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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:
TYPE B VIOLATION

Based on cbservations, interviews, and record
reviews, the facility falled to ensure health care
referral and foliow-up for 1 of 5 rasidents sampled
{#2) related to not coordinating podiatry care for a
resldent with diabetes; implementing referrals for
physical therapy and a gastreintestinal provider;
obtaining a urine sample and getting a urinalysis

delay on ancther occasion including failing to
notify the primary care provider of the delay or the
results; and failure to coordinate to have an
antipsychatic injection available in the facility
when the home health nurse was scheduled to
administer it

The findings are:

Review of Resident #2's current FL-2 dated
11/18/20 revealed dlagnoses included diabetes
type 2, fall risk, cervical degeneration (discs in the
cervical spine start to break down due to wear
and tear), and clavicular fracture (braken
collarbone).

Review of Resident #2's current assessment and
care plan dated 03/30/21 revealed:

da—]

Plan of Correction is prepared solely as a
matter of compliance with State law.

13F .0902(b} Health Care

The facility shall assure referral and follow-up
to meet.the routine and acute health care
needs of residents.

Resident #2’s order for BP and pulse for
Propranclol documentation and FSBS
parameters were included in the electronic

"~ medical record by thie DDCS on 10/ 14721

PCP was notified of Resident #2's missed PT
referrals on 10/14/21.

Resident #2's Gl appointment on 11/5/21@ |
10:30 was entered into the Electronic Medical
Record Resident Calendar on 10/15/21,

Parameter orders for Resident #2 FSBS were
obtained on 10/15/2021,

PCP has been notified of all concerns regarding
Resident #2.
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Error reports with appropriate notifications
were completed by the Executive Director on
10/15/2021.

-The resident was ambulatory and used a walker,
-The resident was oriented ang had adequate
memory.

-The resident was independent with eating.

-The resident required limited assistance by staff
with {oileting, ambulation, and transferring.

-The resident required extensive assistance by
staff with bathing, dressing, and grooming.

All diabetic residents are on the list to be seen
by podiatry on 10/20/2021,

Staff responsible for medication
administration were in-serviced on the order
processing system by the Area Clinical Director
(RN} on 10/13/21. Orders for DME, Labs,
Oxygen, Therapy etc. are to be placed in the
blue folder and followed up on daily by the

a, Observations of Resident #2 on 10/13/21 at
8:36am and 10/15/21 at 11:00am revealed:
-The resident’s toenails on both feet were
yellowish brown, fong, and thick.

~The great toenails on both feet were
approximately 1 inch long and jagged.

~The 2nd, 3rd, and 4th toenalls on both fast
curved over the top of the toes and pressed into
the skin under each of the toes.

-There were no opeh areas on the skin around
the tosnails,

Inferviow with Resident #2 on 10/13/21 ot 9:38am

care manager or their designee 'déily until
resclved.

and 10/15/21 at 11:00am revealed:

-Her toenails were long and needed frimming.
-She told the facllify's Transporter that she
wanted to see a podiatrist (could not recall when)
but the Transporter told her it would cost $50 to
sea the podiatrist,

-She did not recall if or when she had seen a
podiafrist.

-Her toenails sometimes pushed into her shoes
and it hurt sometimes.

Review of Resident #2's progress notes and
provider visit notes revaaled no documentation of

the resident being seen by a podiatrist.

Interview with a personal care aide (PCA) on
10/15/21 at 2:53pm revealed:
-Resident #2 was scheduled for showars three

-noted in the resident’s electroric medical

All orders received will be processed utilizing
the Order Processing System,

All resident appointments will be entered into
the calendar in the electronic medical record
by the manager processing the order.
Resident appointments/facility calendar will be
reviewed daily during standup. Missed
appointments will have physician and family
notification with appropriate documentation

record,
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times a week on first shift.

-She assisted the resident with-toileting, dressing,
and bathing,

-She had not naticed the resident's toenalls
needed to be trimmed.

-lf she had noficed the resident's toenails needed
to be timmed, she would have reported it to the
medication aide (MA), who was her supervisor.
-Resident #2 had diabetes and sha was not
allowed to frim or clip the toenails of residents
with diabetes.

Interview with a second PCA an 10/15/21 at
3:05pm rovealed:

-Resident #2 was scheduled far showers three
times a week on first shit,

~-She usually gave the resident a shower if she
was assigned to that hall.

-When giving showers, she was supposad fo
observe any issues with skin, fingernalls, and
toenails,

On shower days, staff members performing
showers complete a skin assessment sheet in
the electronic medical record. Staff
documentation includes but is not limited to
condition of fingernails and toenails. The Care
Manager or Executive Director reviews the skin
sheets daily during stand-up. Residents noted
to need follow-up are addressed at that time
with the appropriate refarrals made and
subsequent documentation made in the
electronic medical record.

A referral form is completed by the Care
Manager and accompanies resident to the
physician visits in addition to their list of
current medications, vital signs, and additional
pertinent information.

She-hadnobraticadd dort i

needed to be trimmed.

-The resident's diagnosis included diabetes,
-Residents with diabsetes were usually sent out to
a podiatrist for thelr fingernails and toenails to be
trimmed,

«If she had noticed any issues with the resident's
toenails, she would have documented it in the
activities of daily living (ADL) progress notes and
natified the MA.

Interview with the Resident Care Coordinator
(RCC) on 10/15/21 at 9:33am revealed:

~She saw Resident #2's toenalls on 10M4/21 and
the resident needed to see a podiatrist because
her toenails were long and thick and she had
diahetes.

-No one had reported any concems about the
resident's {oenails fo her.

or :
Orders will be processed utilizing the Order
Processing System twice daily.

Variances in arders will be reviewed by the
care managers daily during stand-up, weekly
during at Risk and Monthly Buring QA. Care
managers and the Executive Director are
present during the meeting. The EDis
responsible for ensuring the meetings occur as
outlined above

The Area Clinical Director (RN) will continue in-
services with staff responsible for medication
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-~Facllity staff wera riot allowed to trim toanails of
residents with diabetes.

-The facifity was in the process of getting a
mobile podiatrist to come to.the facility to provide
services to the residents,

Interview with the Executive Director (ED) on
10/15/21 at 11:24am revealed;

-Fagility staff could not trim {oenails of residents
with diabetes but they could file them.

~The PCAs were responsible for reporting toenail
issues to the MAs,

-The MAs would be responsible for reporting to
the Transporter so she could setup an
appointment with podiatry.

