, Wednesday,  Thursday, 

Friday, and Saturday was filled and delivered on 

6/10/15 and 7/14/15. 
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Interview with the Pharmacist on 10/12/15 at 

9:00am revealed the following:

-The facility will call and say they need a new 

Coumadin dosage change filled.

-For example, they may call and say they need 

Coumadin 4.5mg, but they had never picked up 

the last dosage change from the month before.

-"I questioned if Resident #7 was getting the 

correct dose."

-The facility would not pick up the first dosage 

change and then, they would call for a new dose 

which would be different than the previous dose.

-"A new order was sent to us on 7/24/15 for 

Coumadin 5 mg on Tuesday, Thursday, and 

Sunday. It was never filled and I asked how they 

were giving this medication, and the staff told me 

that they had some. 

-I am not sure how they had any Coumadin to 

administer Resident #7 because we never filled 

the prescription.

-On 8/6/15, a staff called me about this and when 

I checked the times we had filled the Coumadin, it 

had been over 2 months since we had last filled 

the medication.

-We only filled the Coumadin for 30 days, so the 

facility staff would have to call in a refill request .

-They would call the request in but never pick the 

Coumadin up. Then, some time later, another 

request would get called in. So, my question was, 

what did you do about the other request?"

Interview with Resident #7 on 10/13/15 at 

10:54am revealed the following:

-"The care that I get is fair.

-The staff treat me well. They give me medicine 

and bathe me.

-I have been here for about two years, I think.

-My family visits, but they don't stay long.

-I get my medicine on time. Most of the time they 
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are on time; I don't go looking it."

Telephone interview with Resident #7's family 

member on 10/15/15 at 8:36am revealed the 

following:

-"I have not had any problems so far with the 

care."

-Resident #7 has been there for 1 ½ years now.

-"She used to see a doctor at the clinic, but I 

think, from what I understand, she sees the 

doctor out there; I think he's out there once a 

week, but I've never seen him.

-As long as she gets what she needs, I'm fine 

with her seeing that doctor. 

-I go out there at least once or twice a week. I 

work out of town, but they will call me when 

Resident #7 has any problems or needs anything.

-I don't have any problems with the care she is 

getting from them."

Interview with the Special Care Unit Manager on 

10/15/15 at 3:30pm revealed the following: 

-"If Coumadin orders are changed, we fax the 

order to the pharmacy. 

-Resident #7 uses her own pharmacy, so we fax 

the order to her pharmacy and then to our 

pharmacy so our pharmacy can profile the 

E-MAR. That means, our pharmacy will note the 

change on the E-MAR. 

-We will also flag the medication with a direction 

change sticker."

Telephone interview with Staff B, Med Aide, on 

10/15/15 at 10:22pm revealed the following:

-"I have been working at the facility for one year.

-I completed the 5 and 10 hour Med Aide 

trainings.

-I took the Med Aide exam a while ago.

-The E-MAR is currently down and I have tried to 

reach my manager.
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-I am not sure how changes in medications or 

discontinued medications are handled on the 

E-MAR.

-I am not sure who is responsible for ensuring 

that changes in medications are made on the 

E-MAR because I work third shift and I mainly just 

replenish the med carts and make sure they are 

stocked for day shift.

-If the system for the E-MAR is down, I try 

contacting the manager and document on paper 

MARs.

-I don't recall what the Coumadin dose is for 

Resident #7. I can only tell what the last order for 

October was. I can't go back and tell what 

previous months' orders were and what was 

administered since the E-MAR system is down.

-I don't remember what Coumadin dose I 

administered to Resident #7 in July."

Interview with another Med Aide on 10/16/15 at 

1:30pm revealed the following:

-"I am not sure if the E-MAR was down last night. 

It was not reported to me." 

-If the E-MAR is down, each resident's current 

MAR should be in their record.

-If there is a change in medication, the Special 

Care Unit Manager will fax the order to the 

pharmacy so that the change can be reflected on 

the MAR.

