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i T0ANCAC 13G .0802 Health Care

* (b} The facility shall assure referral and follow-up
to meat the routine and acute haslth cere nesds

, of residents,

This Ruls s not met as evidenced by

. Basad on interviews and recard reviews, the

- fagility falled to ensure referral and follow-up to
mest the routine heaith care needs for 2 of 3
sampled residents (#1 and #32) relatsd to a
referral for an appoiniment with a dermatologist
(#1) and a rafarral with g gastroenterologiat (#3),

The findings ara:

+ 1. Raview of Rasident #1's current FLa2 deted
QR/04/22 raveaied diagnoses Included psoriaslg.

- Revlew of Resident #1's aftor visit raport with his
| pHimary care provider (PCP) dated 11/17/22

; revealed thete was an arder for & refarral with &
 darmatologist for psotiasis on hig albows,

. Review of Resident #1's recard an 02/28/23
ravealed; ’

: ~There was no documentation an appointment

* with a darmatologist was schaduiadg,

«There was no documentation of an appointment

Or a visit with a dermaloioglst,

. Telaphona intarview with the facility's contracted
PCP an 02/2B/23 at 4:2tpm revesaled: -

-The facility was responsible for gchaduling

; follow-up appoimtmernts and referrals for

1
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| residents.

-Resident #1 had a flair up of hia peariasls on his
albows and she hed warted him sesn,

Interviaw with tha Supervisor in ‘ ]
Charge/Medlontion Aldy {SICMA) on D2/28/23 at |
10:53am revealed; : 1
© -Bhe was msponsible for making physicians' :
* appointmants for the residants. ‘ '
-Rasident #1 had not been seen bya : ‘
germatologlst, : .
~She had called to make an appaintment, but the meroa !
| dermatologist had rot callad her bagk, : ;
«She thought she had called the dermatologist to : ’
! make an appointment in Desember 2022, :

 Infarview with the Facility Managar on 02/28/23 at
- 5.06pm revealed:

-The SIC/MA was responsible for scheduling alf :
appointments Including referrals, . |
-Bhe would also halp the SIC/MA when , !
schedufing If she was having difficutty with ’

| scheduling appointmants.

" ~The SIC/MA had dificuity scheduling a
darmatologlst appointment for Resident #1; gha
left @ rmessage with one physician's office but dig ;
not hear back. : |
-~ -She should have continued to try another : ;
' dermatologist and not walted for return a call. ’ '
i ~The appointment should have bean mads within : f |
24 hours of the referral being made. '

! Attempted telaphorie intetview with the !
 Administrator on 02/28/23 at 1:13pm was | \
_‘ Lnsuccassiul, 4

' Basad or observations, interviews ang racord ' I
* teviswg it was detarmined Resldent #1 was not ‘
interviewaine.
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! 2. Raview of Rasident #3 ' g current FL2 dated
0818122 reveaslad diagnoses included
gastroasophagesi raflux diseasa (GERD).

- Review of a after vislt summary fram Resident
#3'0 primary care providsr (PCP) dated 12/23/22
revealed there was an order for a referral with a
gastroenterologist due to swallowing isgues ang
| problams kesping food down white aafing.

Review of Residant #3 ' s recorg on 02728123

' revesled:

-There was no documantation an appolntment
with & gastrosntarelogist was scheduled for
Residant #3.

~Tharg was no documentation of &n appelntment
: OF @ visit with a gaslroenteralogist.

; Interview with Resident #3 on 02/28/23 at 8:52pm
. revealed: : !
-He did not have problems with coughing er
choking at meals any more. ' 5
-He did not raoall the ast time he had trouble : i
i eating or got slck, .
+ ~He dit) not know aboyt going to a : !
 gastroentarologist, 1

1
i Teleghone Intarview with the facifity's contracted |
- PCPon 02/28/23 at 4:21 pm revaaled:

" <The facility was responsible for acheduling

follow-up appointments and raferrals for

residents.

-Resident #3 had complatned of stormach p&in,

. Nawsee ang vomiting after meals 80 shi had

! referred him to the pastroentarclogist, /

-Things had gotten batter and resclved and then
Resldent #3 had a fAair up In January 2023 ang

- was sent Qut to the hospitar.

