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Review of Resident #3's current FL2 dated
2/28/14 revealed diagnoses of diabetes mellitus
type 2, memory disturbance / 108S,
gastrcesophageai reflux disease, hypertension,
major depressive disorder, alcoholism and
tobacco dependence.

Medication orders on the current FL2 dated
2/28/14 revealed Boniva (used 0 prevent and
treat bone loss) 150mg once every month.

Review of Resident #3's record on 2/5/ 15
revealed:

A written note from the facility to Resident #3's
physician on 6/10/2014 stated "insurance will not
pay for Boniva ...please discontinue of change."
_Acopy of a prescription dated 6/11/14 for
Fosamax 70mg once per week.

Review of Resident #3's November 2014 MAR on
2/5/15 at 10:30am revealed documentation of
Fosamax being administered on 11/5/14,
11/1214 and 11/19/14.

Review of Resident #3's Decemberl 2014 and
January 2015 MAR on 2/5/15 at 10:30am
revealed there was no documentation of
Fosamax being administered.

Review of Resident #3's February 2015 MAR on
2/5/15 at 10:30am revealed documentation of
Fosamax being administered on 2/4/15.

Interview with Resident #3 on 2/5/15 at 9:40am

while on the jnitial tour revealed no medication
administration jssues or concerns.

Interview with Supervisor in Charge (SIC) on

"2/5/15 at 12:35pm revealed Resident #3 was in
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and out of the facility multiple times in November
2014, December 2014 and January 2015.

Review of Resident #3's record revealed
documentation of her being out of the facility
from: .

-11/25/14 until 12/2/14.

-12/19/14 until 1/13/15.

Interview with SIC on 2/5/15 at 1:50pm revealed:
-She administers medications for all 3 facilities.
-She strives for accuracy of the MAR's.

-"I always check my MAR's and honestly feel this
was a documentation mistake."

-"l would have given the medication, | just didn't
sign the MAR."

Interview with Resident #3 on 2/5/15 at 1:55pm
revealed:

-She knows her pills and medications.

-She self-administers her medications when away
from the facility.

-She is a "fanatic about taking my pills" when
away from the facility and would have taken the
medications that the facility sent home with her.

Interview with a representative from the facility's
contracted pharmacy on 2/5/15 at 2:00pm
revealed: ,

-A four week supply of Fosamax was delivered to
the facility on 11/26/14.

-A four week supply of Fosamax was delivered to
the facility on 2/2/15.

Interview with Administrator and SIC on 2/6/15 at
9:30am revealed:

-Fosamax was not on the list of medications
given to Resident #3 when she left the facility on
12/19/15.

-Resident #3 was scheduled to receive Fosamax
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on Wednesday, 12/24/14.

-Resident #3 was scheduled to return to the
facility before 12/24/14.

-When Resident #3 did not return to the facility as
scheduled there was one pill remaining in the
11/26/14 bubble pack.

-Administrator stated Resident #3 would have
been administered the 12/24/14 dose of Fosamax
on 1/14/15.

-Resident #3 would have missed 5 doses of
Fosamax (12/24/14, 12/31/14, 1/7/15, 1/21/15,
and 1/28/15).

-SIC stated it was "her error” for not documenting
on the MAR and not reordering the Fosamax until
1/26/15.

Observation on 2/6/15 at 9:30am of list of
medications sent home with Resident #3 revealed
Fosamax was not on the list.

Interview with the Administrator on 2/6/15 at
9:50am revealed:

-Checking the MAR for accuracy is the
Administrator's responsibility.

-At her last chart audit she did only checked the
December 2014 or January 2015 MARs, checked
only the February 2015 MAR.

Cbservation of Resident #3's medications on
hand at the facility on 2/6/15 at 10:00am revealed
3 of 4 Fosamax 70mg tablets were available.

Phone interview with staff at Resident #3's
physician's on 2/6/15 at 1:30pm revealed the
missed doses of Fosamax would have had "no
adverse effects and the patient is doing well."
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Shook, Linda

From: Shook, Linda

Sent: Monday, March 23, 2015 3:31 PM

To: Cathie Beatty (Cathie.Beatty@buncombecounty.org)

Cc: Fitzgerald, Casey E; Penland, Beverly D

Subject: WOODLAND TERRACE FAMILY CARE HOME #5 - BUNCOMBE COUNTY
Attachments: Woodland Terrace #5 2015-03-03 POC-BNRJ11.pdf

Please find attached copy of the approved Plan of Correction (POC) for the above
referenced facility.

Thank you.

Linda Y. Shook, Processing Assistant
Adult Care Licensure Section

NC Department of Health and Human Services
Division of Health Service Regulation

12 Barbetta Drive, Asheville, NC 28806
Phone: (828)670-3391 x 149

Fax: (828)670-5040
Linda.Shook@dhhs.nc.gov
www.ncdhhs.gov/dhsr

Email correspondence to and from this address is subject to the North Carolina Public Records Law and may be disclosed to third parties by an authorized State
official. Unauthorized disclosure of juvenile, health, legally privileged, or otherwise confidential information, including confidential information relating to an ongoing
State procurement effort, is prohibited by law. If you have received this e-mail in error, please notify the sender immediately and delete all records of this e-mail.