-For Resident #7, she uses her own pharmacy, 

so the facility pharmacy would get a profile 

change only on her to make sure the change is 

made on the E-MAR.

_______________________________________

_________________

Review of the facility ' s Plan of Protection dated 

10/16/15 revealed:

-Facility will conduct chart audits to ensure all 

provider orders have been implemented.
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-Providers will be notified if discrepancies, and 

med error reports will be completed.

-Implementation of tracking system for all orders

Binder on each unit for filing of all new orders.

Care Managers to review daily.

Orders will remain in binder until process is 

completed.

Staff to initial.

Faxed to pharmacy; order approved; med 

received and care noted.

Mangers will initial process completed and 

will file in chart.

CORRECTION DATE FOR THE TYPE B 

VIOLATION SHALL NOT EXCEED NOVEMBER 

30, 2015.

 D 451 10A NCAC 13F .1212(a) Reporting of Accidents 

and Incidents

10A NCAC 13F .1212 Reporting of Accidents and 

Incidents

(a)  An adult care home shall notify the county 

department of social services of any accident or 

incident resulting in resident death or any 

accident or incident resulting in injury to a 

resident requiring referral for emergency medical 

evaluation, hospitalization, or medical treatment 

other than first aid. 

This Rule  is not met as evidenced by:

 D 451

Based on observations, interviews, and record 

reviews, the facility failed to notify the county 

department of social services of all accidents or 

incidents resulting in injury to a resident requiring 

referral for emergency medical evaluation of 3 of 

3 sampled residents (Resident #1, #9, and #10). 
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The findings are:

1. Review of Resident #1's FL-2 dated 6/12/15 

revealed:

-The resident was admitted to the facility on 

6/11/15.

-Diagnoses included acute kidney failure, 

hypertrophy of prostate, hypertension, mental 

retardation and muscle weakness.

Review of the resident's care plan dated 6/24/15 

revealed:

-Resident #1 required extensive assistance with 

all activities of daily living except eating.

-The resident required limited assistance with 

eating after staff cut food and opened packages.

a. Review of the facility's Care Notes dated 

7/24/15 for Resident #1 revealed:

-The medication aide heard a loud noise, entered 

the resident's room and found the resident on the 

floor beside the bed.

-The medication aide called 911.

-The medication aide called the family, "both 

numbers" and got no answer.

-The medication aide also notified the doctor.

b. Review of the facility's Care Notes dated 

9/10/15 for Resident #1 revealed the resident was 

sent to the emergency room for right foot per 

Home Health.

Interview with the Home Health Nurse (HHN) on 

10/15/15 at 1:20pm revealed:

-The nurse had come to complete treatments to 

the resident's left heel and right leg when she saw 

the resident's 5th toe on his right foot.

-In response to what the resident's toe looked 

like, "it looked like it had been run over".
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Interview with the Resident Care Manager (RCM) 

on 10/15/15 at 2:00pm revealed:

-The resident's 5th toe on his right foot looked 

very dark.

-The toe was darker than his other toes on the 

foot.

-The RCM had never seen it look like that before.

Review of the hospital records for Resident #1 

dated 9/10/15 revealed:

-The resident was sent by assisted living facility 

(ALF) to be evaluated for wounds to right foot.  

Per ALF, foot is turning "black".

-Wound care provided by home health.

-Only black areas noted upon assessment [are] in 

small black dots across bottom of foot, chronic 

foot wounds.

-Throughout, all extremities appear normal.

-Unna boots applied to bilateral lower extremities.

-Please keep Unna boot wrapping on both lower 

legs for 1 week, then remove.

Review of incident/accident reports revealed no 

reports for Resident #1.

Interview with the county Department of Social 

Services (DSS) staff during the survey revealed 

DSS had never been notified of the resident 

having to be sent out for emergency medical 

evaluation and or treatment.

2. Review of Resident #9's FL-2 dated 6/18/15 

revealed:

-The resident was admitted to the facility on 

6/18/15.

