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€ 000 Initial Comments C 000
The Adult Care Licensure Section conducted an
annual survey on 02/28/23.
C 246 10ANCAC 13G .0902(b) Health Care C246 _\'_;\ CW W Bu A
10A NCAC 13G .0902 Health Care ca ESur e Q_S..,_Q%QN ~J
(b) The facility shall assure referral and follow-up
to meet the routine and acute health care needs An A ‘GB\\QU\J - VL’\P ~o
of residents. VY\‘CJZ)( rouwbne < w d
. Cay e
This Rule is not met as evidenced by: Aalu e ealln & .
Based on interviews and record reviews, the N LeAs O-E— VA=A e L{.\Qg \2%
facility failed to ensure health care referral and Y SEENAPRE YN BNV e o\ 7
follow up for 3 of 3 sampled residents (Resident
#1) for an appointment with a mental health
provider for antipsychotic medication refills,
| dosage decrease, and a podiatry consult,
(Resident #3) for an appointment with a mental
health provider for antipsychotic medications and
a podiatry consuit, (Resident #2) for an
appointment with a mental health provider for
mental health and a podiatry consult.
| The findings are:
1.Review of Resident #1 t FL2 dated TG Gy Wil 0
.Review esident #1's curren ate
10/11/22 revealed: p\\'D ')D\\n’\_‘ ' )ﬁ,\/\g ) ol
-Diagnoses included schizophrenia, diabetes d unwne s N e,(l m
mellitus 2, hypertension, hyperlipidemia, and © L \vEea \ Y~ L('.'l)&
vitamin D deficiency. e Acn
-There was an order for lorazepam (used to treat W\')\; \ O\U :
anxiety disorders) 0.5 mg to be given by mouth o !
once a day. _ Xa W Du:) i
-There was an order for benztropine (used to .\(,;,, \-‘\ oM
treat acute agitation or psychosis) 1.0mgto be 0\0 CMM{” M n L\?‘)Dw&mﬂ&
given by mouth twice a day. e C\ ovvwn Ge AL ®© l%
-There was an order for haloperidol {(Haldol) O““‘d‘ VG )Y' bﬁ P‘(\)V\ "H
(used to treat mental disorders) 20mg to be given |
by mouth twice a day. ‘
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Review of Resident #1's Primary Care Providers
(PCP) progress notes dated 02/23/23 revealed:
-Resident #1 requested to have Haldol dosage
decreased.

-The PCP deferred to psychiatry provider for
changes or refills of psych medications.

Observation of Resident #1's feet on 02/28/23 at
11:00am revealed Resident #1's toenails were
thick and slightly discolored without jagged edges
nor breakdown of the skin noted.

Review of Resident #1's pharmacy review dated
07/21/22 revealed the pharmacist noted Resident
#1 was a new resident and recommended follow
up with the primary care provider (PCP) for refills.

Review of Resident #1's Primary Care Providers
(PCP) progress notes dated 12/14/22 revealed
the PCP ordered a psychiatric consult and a
podiatry consult for Resident #1.

Review of Resident #1's record revealed:
a.-There were no psychiatric progress notes for
the resident since his admission on 06/24/22.
-There was no documentation of an upcoming
appointment with the mental health provider.
-There was no documentation the mental
provider was contacted to change or cancel a
scheduled appointment.

b. -There were no podiatry progress notes for the
resident since his admission on 06/24/22.

-There was no documentation of an upcoming
appointment with the podiatrist.

-There was no documentation the podiatrist was
contacted to change or cancel a scheduled
appointment.
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C 246 Continued From page 2 C 246 O-«QMC:Q
Interview with Resident #1 on 02/28/23 at ’Q aA—ru s -

11:00am revealed:

-He did not remember when he last saw the W Ddd ALSO
podiatrist. N o '\‘D
-He tried to keep his feet in "good shape” with h OA'P rest d?/

needed it.
-He had not had any problems with his feet and SM O\)Q—Q
knew he had to take care of them because he
was a diabetic.

lotion and trimming his toenails when they KM,? .(/UL)F v ﬁbb d q|'1§]23

Refer to interview with the medication aide (MA)
on 02/28/23 at 12:10pm.