~The facility was going to have a mobile podiatrist
to start at the facility on 10/20/21,

Telephone interview with the Resident #2's
primary care provider {(PCFP) on 10/15/21 at
4;16pm revealed:

-She saw Resident #2's toenails during her visit

have been in-serviced. New staff members
will be evaluated on order processing by the
ACD during their skills and competency
validation.

naa-al

on 10/13/21.

-No one had made her aware of the condition of
Resident #2's toenails prior to 10/13/21,

-She wrote a referral request for podiatry on
10/13/21.

b. Review of Resident #2's visit noles from a
spine and paln center provider dated 03/11/21
revealsd:

~The resident's diagnosis was radiculopathy
{compression of a spinal nerve) of the lumbar
region.

~The provider ordered physical therapy (PT) to
assist in the current diagnosfs and treatmant.
-The provider noted delay in PT may lead to paor
outcomes.

Review of Resident #2's progress notes and
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provider notes revealed no documentation the
resident received PT as ordered on 03/11/21.

Review of Resident #2!s.hospital.discharge
instructions dated 04/29/21 ravealed the resident
was seen in the emergency room (ER) and
diagnoses included a fall, low back pain, chronic
pain syndrome, and pain in lowar leg.

Review of Resident #2's accident / incident
report dated 07/12/21 at 10:56am revealed:
~The resident fell in her bedreom on 07/12/21 at
10:35am with injuries,
-The resident was re-educated on the importance
of using the call bell.

Review of Resident #2's hospital discharge
instructions dated 07/12/21 revealed the resident
was seen In the ER and diagnoses included a fall,
effusion (excess fluid in the joint} of the right
knee, contusion {bruise) of the right lower leg,

and-paininthe-rightlowerleg
G-

Review of Resident #2's primary care provider
(PCP) visit progress note dated 07/14/21
revealed:

=There was an order for x-ray of the right hip and
right knee due to pain.

-There was an order to rafer the resident to
physical therapy / accupational therapy (PT/OT)
for evaluation of generalized muscle weakness.

Review of Resident #2's x-ray report dated
07/16/21 revealed:

-The resident's right knee and right hip were
¥-rayed.

-There was no acute fracture or dislocation of the
right knee or right hip.

-There was moderate osteoarthiitis of the right
hip and right knee.

Dviston of Haalih Sarvice Regulalion
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Review of Resident #2's Wellness.Observation
form by the facility's in-house PT provider dated
07/26/21 ravealed the resident was.evaluated but
there was no documentation indicating if the
resident would recalve PT services,

Review of Resident #2's progress notes and
provider notes revealed no documentation the
resident received PT as ordered on 07/14/21.

Review of Resident #2's visit notes from a spine
and pain center provider dated 08/27/21 revealed:
-The resident’s diagnosis was radiculopathy
(compression of a spinal nerve} of the [umbar
region,

-The provider ordered PT to assist in the current
diagnosis and treatment.

~The provider noted delay in PT may lead to poor
culcomes,
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Review of Resident #2's progress notes and

provider notes revealed no documentation the
resident received PT as orderad on 08/27/21.

Interview with Resident #2 on 10/13/21 at 9:36am
and 10/15/21 at 11:00am revealed:

-She had some falls and her last fall was in July
2021.

-She recently had fluld removed from her knee
and she had chronic pain in her right knee and
leg.

-She did not remember having PT services.

Interview with the Resident Care Coordinator
{RCC) on 10/15/21 at 9:33am revealad:

«She did not know why the PT referrals had not
been done for Resident #2.

-Any PT orders or referrals were usually put in the
folder for the in-house PT provider by her or the
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MAs,

-Resident #2 did not qualify.to use the in-house
PT provider because she was recelving other
services from an outside home health agency so
she would have to use that same agency for PT
services.

-She or the MAs would be responsible for
contacting the HH provider about the PT refarrals.
-She did not recali the resident having any PT
services and she did not know if the resident's
orders for PT had been done.

interview with the Exacutive Director (ED) on
10115121 at 11:24am revealed:

~She did not know why Resident #2's PT
orders/referrals in March 2021 and August 2021
wara not done,

-The facility's in-house PT provider did an
evaluation of Resident #2 on 07/26/21 but did not
pick her up for services due to insurance issues.
-The PT orders should have been faxed to the

resident's home health provider by the | aad

Supervisor or the RCC,

-She did not follow-up on PT orders and she did
not know if there was a system to follow-up on PT
orders,

~Resident #2 had another order for PT from the
spine and paln ¢enter provider dated 10/11/21.
~She got an updated order for PT {0 be done
through the resident's HH provider on 10/13/21
after PT was ordered again on 10/11/21.

-She was concerned the resident did not receive
PT as ordered because PT could help the
resident get to a higher level of self care.

Review of Resident #2's order from a spine and
pain center provider dated 10/11/21 revealed the
tresident needed PT for knee.

Review of Resident #2's PCP order dated

Division of Health Service Regudation
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10/13/21 revealed an order for home health
physical therapy to evaluate and freat.

Attempted telephone interview.with. Resident #2's
home health provider on 10/15/21 at 4:59pm was
unsuccessful,

Telephone interview with the Resident #2's PCP
on 10/15/21 at 4:18pm revealed:

-She was concerned the resident's PT order from
07/14/21 had not been done.

-PT was usually ordered to help decrease further
deconditioning and debifitation.

Telephone interview with a representative from
Resident #2's spine and pain center provider an
10/15/21 at 3:55pm revealed:

-PT services were ordered as part of the
resident's treatment plan o decrease pain.
~They expected the resident to have some
moderate improvement in her pain management

from ra;ei\_f'lps BPT
~The facility had not notified their office the
resident had not received PT services.

¢. Review of Resident #2's order dated 06/17/21
by a hospital provider revealed;

~The resident had a history of chronlc diarrhea.
-The resident had constipation for 2 days.

~The provider ordered an enema

-The provider orderad a referral for the resident
by a gastrointestinal (GI) provider.

Review of Resident #2's progress note dated
06/17/21 at 3:24pm revealed:

-An order was faxed for an appointment with a Gl
provider.

-The Transporter documented waiting on a
refarral from a GI provider.
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Review of Resident #2's lefter from a Gl provider
dated D8/05/21 revealed a reminder for an
appointment on 08/21/21 at 1:30pm with a G
provider.

Review of Resldent #2's progress notes and
provider visit notes revealed no documentation
Resldent #2 had been seen by a Gl provider as
ardered on 08/17/21.