-Diagnoses included major depression, history of 

obsessive compulsive disorder, anxiety, 

blindness, Bardet Biedl Syndrome, and retinitis.

-Resident was ambulatory.

Review of the Discharge Instructions from the 
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local emergency department dated 8/20/15 for 

Resident #9 revealed:

-She was seen in the emergency department for 

shoulder pain, shoulder strain, and lumbar 

contusion.

-Additional Instructions included to apply "Ice or 

cold packs 20 min off and on to shoulder, heat to 

back; follow up with your doctor in 1-2 days for 

further evaluation."

Review of the Care Notes for Resident #9 

revealed:

-On 8/20/15, a staff documented  "Resident 

returned from ER via company vehicle with DX of 

shoulder pain, shoulder strain, & lumbar 

contusion. F/U with MD in 2 days."

Review of the Incident Report Notebook for the 

facility revealed no incident report completed for 

Resident #9 's fall on 8/20/15. 

3. Resident #10's FL-2 dated 01/15/2015 reveals:

- The resident was admitted on 09/12/2012.

- The Resident's diagnoses include Chronic 

Obstructive Pulmonary Disease (COPD), anxiety, 

osteoporosis, chronic respiratory failure due to 

COPD, Gastroesphageal Reflux Disease and 

Allergic Rhinitis. 

Interview with Resident #10 on 10/12/2015 at 

8:50 AM revealed:

-  On 10/09/2015, the Resident had participated 

in an outing to a local shopping center.

-  The Resident had fallen as she exited the 

facility's van.

-  The Administrator of the facility was notified. 

-  The Administrator had transported the Resident 

back to the facility.

-  The facility's medical provider had been notified 

and a portable x-ray was ordered.

-  The Resident was experiencing increased 
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chest pain and difficulty breathing.

-  The Resident was transported to the local 

emergency department 3 hours after the fall.

-  The portable x-ray was not done.

-  The Resident was diagnosed with a fractured 

sternum and advised to follow-up with the 

facility's medical provider within 2 days.

Interview with a Personal Care Aide (PCA), Staff 

D, on 10/15/2015 at 2:20 pm revealed the 

following:

- Staff D did not work on 10/09/2015 but returned 

to work on 10/10/2015.

- Staff D was told about the fall by Resident #10 

on 10/10/2015.

- Staff D stated that Resident #10 has required 

more assistance with bathing since falling on 

10/09/2015.

- Staff D stated that before Resident#10 fall on 

10/09/2015, Staff D would only bathe 

Resident#10 back.

- Staff D stated that since falling, Resident#10 

could not bend at waist to bathe lower body.

- Staff D reports Resident #10's complaints of 

pain to the Medication Technician (MT).

- Staff D stated that Resident #10 rarely 

complained of pain before falling on 10/09/2015.

Review of the Facility's Accident/Inccident 

notebook revealed that an report had not been 

completed for the 10/09/2015 event.

Interview with the Resident Care Manager (RCM) 

on 10/15/2015 at 4:47 pm revealed:

- RCM stated "I'll take the blame for not 

completing the Incident Report."

- The RCM worked as Resident #10's MT for 

sixteen hours on 10/09/2015.

Interview with the Life Enrichment Coordinator 
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10/16/2015 at 1:10 PM revealed the following:

- The Life Enrichment Coordinator was driving 

van on the 10/09/2015 shopping trip.

- Resident #10 was the last Resident to leave the 

parked van.

- Resident #10 "just slipped to the floor of the 

van."

The Resident was seen on 10/12/15 by the 

facility's medical provider and was referred to a 

local Orthopedic Surgeon.  An appointment was 

made for 10/26/2015.

 D911 G.S. 131D-21(1) Declaration of Residents' Rights

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

Every resident shall have the following rights:

1.  To be treated with respect, consideration, 

dignity, and full recognition of his or her 

individuality and right to privacy.

