PRINTED: 01/09/2024

) FORM APPROVED
Division of Health Service Reaqulation
STATEMENT OF DEFICIENCIES %1} PROVIDER/SUPPLIERICLLA, (%2} MULTIPLE CONSTRUCTION (X3) DATE SURVEY
AND PLAN OF CORRECTION IDENTIFICATION NUMBER: A BUILDING: GOMPLETED
R
HALOS1047 B.WiNG 12/24/2023
NAME OF PROVIDER OR SUPPFLIER STREET ADDRESS, GITY, STATE, ZIP CODE
MEADOWVIEW ASSISTED LIVING 260 HIGHWAY 210 WEST
SMITHFIELD, NG 27577
x| SUMMARY STATEMENT OF DEFIGIENCIES iy PROVIDER'S FLAN OF CORRECTION X5)
FREFIX {EAGH DEFICIENGY MUST BE PRECEDED BY FULL PREFIX {EACH CORRECTIVE AGTION SHOULD BE I COMPLETE
TAG REGULATORY OR LSC IDENTIFYING INFORMATION) TAG CROSS-REFERENCED TG THE APPROPRIATE DATE
DEFICIENCY)
{000} Initial Comments [ {D 000} Response to the cited deficiencies I
| do not constitute an admission of
The Adult Care Licensura Section conducted a : agreement by the facility of the
follow-up survey on December 20 - 21, 2023, : facts alleged or conclusions set
forth in the statement of deficiencies.
{D 273} 10ANCAC 13F .0902(b) Health Gare pzra | The Plan of Correction is prepared

| 10ANCAG 13F .0802 Health Care

! (b) The facility shall assure referral and follow-up
1o meet the routine and acute heslth eare needs
of residents.

I This Rule Is not met as evidenced by:

Based on observations, Interviews, and record

reviews, the facliity falled to ensure health care

referral and follow-up for 1 of 5 sampled residents

| (#5) reiated to not scheduling a cardiclogy

! appointment with a provider due to low bload
pressure and with a2 home health provider for

| treatment of a toe wound.

' Ttie findings are:

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

10/31/23 revealed:

-Diagnoses included atrial fibrillation, acute

myocardial infarction, and atherosclerotic

cardlovascular disease.

~There was an order for menthly bloed pressure
. checks.

1. Review of Resident #5's primary care physlclan
{PCP) visits notes dated 12/12/23 revealed:
-Resident #5's blood pressure was initially low but

. had improved upon rechecking,
-Resident #5's bload pressure was to be
monltered and inform the PCP of any changes.
-A cardiclogy referral was made, and it was to be
prioritized.

! -After Resident #5 had seen the cardiolagist his

t skin cancer issues would be addressed,

solely as a matter of compliance with
the law, |

The facility shall assure that referral and
follow-up are to meet routine and acute |
' health care needs of all residents.

02/02/24

Resident Care Coordinator (RCC)and |
transporter will meet at the end of each
day to discuss all appointments from
that day to ensure all follow up has
oceurred or will accur within 48 hours, |
Executive Director will monitor by

: discussing daily at stand up meeting,

- Staff in-serviced on 1/19/2024 regarding

- all physlcian paperwork including

hospital visits to be put in the RCC :
mailbox outside RCC office, RCC will
check box dally and make copies of

* follow up needed to give to transporter for
appointments. If transporter not here the
paperwork will be put in their mailbox, |
RCC to follow up with transporter within |
24 hours to ensure follow up has '
occurred. Executive Director will monitor
all manager mailboxes to ensure they arg
emptied daily. |
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{D 273} Continued From page 1 : {D 273}

" ravealed;
-He had seen the PCP at laast twice since his
admissfon,
-His blood pressure was sommetimes low.

. Interview with Resident #5 on 12/20/23 at 9:05pm I
i
|

Interview with a medication gide (MA) on
12/21/23 at 2:40pm revealstl:

-She checked Resident's #4's blood pressure per
the request of the surveyor.