Interview with Resident #2 on 10/13/21 at 9:36am
and 10/15/21 at 11.00am revealed:

-She had been having problems with diarrhea for
a month or longer.

-She was supposed to see a Gl provider back
when she was having abdominal pain {could not
recall the date} but she never saw the Gi
provider.

~The Transporter tack her to see the Gl provider
on one occasion {could not recall date) but they
were unahble to [ocate the Gl provider's office so

they came:back to the facility

~Her abdominal pain was better but she stili had
problems with diarrhea.

Interview with the Resident Care Coordinator
{RCC) on 10/15/21 at 9:33am revealed:

~She reviewed any referral orders and
appoiniments with the facility's Transporter.
~The facility's Transporter was responsible for
making appointments and documenting the
appointments in the transportation planner and
reporting them verbally to the RCC.
-Appointment forms were fillad out 2 week in
advance and put at the nurses' station to remind
staff when a resident needed o be ready to go
out for an appointment.

-She implemented a new form in mid-September
2021 that noted the resident's name, provider's
name, date of visit, and had a comment section
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for the transporter could document information
such as refusals.

-She reviewed the transpertation forms weekly.
=She did not know If Resident #2's referrzl fo.see
a Gl provider dated 06/17/21 had been done.
~The resident had problems with diarrhea and
indigestion "off and on™.

~The resident had not complained of abdominal
pain to her knowledge.

Telephone interview with a patient service
associate at Resident #2's Gl provider's office on
10/15/21 at 9:05am revealed:

-Resident #2 was a new patient and had never
been seen by the Gl provider.

~Their office received a copy of the 06/17/21
referral on 068/25/21.

-She called the facility on 06/25/21 to set up an
appeintment but no one answered.

-An appeintment was made for 08/06/21 but she
was not sure who set up the appointment.
..The,appginlmems far 08/06/21 2nd.09/21/24

were canceled by the facility.
-The resident's appeintment had baen
rescheduled for 11/05/21 at 10:30am.

Interview with the facility's Transporter on
10015/21 at 3:48pm revealed:

-The RGC or the Lead Supervisor usually gave
her orders for referrals,

-She called the referral providers, made sure
residents’ insurance was taken, and made the
appointments.

-She documented appointments in her planner
and she let the Executive Director {ED) and RCC
know verbally when appointments were made.
-On 08/17/21, Resident #2 went to the hospital
because she was having diarrhea and that was
when she got the referral to see a Gl provider.
-The facility had issues with the transportation
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van on 08/06/21 so she rescheduled that
appointmant to 09/21/21.

-Fhe van was in disrepair for at least 3 to 4 days
in August 2021 and there was.no alternate
transportation available,

-She had 3 residents with appointments on
09/21/21 and the appointments may have run
overtime which could have caused Resident #2 to
miss her appointment.,

-She reschaduled the Gl appointment for
11/0521.

Interview with the ED on 10/15/21 at 11:24am
revealed:

“When an order for a referral was received, the
Lead Supervisor or the RCC reviewed the orders
and mads the facility's Transporter aware.

~The Transporter was responsible for calling and
making appointments and documenting it on the
planner.

-The Transparter was responsible for taking

residents-to-appointments-unlessthefesident
needed handicap access and then a
transportation service was set up to take the
resident,

~She did not know if there was a system to chack
1o make sure referral appoiniments were made
and to make sure the residents were taken to the
appointments.

-She was not sure why Resident #2 missed the
Gl appointment an 08/06/21.

-Resident #2's Gl appointment in Seplember
2021 was canceled bgcause another resident’s
appointment ran late that day and the facility only
had cne Transporter.

-The resident was rescheduled to ses the Gl
provider on 11/05/21.

-Resident #2 complained of acid reflux and she
took prn (as needed) medication for diarrhea,
-The resident should have been seen by Gl to
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make sure there were no major medical issues.

d. Review of Resident #2's current FL-2 dated
11/18/20 revealed there was an order for
Risperdal Consta 50mg/2ml inject 2mt
intramusculary (IM) every 2 weeks for psychosis;
for home health nurse (HHN) to administer every
2 weeks. (Risperdal Consta is used to treat
schizophrenia and mood disorders.)

Review of Residant #2's mental health provider
(MHP) visit progress note dated 05/18/21
revealed:

~The resident had chronic schizoaffective
disorder, depressive type and was benefiting from
Risperdal Gonsta Injections every 2 weeks and
oral medication for engolng hatiucinations.

-No behavioral cancerns were reported.

-No medication adjustments were indicated,

Review of Resident #2's MHP visit progress note
dated 06/15/21 ravealed:

-The resident had a history of schizoaffactive
disorder, depressive fype.

~Thera wara no reports of worsening psychosis,
delusional thoughts, or agitation.

-The resident remained on Risperdal Consta
injections every 2 weeks and oral medications for
ongoing hallucinations.

Review of Resident #2's MHP visit progress note
dated 08/04/21 revealed:

~The resident had a history of schizoaffective
disorder, depressive type.

-The resident's anxiely was improved and
controlled.

~The resident continued to benefit from Risperdal
Gonsta injections every 2 weeks and oral
medications,
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Review of Resident #2's MHP visit prograss note
dated 09/07/21 revealad:

-The resident had a history of schizoaffective
disorder, depressive type,

-The resident reperted no auditory or visual
haliucinations or delusions.

No bizarre behavior was reported by staff,

-The MHP noted tha residant was compliant with
Risperdal Consta injections and oral medications.

Review of Resident #2's August 2021 - October
2021 electronic medication administration tecords
{eMARs} revealed:

~There was an entry for Risperdal Consta
50mg/2ml inject 2ml IM every 2 weeks for
psychosis; for home health nurse to administer
avery 2 weeks on each sMAR,

-There was no Risperdal Consta documented as
administered from August 2021 - October 2021,

Review of Resident #2's handwritten and

eomputerprintod-home-health-nete-repors
revealed:

~On 08110421, the HHN noted the resident's
Risperdal Consta had been unavailable that week
on 2 attemnpts.

-On 08/19/21, Risperdal Consta was unable to he
administered because the medication was not
available; the resident nor the facility staff had
any complaints or concerns.

~There was ne Risperdal Consta documented as
administered since 07/19/21 until 068/24/21, over
5 weeks later.

-No Risperdal Consta was documented as
administered after 08/23/21 (due to be
administered again on 10/07/21).