This Rule  is not met as evidenced by:

 D911

TYPE B VIOLATION

Based on observations, interviews, and records 

reviews, the facility failed to assure that the 

residents were treated with respect, 

consideration, dignity, and full recognition of his 

or her individuality and right to privacy for 5 of 8 

sampled residents.

The findings are:

Review of Resident #9's FL-2 dated 6/18/15 

revealed:

-The resident was admitted to the facility on 

6/18/15.

-Diagnoses included major depression, history of 
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obsessive compulsive disorder, anxiety, 

blindness, Bardet Biedl Syndrome, and retinitis.

-Resident was ambulatory.

Review of Care Notes for Resident #9 revealed:

-On 7/12/15, a note was made in the care notes 

but not signed by a staff that  "resident called 911 

due to stating she felt suicidal and needed 

someone to talk to. Rescue squad gave her the 

number to East Pointe to talk to someone. East 

Pointe referred her to Mobile Crisis. A staff 

member from Mobile Crisis agreed to come to 

facility to talk and listen to resident. Resident 

refused to be admitted to hospital."

-On 8/21/15, the Resident Care Manager (RCM) 

documented  "Spoke with resident about her 

safety and falls due to her condition. It was 

explained to her by the Admin (sic) and RCM that 

she was being moved to a room with a 

room-mate, as to help with monitoring due to 

falls. Resident stated she understood and it was 

explained to her the move would take place 

today. MD was informed of plan and was in 

aggreance (sic)."

Telephone interview with a family member of 

Resident #9 on 10/12/15 at 9:40am revealed the 

following:

-Resident #9 was discharged home on 9/11/15.

-"There was a lot wrong at the facility and I am 

going to send a letter once the money owed to 

her has been refunded; until then, I don 't want to 

cause any problems."

-Several appointments were missed.

-Resident #9 should have seen her Psychiatrist 

weekly and she only saw him four times the 

whole time she was at the facility.

-"When I went to pick up her things, the RCM told 

me that I could not go back to her room; all of her 
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things were waiting at the front of the building."

- "The Administrator was horrible to Resident #9; 

she told her at one point that she could leave and 

would never be allowed back in her facility."

-Resident #9 was always sick with the stomach 

ache when she stayed there; since she's been 

home, she's not been sick at all.

Interview with the Business Office Manager on 

10/14/15 at 3:11pm revealed the following:

-Resident #9 complained about her roommate's 

clock and we moved her to a private room.

-"I cannot remember specific dates."

-Resident #9 told her family member something 

about a fall and the family member called and 

requested to move her back with a roommate.

-"That is all I know; there is no record in the 

computer system of room changes unless the 

resident moves from Assisted Living to Special 

Care and vice versa."

Interview with the RCM on 10/14/15 at 4:14pm 

revealed the following:

-Resident #9 went home a lot.

-Resident #9 did switch rooms.

-"The first room Resident #9 was in, she and the 

roommate were not compatible, so we moved her 

across the hall.

-"Then, Resident #9 had a fall. We are not sure 

how she fell. The staff went in and the lamp was 

knocked over. It looked like she fell over the 

furniture.

-So, after the fall, we moved Resident #9 again to 

protect her with a roommate who was able to 

respond and come get staff if Resident #9 had a 

problem." 

-Resident #9 could dial her cell phone and she 

could dress herself. She could shower with 

supervision. She could walk with a walking stick.
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 D911Continued From page 31 D911

Telephone interview with Resident #9 on 10/15/15 

at 2:40pm revealed the following:

-"I was moved a bunch of times; I started in room 

412 and I had a roommate. I did not have a 

problem with my roommate.

-The staff wanted to move me because I needed 

more meds, so they moved me closer to the 

nurse's station in room 303.

-I had a roommate then too. At that time, I was 

not doing well depression-wise. My roommate 

would leave the lights on and she would create 

problems when there weren't any.

-Then, the staff moved me again to room 405. It 

was a private room and I liked it.

-I had a slip in that room, so they moved me 

again to room 313. I lost my footing was all. I 

went to the emergency room because I hurt my 

back and jarred my shoulder.