-Resident #5's blood pressure was 186/53.

-She did not consider Residgnt #5's blood '
. pressure of 186/63 to be low.

-Resldent #5:dld not have blood pressure

parameters. -
-Resident #5had not complained about his blood
presstre being low,

Second interview with Resident #5 at 2:47pm
revealed:
-He had his blood pressure ¢checked a few
minutes ago. : t
-He felt fine, but he was almpst asleep when his ;
blood pressure was checked and that could have

, been the reason for the reag ing.

Review of a physician's clarification order dated

12/21/23 revealed: ; PCP wrote order to obtain BP daily for
-A request for resident blood pressure | 2 weeks, Facility reported the results at
parameters was submitted for advising. i the end of the 2 weeks. Staff advised that

<The request for parametersiwas for blood
pressure checks biwaekly with reparts of systalic
below 90 or above 180 and dystolic below 50 and
ahove 100.
-The request was signed by the Resident Care
Coordinator (RCC).

| Telephone Interview with the; referred cardiology

-Resident #5's blood pressute reading was 80/60.

they are to contact the PCP if BP is
outside of parameters established.
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agency on 12/21/23 at 2:0%m revealed:

-There was not an appointment made for
Resldent #5.

-If an appointment was scheduled on 12/21/23 it
would be setfor 1 or 2 waeks from 12/21/23.

Interview with the fransportation coordinater on
12121/23 at 2:23pm revealed:
-She received the cardiology referral from the
RCC on 12/21/23.
-She called on 12/21/23 and scheduled the
cardiology appointment for Resident #5 for
01119724,
| -On the day she recelved residents ‘referrals from
" the RCC she scheduled their appolntments,
-She scheduled residents' fellow appeintments on
site during the residents’ visits.
~She documented all schedliled appointments in
- her calendar book.

Telephone inferview with the receptionist at the

referred cardiology agency on 12/21/23 at 2:20pm
ravealed:
~-There had not been an apppintment mada for
Resident #5.
-The refarral for Resident #5 had not been
recaived,
-The facility called on 12/21/23 at 2:14pm and
scheduled an appointment for Resident #5 for
01/19/24,

Telephone interview with Resident #5's PCP on
12/21/23 at 1:35pm revealed:

- -He made a referral for Resident #5 to see a
cardiologist on 12/12/23 because of concerns of
Resldent #5's low blood pregsure,

-He did not sge where an appointment was made
with a cardiologist.

|
| Interview with the RCC on 12/21/23 at 12:07pm

(D273}

Resident seen by cardiologist on 1/19/24,
Cardiologist scheduled Echocardiogram
for 3/15/24. Resident to follow up with
cardiologist in 6 months on 7/19/24. No
medication changes were done.
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revealed: {
-She gave the cardlology referral to the 1
transportation coordinator to make the i
appointment. :
-She requested clarificationjfor blood pressure
parameters an 12/21/23,
-Resldent #5 had not complgained about his blood
pressure being low or high.
~The transportation coordinator was the person
responsible for scheduling gppointments once
she was given the referrals,

| 0273}
1

2. Review of report of constiltation from Resident i
#5's pravious facllity (date npt provided) revealed:
-Resident #5:hit his left foot on the great toe.

-The left toe was brulsed and was draining clear

fluids.

-The toe was to be cleaned
saline and toplcal triple-antf
applied,

Review of Resident #5's provider's visit form

* health agency intake nurse ¢

dated 12/05/23 revealed an
services for sore of left greal

~He hit his big toe a while b

prder for home health
toe.

ck In January 2022,

Interview with Resident #5 %j 2:47pm revealed:

-Hg had lssuas with the toe
infection had clearad,

Observation of Resident #5"
12121/23 at 12:03pm reveal
<The toe wasinat bandaged.
~The toe had not shown any
or any other draining fluid.
-There was a:small blackish
toa,

Telephone interview with the

t times, buf the
great left toe on

d:

evidence of bleeding

sore at the tip of the

referred home
n 12/21/23 at
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. about Resident #5's refarral.

