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The Adult Care Licensure Section conducted an
annual and fallow-up survey and complaint
investigation on 12/02/26 - 12/05/25. One of the
complaint investigations was initiated by the
Maoare County Department of Social Services on
T19425.

B 067 10ANCAC 13F .0305 (h){4) Physical D 0s7
Environment

10A NCAC 13F _0305 Physical Environment

{(h) The reguirements for outside entrances and
exits are:

{4) Infacilitles with at least one resldent who is
determined by a physician or is olherwise
abserved by staff ta he disarientad or exhibits
wandering hehavior, a continuously sounding
device that is activated when the docr is opened
shall be located an each exit door that opens to
the outside. The sound shall be audible in the
facility. If a central system of remote sounding
devices is provided, the control panel shall be
powered by the facility's electrical system, and ke
in a location accessible by staff to operate the
control panel. Notwilhstanding (he requirements
of Rule .0301. the requirements of this Paragraph
shall apply to new and existing facilities.

This Rule is no} met as evidenced by.

Based on ohservations, Interviews. and record

raviews, the facility failed to ensure 3 of 3 exit

doors accessible to residents who were assessed

to be confused or disoriented, had working door

alarms that were cf sufficient volume that could |
/\ beheard by staff when activated and responded
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secured special care unit (SCU).

Qbservation of the AL 200 hall an 12/02/25 at
9:59am revesled:

~The exit dogr close to room 202 was unlocked,
=There was no audible sound heard when the
door was opened or closed.

-There was a sensor with a glowing graen light
attached to the comer of the wall next to the doar,

Qbservatlon af the facility on 12/02/25 at 10:13am
revesaled the Maintenance Director opened the
200 hall exit door and there was ne audible sound
heard.

Observation of the AL 300 and 400 halls on
12/02/25 at 10:10am revealed:

~Thera was a sign on both exit doors on the 300
and 400 halls that read "alarm will seund™.

-No zlarm sounded when the doors to the facility
were openad and closed.

-Therg were sensors with a glowing green light
altached {o the wall next to the doors.

Second observalion of the AL 300 and 400 halls
on 12/04/25 at 8:25am revealed:

-Ajoud, intermittent beeping neolse sounded at a
panel at the nurse's station when the doors were
opened,

=The alamm sounded continuously until a staff
msember opened the security panel and tumed
the glam off.

a resident is showing signs of
disorientation or
exhibits wandering behaviors.
Care Coordinators, AD and ED.
will perform 5 audits weekiy on
nursing notes, incident reports,
H&P's, and interdisciplinary notes.
Alarms will be monitored daily
once resident is identified.
(FL2's Care Plans and Resident
Registry will be included in the
weekly audits).
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to for the safety of the residents.

The findings are:

Review of the facility's curent license dated

01/01/25 ravealad tha facility was licensed as an l

assisted fiving (AL) facility with a capacity of 78 Magnolia Gardens management

beds in the AL seclicn, and 32 beds in the team wili alarm all exit doors when 12/06/25
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1. Review of Resldent #2's current FL-2 dated
04/09/25 ravealed;

-Diagnoses Included dementia, diabetes type
diabetic neurapathy, chronic kldney diseass,
history of stroke, and hypertension.

~There was a checkmark placed naxt to
"intermittently” in the sectfon titled "disoriented™,

Review of Resldent #2's care plan and
assessment dated 04/09/25 ravealed:
-Rasident #2 was assessed to be ordented.
-Resldent#2 was forgetful and needad
reminders,

Raview of Resident #2's Resident Register dated
06/01/23 ravealed;

-Resldent#2 was admitted to the facllity en
06/01/23.

-Asslistance required for Resldent #2 Included
ortentation to time and place,

-Resident #2 was forgetful and needed
reminders,

Raviaw of psychlatric follow-up notes dated
09/10/25 and 10/08/25 revealsd:

-Resident #2's intellectual insight was impaired.
~Resident#2 was orlentad to person and time.
-Rasldent #2 had some difficulty recaliing baslc
orienlation questions,

Interview with Resident #2's mental health
provider (MHP} on 12/03/25 at 9:43am revealed:
-Resldent #2's memory was declining.

-She consldered Resldent #2 to have modsrate
dementia.

-Raesident #2 would not be good In glving datails
and remembering detalls and was a poor
historian.
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Secand Interview with Resident #2's MHP on
12/05/25 at 11:33am revealed:

-Residant#2's erlentation status was not good,
~Resident #2 had a “disconnect with time",

Refer to interview with {he Malntenance Director
on 12/02/25 at 10:13am.

Refer to Interview with the Housekesping
Supervisor on 12/04/25 at 8:30am,

Refer to interview with the Administrator on
12/03/25 at 5:45pm.

Refer to second interview with tha Admirlstrator
on 12/05/25 at 10:26am.

2. Review of Resldant #3's current FL-2 dated
10/22/25 revealed:

-Diagnoses included aneurysm, right-sided
woaknass, and expressive aphasia.

-The rasldent was intermiHently disoriented,

Ohservation of Resident #3 on 12/02/25 at
10:00am ravaslad:

~She had difficully expressing herself varbally or
responding to questions.

-She was able to verbalize needs through a
combination of speaking and tracing latters on
her stomach with her finger.

Intarview with Rasldent #3's mental health
provider (MHP) on 12/05/25 at 11:33am revealed:
-Resldent #3 was orlented to persan, place, and
time on her visits,

-She had difficulty communicating due to
oxpressive aphasla from an aneurysm.