-I had problems with the Administrator. I felt like 

she was out to get me.

-She said things so mean to me and at one point, 

I even called the mobile crisis center for help.

-The Administrator was really rude, 

condescending, and belittling. When I left to go 

home on 9/11/15, she was so mean and hurtful. 

She never once bothered to ask me how I felt or 

how I was doing. That day she told me if I wasn' t 

going home, I would need to look for another 

facility to go to.

-Things are much better now that I am at home. I 

am able to talk things out. I am trying to avoid 

going back to the hospital." 

Telephone interview with a Mobile Crisis Hotline 

staff on 10/16/15 at 3:21pm revealed the 

following:

-"We handle an immediate crisis.

-I don't recall Resident #9, but the residents at the 

facility do have access to the hotline number."

-Staff is on-call 24/7/365.
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-If a resident calls the hotline, the team goes out 

to the facility and evaluates the crisis, provides 

suggestions for intervention, and gives the 

resident time to express their concern.

-The only time external resources are notified, 

such as law enforcement or emergency medical 

staff is when the situation is detrimental to the 

well-being of the residents or others around the 

resident.

-The team will not release information pertaining 

to the incident unless the resident's provider 

requests the information.

Review of Resident #3's FL-2 dated 05/07/2015 

revealed:

- The Resident was admitted to facility on 

06/16/2010.

- Diagnoses included psychosis, Mental 

Retardation, depression, Gastroesophageal 

Reflux Disorder, Diabetes Mellitus type II and 

Sleep Apnea.

Telephone interview with Resident #3's family 

member on 10/15/2015 at 8:10am revealed:

- The family member feels that some staff are " 

hateful " to the Residents.

- Resident #3 was told by the Resident Care 

Manager (RCM) that the Residents could only 

visit with each other in the hall or in common 

areas in the facility.

Interview with Resident #3 on 10/15/2015 at 

3:00pm revealed:

-Resident#3 had been told by the RCM that it was 

against State Rules if Resident's visited in each 

other rooms.

-Resident#3's friend sitting beside her agreed 

with the above statement.

I explained to Resident #3 that unless visiting 

disturbed a roommate, that there was no such 

State Rule.
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_______________________________________

_______

Review of the facility ' s Plan of Protection dated 

10/16/15 revealed:

-The facility will assure that each resident will be 

treated with respect, consideration, dignity and 

full recognition of his or her individuality and right 

to privacy.

-Facility will provide additional training to ensure 

residents are treated with respect and dignity.

CORRECTION DATE FOR THE TYPE B 

VIOLATION SHALL NOT EXCEED NOVEMBER 

15, 2015.

 D912 G.S. 131D-21(2) Declaration of Residents' Rights

G.S. 131D-21  Declaration of Residents' Rights

Every resident shall have the following rights:

2.  To receive care and services which are 

adequate, appropriate, and in compliance with 

relevant federal and state laws and rules and 

regulations.

This Rule  is not met as evidenced by:

 D912

Based on observations, interviews and record 

review, the facility failed ensure residents 

received care and services which are adequate, 

appropriate and in compliance with relevant 

federal and state laws and rules and regulations 

related to Health Care and Medication 

Administration.

The findings are:
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1. Based on observations, interviews, and record 

reviews, the facility failed to implement orders for 

wound care treatments and labs for 2 of 7 

sampled residents (Resident #1 and #7). [Refer 

to Tag D276, 10A NCAC 13F.0902(c) Health Care 

(Type B Violation)].

2. Based on observations, interviews, and record 

reviews, the facility failed to assure residents' 

prescription medications were administered as 

ordered by a licensed prescribing practitioner of 1 

of 7 sampled residents (Resident #7). [Refer to 

Tag D358, 10A NCAC 13F.1004(a) Medication 

Administration  (Type B Violation)].