Attempted telephone interview with Resident #1's
mental health provider on 02/28/23 at 12:24pm
and 3:39pm were unsuccessful.

Refer to interview with the facility's PCP on
02/28/23 at 4:32pm.

Refer to interview with the Administrator/Owner
on 02/28/23 at 12:15pm.

2. Review of Resident #3's cutrent FL2 dated
03/16/22 revealed:

-Diagnoses included dementia, depression,
diabetes mellitus 2, hypertension, chronic
obstructive pulmeonary disease, osteoarthritis,
hyperiipidemia, and vitamin D deficiency.
-There was an order for Cymbalta (used to treat
depression) 60mg to be given by mouth once a
day.

-There was an order for Risperdal (used to treat
schizaphrenia and bipolar disorder) 0.5mg two
tablets to be given by mouth twice a day.
-There was an order for mirtazapine (used to
treat depression) 15mg to be given by mouth at
bedtime.
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Review of Resident #3's Primary Care Providers
(PCP) progress notes dated 12/14/22 and
01/20/23 revealed the PCP ordered a psychiatric
consult and a podiatry consult for Resident #3.

Review of Resident #3's record revealed:
-The last psychiatric progress notes for the
resident were dated 08/10/21.

-There was no documentation for upcoming
appointment.

-There was no documentation the mental
provider was contacted to change or cancel a
scheduled appointment.

Review of Resident #3's record revealed there
were no podiatry progress notes for the resident
since his admission on 11/30/20.

Refer to interview with the medication aide (MA)
on 02/28/23 at 12:10pm.

Attempted telephone interview with Resident #3's
mental health provider on 02/28/23 at 12:24pm
and 3:39pm were unsuccessful.

Refer to telephone interview with the facility's
PCP on 02/28/23 at 4:32pm.

Refer to interview with the Administrator/Owner
on 02/28/23 at 12:15pm.

3. Review of Resident #2's current FL2 dated
03/16/22 revealed diagnoses included dementia,
diabetes mellitus 2, osteoarthritis, hyperlipidemia,
and vitamin D deficiency.

Review of Resident #2's Primary Care Providers
(PCP) progress notes dated 12/14/22, 01/20/23
and 02/23/23 revealed the PCP ordered a
psychiatric consult and a podiatry consult for
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C 246| Continued From page 4 C 245 _Y_ﬂ CV\»)KS w D\/\Ld O\SQM’"
Resident #2. o v N _e A Q,'O\/\)C‘ 4
Observati f Resident #2's feet on 02/28/23 at G “ L V\QMW
rvation of Resident #2's feet on a -
11:30am revealed: CQ\‘/ € NM<€eod-, O "Q‘ \.)K]?a
-Resident #2's toenails were thick and discolored Q.o St Ae i - H
with jagged edges without breakdown of the skin
noted. %\\o wd
-The toenails extended over the end of her toes AwiN Q}% U\jo\/\&b .

approximately 14" - %"

DW\/?\‘/\’ W e

-The skin was pink and dry with moderate flaking N
of the skin. Jia W USY Lo Bwn-2 L+\1&>|’LS
-The first 3 toes on each foot were mycotic (a nail ? © -y -
fungus causing thickened, brittle, crumbly and A\AY S\
ragged nails).
etk N
Review of Resident #2's physician's order and _T_:a A >h S CAn
physician visit notes revealed: wIv VNSV o oo Lfbehé
a. -The last psychiatric progress notes were for a A -Ev Cv \? _\; ' g
visit on 09/07/21 o Lt N LU
-There was no documentation of an upcoming "o
appointment with the mental health provider. SN
-There was no documentation the mental L CA_/\JJ(@ WO oA
provider was contacted to change or cancel a T — m@vx-\——”‘" [
scheduled appointment. Apo DA

\ne st YOV XY 4lxly

b. -The last podiatry progress notes were for a o \_,__,o,\
visit on 11/10/21. s

-There was no documentation of an upcoming - wmnt
appointment with the podiatrist. | ?bd\,@o\(w" - UQ(;: \J
-There was no documentation the podiatrist was R A L W
contacted to change or cancel a scheduled AN ™ ﬁ,v—*)
appointment. Cen M@/@\
OO CavNE
Interview with Resident #2 on 02/28/23 at
11:30am revealed: L‘ngl’b}

-She did not remember seeing the podiatrist (foot
doctor).