: -Ha had facsl impaction was the ra880n he was
i sentto the hospital,

Drviglon of Haalth Service Raguistion
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c 246:‘ Continued From page 3 C 246

| -He was plaged on a laxative when ha returned o
- the faclity and he had bean doing better.

" -He probably still neaded 4o be s8an by the
gastroenterclogist to be sure he Is okay.

" Intarview with the

| Supervisor-In-Charge/Medication Aide (SIC/MA)
; on D2/28/23 at 3:28pm ravealud:

i -She revigwed the residents after vigit reports

| from their primary eare provigers (PCP) for

i -Bhe was respensible for scheduling referral
appointmants with specialist.
-$ha was not aware Resident #3 was referred to
a gastroentarcloglst in Dacember 2023,
' -Bhe was supposed to follow Jp with the PCP
once the appointmant was mada,
-Reaident #3 had not baen seen by a
© gastrosnterotogist and did not have ah
- appointtrent schedyled. :

Interview with tha facil
5:08pm revesled:

" ~Tha 3IC/MA was responsible for seheduling alt
appalntments induding refarrals.

-She had no idsa Resident #3 had a refarral for &
: gastroenterologist appointment,

-She gxpected all appointmants for rafarrals to ba

Alternpted telephons intarview with the
Adminiatratar on 02/26/23 at 1:1 3pm was

1
G 28] 1DA NCAC 136G .0904(e)(2) Nutrition And Food C 265 [

! 10A NCAC 13@ .0004 Nutritlon And Food Service
© {8 Menus In Family Cara Homag: |

ty Mahagar on 02/28/23 at

|
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(2) Merus shail be maintalned in the klichen and
identifled as 10 the current meny day and cycle

i for any glven day for guidanca of food service
© staff

. This Rule is not mat as evidenced by:

Based on ohservetions, iMerviews and recorg

© review, the facllity failed to engurs mManus were

malntained in tha kitchan and identifiad as to the
current menu for any given day for guidance of

| food service staff,
|

5 Tha findings are:

Cbservatian of thy factiity kitchen on 02/28/23 at
8.35am ravesled thare was not a weekly many
availabie for staff to refarence whan preparing

! meals.

i Observation of the luneh meal 88rvice on
D 02/28/23 at 12:44pm ravealed:
. ~There wers four residents seated at the tabig.

~The residents wars sarvar the same lbams.

- ~They were served chicken wings, pinta beens,
' greens, pudding, water and milk; ha sonsumed

100 percent of the e,

Interview with two residants on 02/28/23 at

- 8:32am revealad:
" -The foud was good, they were served a varlety

and they got enough,

_~“T™e did not know what thay were going to be
- served from imeal to mes),

. “tha SIC/MA told tham what the meal was just
| bafora they sal down to odt.

J ‘\e&_, o J
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Interview with the Supervisor in
| Charge/Medication Alde {SIC/MA) oh 02/28/23 at
: 2:05pm revealed:
| “Sha was provided with the waakly manu for the
i facility after lunch that day, o2/28/23.
| -She had served meais for the beginning of the
- waek based on mamary,
~3ha made sure the meals included a protein, a
vegetable and a atarch at gach meal,
! -She referenced the weakly menu when il was
. provided by the Facility Manager (FM).
| -8he did net think to reach out i the FM about
| the weekly menu untll that day, 02/28/23,

! Interview with the FM on 02/28/23 at 1 22pm

| revealsd:

| «Bhe was responsible for printing the weskly

. menu for the SIC/MA to follow but she was off the
+ pravious week and had nat printad it

1 =The SIC/MA had not reached out 1o har about

| not naving a weekly menu to follow whan

| prepating meals that week.

; Atternpted telephone interview with tha
| Administrator on 02/28/33 at 1:13pm was
© unsuccassful.

C 2?"0.i 104 NCAC 136G .0904 {c-7} Nutrition And Faod
. Service '
i 10A NCAC 135 .0904 Nutritlon And Food Sarvice
1
; Menus in Family Care Homes:
il (7} The facility shail have a matching therapeutle

| diet menu for ali physician-orderad tharapeutic
- digts for guidanca of food service siaff,

|
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|

* This Rule s not met as evidanced by:

| Based on obsetvation, interviews and record

. raviews the taclllty faed to snsure matching

. therapeuds dists menus were avaliable for 3 of 3
" sampled residents who were orderad a no
cententreted sweet dist (NCA) (#1 and #2)and a : ‘
machanical saft chopped dier (MS) (#3). ‘

The findings &re: | ; ;

- Obsarvation of the tacilty idichen on 02/28/23 at 3 )
- B:35am revealsd there was not a therapeutic diet I
_ meny available for siaff to referenca when _ .
preparing meals. ‘

i 1. Review of Resident #1's current FL.2 tated
08104422 revenlad:

' -Diagroses ncluded typa two diabetas maflitus.