Refer to interview with the Malntenance Director
on 12/02/25 at 10:13am,

D067
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Refer to interview with the Housekesping
Supervisor on 12/D4/25 at 8:30am.

Refer to interview with the Administrator on
12/03/26 at 5:45pm,

Refer to second interview with the Adminlstrator
on 12/05/25 at 10:26am.

interview with the Malntenarce Direclor on
12/02/25 at 10;13am rovealed:

~The exit door alamm was "not on right now™,

-Thae exit door alarms were typleally not on during
the day and were tumed on at 8:00pm or 9:00pm.
~Exlt door alarms were tumed on during the day if
there was bad wealkar.

~Tha only doors that were alarmed at all times
were the two doors on the SCU and the back
daor to the service area/dumpster,

-There was a resident in the asslsted living (AL)
section of the facility that had a wander guard
moniter and thare would be an audible alam
sounded when the wander guard monitor gat
close {o an exlt door,

-Staff had to physically reset the wander guard
sensarfracelver at the exit doer once the alarm
sounded,

Interview with the Housekeeping Supervisor on
12/04/25 at 8:30am revealed:

-The front door also alarmed at the 300 and 400
hall nurse’s statlon alarm panel,

~The alarm sounded at the panel unll) physically
turned off at the pane! by a staff member.

Interview with the Administrator on 12/03/25 at
5:45pm revealed:

-She now understood that Residents #2 and #3
were determined {o be intermittently diserianted

Dasr
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and that the facility exit doors should aiways ba
alarmed.
-Staff would be made immetiately aware that all
exit doors had to be alarmed at all times.
Second interview with the Administrator on
12/05/25 at 10:26am revealed:
-She had not reviewed all the residents’ FL-25
that had been living at the facility for a while.
-The care coordinalors were respensible for
reviewing residents' FL-2s,
-The facility exit doors were alarmed "most of the
time".
~The exit doors of the facility wars in view of the
camera system installed at the Facility.
-She did not think there were any residents in the
AL section of the facility who were disoriented,
D 273| 10A NCAC 13F .0902(b) Health Care D273
10A NCAC 13F .0902 Heaith Care Magnolia Gardens Care Coordintors
(b) The facility shall assure referral and follow-up :
to meet the routine and acute health care needs will ensure
of residents. that all residents referrals and
follow-ups are completed. All 1/21/26
; This Rule is not met as evidenced by: orders for medication, DME
. Based on observations, interviews, and record . . :
reviews, the facility failed ta ensure physician equipment, specialized doctors,
notification for 2 of 7 sampled residents (#1, #6) Home Health and Hospice orders
regarding behavlors (#1) and for a resident whao \
had recommendations from haspice for the use will be followed by the CC's.
of devices to preserve skin integrity (#6), The Lead Care Coordinator,
The findings are: ED and AD will audit 5 resident
: carts monthly for compliance.
1. Review of Resident #1's current FL-2 dated s
1172215 revealad: Resident referral anq follow-ups
-Diagnoses included history of falls, hypertension, are to include behavior changes.
Divisicn of Healh Seiwvice Regulation
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atrial fibrillation, alcoho! disorder, hypokalemia,
gastroesophageal reflux disease, and acute
transaminitis,

~There was no Information provided for
orientatlon status,

Revlew of Resldent #1's Resldent Reglster
ravaaled the resident was admitted to tho facliity
on 08/28/25,

Review of Resldent #1's care plan dated 08/29/25
revaaled;

-Resident #1 was assessed to be sometimes
disorianted.

=The resident was forgetiul and needad
remindars.

Raview of Resident #1's hospltal discharge
summary dated 08/28/25 ravealad:

-Resident #1 presented to (ke local hospltal
emergency department {ED) on 08/02/25 stalus
post a ground leve! fall with head trauma.

~The resident "was noted to be slightly confused®,
-The rasident lacked some safaly awareness and
was often impulsive at times to move quickly
when sha got out of bed.

Review of facility pregress notes for Restdent #4
ravealed:

-On 08/26/25, slaff documentad thae rasident
arrived at the facility with a family member, could
baslcally do for herself but would "need help with
remembaring things™.

=-On 08/30/25, the resldent was cursing at staff
and other residents,

-On 10/12/25, the resident was "very" confused
and wanted to cali the police.

=Qn 10/19/25, the resident was sean at the local
hospital ED and prascribed an antiblotic for
trealment of a urinary tract Infection,
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-On 11/17/25, staff heard an alarm sound,
Resldant #1 went ouislde, resident stated she
was looking for her car to go fo a loeal
depariment store, resident could not be
redirected back Inside the facility by staff, resident
cursed and fussed with staff, and resident started
walking toward the sidewalk away from the
facility. Emergency service (811) was called for
assistance.

-0n 11/23/25, staff documented the resident was
setling an alarm {type of alarm not specified) off
every 10 {o 20 minutes.

~There was no documentation that Resident #1's
primary care provider {PCP) had baen nolified of
behaviors exhibited by Resldent #1.

Observation of Res!dent #1 on 12/02/25 at
10:41am revealad;

~The resident was walking In tha 200-hall area of
the facility.