 D914 G.S. 131D-21(4) Declaration of Residents' Rights

G.S. 131D-21  Declaration of Residents' Rights

Every resident shall have the following rights:

4. To be free of mental and physical abuse, 

neglect, and exploitation.

This Rule  is not met as evidenced by:

 D914

TYPE A1 VIOLATION

Based on interviews and record reviews, the 

facility failed to assure residents were free from 

neglect as evidenced by the Executive Director 

(Administrator) picking up 2 of 2 perspective 

residents (#11 and #12) from a hospital 

emergency department in another town and later 

dropping them off in unsupervised locations in 

that same town. 

The findings are:

1. Review of Resident 12 ' s Emergency 

Department Chart, dated 8/14/15 revealed:

-Diagnoses included Schizophreniform disorder 
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and Neurocognitive disorder.

-The resident had a history of not obeying rules 

and walking in front of traffic and down the street 

and leaving his prior assisted living facility. The 

resident was reported to have poor cognition and 

auditory hallucinations. 

-The resident was discharged from a hospital in 

another town on 9/2/15 at 10:59am to an 

extended care facility and left with the Director 

from the Magnolia Facility.

Review of Resident 12 ' s Emergency 

Department Chart, dated 9/2/15 revealed:

-Resident left hospital on 9/2/15 to go the facility 

via their transportation. 

-Law enforcement officer brought resident back to 

ER after finding resident wandering down the 

street.

-Resident was confused and not directable, risk 

for harm to self. 

2. Review of Resident 11 ' s Emergency 

Department Chart, dated 8/21/15 revealed:

-Diagnosis included Senile dementia with 

psychosis and Neurocognitive disorder.

-The resident was discharged from a hospital in 

another town on 9/2/15 at 10:30am to an 

extended care facility and left with the Director 

from the Magnolia Facility. 

Review of Resident 11 ' s Emergency Department 

Chart, dated 9/2/15 revealed:

-Resident was brought back to ER by family 

member who said resident was sent to the wrong 

place, should have gone to another city 

somewhere. 

-Instead Resident got sent to family member ' s 

home. 

-Resident communicating threats to family 

member, family member reports danger to self 
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and others.  

Interview with the facility ' s Administrator on 

9/25/15 at 10:00am revealed: 

-The Administrator transports new residents for 

admissions to the facility on occasion. 

-The Administrator and Resident Care 

Coordinator decide who to admit to the facility.

-The Administrator assesses residents prior to 

agreeing to admit to facility, goes to hospitals, 

rehabs and homes to assess potential residents. 

-The Administrator denied having had received 

any residents from a hospital in another town in 

recent months, admitted to having had received 

some residents from there in April or May of this 

year. 

-The Administrator denied having agreed to admit 

residents to the facility when the facility was at full 

capacity with no beds available. 

-The Administrator denied any knowledge of the 

two residents and denied either resident ever 

having been considered for placement in the 

facility.

-The Administrator denied ever having brought a 

resident to the facility for placement and not 

having a bed available for the resident. 

Follow up interview with facility ' s Administrator 

on 10/14/15 at 2:45pm revealed:

-The Administrator denied knowledge of the two 

residents. 

-The Administrator denied having gone to a 

hospital in another town on 9/2/15 and picking 

both residents up upon discharge from the 

hospital.

-The Administrator denied having gone to the 

hospital on 9/2/15, despite information from 

hospital staff that it was the administrator herself 

who picked both residents up. 

-The Administrator advised the hospital staff 
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would have known her from previous encounters 

when she was employed at another facility. 

-The Administrator denied transporting two 

residents to the facility on 9/2/15 from 

Southeastern Regional.

-The Administrator denied transporting the two 

residents back to the other town from the facility. 

-The Administrator denied dropping one resident 

off at a family member ' s home without the family 

member being present on 9/2/15.

-The Administrator denied leaving one resident on 

a street in another town on 9/2/15.

-The Administrator drives a white car. 

Interview with facility ' s office manager on 

9/25/15 at 9:50am revealed:

-The office manager was unable to provide 

record of the two residents having been admitted 

to the facility on 9/2/15.