-Thera was nb diet teferenced,

Raview of Residant #1's diat order dated ' ‘ 3 !
08/18/22 revealad an order for a no concantrated
sweets diat, . ; ;

Obsatvation of the lunch meal service an
| 02/28/2 at 12:44pm reveslad Rasldent #1 was
served chicken wings, pints beans, greens,
, Pudding, water and milk; he consumed 100
_ percent of the mast.

| Without a therapautic dlet meny, i could not ba
detertrined if Resident #1 was sarved the
- appropriate meal,

| Telephone interview with the Tacility's contracted : :

- PCP on 02/28/23 at 4:21pm revealad: ' :

- -Resident #1 was ordered a NCS diet bacatse he |
was diabatlc, ;

_~She wanted the fazility to follow a diet for him ©

Divislon of Heallh Gervice Rsgulation
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|

; Interview with the

. Bupervisor-in-Charge/Medication Alde {SIC/MA)
on 02/28/23 at 8:23am and 2:955m fevealed:
-The residents did not have orders for therapeitic
dieta.

! ~Bhs thought Resident #1 was ordered o regutar
! dlat,

~Sha krew a therapeutic dist meny weLld tell her
what to gerve the residents who were vrderad a
special digt.

~Bhai khew residents who had s diagnosls of

| dimbstes could not have sugar, so she provided

' sugar free itama.

* Interview with the Facllity Manager (EM) on

i 02/28/23 at 1:22pm revegied:

| -None of the residents were erdersd a tharapeutic
dlet that she was awarg of,

-Residant #1 might have been ordersd an NCS
diet because be was dlabetic.

~The facility had a thetapeutic dlet many ang &he
thought NCS wes ohe of tha dlets.

-8he had provided the therapaltic diet manu for

. the SIC/MA to reference but she was not awarg ft
. was not baing referenced by the SIC/MA,

{ -The SIC/MA should haye knawn what to gerve a
" rasldent erdered an NC& diet but should been
416 to bocate the diet menu or reached out to her
‘ for ona.

. -She was not aware he staff gig not have a
therapeutic diet menu to refersnce when
preparing the meal,

i Aftemnpted talephone Intsrview with the
; Administrator on 02/28/23 at 1:13pm was
! URsusGessful,

j Based on observation, record raviews and
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 help control his sugars.
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interviews it was determined Resident #1 was not
: Interviawahle. J

2. Review of Residerit #2's gurrent FL.2 dated
07/22/22 revesiad:

 -Diagnoses Inoluded type two diabetes mellitus, . _‘ ‘
schizoalfective disorder ang bipoiar.
-Residert #2 was ordared a no concantrated
swaets (NCS) diet,

Obsatvation of the lunch meal service on
02/28/23 at 12:44pm rovealed Reslident £2 wag ‘ : i
. sarved chickan wings, pinto beans, graens, i
! pudding, water and millk he cangumed 100 |
: par¢ent of the meal, :

| interviaw with Rasident #2 an 02/28/23 gt 9:11am . ) i
. Fevealed he was diabelic, but was not ordersd a I
' special diet,

Telophune intarviaw with the facllity's contractad . ‘
- PCP an 02/28/23 at 4:21pm reveanlad: “ '
i -Reaidant #2 was ordered an NS diet becayse ;
he was diabetic, )
 “8he wentad the faciity to follow & diet for him to , |
. hslp controt his blood sugare, '

" Irterview with the ‘ |
Supervisor-in-Charga/Medication Alde (SIC/MA)

| on 02/28/23 at §:23am and 2:05pm reveated: i

: ~The residents did not have orders for thargpeutic : [

dlets, i

i ~Sha thought Resident #2 was orderad a regular

diet, 5

~She knew a therapeutic diet menu would tell ner ' . F

what to serve the rasidents who were ordered a i l :

spacial diet,

: ~Bhe knew residents who had g dlagnosis of
diabetes could nat have sUgar, 80 she provideg !