-There was a wander quard bracelet around
Resldent #1's right wrist,

~Thers was a yellow bracele! around Resident
#1's [oft wiist,

Second ohservation of Resldent #1 on 12/03/25
at 8:03am revealed the resldent exited the dining
room and asked a staff where her room was
[ocated.

Interview with Resldent #1 on 12/02/25 at
10:41am ravealed the bracelst on her right wrist
was to keep her from getfing out of the facility.

Second inlerview with Resldent#1 on 12/02/25 at
4:45pm revealed:;

~She was recently admiited to the facllity.

-Her famlly placed her at the facifity.

-She Iiked to walk and used to walk for miles
everyday befora she was admitted fo the facility,
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Interview with a medication alde {MA)on
12/05{25 at 10:10am revealed;

-She thought Residant #1 was confused,

-When Resldent #1 was first admitted, she saw
the residant walking toward the facility on the
sidewalk next fo the road in front of the facllity.
-Resident #1 sald she was ust going for a walk”,
-She thought the wander guard monltor was
placed on Resldent #1 right after that day (no
specific date providad).

Interview with & second MA on 12/05/25 at
11:00am revealed:

-Rasident #1 would gst lost finding her room and
was constantly asking where her room wasg
located,

=The staif did nat think it was likely that Resldent
#1 would be able to find her way back to the
facillty if she walked away.

Interview with the Lead Care Coordinator {LCC)
on 12/03/25 at 10:16am revealad:

-She was nat prasent when the wander guard
monitor bracelet was placed on Resident #1.
~The Administrator usually determined which
resident needed a wandsr guard monitor.

~She could not recall if the facility had ever
recelved a physician's order for 8 wander guard
monitor placemant,

~She had not known a wander guard monitor to
be removed from a resldant In the past unless the
resident had shown themselves notto be a safely
risk, which meant not gaing away from the facllity
toward the highway, which placed them at risk for
belng hit,

~She had not contaclad the PCP about Residant
#1 exiting the facility.

Interview with the Human Resourcas/Assistant

D273
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ravealed:

an fpcident.

incldents,

completed,

hospitallzed,

Director (HR/AD) on 12/05/25 at 4:50pm
~The MAs could call PGPs, espacially if (here was

~Tha initfal rasponsibility was with the MAs wilh
regards to the reporting and follow-up of

-Incldent reparts were completed for behaviors,
-She would axpsact tha MAs to repart behavioral
Incidents to the PCP befora the end of their
working shift after an Incident repart was

~The PCP contact was important so tha PCP
could pravida input regarding the resident,

interview with the Administrator on 12/02/25 at
4:55pm revealed:

~She placed the wander guard bracelet on
Resident#1 for precautions because she was
unfamiliar to the facillty.

-Resldent #1 racently had a urinary tract infection
and “was a little confused®.

-Resident #1 would go aut (he exit doors and
walk around the faclllfy.

-The facllity was using the wander guard to leam
Resident #1's behaviors.

Second Interview with the Administrator on
12/05/25 at 6:35pm revealed:

-The MAs were responsiblo for referring the
behavioral Incldent for Resident #1 to the PCP.,
~She would expect the PCP to be conlacted by
the MA for follow-up,

Telephone [nterview with Resident #1's PCF on
12/03)25 at 5:05pm ravealed;

-Resident#1 was deemed an elopemant risk
when sha was hospitallzed,

-Asltter was often at the resident's bedside when
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~Reasident #1 was still an elopement risk,

-He was usually Informad by the facility Internal
document If a residant laft the facllity, but he did
not ramembar knowing about Resident #1 leaving
the facllity,

-Resident #1 should not be able to walk ocutside
the facility without someone in attendance.

=If he had known, he weuld have told the staff not
to aliow Resldant #1 to walk outsida the facility
alone.

-He had not been made aware of any incldent
with Resident #1 by a phone call.

~The facility might have sent a faxed rapart to
him, but he did not recall slgning anything.

-Hae did not consider a wander guard a restraint
and concurred with Resident #1 wearing a
wander guard menitor,

2. Review of Resident #6's cument FL-2 dated
D9/15/25 revealed:

-Diagnoses Included Alzhelmer's disease, acute
posthemorthagic ansmia, other dysphagla
secondary, anxlety, tnspaciftad fall subsequent
encounter, other abnormalities of gait and
mobllity, ostecarthrifls, depression, cognitive
communlcation deficit, muscle weakness,
dysphagla unspecified, and other reduced
mobility.

-Special Care Unit (SCU) was the recommended
level of care,

Review of Resident #8's Resident Register
revealed Resident #8 was admitled to the facility
on G6i22/22,

Raview of an incldent/accident report dated
07M4/25 revealed: .
=The incident occurrad on 07/14/25 at 5:45am,
~Resident #6 was being transperted from bed o
chalr by medication alde (MA) and personal care
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alde (PCA).
-Rasldent #8's leg bumped agalnst tha chalr
which caused her skin to tear.

~There was a skin tear to the left arm and a skin
tearto the left leg documented,

«There was no documentation that a physiclan
was notified,

~There was no documantation that a family
memberwas notlfiad,

Revisw Resident #6's hosplca nurse notes dated
07115125 rovealed:

~The nurse was notified by the hosples alde that
the resident had saveral new skin fears and
brulseg,

~Staff were unsure what happened.

-The charge manager at the hospice ageney and
a staff member at the facllity were notified,
-Resident #5's right leg had a brulse 4
centimeters by 2.3 centimetars.