~0On 10/04/21, attempted visit to administer
Risperdal Consta but the medication was not
available,

-On 10/08/21, arrived to the facility but Risperdal
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Consta was not on site; the MA contacted the
pharmacy twice while in.the HHN's presence that
week to try to obtain the medication.

Interview with Resident #2 on 10/13/21 at 9:36am
and 10/15/21 at 11:00am revealed:

-She was supposed fo get Risperdal Consta
injections every 2 weeks.

~-She was not sure If they had run out of her
Risperdal Consta or if she had missed any
injections.

~-The Risperdal Consta made her mood a little
better and her mood had been the same fora
while,

Telephene intetview with the medication aide
(MA} / Load Supervisor on 10/15/21 at 4:50pm
revealed:

~Resident #2's Risperdal Consta injection had
been unavaifable at imes when the HHN came to
administer it {could not recall dates).

She-had ealled-the-pharmacy whenitwas—

unavallable {could not recall date) and they were
supposed fo send it.

~The pharmacy used to just send cne Risperdal
Consta but then they started sending 2 at a time.
-The resident’s bahavier had been stable.

Intarview with the Resident Care Coordinator
(RCC) an 101521 at 9:33am revealed:

-She was not aware Resident#2's Risperdal
Consta had been unavailable and not
administered.

~The MAs wara rasponsible for ordaring
medications and the MAs should iet her know [f a
medication was unavailable.

-The MAs were responsible for doing medicaticn
cart audits once a week.

-She had not done any medication cart audits or
checked behind the MAs because she had been
Dlvision of Heallh Service Regulation
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busy with other tasks.

-Resident #2 was not having.any.behavior issues
currently.

~The resident had not complained of any
hallucinations er paranoia.

Interview with the Executive Director (ED) on
10/15/21 at 11:24am revealed:

“When the HHN came to the facility to administer
Risperdal Consta and it was not available, the
HHN should notify the MA.

~The MAs should call the pharmagy to find oul
why the medication was not available.

-The MAs should repert to the RCC if thay were
unable to obiain the medication.

-She was not aware Resldent #2 had missed
doses of the Risperdal Consta,

~The MAs or the RCC should notify the PCP and
MHP of any missed doses of Risperdal Consta.
~The Risperdal Consta was currently in the
medication refrigerator in the medication room.

She-was-not-surs-whenthe-Risperdal Consta
was delivered to the facility.

-Resident #2 got a litfle agitated at times but her
behavior had been stable.

-She was concemed missing doses of the
Risperdal Consta could cause the medication to
wean out of the resident's system and cause her
behaviors to return.

Observation of Resldent #2's medications on
tand on 10/15/21 at 3:17pm revealed:

-There was a box of Risperdal Consta 50mg/2mi
with 2 syringes dispensed on 10/09/21.

~The instructions were to inject 2ml every 2
weeks for psychosis, for home health hurse to
administer every 2 weeks,

-Tha box was sealed and had not been opened.

Telephone interview with the facility's contracted
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pharmacy on 10/15/21 at 3:38pm revealed:
-Resldent #2's Risperdal.-Consta.50mg.was.an
active order.

-The medication was dispensed on 5/24/21,
06/22/21, and 10/09/21,

-Rispardal Consta was not automatically refilled
so the faciiity staff had to request the medication
be refllled by facsimile or electronically when
needed.

-There was no dosumentation in the pharmacy
electronic system that Risperdal Consta was
requested to be refilled at any other times than
when it was dispensed.

Telephone interview with the Resident #2's
primary care provider (PCP) on 10/15/21 at
4:16pm revealed;

-Resident #2's Risperdal Consta was managed
by a MHP in their practice.

-Missing a dose of Risperdal Consta by more
than a few days could increase the resident's

bohaviororlikelihosd ofselfhars:

-A provider could change a resident's medications
without knowing the resident was not actually
receiving the medication.

Telephone interview with Resident #2's MHF on
10/15/21 at 4:15pm revealed:

-The arder for Risperdal Consta injection was
written to prevent the resident from hallucinating
and having delusions,

-8Bhe expected the facility to notify her and home
health If the resident had missed any doses of her
Risperdal Consta injection.

-She was not awars the resident had missed
doses of her Risperdal Consta injection.
-Missing doses of the Risperdal Consta injection
placed the resident a risk of having a psychotic
break.

-A psychotic break consisted of delusions and
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paranoia,

Attempted telephone interview with Resident #2's
HHN on 10/15/21 at 4:59pm was unsuccessiul,

e. Review of Resident #2's primary care provider
{PCP) visit progress note dated 07/06/21
revealed there was an order to collect urine and
send for urinalysis (UA) with culture and
sensitivity {(C & 8).

Review of Resident #2's lab reporis and progress
notes revealed no documentation of a urine
sample being collected and tested for UA with C
& 8.

Review of Resident #2°s PCP visit progress note
dated 09/02/21 revealed:

-The resident’s urinary frequency was worsening,
causing interrupted sleep.

-The PCP was unsure if it was a urinary tract

infection (LTI or overactive bladder (QAB)

~The rasident had no signs or symptoms of UTI
except frequency.

~The PCP orderad a UA{o see if OAB
management medications should be started.

Review of Resident #2's lab report dated
02/27/21 revealed:

~-The resident's urine was collacted and tested on
09/27121.

~There was a handwritten note by the PCP dated
10/06/27 to notify her when the urine culture
result was finalized.

Review of Resident #3's [ab reports on 10/13/21
revealed no documentation of a final urine culture
restlt for the urinalysis on 09/27/21.

Inferviews with Resident #2 on 10/13/21 at
Division of Heallh Service Regulation
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9:36am and 10/15/21 at 11:00am revealed:
-She recently gave staff.a.uring sample (could not

1 -She had not refused to.give a.urine sample.
-She was having problems with urinating a lot but
no burning when she urinated.

Interview with the Resident Care Coordinator
(RCC) on 10/15/21 at 9:33am revealed:

-For orders for urinalysls, the lab cams to the
facility once a week or as neaded.

~The medication aides {MAs) usually obtained a
resident’s urine sampla and the MA would call the
lab to have them collect the urine the same day it

-A resident's urine should be collected whan an
order for a urinalysis was received.

~-The MAs should document in the progress notes
when they collect urine for a urinalysis.