-The office manager denied knowledge of the two 

residents listed in the complaint.

-The office manager denied knowledge of the 

facility agreeing to accept residents, then having 

to deny admission due to not having an available 

bed.

Interview with facility activities director (AD) on 

9/25/15 at 11:00am revealed:

-The AD goes with administrator to transport new 

residents to the facility sometimes. 

-The AD denied residents being brought to facility 

for admission and facility not having available 

beds. 

-The AD denied any concerns regarding the 

facility administrator. 

Follow up interview with AD on 10/14/15 at 

4:20pm revealed:

-The AD denied going with administrator to pick 

up the two residents from the hospital on 9/2/15.
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-The AD sometimes take the facility van or 

Administrator ' s car to pick up residents. 

Interview with hospital case manager (CM) on 

10/9/15 at 2:00pm revealed:

-Resident #12 had been discharged from the 

hospital on 9/2/15.

-Resident #12 ' s family member reported to the 

hospital on 9/2/15 that she had been contacted by 

the facility and was informed there was no bed for 

the resident and the resident was being returned.

-Another CM contacted the facility administrator 

and was informed there was a bed for the 

Resident #12.

-Resident #12 was brought to the emergency 

department on 9/2/15 at 9:22pm by the police.

-Resident #12 was found roaming on a street in 

the same town as the hospital. 

-Resident #11 was discharged from the hospital 

on 9/2/15 to the facility and was picked up by the 

administrator.

-Resident #11 was brought back to the 

emergency department by the resident ' s family 

member and the police.

-Resident #11 ' s family member reported 

resident had been dropped off by the facility. 

-The hospital has discharged residents to the 

administrator in the past when the administrator 

was employed at other facilities. 

-The CM has had this administrator to bring 

residents back to the hospital in the past due to 

residents having behavioral issues and facilities 

not being able to handle residents. 

Interview with Resident 12 ' s family member on 

10/12/15 at 4:45pm revealed:

-The family member was not aware the resident 

was being discharged from hospital to the facility 

in another town. 

-The family member received a call from 

Division of Health Service Regulation

If continuation sheet  39 of 436899STATE FORM 4XX611



A. BUILDING: ______________________

(X1)  PROVIDER/SUPPLIER/CLIA

        IDENTIFICATION NUMBER:

STATEMENT OF DEFICIENCIES 

AND PLAN OF CORRECTION

(X3) DATE SURVEY

       COMPLETED

PRINTED: 05/10/2017 
FORM APPROVED

(X2) MULTIPLE CONSTRUCTION

B. WING _____________________________

Division of Health Service Regulation

HAL082022 10/16/2015

C

NAME OF PROVIDER OR SUPPLIER

THE MAGNOLIA

STREET ADDRESS, CITY, STATE, ZIP CODE

213 FOREST TRAIL

CLINTON, NC  28328

PROVIDER'S PLAN OF CORRECTION

(EACH CORRECTIVE ACTION SHOULD BE 

CROSS-REFERENCED TO THE APPROPRIATE 

DEFICIENCY)

(X5)

COMPLETE

DATE

ID

PREFIX

TAG

(X4) ID

PREFIX

TAG

SUMMARY STATEMENT OF DEFICIENCIES

(EACH DEFICIENCY MUST BE PRECEDED BY FULL 

REGULATORY OR LSC IDENTIFYING INFORMATION)

 D914Continued From page 39 D914

someone who said she was from the facility, 

informed her that the hospital had dropped the 

resident off at the facility and the facility did not 

have a bed. 

-The family member called the hospital and 

spoke with a case manager who told the family 

member the facility had picked up the resident 

and they have it on camera.

-The family member received a call later that day, 

around 7:00pm, from someone she did not know, 

who told her the resident was on a street in the 

same town as the hospital. The caller told the 

family member the resident had a folder with 

medical records in it and that was where they 

found the family member ' s phone number. 