L BUgEr free (tams, ‘

Divieior of Health Benvice Regulation
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Intarview with the Faoliity Managar (FM) ¢h
« 02/28/23 at 1:22pm yevealed:
. “None of the rasidents were ordered a therapeutic

diet that she was aware of,

~Bhe was not awsare Resident #2 had an erder for
an NCS diet.

-The facllity had & therapeutic dlat menu and she
thought NCS was ane of tha diets,

": -She had provided the therapautic diet manu for

the SIC/MA to raference but she was not aware it
was not belrg referenced by the SIG/MA,
-Thie SIC/MA shauld have known what to serve &

i rasldent ordered an NC3S diet but should been
i gbla to locate the dist manuy or resched out o her

far sna.

~Bhe was not aware ha staff did nat hava A
therapautic diat menu to rafarence when
Rreparing the meal.

Allempted tetaphong interview with the
Administrator on 02/28/23 at 1.13pm was
unsueseesiul,

3. Review of Resident #3's current FL.2 dated
DB/18/22 revesled:

i ~Diagnases included gastroesophageal refux
; disease (GERD),

-The dlet ordered was mechanical goft (MS).

. Revisw of Resident #3's diel arder dated

08/18/22 raveatad sn order for 2 machanical aoft

. (MS} chopped dist,

Obearvation of the lunoh meal service an

: 02/28/23 &t 12:44pm revenled Residant #3 was
: #orvad chioken wings on the bone, pinto bearts,
+ greans, pudding, water and milk; ha conaumed
i 100 pergant of the meal.

J
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G270 Continued From page 10 } Gzro !
- Interview with Resicont #3 on 02/28{23 a1 8:82arm
| revealad:

i -He had recent dentst work andg anly had seven
| testh; ha was having teath removed so he sauld
| get denturas.

: -He had trouble digesting certain faod. ]
 -The SIG/MA cut up his meat for him and he was ‘ |
1 Not served lettuge, ]
~He dig nat think he was orderad a special ! .
[therapeutic) diat, : ‘

Telephang interview with the faciity's contracted !
PCP on 02/28/23 at 4:21pm revealed:
- -Resident #3 was ordered a MS choppad dlat |

bacause he was in tha process of having his ] :
' testh axtracted. _ |
+ -Resldant #3 needed to have a MS chappad dist . : [
: until ha had dentures.

" Intarview with the

. Bupervisor-in-Charge/Medication Alde (S1G/MA)Y

; an 02/28/23 at 8:2%am and 2:05pm revesied:

| ~Tha residents did not have orders for therapeutic
. dists.

| -She thought Residant #3 wag ordered a regular

, dlgt but just needed his meat cut up for him. I
| ~Bha knew a therapeutic diet meny would tell har : !
- what to serve the residents wio wers aorderad a i : ‘
| M8 chopped diet.
l}

Interview with the Facility Manager (FM} on
: D2B/23 at 1:22pm revealad: . :
 “None of the residents wera ordared a therapsutic . ;
: dist that she waa aware of, :
~Residant #2 was orderad chopped meats ‘ i
because he had recently had dentsi wark, ‘ 1
-Chupped meats wae Just cutting up his feod and :
did not requira a therapeutic dlst meny, : !
~8he was not aware Resident #3 wag ardered a :
_mechanical goft chopped dlet and required a dlet |
Civislon of Haalth Sarvice Fegulation .
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]
1 menu for the staff to uss as guidance when

' preparing his meale,
‘ -The facitity had a therapeutic diet menu and she
thought M3 Chapped diet was ane of (e diets.
-She had provided the therapeutic dist meny for
the SIC/MA to relerence but she was not aware it
wag not being raferenced by the SIC/MA.
*Tha SIG/MA should have known what to serve a
: resident arderad @ MS Chopped dist but shoutd
 baeri abla to locate the diet menu o reached out
! 1o her for ane.

-She was not aware he atsff did not have o
| therapautic dist menu to refaranze whan
i praparing the meal.

| Attempted talophone Interview with the
: Administrator an 02/28/23 at 1:13pm was
| Ungugcessful,
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