-She did not know why Resident#2's urinalysis
was not done when ordered In July 2021,

ordered on 08/02/21 was not done until 08/27/21,
~The facility's contracted PCP usually came to the
facility on Wednesdays but thay may not recesive
orders from the visit until the following Monday.
-Sha had not seen the PCP's handwritten note on
the urinalysis results dated 10/06/21 about
netifying her when the culture and sensitivity

-The MAs should have notified her of the PCP's
written note on the lab results.

-She would check with the PCP regarding the
PCP and whether the PCP wanted to start the
resident on medications for OAB.

Interview with the Executive Director (ED) on
10/156/21 at 11:24am revealed:
~The facility's contracted lab came to the facility

D273
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~Third shift staff should lock through lab orders

.| and try to collect urine for rrinalysis.on Monday

mornings when residents were being gotten up
for the day.

-t was her understanding the fab was not
contracted fo come more than once a wesk.
-She did not know if resident's providers were
aware the lab only came once a week.

-If a resident was symptomatic, they could check
with the local hospital to seek if the urine sample
could be faken to the hospital 1ab for processing.
-She was not aware Resident #2's urinalysis
ordered in July 2021 was not done.

-lt should not have taken until 08/27/21 to collect
a urine sample for the urinalysis ordered on
08/02/21,

~Tha MAs should decument when they collect
urine in the prograss notes,

-She was concerned if a urinalysis was not done
as ordered or was delayed, a resident could
become symptomatic and could possibly become

septic {infection in blood)

~She just received a referral order by the PCP on
10/13/21 for the Resident #2 to be seen by
urology for recurrant bactarial UTls and the PCP
ordered a daily course of prophylactic antibiotics
for UTis.

Telephone interview with the Resident #2's PCP
on 10/15/21 at 4:18pm revealed:

-She did not work with the contracted PCP's
office in July 2021 so she was not sure why a
urinalysis was orderad at that time.

-She ordered the UA on 08/02/21 because the
resldent was having frequent urination so she
was trying to determine if the resldent had UT! or
OAB,

-She expected a urine specimen to be collected
for testing within 3 days of the order unless it was
urgent and needed to be done the same day.
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-She thought she was notified by staff around
08/05/21 that the residentsefused to give a urine
sample.

-If the resident continued to refuse to give a urine
sample past a few days from the initial refusal,
she expected the facility staff to nofify her.

-She was not aware it took 3 weeks to get the
resident's urine sample forthe UAwith C & S
ordered on 09/02/21.

-She would want to know so she could keep a
closa eye on the resident because a delay in
daing the UA could result in pyelenephritls
(inflammation of the kidney due to bacterial
infection).

-She had not received the C & 8 results from the
order on 09/02/21.

The facility failed fo ensure the acute and routine
health care needs were met for Resident #2,
Resident #2 had diabetes and had long thick
toenails that were jagged and the 2nd, 3rd, and

4th toenails an each font curverd aver the top of

the toes and pressed into the skin on the bottom
of the resident’s foes which caused the resident
pain. Resident #2 experienced chronic pain and
weakness related to spinal nerve pain, right knee,
and right leg pain and did not receive physical
therapy as ordered on 03/10/21, 07/14/21, or
08/27/21. Resident #2 had abdominal pain and
bouts with diarrhea and constipation on 06/17/21
with a referral to & Gl provider but had nof been
seen as of 10/15/21 due to two missed
appointments. The facllity’s fallure was
detrimental to the health, safety, and welfare of
the resident and constitutes a Type B Viclation.

The facility provided a Plan of Protection in
accordance with G.S. 131D-34 received on
10/15/21 for this violation.
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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 Saclion and the facility's policies
and proceduras.

This Rule is not met as evidenced by:;

Based on observations, interviews, and record
reviews, the facility failed to administer
medications as ordered for 2 of 4 residents (#6,

13F .1004(a) Medication Administration

An adult care home shall assure that the
preparation and administration of
medications, prescription and non-
prescription, and treatments by staif are in
accordance with:

Orders by a licensed prescribing praciitioner
which are maintained in the resident’s record
and rules in this sectfon and the facility's
policies and procedures.

D358

In-services regarding medication
administration will be held on 10.13 and
10.14.21 and instructed by the Area Clinical

evidenced by erors with a medication to treat
chronic obstructive pulmonary disease ( #7) and
a medication to freat anemia {#6), and for 2 of 5
residents sampled (#2, ¥5) for record review
including errors with a medication used to lower
blood pressure and heart rate (f#2), a diuretic for
swelling (#5), and & potassium supplement (#5).

The findings are:

1. The medication error rate was 6% as
avidenced by the observation of 2 errars out of 29
opporiunities during the 8:00am medication pass
on 10/14/21.

a, Resident #6's current FL-2 dated 04/15/21
revealad:

Director (RN},

Medication Staff assigned to the medication
cart are responsible for the medications
scheduled during that time, (f a med is found
not to be available, the staff member should
contact the pharmacy to procure medications,
and complete the appropriate forms per
facility policy.

If 2 medication error is noted, medication error
reports are to be completed by the person
discovering the error and closed by a Care
Manager/SIC/ED.

| |
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- Diagnoses included anemia, mental retardation,
and dementia.

~There was an order for Ferrous Sulfate 325mg
take 1 tablet by mouth once a.day at 8:00am.
(Ferrous Sulfate is a medication to treat anemia.)

Interview with the medication aide (MA) on
10/14/21 at 7:39am revealed:

-Resident #5's bubble card with Ferrous Suifate
tablets was empty.

-There was no Ferraus Sulfate available to
administer to the resident.

-The refill sticker had been removed from the
label of the Ferrous Sulfate but she was not sure
when it was reordered.

Observation of the 8:00am medication pass on
10/14/21 revealed Ferrous Sulfate was not
offered to Resident #6 when he received his other
morning medications af 7:45am.

Review of Resident #5's Qctober 2021 elactronin

A 10 Hour Medication Class was instructed by
the ADC (RN} on November 11, 2021. Med
passes will be observed with Medication
Technicians every 6 months thereafter. In-
services will be conducted as needed by the
RN based upon areas of opportunity observed,

Medication compliance reports will be
reviewed daily by a care manager or the ED;
medication error reports will be completed as
indicated. Errorsinclude appropriate
indications for use and follow-up of PRN
medications. The ED is responsible for
ensuring review and follow-up of compliance
reporis.

Staff identified not 1o be_compliant with

medication administration record (eMAR)
revealed:

~There was an entry for Ferrous Sulfate 325mg
take 1 tablet by mouth every day scheduled to be
administered at 8:00am,

-The medication was documented as not
administered on 10/14/21 due to the medication
being unavallable.