-Resident #6's right leg had a skin tear 2.5cm by
2em,

- Restdent #6's ripht arm had a skin tear 2em by
2cm.

-There was bilatsral bruising on the hands and
bilateral bruising on the feet of Resident #6.
~There was a bruiss on the right wrist,

~Gerl sleaves would ba orderad to protect
Resident #6's anms.

~Resident #6 had a contracted left arm,

-A carrot would be ordered for Resident #8 (a
carrot Is a daviee that can be placedin a
contracted hand to preserve skin Intagrity).

Observallon of Resident #5 on 12/03/25 at
10:35am revealed:

-Rasldent #6 was resting in har whealehalr In the
common area.

-Resident#6 had protectiva boots on both legs.
-Resident #6 was not wearing gerl sleaves and
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did not hava a carrot in her hand.

Interview with the hosplce licensed practical
nurse (LPN) on 12/03/25 at 10:10am revealed:
-Resident #6's genl sleaves and carot ware not
on currently, but her arms looked good.

~Her geri steeves should be applisd In the
moming and off at night.

-Rasldent #6's camot should be used In the
rmoming and taken out at night, but Resident #8
could usa them at night.

-Rasldent #6's ger slesves wers on at times
when she arrived, and the camot was usually in
her hand.

-She would ask steff if the sleeves were notIn
place,

~The carrot was in place due to 2 hand
contractura, and to prevant further contraciure.,
~The slesves were lo prevent skin tears and
bruising.

~There was a minor skin tear here and there If the
ger sleeves wara not on.

=Geri sleaves were put in place after the July
2025 skin tears,

Interview with a PCA In Resident #6's room on
12/03/25 at 10;36am revealed:

-She found Resldent #6's carrot In the dresser,
-The carrot was usually In Resldent #i5's right
hand,

-She had not sean the ger sleeves on Resident
#8 in a month or more.

-Resident #6 had not beon wearing her geri
slaaves.

Second nterview with the hospica LPN on
12/03/25 at 10:44am revealed:

-She did not know when she last saw tha geri
slaevas on Resldent #5.

-When items wara ordared, they ware usually
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brought ta the facility by the nurse that ardared
them,

-At sama point in the last two months, she had
seen the gerl slesves.

Observation of Resldent #8 on 12/04/25 from
11:04am to 11:02am ravealed:

~5he was sliting In the common area in her
wheslchalr with protective boots on,

~Her carrot was not In her hand, and she was not
wearing geri sleeves,

-Tha PCA slowly opened the resldant's left hand
and placed the carrat,

~The resident made a vocalization and withdrawal
as if experlencing a temporary Increase In pain.

Interview with a PCA on 12/04/25 at 11:02am
revealed the hospice alde gave Resldent#6 a
shower this moming and forgot la place tha carrot
In her hand.

Observation of Resldent #5 on 12/04/25 at
4:19pm revesled:

~Tha resldent was sltting in the common area by
the TV with a carrot in her left hand,

=She did not have geri sleaves on.

~8he had protectiva bocts on both legs.

Confidantial interview with a staff member
revealed:

-She did not recall Resldent #6 having ger
sleevas or ardars for ger slesves.

=Most of the time, they did not raceiva orders
from hosplce before they were sent to the
phammacy or the suppler.

-Everything needed an order bacause the order
would give facts of why it was needed ar what
henefits were, or how to usa H.

-Staff knew how to use the carots, there could be
an crder.
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Review of a clinical and hosplce alde
documentation sheet for Resldent #5 dated
0716/25 revealed:

~-The nurse case manager recommended geri
sleeves for Resldent #8 on 07/15/25,

-The order was not obtalned, therefore, no order
for geri sleaves was antered.

~The note was signed without a date next ta the
sfgnature,

Review of a clinical and hospice alde
documentation sheet for Resldant #8 datad
07116125 revealed:

The nurse casa manager recommended geri
sleeves for Residant #6 on 07/15/25,

~The order was not obtalned, therefare, no order
for geri sleeves was entered,

-The note was signed with the date 12/03/25 by
the signature,

Telaphone interview with a hosplca care manager
for Resident #8 on 12/05/26 at 10:04zam ravealed:
-Na order was made for the geri slaaves, and she
wrote a document back-dated 07/16/25, but just
wrate the document on 12/03/25,

-She would send a document clarifying that it was
written Wednesday, 12/03/25,

-The carols were orderad from a durable medical
equipment suppller, and she did not know if there
was an order,

=They would writa an order for something ke
compresslon socks, but not for the use of the
carrol,

~They would teach staff how to place the device;
an order could have Informatlor: about how to
clean the hand.

Interview with Lhe Special Care Coordinator
{SCC) on 12/03/25 at 11:00am revealed:
Dhvislon of Haalth Sarvice Rogulation
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-She had not seen Resident #6's geri sleaves
since she became the SCC at the end of August
2025.

-She would have to be more aware of what was
ordered,

-She did nat know to ask about the sleeves.
~Sha knew about Resldent #6's bools and camot,
~The slaaves would help to prolect Resldent #5's
arms from getting hit on the whoslehalr with
transfars and prevent skin tears.

-She would try to put a nama on Resldent #6's
sleeves and kesp track of them because things
could gat lost easfly.

Second interview with tha SCC on 12/05/25 at
8:50am revealed:

-The camot was {0 be used as neaded, and she
did nat know If thare was an ordar.