-She would like to see the podiatrist.

-She knew she had to take care her feet because
if they got infected, they might be "cut off"
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Interview with the Administrator/Owner on
02/28/23 at 12:15pm revealed:

-Resident #2 would refuse to go to the podiatrist.
-The resident's refusals were not documented.
-The Administrator was trying to get the facility's
contracted health care provider to be able to send
their podiatrist out to the facility to see all the
residents.

Refer to interview with the medication aide (MA)
on 02/28/23 at 12:10pm.

Attempted telephone interview with Resident #2's
mental health provider on 02/28/23 at 12:24pm
and 3:39pm were unsuccessful.

Refer to telephone interview with the facility's
PCP on 02/28/23 at 4:32pm.

Refer to interview with the Administrator/Owner
on 02/28/23 at 12:15pm.

Interview with the medication aide (MA) on
02/28/23 at 12:10pm revealed:

-She was not sure if the residents had any
appointments to see mental health provider or
podiatry.

-The Administrator/Owner took the residents to
appointments if the provider was not able to come
to the facility to see the residents.

Interview with the Administrator/Owner on
02/28/23 at 12:15pm revealed;

-She took all the residents to their appointments if
the appointments were outside of the facility.
-She had recently changed contracted providers
to be able to have a company to provide all
service 'th house' for the residents.
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-She thought the PCP had contacted the A5 Re 51 0 oK
contracted provider for the referrals for mentatl N
acted p . he = D\Y\"C'VWM v hq
health and podiatry. 0"\

-She was not aware the contracted provider did o T V\;-\c—#"\r \(\ Q—V‘J -\'L)

not have a podiatrist or mental health providers in

place to come to the facility to see the residents. P{\D\J'\ A€r ’Q“(V

-If she had known the contracted provider was —C,
not able to provide a podiatrist or mental health oMM (gt P S ‘D IS h(‘ Wy’
providers to see the residents, she would have ™ W VA e-r\‘

contacted another provider. c eCV M
( D./O 0‘%‘1) D
Telephone interview with the facility’s PCP on A ? o d}; &d"u}rCﬁ"‘S""L \_CH’K'H’

02/28/23 at 4:32pm revealed:

-Her coworker was the PCP who had seen the NAAND e
_ Cux o

residents on 12/14/22 and ordered the podiatry

and psychiatry consults. YW@/Y\'*_M \(\ -&9‘\)" \’\’3

-The PCP being interviewed had seen the err—>2)

residents on 01/20/23 and 02/23/23, QO A& e

-She had informed the Administrator/Owner that dvta;’v\/ NS RV

her company was just starting up and in the Q\‘)

process of hiring all of the needed providers. O&S"\ )\/2\ [

-The company would be able to provide both - ccaS Wk' Lﬂw)fz{s
podiatry and psychiatry care in the future. \WN\ e

~-The company did not currently have the
psychiatry services available.

-The company only had one podiatrist at that
time.

-The PCP had instructed the Administrator/Owner
that the current podiatrist was "booked up" with
her current caseload and unsure when the
residents at this facility would be able to be seen.
-She informed the Administrator/Owner it would
be best to find another provider for podiatry and
psychiatry services.

C 249 10ANCAC 13G .0902(c)(3)(4) Health Care C 249

10ANCAC 13G .0902 Health Care
(c) The facility shall assure documentation of the
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following in the resident's record: é\o CaMNE v~ D Al oD

(3) written procedures, treatments or orders from Lo~ *2 2( pfdg

a physician or other licensed health professional; \)\Jg QQ/%\ C

and \,Org o ?,(\9 Ceduwres

| {4) implementation of procedures, treatments or d 3
| orders specified in Subparagraph (c)(3) of this At odm-e ks, O ro eS|

fom 2 B,

This Rule is not met as evidenced by: S oy

Based on interviews and record reviews, the \(\QPJH" W’%@e/g‘ s

facility failed to implement orders for 2 of 3 o»\

sampled residents (#2) who had orders for _,ﬂq,w,ij:s \/\.)'DV"“’

Vitamin B 12 and (#3) had orders for blood work. )

The findings are:

1.Review of Resident #1's current FL2 dated
10/11/22 revealed diagnoses included
schizophrenia, diabetes mellitus 2, hypertension,
hyperlipidemia, and vitamin D deficiency.