Interview with Resident #6 on 10/14/21 at 1:04pm
revesled:

-He took medications that were offered to him.
-He was not sure what medications he receivad.
~The medications did not cause any stomach
upset.

-He feit "alright.”

Second interview with the MA on 10/14/21 at

medication administration regulation and
facility policy and procedures will be removed
from the cart until competency and
compliance is demonstrated.

Medication Errors will be reviewed weekly
during at Risk and Monthly during QA. The ED
and Care Managers are present during these
meetings. Care Managers are responsible for
their respective areas, and the ED is
responsible for day to day compliance.
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10:52am revealed;

~The facilify kept overstock medications ina
cabinet in the medicafion room.

-She just found some Fetrous Sulfate in the
overstock supply for Resident #6.

-She was going to administer the Ferrous Sulfate
to the resident now because it was "normal”
procedura.

Observation on 10/14/21 at 10:56am revealed the
MA administered the Ferrous Sulfate 325mg
tablet to Resident #8.

Review of a diagnostic laboratory report dated
04/05/21 revealed:

-There was an order for a complete blood count
{CBC) used to detect a wide range of disorders
including anamia.

-There was an entry for a red blood count {(RBC})
of 3,09 that was less than the normal range of
4.7-6.1 Miul.

There-was-arentnfora-hemoglebin-(HGB}-of

12.3 that was less than the normal range of
14,0-18.0 g/dl.

~There was an entry for a hematocrit (HCT) of
37.5 that was less than the normal range of
42.0-52.0 %.

Third interview with the MA on 10/14/21 at
1:40pm revealed:

-Her morning routine was to check incoming
medications from the pharmacy which were
supposed to be placed in an open white basket
on the countertop in the medication reom.
-She checked the basket before the 8:00am
medication pass on 10/14/21 but it was emply.
-if a medication was ordered once a day she
thought the policy was to administer it even if it
was out of the timeframe.

-If 2 medication was orderad more than once a
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day, she would have to contact the primary care
provider {(PCP) and follow.instructipns from the
PCP.

Telephone interview with a pharmmacist at the
facility’s contracted pharmacy on 10/15/21 at
9:20am revealad:

-Resident #6's Ferrous Sulfate was last
dispensed en 10/11/21 and included a 30-day
supply.

«The medication was delivered to the facility on
10/11/21 by the pharmacy.,

Interview with the Resident Care Coordinator
(RCC) on 10/14/21 at 2:19pm revealed:;

-She expected the MA to check the medication
cart twice to determine if the medication was on
the cart.

~Then, her expectation was that the MA should
have locked the cart and looked in the "overstock
cabinet” in the medication room for the

medication-atthattime

-If the medication was not there, then pharmacy
should have been called.

-If it was beyond the 1-hour timeframe when the
A found the medication the MA should have
contacted the PCP and followed instructions by
the PCP.

Interview with the Executive Director (ED) on
10/14/21 at 2:47pm revealad:

~The MA should have checked the medication
cart twice to determine if the medicine was there.
~The MA should have locked the cart and gone to
the "overstock cabinet” in the medication room o
see if the medicine was there.

~-She should have contacted the PCP if the
medication was going fo be administered out of
the timeframe for instructions.
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Telephone interview with Resident #6's PGP on
10/15/21 at 4:15pm reveaied:

-Ferrous Sulfate was scheduled in the morning
for Resident #6 because it was betler folerated
when given with a meal.

-There usuzlly were ftems on the breakfast menu
that contalned Vitamin C which helped with the
absorption of the medication.

-She was not concernad of harm 1o the resident if
the medication was adminlstered late on
10/14/21.

b. Resident #7's current FL-2 dated 10/08/20
revsaalad:

-Diagnoses included chronic obstructive
pulmonary disease, hypertension and demeniia.
-There was an order for Advair Diskus 500-50
meg inhale 1 puff by mouth twice daily at 8:00am
and 8:00pm, rinse mouth and spit out after each
use. (Advair Diskus is a dry powder Inhaler used
to deliver medication deep into the lungs. These

types-ofinhalers-are-broath-activated-roguidnga

deep, fast breath to release the madication from
the device and into the lungs. According to the
manufacturer, Advair Diskus raquires the Diskus
to be held in a level, flat position to slide the lever
until it clicks. The number on the counter will
count down by 1 and the Diskus is ready to use.
The Diskus should not be fiited. Before breathing
in a dose from the Diskus, exhale {breathe out)
as long as you can, Put the mouthpiece to your
lips while the Diskus Is held flat and breathe in
quickly and deeply. Remove the Diskus from your
mouth and hold your breath for about 10
seconds. Breath out slowly as long as you can.
Close Diskus and rinse mouth.)

Review of Resident #7's October 2021 electronic
medication administration record (eMAR)
revealed:
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-There was an entry for Advair Diskus 500-50
meg inhale 1 pulf by mouth fwice daily,

-Advair Diskus was scheduled to be administered
at 8:00am and 8:00pm.

Observation of the medication pass on 10/14/21
at 7:54am revealed:

-The medication aide (MA} held the Advair Diskus
to the resident's mouth In a tilted position and slid
the lever until it clicked.

~The resident took one quick shallow puff while
the MA held the Diskus in a tilted position to the
resident's mouth,

-Resldent #7 was not instructed to exhale before
inhaling the medication, to inhale deeply, to hold
her breathe for 10 seconds after inhaling the
medication, or to exhale slowly after receiving the
medication,

-The Advalr Diskus was not held in a level, flat
position during the administration of the
medication.

Therecldentrinesd -hermouth-with-water

aftenvards.

Observation of Resident #7's medications on
hand on 10/14/21 at 2:08pm revealed

~There was an Advair Diskus stored in the
manufacturer's box.

~There were instructions for the use of the Advair
Diskus printed on the back of the box,

-Hold the Diskus In a level flat position with the
mouthpiece toward you.

~Braathe out (exhale) as long as you can while
holding the Diskus away from the mouth,

-Do not breathe into the mouthpisce.

-Put the mouthpiece to the lips.

-Breaths in quickly and deep through the Diskus.
-Remove the Diskus from your mouth and hold
your breath about 10 seconds or as long as
comfortable,
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-Breathe out slowly as long as you can.
-Rinse your mouth with water.

Interview with Resident #7 on 10/15/21 at
12:55pm revealed:

-She received the Advair Diskus medication in the
morning and at night.