~It was possible hospice tralned staff on the carret
and slesves,

-She would eall the hospice nurse and ask how to
use the carrot and slaaves,

-Inconsistent use of the carrot and sleavas was a
problem,

-Some staff did not pay attention to detall,

-She could not held them accountable without an
order,

-PCAs should check to seg that the nails of
Resldant #5's left hand were not touching her
skin.

~the PCAs wara not conslstent enough, making
sura that the camot was In Resldant #85's [eft hand
avery day.

-She thought that the purpase of lhe camot was to
keep tha rasident's fingamalls off of the skin.

interview with the Lead Care Coordinator (LCC)
on 12/03/25 at 11:15am revealed:

~Staff should let tha SCC know that the Rasldent
#0 did not have the slesves.

D273
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-The SCC should have gottan new slesves.
-Aracommendation was like an order In her eyes.
-The staff could also order extra sleeves.
-Sleeves wauld protect agalnst skin tears and
maybe not brulsing.

~There wags training with staff and a physical
therapist on transferring residents appropriately,
~Things had improved since the training and
Resldent #5 had not had skin tears.

interview with the Administrator on 12/03/25 at
11:38am revealed:

-The transfar training was sither mid-lune or
mid-July and things got a lot better after that.
~When staff ware hired, thay went throtigh
licensed healthcara personnel support tralning to
go over transfers and skin care,

-The geii sleeves were done for a while and then
discontinued because Resident #6's wound was
healed.

-Normally the sleeves were wom for about twa
weeks,

~She would check if there was an order for the
slaoves,

-If there was a recommendation but not an order
from hospice, facillty staff should tell the hosplee
nurse to alk with the primary care provider (PCP)
abeut an order.

-The slaaves should be on Resident #6 properly
and there should be tralning.

~The sleeve was to be placed on the skin tears
until they healed.

Interview with the Administrator on 12/05/25 at
12:22pm ravealed:

-The process of coordination was to talk to
nurses and nursa aldes with hosplea.
~Typleally, the hosplce nurse would give orders,
but thera was not an order for the sleeves.
~Tha cancem was that they wera not getting all
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the documentatlon,

-She met with the hosplee director with concems
that hospice nurses were telling staff what to do.
-She was concemed that they had brought a bed
alarm for a resident.

Telephone interview with the PGP for Resident 6
on 12/03/25 at 3:29pm revealad:

-Sha saw Resident #5 on 06/30/25 and did not
make nole of a skin tear or concem,

-She coutd not recall if she ordered geri slegves,
but hospice could have ordered them through
thelr physician,

-Sometimes geri sleeves could be helpful and
could protect from a skin tear, but skin tears
could still happen.

-8he did not remember seaing the sleeves,
-Resident #68 had fragile skin and minimal fat and
elasticity to protect the skin.

-The sleaves may or may net protect from skin
tears and Resident #6 could still have shearing
injuries,

Attempted telephone internview with the
responsible party for Resident #6 on 12/05/25 at
10:48am was unsuccessful,

T0ANCAC 13F ,1003 (d) Medication Labels

10A NCAC 13F 1003 Medication Labels

{(d) Non-prescription medications shall have the
manufacturer's label with the expiration date
visible, unless the container has been labeled by
a licensed pharmacist or a dispensing
practiioner. Non-prescription medications in the
original manufacturer's conlainer shall be labeled
with at least the residant's name and the name

D273
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shall not obstruct any of the information on the
container. Faclity staff may label or wiite the
rasident's name on the container.

This Rule is not met as evidenced by:

Based on abservations, interviews, and record
reviews, the facility failed to ensure a
non-prescription medication was labeled with the
resident's name and medication administration
instructions for 1 of 7 (#4) samplad residans.

The findings are:

Review of Resident #4's curent FL-2 dated
03/31/25 revealed diagnoses includad mental
disability, chrenic constipation, and epilepsy.

Review of Resident #4's physictans' orders dated
08120125 revealed {hera was an order for
Bisacodyl Smg give 1 tablet every other day,
{Bisacodyl is used to treat constipation.)

Review of Resldent #4's electronic medication
adminisiration records (eMARY) for November
2025 and December 2025 revealed:

~Resldent #4 refused to take Blsacodyl 5mg 8 of
13 opportunities In November and Dacember.
-Bisacodyl 5mg was administered on 11/30/25 at
9:00am on the eMAR.

Observation of Resident #4's medications on
hand on 12/03/25 at 10:55am revealed:

~There was a medication bubble-pack card in
Resident #4's medications with the label torn off.
-Tha card contained 12 small, orange tablets
imprinted with the number 5,

D 355

Magnolia Gardens Med-Techs

will ensure that

all residents medications are
labeled with Name and directions.
Medications will either be in original
containers or have a [abel for
directions from Pharmacy.

Lead Care Coordinator and Care
Coordinator's will audit 5

residents medications weekly to

ensure compliance.

1218125
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Intervisw with a medicalion aide (MA) on
12/03/25 at 11:00am revealed:

=The unlabeled medication card contalned
Bisacedyl 5mg.

-She did not know why the medication card was
not labeled and had not noticed it previously.
-Resident #4 often refused to take Bisacadyl
Smg.

Interview with Resident #4 on 12/03/25 at
11:05am ravealed:

~She tore the label off the medication card herself
when she was cut of the facility on leave from
1125125 to 11130/25.

-The medication was for her bowels and she did
not taka the medication any longer.