Review of Resident #1's Primary Care Providers
(PCP) progress notes dated 01/20/23 revealed
the PCP ordered the following blood work:
Complete Blood Count (provides information
about the cells in a person’s blood),
Comprehensive Metabolic Pane! (Provides
important information about your body's chemical
balance and metabolism, which is how your body
uses food and energy), Vitamin A, Vitamin C and
Vitamin D Anemia Panel (used to determine if the
person is missing important vitamins in their
blood used for health and well-being) , Lipid
Panel (used to find abnormalities in the
cholesterol and fats in the blood) and Thyroid
Panel (used to test the level of the hormones
produced by the thyroid gland which is a major
role in the body’s metabolism growth and
development).
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[
g 2 CATay weew

Review of Resident #2's Primary Care Providers
{PCP) progress notes dated 12/14/22 revealed:
-Resident #2 had bloodwork done for Vitamin B
12 levels with results that showed the resident's
level was low.

-The PCP ordered Vitamin B 12 1000mg by
mouth daily.

Review of Resident #2's medication
administrations records for December 2022,
January 2023 and February 2023 revealed there
were no entries for vitamin B12 to be
administered as ordered on 12/14/22.

Attempted telephone interview with the facility's
pharmacy on 02/28/23 at 11:00am was
unsuccessful.

Refer to interview with the medication aide (MA)
on 02/28/23 at 12:10pm.

Refer to telephone interview with the facility's
PCP on 02/28/23 at 4:32pm.

Refer to interview with the Administrator/Owner
on 02/28/23 at 12:15pm.

2. Review of Resident #3's current FL2 dated
03/16/22 revealed diagnoses included dementia,
depression, diabetes mellitus 2, hypertension,
chronic obstructive pulmonary disease,
osteoarthritis, hyperlipidemia, and vitamin D
deficiency.

Review of Resident #3's Primary Care Providers
{PCP) progress notes dated 06/07/22 revealed
the PCP ordered a colonoscopy (used to detect
cancer of the colonfrectum) and prostate specific
antigen (PSA) level (used to detect prostate
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cancer) for Resident #3.
Review of Resident #3's record revealed: Wi © \I\X,r)\

-There was no documentation for upcoming
appointment for the colonoscopy.

-There was no documentation the PCP was
contacted regarding the resident refusing to have
the colonascopy done.

-There were no PSA resuits.

Attempted telephone interview with the facility's
laboratory provider on 02/28/23 at 10:43am was
unsuccessful.

Refer to interview with the medication aide (MA)
on 02/28/23 at 12:10pm.

Refer to telephone interview with the facility's
PCP on 02/28/23 at 4:32pm.

Refer to interview with the Administrator/Owner
on 02/28/23 at 12:15pm.

Interview with the medication aide (MA) on
02/28/23 at 12:10pm revealed:

-She was not sure if the residents had any orders
for any labs or medications that were not done.
-She sent in the orders for medications to the
pharmacy.

-She would contact the lab for any lab work that
needed to be done.

Interview with the Administrator/Owner on
02/28/23 at 12:15pm revealed:

-She took all the residents to their appointments if
the appointments were outside of the fadility.
-She had recently changed contracted providers
to be able to have a company to provide all
service 'In house' for the residents.

-She was not aware of any lab work ordered that
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had not been done or medications that were
supposed to be ordered that had not been.

-The MA would take care of the orders and send
to the appropriate place when the orders were
given by the PCP.