-She normally took 1 puff.

-She held the Diskus sometimes and sometimes
the MA held it during the administration of the
medication.

~The MA did not instruct her on how to breathe
when taking the medication,

-Sometimes she had shoriness of breath when
she was engaged in a physical actjvity such as
walking.

-She did not have shortness of breath when she
was sitting or resting.

Interview with the MA on 10/15/21 at 1.4 pm
revealed:

She-received-noiraining-on-how to-position-the

Advair Diskus when administering the medication.
~She normally held the Diskus for Resident #7
when administering the medication.

-She received na fraining on instructing the
resident how to breathe before and after the
administration of the medication.

-She had not noticed the instructions on the back
of the box cantaining the Advair Diskus.

-She recalled being trained on other types of
inhalers when being checked off as a MA.,

Interview with the Resident Care Coordinatar
(RCC) on 10/15/21 at 2:19pm revealed:

-The MAs had been trained on the use of different
types of inhalers by a registered nurse when they
became MAs.

-She expected the MAs to follow the
manufacturer's instructions for proper technique
Divisian of Health Servica Regulation

STATE FORM 6309 33IR11 [f continuntion chaot 27 of 35




PRINTED: 10/28/2021

FORM APPROVED
Division of Health Service Regulation
STATEMENT OF DEFICIENCIES {X1) PROVIDER/SUPPLIER/CLIA {¥2) MULTIPLE CONSTRUGTION (%) DATE SURVEY
AND PLAN OF CORRECTION IDENTIFICATION NUMBER: A BLALDING: COMPLETED
HALOBES014 B.WING 10/16/2021
NAME OF PROVIDER OR SUPPLIER STREET ADDRESS, CITY, STATE, ZIP GODE
4160 SANTREE DRIVE
WILLIAMSTON HOUSE
WILLIAMSTON, NC 27882
G4 iD SUMMARY STATEMENT OF DEFICIENCIES D PROVIDER'S PLAN OF CORREGTION {X5)
PREFIX (EACH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX {EACH CORREGTIVE ACTION SHOULD BE COMPLETE
TG REGULATORY OR 150 IDENTIEVING INFORMATION} . . | g | 0R0SS.REFESENCEQTO THE APPROPRIATE DATE
DEFICIENCY)
D 358 Continued From page 27 D 358

for administering inhalers.

-She expected the MAs fo instruct the residents
on how to tge the inhalers.

-Resident #7 should have.been. instructed to
inhale prior io taking a puff with a deep breath
and holding her breath prior to slowly breathing
out.

interview with the Executive Director (ED) on
10/14/21 at 2:47pm revealed:

-She did not know if the MAs were trained on how
to use dry powder inhalers when they took the MA
training course,

-She expected the MAs to know the proper
technique to administer Advair Diskus o Resident
#7.

~Bhe expected the MAs to instruct the resident on
how o breathe before and after receiving the
Advair Diskus.

Telephone interview with the pnmary care

hmulrfpr IPI“‘D\ on-10/1 vealad:

-Resident #7 had not had any recent acute
respiratory "flare ups".

-Her expectation was for the MAs o foliow the
manufacturer's instructions when administering
the Advair Diskus to ensure the resident recsivad
the best benefit of the medication by getting a full
dose of the medication.

2. Review of Resident #2's current FL-2 dated
11/18/20 revealed:
-Diagnosis included diabetes, type 2.

-There was an order for Propranclol 10mg 1
tablet 3 times a day for anxiety / palpitations

{racing or pounding heart beat), hold if blood
pressure is less than (<) 110/80 or pulse {heart
rate) < 60. {Propranclol slows down heart rate
and lowers blood pressure and may be used to
freat anxisty and rapid heart beat,)
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Review of Reslident #2's August 2021.electronic
medication administration record (eMAR)
revealed:

~There was an entry for Propranolol 10mg 1 tablet
3 times daily for anxiety / palpitations, hold If
blood pressure is < 110/80 or pulse rate < 60.
-Propranolol was scheduled for administration at
8:00am, 2:00pm, and 8:00pm.

-Propranolel was documented as administered
from 08/01/21 - 08/20/21 and 08/25/21 -
08131721,

-Propranolol was documented as being on hold
from 08/21/21 - 0B/24/21.

~There were no blood pressures or pulses
documented as being checked prior to the
administration of Propranolol 3 fimes a day from
08/01/21 - 08/31/21.

~Propranalol was documented as being
administered without the resident's blood
pressure and pulse being checked prior to the

administeation of Propranclol as-orderad,

~There was an eniry for blood pressure to be
checked once weekly and the resident's weekly
blood pressure ranged from 133/67 - 148/78.

Review of Resident #2's Septamber 2021 eMAR
revealed:

~There was an entry for Propranolol 10mg 1 tablet
3 times daily for anxiety / palpitations, hold if
blood pressure Is < 110/60 or pulse rate < 60.
-Propranolol was scheduled for administration at
§.00am, 2:00pm, and 8;00pm.

-Propranolol was documented as administered
from 09/01/21 - 08/30/21,

<There were no blocd pressures or pulses
decumented as being checked prior to the
administration of Propranolo] 3 times a day from
09/01/21 - 09/30/21,

-Prapranaolol was documented as being
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administered without the residant's blood
pressure and pulse being checked prior to the
administration of Propranolol as ordered.
~There was an entry for blood pressure to be
checked once weekly and the resident's weekly
blood pressure ranged fram 120/61 - 126/70.

Review of Resident #2's October 2021 eMAR
dated 10/01/21 - 10/13/21 revealed:

-There was an entry for Propranolol 10mg 1 tablet
3 times daily for anxiety / palpitations, hold if
blood pressure is < 110/60 or pulse rate < 60.
~Prapranolol was scheduled for administration at
8:00am, 2:00pm, and 8:00pm.

-Propranclol was documented as administered
from 10/01/21 - 10/13/21 at 8:00am.

-There were no blood pressures or pulses
documented as being checked prior to the
administration of Propranolol 3 times a day fram
10/01/21 - 10/13/21 at B:00am.

-Propranclol was documented as being

administered without the resident's blood

pressure and pulss being checked pricr to the
administration of Propranolo! as ordered,
~Thera was an entry for blood pressure to be
checked once weekly and the resident's weekly
hlood pressure ranged from 135/70 - 136/75.