-She tore the Jabel off the medication because
she would not take it again,

Interview with the Lead Care Coordinator {LCC)
on 12/03/25 at 12:48pm revealed:

-She was shown the medicaticn card with the
label torn off an 11/30/25 and she Instcucted the
MA to order a new card of Bisacedyi for Resident
#4 from the pharmacy.

-Tha MA did not follow her instructions and obfain
a [abeled medication card.

~The MA on 11/30/25 shauld not have
administered the Bisacodyl to Resident #4 that
day because the medication was not labalsd.
-Administering & madication to a rasident that
was not labeled properly could cause harm to a
resident.

Interview with the Administrator on 12/04/25 at
10:40am revealed:

-She was not aware that there was a medication
that was unlabeled with Resident #4's
medications.

-Staff should never administer a medication that
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is unlabeled or place an unlabeled medication an
the medication cart.
-5taff could not properly confirm thay were
administering the right medication without a label
on the medicalion.
D 358 10A NCAC 13F .1004 (a) Medlcation D 358
Administration
T0A NCAC 13F _1004 Medication Administration
{a) An adult care home shall assure that the
preparation and administration of medicalions,
prescription and nen-prescription, and treatments .
by staff are in accordance with: Magnolia Gardens Care Coordinators
(1) orders by a licensed prescribing practitionar will ensure that all new and

which are maintained in the resident's record; and

(2) nules in this Section and the facifty's policies discontinued medication orders are

and procaduras. faxed/electronically sent to the

This Rule is not met as evidenced by: phar.maf:y the. same d_ay recewerf'

Based on observations, intorviews, and record Medication will be verified by CC's |1/22/26
reviews, the facility failed {0 ensure medications in the eMAR within 24 hours.

were administered as ordered for 1 of 3 residents .
(#8) observed during the medicatian pass Med-Techs will ensure that the
including errars with an eye vitamin supplement medication is stocked or pulled
used for macular degeneration and a vitamin

supplement for Vitamin B12 deficiency and for 1 off the med cart.

of 7 residents (#7) sampled for record raview for Lead Care Coordinator and Care
an error with a nasal spray used lo treat seasonal Coordinator's will audit 5
allergy symptoms. . L

residents medications monthly to
The findings ara: ensure compliance.

1. The medication eror rate was 7% as
avidanced by 2 atrars aut of 26 epportunitias
during the 8:00am medicalion pass on 12/03/25.

a. Roviow of Resident #8's current FL-2 dated
03110/25 revealed:
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-Dlagnoses included dementia, hypertension, and
gastroesophageal reflux disease.

~There was an order for Vitamin B42 1000meg 1
tablet once daily, (Vitamln B12 Is used to treat
Vitamin B12 deficlency.)

Review of Reslidant #8's lab resuils dated
06/11/25 revealed the residant's Vitamin B12 level
was > [greater than) 2000 {reference range 213 -
818).

Review of Resldant #8's primary cara provider
{PCP) order dated 07/15/25 ravezaled:

-There was an order to discontinue Vitamin B12,
~There were instrugtions to send the order to the
phamacy to remove [t from the medication list,
~There was a red stamp imprint on the top right
comer of the page wilh the word "faxed™ and a
space to document the date the order was faxed,
-There was no date recorded of when the order
was faxed to the pharmacy.

Review of Resident #8's signed physlicians' order
sheet dated 10/22/25 revealed Vitamin B12
1000meg continued to bs listed on the resident's
setof orders.

Review of Resident #8's physician’s orders and
pregress notes revealed no documentation the
facllity contacted the PCP to clarify Vitamin B12.

Observation of the 8:00am medicatlon pass on
12/03/25 revealed:

=The medlcallon alde (MA) preparad and
administered one Vitamin B12 1000mcg tablet
when the resident received har other moming
medications at 7:34am.

-Vilamin B12 1000meg was administered after
the order had been discontinued on 07/15/25.

D358
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Review of Resident #8's July 2025 - Dacember
2025 elactronic medication adminlstration records
{eMARSs) revaaled:

~There was an entry for Vitamin B12 1000meg 1
tablet once dally scheduled at B:00am an the
eMARs far each month.

-Vitamlin B12 was documented as administered
from 07/01/25 - 12/03/25.

-Thera was no documentation of Vitamin B12
1000micg being discontinued from the sMAR
when it was ordered to be discontinued on
07115125.

Observation of Resldent #3's medleations on
hand on 12/03/25 at 10:50am revealed:

-There was a supply of Vitamin B12 1000mcg
tablets dispensed on 11/08/25 with instrucllons to
take 1 tablet daily.

~There were 14 of 30 tablets remalning.

Interview with the MA on 12/03/25 at 10:51am
revealed:

-She administered Vitamin B12 to Resldent#8
bacause it was on the eMAR and in the
madicatian cart,

=She dld not recall Resident #8's Vitamin B12
belng discontinued.

Telephone interview with a pharmacist at the
facility's confracted pharmacy on 12/03/25 at
J:00pim revealed:

~The pharmacy staff entered orders into the
facility’s éMAR system when recelved, including
orders to disconlinue medications.

=The facility staff were responsible for approving
orders entered into the eMAR system.