-The family member notified the hospital and 

hospital had law enforcement to pick up resident. 

-The resident was found by an auto parts store by 

law enforcement and brought back to the 

emergency room at the hospital from which he 

had been discharged earlier in the day. 

Interview with Resident #11 ' s family member on 

10/12/15 at 4:30pm revealed:

-The family member was not aware of resident 

being discharged to the facility. 

-A representative from an assisted living facility 

(sister facility) notified the family member that the 

resident had been released to their facility in 

another town but was going to be going to a 

different facility in different town. 

-She was informed the original facility had 

someone to leave then decided to come back.  

The facility was full and not able to take the 

resident. 

-A man named from the second assisted living 

facility was at her home doing paperwork for the 

resident to go to their facility when she received a 

call regarding the resident.

-Another family member ' s neighbor called and 
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told her to come get the resident. The resident 

had been dropped off by a white car and the car 

kept going. 

-The resident had been dropped off at another 

family member ' s home who was not home at the 

time. 

-The family member received this information 

during the time the representative was in her 

home; she was told by the representative to go 

get the resident because he was not trained to 

transport residents.

-The family member had to have the resident 

involuntarily committed and had to have law 

enforcement to pick up the resident and take to 

the hospital. 

-The resident has a history of walking out into 

traffic and talking to people not there. 

Interview with the hospital Case Manager (CM) 

on 10/14/15 at 2:27pm revealed:

-The CM was on duty when both residents were 

discharged from the hospital on 9/2/15.

-The facility administrator picked both residents 

up at the same time on 9/2/15

-The CM finalized FL2 ' s and paperwork packets 

and handed to the administrator at discharge on 

9/2/15.

-The CM described the person picking up the 

residents as a middle aged, blondish hair to the 

shoulder, she was accompanied by a middle 

aged, short, African American lady. 

-The CM knew the facility ' s Administrator when 

she worked for another facility and has 

discharged residents to her in the past. 

-The CM received a call from Resident #12 ' s 

family member informing her that the facility did 

not have a bed.  

-The CM was off duty but received a call at home 

regarding resident ' s #11 and #12 and them not 

being admitted to the facility.
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-The CM attempted to contact the administrator 

and calls were not returned. 

-The CM attempted to speak with the facility 

administrator around 9:30pm on 9/2/15 but was 

unable to, she spoke with the night staff who was 

unable to give her any information about the 

situation. 

Interview with facility administrator, including 

phone conference with facility ' s corporate staff 

member on 10/14/15 at 3:00pm revealed the 

following:

-The Corporate staff was aware of the 

administrator picking both residents up from 

Southeastern Regional hospital on 9/2/15.

-The administrator picked both residents up and 

brought to the facility on 9/2/15. 

-The residents were to be admitted to sister 

facilities. 

-The Administrator denied knowledge of the two 

residents until the corporate staff member 

encouraged her to remember. 

-The Administrator could not recall who the 

African American lady was who accompanied her 

to pick up the two residents.

-A marketing staff member had met with one of 

the resident ' s family members that had been 

picked up by the administrator. 

_________________________________

Review of the Plan of Protection provided by the 

facility 10/14/15 revealed:

-We will assure all residents are free of mental 

and physical abuse, neglect and exploitation.

-Department heads will monitor our residents at 

all times to remain compliant.

-Any and all concerns or issues will be addressed 

promptly and documented.

-Staff are directed to report any allegations of 

abuse, neglect or exploitation to Administrator, 
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MCC (Memory Care Coordinator) and RCC 

(Resident Care Coordinator).

-File report with Health Care [Personnel] Registry 

to be certain our residents are protected from 

further risk or additional harm.

-Provide additional training to ensure our 

residents are not in harm of neglect or abuse or 

exploitation.

CORRECTION DATE FOR THE TYPE A1 

VIOLATION SHALL NOT EXCEED NOVEMBER 

15, 2015.

Division of Health Service Regulation

If continuation sheet  43 of 436899STATE FORM 4XX611