Observation of Resident #2's medications on
hand on 10/15/21 at 2:58pm revealad:;

~There was a multidose pack {MDP) with a fill
date of 10/06/21 and a start date of 10/09/21,
~The MDP included Propranolo] 10mg 1 tablet 3
times a day for anxiety/palpitations, hold if blood
pressure is < 110/60 andfor pulse <60.

Interview with Resident #2 on 10/13/21 at 9:36am
and 10/15/21 at 11:00am revealed:

~The facility staff usually checked her blood
pressure and pulse only once a week.
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-Somslimes her blood pressure may be a little
high.
-If her bload pressure was low, she falt "bad".

Telephone intarview with the medication aide
{MA) / Lead Supervisor on 10/15/21 at 4:50pm
revealed:

-She did not check Resident #2's blood prassure
and pulse prior to administering the Propranolol
to the resident because she thaught the
parameters had been discontinued at some point.
-8he had not noticed the Instructions on the
eMAR and the medication label still included the
parameters to be checked prior to administering
the medication.

Interview with the Resident Care Coordinator
(RCC) on 10/15/21 at 9:33am revealed:
-Resident #2's blood pressure and pulse should
be checked 3 times a day before the MAs
administered Propranelol to the resident.

-She was not aware the MAs were not checking
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and documenting the parameters for
administration of the Propranolol.

~-The MAs were supposed to do medication cart
audits weekly that included audits of the eMARs.
-The MAs had not reported any issues with the
residant Propranolo] on the eMAR.

-Resident #2's parameters not belhg on the
eMAR must have been overlooked during the
audits.

-The pharmacy usually entered orders into the
eMAR systems and either she, the Lead
Supervisor, or the Executive Director approved
orders before they became active on the eMAR.
~The parameters not being on the eMAR must
have been overlooked when the order was
approved on the sMAR.

Interview with the Executive Director (ED) on
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10/15/21 at 11:24am revealed:

-She expactad the MAs to.check Resident #2's
blood pressure and pulse prior to administering
the Propranolol 3 times. a day as ordered.

-She was concerned administering the
Propranclol without checking the parameters to
see if the medication needed to be held could
rasult in low bload pressurs and low pulse which
could lead to increased risk for falls.

Telephone interview with the Resident #2's
primary care provider (PCP} on 10/15/21 at
4:16pm revealed:

-Resident #2's blood pressure and pulse should
be checked prior to staff administering the
medication.

-If Propranelol was administered when it should
have baen held, it could cause a slow heart rate
or low blood pressure.,

3. Review of Resident #5's current FL-2 dated

01/06/21 ravealed diagnases included

hypertension (HTN) and cerebrovascular accident
{CVA).

Review of Resident #5's primary care provider's
{PCP} progress note dated 09/08/21 revealed an
order to start Furosemide 40mg every day
(Furosemide is used to treat fluid retention
(edema) and swelling) with Potassium Chlorlde
10mEq (Potassium Chloride is used to prevent or
treat low potassium levels in the body caused by
certain medications) until PCP was able to follow
up.

Review of Resident #5's PCP's progress note
dated 09/17/21 revealed:

-An order to disconfinue Furosemide 40mg tablst.
-An order to discontinue Potassium Chloride
10mEq tablet.
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Review of Resident #5's September 2021
electronic medication administration racord
(eMAR) revealed:

- Furesemide 40rng tablef was administered from
09/18/21 to 08/30/21.

- Potassium Chloride 10mEg tablet was
administered from 09/18/21 fo 09/30/21.

Review of Residant #5's October 2021 eMAR
revealed:

- Furosemide 40mg tablet was administered on
10/01/21.

- Potassium Chioride 10mEgq tablst was
administered on 10/01/21,

Interview with a medication aide (MA) on
10M14i21 at 11:23am revealed:

-She contacted the pharmacy on 10/05/21 to
verify the Furasemlde 40mg tablet and Potassium
Ghloride 10mEq tablet had been discontinued.
-She discontinued the medications in the eMAR

system-en-10/05/21-

-3he notified the PCP on 10/06/21 the
medications were administered to Resident #5
from 09/18/21 to 09/30/21 and on 10/31/21.

Interview with the Resident Care Coordinator
(RCC) on 10/14/21 at 8:10am revealad:

~She and a MA reviewed the eMAR for errors
once par waek,

~-Bhe was not aware Resident #5 had orders to
discontinue Furesemide 40mg tablet and
Potassium Chloride 10mEq tablet.

Telephone intarview with Resident #5's PCP on
10/14/21 at 3:.40am revealed;

-The orders for Furosemide 40mg tablet and
Potassium Chloride 10mEq were ordered as a
short-term therapy related to the resident's
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edama,

-The orders for Furosemide 40mg-tablet and
Potassium Chloride 10mEq were written with an
open-ended date,

-The facility notified her Jast week (not sure of
date) the medications wera naver discontinued.
~She ordered lab work to ensure there was no
effect to the resident continuing the medications
after they were discontinued but the labs were not
back when she came to the facility on 10/13/21,
~There was no cancem the medications were
continued after they were discontinued becayse
the edema had been resolved.

Interview with the Executive Director on 10/14/21
at 7:42am revealed:

-She and the RCC were responsibla for verifying
medleations were discontinuad in the eMAR.
-She was not aware Resident #5 had orders {o
discontinue Furosemide 40mg tablet and
Potassium Chloride 10mEqg tablet.

D912 @8, T3TD-21(2] Declaration of Residents’ Rights D912

G.S. 1310-21 Declaration of Residents’ Rights
Every resident shall have the following rights:
2. Toreceive care and services which are
adequate, apprapriate, and in compliance with
relevant federal and state laws and rules and
regulations.

This Rulg is not met as evidenced by:

Based on observations, interviews, and record
reviews, the facility failed to ensure residents
fecelved cara and services which were adequate,
appropriate, and in compliance with relsvant
federal and state laws and rules and regulations
as related to health care,
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The findings are:

Based on observalions, intervisws, and record
reviews, the facility failed to ensure health care
referral and follow-up for 1 of 5 residents sampled
(#2) related to not coordinating podiatry care fora
resident with diabetes; implementing referrals for
physical therapy and a gastrointestinal provider;
abtaining a urine sample and getiing a urinalysis
with culture and sensitivity on one occasion and a
delay on another occasion including failing to
notify the primary care provider of the delay or the
results; and failure to ceardinate to have an
antipsychotic injection available in the facility
when the home health nurse was scheduled to
administer it. [Refer to Tag 273, 10A NCAC 13F
.0802(b) Health Care (Type B Violation})].
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