~The phammacy never received an ordar to
discontinue Resident #8's Vitamin B12 tablet,
which is why It was not removed from the aMAR
or physician's order sheet,

Dasse
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Interviews with the Lead Gare Coordinalar {LCC)
on 12/03/25 at 12:10pm and 2:28pm revealed:
~The Care Coordinators wera responsibla for
faxing orders to the phammacy, usually on the
same day the order was recelved,

-The red “faxed" stamp was used by the faciiity to
document when an arder was faxed to the
phamacy.

-Ifthere was no faxed stamp dated recorded, the
order was probably not faxed to the phammacy.
~The pharmacy usually entered erders into the
eMAR system, and the Care Coordinators were
responsible for reviewing and verifying the orders
In the eMAR system.

~The Care Coordinators ware responsibls for
glving discontinued medication orders to the MAs
and the MAs were supposed to pull the
discontinued medication and send it back to the
phammacy.

-It appaared Resldent #8's order to discontinue
Vitamin B12 was naver sent to the pharmacy so
the medicatlon was never stopped as ordered,
~The Care Ceordinators were responsihle for
following up with the pharmacy [ an order was
not entered into the aMAR system.

-She spoke with Resident #8's PCP today,
1213125, and varified Resident #8's Vitamin B12
should have been discontinued In July 2025.

Interview with the Administrator on 12/03/25 at
12:34pm revealed:

-The Care Coordinators were responsibla for
faxing all new medication orders, including
discontinued erders to the pharmacy, except for
orders sent to the pharmacy electronically bya
providar.

-The Care Coordinators wara responsible for
approving orders in the eMAR system.

~The Carg Coordinators conducted medication
Division of Hezllh Sorvice Ragulation
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cart audits monthly and chart audits quarerly,
-8he also did random medication checks
quarterly.

Telephone Interview with Resldent #8's PCP an
12/03/26 at 3:29pm revealed:

-Resldent #8's Vitamin B12 leve) was elevated an
06/11/25.

~She wanted the lavel to be high so when she
discontinued the Vilamin B12 tablat, the
resldent's Vilamin B12 lavel should have gone
back down and stayed In the normal rangs,

-She was not aware Vitamin B12 continued to ba
Included on the resident’s medicatlon list on the
physiclans' order sheals,

~-No one from the facility had contaeted her
regarding Resident #8's Vitamin B12 orders prior
to today, 12/03/25,

-Resldent #8's Vitamin B12 should have been
discontinued on 07/15/25,

-Resident #8's Vitamin B12 leve) had nat besn
chacked since June 2025 because she thought
the resident stopped taking It in July 2025,

Based on abservallons, Interviaws, and record
review, it was determined lhat Resident #8 was
not intarviswable,

b, Review of Resident #8's ey care prvider
order dated 09/22/25 revealed;

~There was a written prascription for Heallhy Eyes
SupearVision 2 teke 1 sofigel twice a day with
meals. (Healthy Eyes SuperVision2[s a
high-potency eye vitamin with antloxidants and
minerals used to support healthy ey function.}
~There was no rad "faxed” stamp on the
prescriplion to document the date the arder was
faxed to the pharmacy.

Observation of the 8:00am madication pass on

Division of Health Servica Requiation
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12/03/25 ravealed;

~The medication alde (MA) prepared and
administered moming medications to Resident #8
at7:34am.

-Tha MA did not prepare and administer a
Healthy Eyes SuperVision 2 sofige) as crdered on
09/22/25,

Revlew of Resldent #8's September 2025 -
Deacembar 2025 eleclronic medlcatlon
administration records (6MARs) revealed thers
wore no entrles for Healthy Eyes SuperVislon 2
softgels on the eMARS, and nono was
documented as administered.

Observation of Resldent ##8's medications on
hand on 12/03/25 at 10:50am revealed there
wera no Healthy Eyes SuperVision 2 softgels
availabla for adminlstration.

Interview with the MA on 12/03/25 at 10:51am
revaaled:

=She did not administer Healthy Eyas SuperVision
2to Resident #8 because it was not an the eMAR
and thare was none avallable In ke medlcation
cart,

-She was not aware Residant #8 had an ordsr to
raceive Healthy Eyes SupsrVision 2 softgels,
-Resident #8 hiad not complalned to her of any
cancems with her ayas or vision,

-The Care Coordinators were responsible for
sending medicatlon arders to the pharmacy.

Telephone [nterview with 2 phammacist at the
facllity’s contracted pharmacy on 12/03/25 at
3:00pm revealed:

~The phamacy staff entered orders Inta tha
facllity's eMAR system when racslived,

=The pharmacy never recaived an order for
Resldant #8's Haalthy Eyes Super\Vision 2 Eye

D358
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Vitamin so they never dispensed any for the
resident.

-If the pharmacy had recelved the order for
Resldent #8's Healthy Eyes SuperVision 2 Eye
Vitamin, it would hava been scheduled to ba
administered twice a day at 8:00 and 5:00pm with
maals.

Interview with the Lead Care Coordinator {Lcc)
oni 12/03/25 at 12:10pm revealed:

~The Care Coordinators were responsible for
faxing orders to the phamacy, usually on tha
same day the arder was recelved.

~The red "faxed” stamp was usad by the facliity to
document when an order was faxed fo the
pharmacgy.

-Not having a rad “faxed" stamp on Resident #8's
prescription for the eya vitamin indlcated the
order was not faxed lo the pharmacy.

-The pharmacy usually enterad orders into tha
eMAR system, and the Care Coordinators wers
responsible for revlewing and verifying the orders
in tha eMAR system,

=The Care Coordinators were responsible for
following up with tha phammacy if an order was
not entared into the eMAR system.

