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10ANCAC 13F 0902 Health Care

{b) The facility shalt assure referral and follow-up
to meet the routine and acute health care needs
of residents.

This Rule 15 not met as evidenced by
Type B8 VIOLATION

Based on observations, interviews. and record
reviews. the facility failed to assure physician
natification for 1 of & sampled residents (Resident
#1) regarding refusal of antibiotics and
incontingnce care resulting in septicenia and
death secendary 10 a newly diagnosed
autoimmune disorder.

The findings are.

A Review of Resident #1's current FL-2 dated
5/26/15 revealed diagnoses included traumatic

brain incident, cerebral trauma. L2-L5 fracture
and hemiplegia.

Review of Resident #1's Resident Register
revealed an admission dated 5/26/15

Review of Resident #1's Personal Care Plan
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D000 Initial Comments 0 000
The Adult Care Licensure Section and the
Cabarrus County Department of Social Services 5
15 the prlery 6l The Cogntry
conducted an annual survey and complaint
investigation on March 18-18, 2018, The Home Assisted Lving that the facility \\\p
complaint investigation was intiated by the \(c)
Cabarrus County Department of Social Services Wilt zszure referral and folipw-up, for b\\
on March 11. 2015, , v
Resients Are metdor routine and
D 273 10ANCAC 13F .0302(b} Health Care D273 Acute health tare needs.

The Admenistrator did communicate with staff,
That any time a resident is in neec of

Acute care (med refusal,

Showers, maals, 2 hour rounds|

10 notfy the Medical Dsrector and

their Psychiatric Provider

if meeded, the facility wiil cad 911, At any
Point the resident continues to refuse

Ca = the agrministrator will do

A 30 ntay thscharge notice and oegin

The provess of finding glacement

Foe the resident. i the rasident

Becomes a threat to themselves

By vt VO will e dnng ang
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oated 5727115 revaaled
-Resident #1 was "Totally Dependent” upon staf
for todeting. bathing. grooming/personal hygiene TR A 1 ety
and Qressmg. Bee  cneriectes fes te gt rn
-Resident #1 required extensive assistance for
transfer/mobility Communicate with the physician if \v
Review of the August 2015 Personal Care Log Any services, meds, or meals are \

revealed

-Ressdent #1 refused all assistance offered
related to bathing. personal hygiene. toileting.
dressing. shampcos. locomation medication and
transfers from B/01/15 to B/31/15.

-Staff initialed each task and circled their Indiats
indicating that the resident refused.

Revew of the September 2015 Personat Care
Log revealeqg

-Resident #1 refused all assistance offered
refated to bathing personat hygiene, toileting,
dressing, shampoos locomotion, medication and
transfers from 9/01/15 10 9/30/15.

-Staff intialed each task and circied therr initials
indicating that the resident refuseg

Review of Resident #1's Progress Notes
revealed.

-On 5/26/15 Resident #1 was admitted. her
guardian signed sll paperwork and she looks well
and aier.

-In the manth of June t was documented that she
refused medicaticns on six QCCasions.

-She refused showers on at least 10 OCCasions
despite multiple attemnpts.

-She retused changing of her unaergarment ang
pencare on at least 6 documented accasions that
included muttiple shifts. despite multiple attempts.
-She refused 4 meals.

-On 6/07/15 Resident #1 "had 3 bowel
movements and had open areas in her penneal

Refused The stal will fax this to

Tne wigdical (Frector and Psychiairic Proviger
for review.

Med:cal Director or Psychiatr.c Provider

will instruct the

Staff on what 15 neeced. This

T O enation we 350 be Botumenteg

in the residents ¢hart. The staff are 1o

7 35 Doataiugs Lot me e o strator

Forfoizm v as war The Gominodrator

Will follow up on 2! issues that are documented
When faxed. This information

Will also be documented in the residents

Cha+t
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resigems will be given a discharge notice at that Iy serlise stz The
time. W
-The refusal policy will be reviewed with each Loty Home Assisted Living \\C)
staff member and the Administrator will make ™ et sFall ave the D\\
" a by 5 © -1 ¥
sure that the policy is being enforced, HENEIEH e

Right to receive

QATE OF CORRECTION FOR THIS TYPE B

VIOLATION SHALL NOT EXCEED MAY 23, Care and senvices which are
20186, .
Adequate, appropriate, and
0912 G 5. 131D0-21(2) Desiaration of Residents’ Rignts 0912 In compliance with relevan
G.8. 1310-21 Declaration of Residents’ Rights Federal and state laws and rules

Every resident shall have the following rights
2. To receive care and services which are
adeguate. appropriate. and in compliance with

relevant federal and state laws and rules and The facils W
reguia!ions, fhe faciny witt contmue wo

And regulations.

Prenide care for each resident

As cutlined in their Care Plan.
This Rule 15 not met as evidenced by.
Based on observations, interviews. and record ;
reviews. the facility failed to ensure every resident i residonl does pefuseicary
received care and services which were adequate
appropriate. and in compliance with relevant
federal and state laws and rules and reguiations Notity the guardian. medical director and
regarding health care referral and foliow-up

The tacility will immediately

The Psychiatric Provider. I the refusals
The findings are Continue the facility will
A. Based on observations. interviews. and brstaane o B Rarg
record reviews, the facility failed to assure
physician notification for 1 of 5 sampled residents
(Resident #1) regarding refusal of artibiatics and
incontinence care resulting :n septcemia ang
death secondary to a newly diagnosed
autoimmune disorder. [Refer to Tag 0273 10A
NCAC 13F .0902 (b)(Type B Violation). ]
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The Country Home Assisted Living
M

This letter is to inform the physician that a Resident is refusing medications and or treatments. Please
review the information and let the facility know what actions to take.

Resident Date: / /

Medication/Treatment Refused:

Staff that faxed to Physician: Time Faxed: Date Faxed:

Staff faxed to Tammie Bullard: Time Faxed: Date Faxed:

*'t*****t**tt**#*#'*##t**#tlttt**t**‘*ltt**t*tttttltt**l**tl&***l**c*&‘llttilt*ttl*it

*&*t*#!***l*ﬂ*t‘t*&l#*8l*Iltt*tit**#t#l**&*tt**#*li#*#tt&t**#l!tlt*tt*i&tti*#tttt*##i

Orders given by
Physician;

Physicians Signature: Date: / /

Please make sure this is documented in the residents chart.

This form, when completed, should be filed in the residents chart.

Revised 08/22/2014 tb/gj



The Country Home Assisted Living
2908 Country Home Rd
Concord N¢

Physicians Communication

This form is to be completed when communication is needed with the
Medical Director. Please completed and fax and or have available when the
MD is in the facility.

Date: / /

i
————

Resident: DOB: / /

Concerns:

Medical Directors
Instructions:

Medical Director Signature:
Date: / /