Telephone interview with the facility's PCP on
02/28/23 at 4:32pm revealed:

-Her coworker was the PCP who had seen the
residents on 12/14/22 and ordered the vitamin
B12 based on previous bloodwork.

-The PCP who had ordered the PSA bloodwork
and colonoscopy was from a different company .
-Her concerns had she ordered these would have
been that the facility was not following through on
orders in general.-

-The colonoscopy would be beneficial in detecting
colorectal cancer early.

-The PSA levels would help detect prostate
cancer early.

10ANCAC 13G .0903(c) Licensed Health
Professional Support

10ANCAC 13G .0903 Licensed Health
Professional Support

(c) The facility shall assure that participation by a
registered nurse, occupational therapist,
respiratory care pracfitioner, or physical therapist
in the on-site review and evaluation of the
residents’ health status, care plan, and care
provided, as required in Paragraph (a) of this
Rule, is completed within 30 days after admission
or within 30 days from the date a resident
develops the need for the task and at least
quarterly thereafter, and includes the following:
(1) performing a physical assessment of the
resident as related to the resident’s diagnosis or
current condition requiring one or more of the
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tasks specified in Paragraph (a) of this Rule;

(2) evaluating the resident’s progress to care
being provided;

(3) recommending changes in the care of the
resident as needed based on the physical
assessment and evaluation of the progress of the
resident; and

(4) documenting the activities in Subparagraphs
(1) through (3) of this Paragraph.

This Rule is not met as evidenced by:

Based on record reviews, observations, and
interviews, the facility failed to ensure a Licensed
Health Professional Support (LHPS) evaluation
was completed on 3 of 3 sampled residents (#1,
#2, and #3) to include the identified tasks of
fingerstick blood sugars for diabetic residents

The findings are:

1.Review of Resident #1's current FL.2 dated
10/11/22 revealed diagnoses included
schizophrenia, diabetes meliitus 2, hypertension,
hyperlipidemia, and vitamin D deficiency.

Review of Resident #1's record revealed there
were no Licensed Health Professional Support for
the resident since her admission on 09/05/20.

Refer to interview with the Administrator/Owner
and the LHPS Nurse on 02/28/23 at 4:41pm.

2. Review of Resident #2's current FL2 dated
03/16/22 revealed diagnoses included dementia,
diabetes mellitus 2, osteoarthritis, hyperlipidemia,
and vitamin D deficiency.

Review of Resident #2's record revealed there
were no Licensed Health Professional Support for
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the resident since his admission on 06/24/22. _I:A OO

3. Review of Resident #3's current FL2 dated -Qﬁ)\\ © WD V\'? o o«

03/16/22 revealed diagnoses included dementia, SV & \_\ v Cen SJ

depression, diabetes mellitus 2, hypertension, QV\

chronic obstructive pulmonary disease, chg\ o VL]

osteoarthritis, hyperlipidemia, and vitamin D \)(6‘.9""\)(&/\ W

deficiency.

5\/\)2 S M SERNEAC

Review of Resident #3's record revealed there v \[ 1 %‘: ’\' Q,\q\r‘ctir-%

were no Licensed Health Professional Support for A-\,bé%—é-

the resident since his admission on 11/30/20. = a\wna Mﬁ?

. ) v <5
Vad
Refer to interview with the Administrator/Owner re Sidew a ? %{b\) LA+
and the LHPS Nurse on 02/28/23 at 4:41pm. Q(-Q Conv—¢, (O«C)W%/ \
\ 41

Telephone interview with Administrator/Owner ,—Q,Q_, WM{/NQ\ CJ\"\O‘V\’S o

and the LHPS Nurse on 02/28/23 at 4:41pm W\ 5(\«"(, Cav®t cg. A

revealed: 0 q

-She and the Owner were responsible for €S C;\&V‘"\‘ AsS N A

ensuring LHPS evaluations and reviews were naSed vwn TR ’? (G

completed.

-The residents receiving finger stick blood sugars
(FSBS) should have quarterly LHPS done.

-The Owner was to let the LHPS RN know the
LHPS assessment needed to be completed.
-The last time in December 2022 she was
scheduled to come but had been on vacation for
2 weeks and was not able to come then.
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