~The Care Coordinators should be doling chart
audits at least once a month to ensure
medicatlons were belng adrministered as orderad.

Interview with the Administrator on 12/03/25 at
12:34pm ravealed:

=The Gare Coordinators wara responsible for
faxing all new medication orders to the phamacy,
excapt for orders sent to the pharmacy
elactronleally by a provider.

~The Cara Coordinators ware responsible for
approving orders In the sMAR system.

=The Care Coordinators conducted madleation
cart audils monthly and chart audits quartery.

D358
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-She also did random medlcation checks
quarery.

Telephona Interview with a patient coordinator at
Reaident #8's eye care provider's office on
12/03/25 at 2:50pm revealed:

-Resident #8 was last seon by the eye care
provider an 08/28/25,

-Heallhy Eyes Supervislon 2 Eya Vitamin was
usually prescribed for macular degeneration.
{Macular degeneration Is a chronic eye diseass
most often associated with aging and ean lead to
significant vislon impalrment.)

~Resident #8 should have recelved Heallhy Eyes
SuperVision 2 Eye Vilamin when lt was
prescribed.

-Resldent #8 should start taking the eye vitamin
right away.

Telephons Intarview wilh Resident #8's aya care
provider on 12/03/25 at 4:40pm revealed:
-Resldent #8's Healthy Eyes SuperVision 2 Eye

Vitamin was prescribed for macular degeneration.

-There was no Immediate corcarn about
Resldent #8 not receiving the eye vitamin as
ordsred but the facility should abtain the aye
vitamin and start adminlstering it now,

Based on observations, Intarviews, and record
raview, it was determined that Resident #5 was
not Interviawable,

2. Review of Resident #7's curant FL-2 dated
12/30/24 ravealed;

-Dlagnoses Included dementia, seasanal
alfergles, major depressive disordar, anxlety,
hypertension, and ostevarihritls.

=There was an order for Flonase Nasal Spray
50mcg 1 spray in each nostril twice a day.
{Flonase Nasal Spray Is used {o traat seasonal

D358
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allergy symptoms.)

Review of Resident #7's Novamher 2025
€electronle medication administration record
(eMAR) revealed:

-There was an entry for Flonase Nasal Spray
§0mcg instill 1 spray into each nastril twlce daily,
“family providas®.

-Flonase Nasal Spray was scheduled for
adminisiration at 10:00am and 8;00pm.
=Flonase Nasal Spray was documented as not
being administered on 11/20/25, 11/2225,
11124125, 1125/28, and 11/26/25 due to being out
of stock,

Review of Resident #7's Decomber 2025 eMAR
dated 12/01/25 - 12/02/25 ravealed:

-There was an entry for Flonase Nasal Spray
50mg instill 1 spray into each nostril twice dally,
"family provides™,

-Flenase Nasal Spray was scheduled for
administratlon at 10:00am and 8:00pm.
-Flonasa Nasal Spray was documented as nat
belng administered on 12/01/25 due to belng out
of stock and not administered on 12/02/25 due to
the resident refusing.

Observation of Resident #7's medications on
hand on 12/05/25 at 9:54am revealed there was
no Flonase Nasal Spray available for
adminlstration,

Interview with a medication alde (MA} an
12/05/25 at 9;54am revealed:

-Resident #7'z Flonase Nasal Spray was out of
stock.

-Resldent #7's family member usually provided
Flonase Nasat Spray for the rasident.

~-3he was not sure iIf anyone had contacted
Resldent #7's famlly member about needing

D ass
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Fionase Nasal Spray,

Telaphona interview with Resident #7's family
member on 12/05/25 at 11:45am revealed:
-She usually brought Resldant #7's medications
to the facility.

-Alct of times, the MAs let her know Resident #7
nesded medications after the resident had
already completely rn out of madicatlen.
-Someone at the facility just called her today,
12/05/25, to let her know Resldent #7 needed
some Flonase Nasal Spray.

-She was not told that the resident was
complataly out of Flonase Nasal Spray, just that
tha resident neaded some,

Interview with the Special Cara Coordinatar
{SCC)on 12/05/25 at 4:31pm revealed;
-Rasldent #7's famlly member bought
over-the-caunter (OTC) medications for the
resident and brought them {o the facllity, Ircluding
Ficnase Nasal Spray.

-The MAs wara responsible for notifying Resident
#7's family member when the residant's
medicatlons were gatling low and neadad to be
breught to the facility.

-Resldent #7's family member came to the facllity
every day so the MAs could either let the family
member know in persen or they could call her on
the phane.

~The MAs could also let her know when Resldent
#7's medication supply was running fow and she
could contact the family member.

-She was not awara Resident #7 was out of
Flonasa Nasal Spray.

-Resldent #7 had rot been having any current
allergy symptoms such as sneezing or runpy
nose.

Interview with the Adminlstrator an 12/05/25 at
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4:48pm revealed:
~She was not aware Resident #7 had run out of
Flonase Nasal Spray.
=The MAs should notify Resldent #7's family
member when there was a one-week supply of
medication remalning,
Attempted talsphone interview with Resldent #7's
primary care provider (PCP) on 12/05/25 at
4:16pm was unsuccessiul,
Based on observations, Interviews, and record
reviaw, It was determined that Resident #7 was
notinterviswable.
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