- revealed:
- «He received a telemedic refe
. 12/05/23 from the facillty requ

' 12:34pm revesled:

12/08/28.

- -8he received a referral for Rpsident #5 on

-The appointment could not be scheduled
because the orders were not plear on the
referrals and there were no physician orders

attached,
-She had fried to process the
their agency did not tale Res

(RGC) on 12/08/23 and info

referral but learned

ed her of the issus

-She contacted the Residen:li{ Care Coordinator

of not being able to provide R
home health services due to
belng accepted,

-She had spoken with the RC

sident #5 with
is insurance not

r~

C agaln on today

Telephone Interview with Resident #5's Primary

Care Physician {PCP} on 12/2

1/23 at 1:35pm

care for Resident #5's great le

ral request on
sting home health
it toe.

dent #5's insurance.

-He forwarded a request to the facility for home
health services for Resident #5 to treat the toe.
-He examined Resldent #5's great left toe on

12112423 and noticed the toe
remarkably.

~He did not see where an app
with a home health agency.

as healing

intment was mads

Interview with the transportation coordinator on

12/21/23 at 2:23pm revealed:

-On the day she received resld

the RCC she scheduled thelr

-She scheduled residents’ follg

l site during the residents' visits
I vShe documented all schedule
" her calendar baak.

-She did not regsive a referral

anis' referrals from
ppointments.

W appointments on
d appointmants in

for home health

RCC will send referrals to home heaith
agency, If issues with insurance RCC

: will notify PCP for further advisement.

Executive Director will monitor by having |
discussion with RCC daily in stand up
meeting fo ensure referral process has
been completed.

STATE FORM

Division of Health Service Regulation

£ang

HUYX12

I continuation shest 5of6



Division of Health Service Regulation

PRINTED: 01/09/2024
FORM APPROVED

STATEMENT OF DEFICIENCIES {X1} PROVIDER/SUPPLIER/CLIA
AND PLAN OF CORRECTION IDENTIFICATION NUMBER;

(X2) MULTIPLE GONSTRUCTION
A.BUILDING:

B, WING

HAL0S1047

{X3) DATE SURVEY
COMPLETED

R
1212172023

NAME OF PROVIDER OR SUPPLIER STREET ADDRESS, CITY, STATE, ZIP GODE

250 HIGHWAY 210 WEST

MEADOWVIEW A T NG
RERIED LM SMITHFIELD, NG 27577

D
PREFIX
TAG

(X4 1o
PREFIX
TAG

(EAGH DEFIGIENCY MUST|BE PRECEDED BY FULL

SUMMARY STATEMEjIT OF DEFICIENCIES
B
REGULATCRY OR LSC IDENTIFYING INFORMATION)

PROVIDER'S PLAN OF CORRECTION
{EACH CORRECTIVE ACTION SHOULD BRE
CROSS-REFERENCED TO THE APPROPRIATE

DEFICIENCY)

(%5}
GOMPLETE
DATE

{D 273} Continued From page 5 {0 273}

services for Resident #5., 1
-The RGC made the home health appointment for
Resident #5.
Intervisw with the RCC on 12/21/23 at 12:07pm
ravealed:
-8he had submitted & home
agency for Resident #5 but could not remember

the date when the referral was submitted.

-She leared on today the home health agency i
could not provide the servicps for Resident #5 !
due to their agency not accepting his insurance. i
-Resident #5 had not made [any complaints about

his toe.

~Resident #5 was admitted with the toe Issue that

had been treated by the previous facility.

-She requested the home health services via |
telemedic because there was not a standing :
order for skiti tear to treat thie toe,

-Sha had sent the referral i other home health
agencles.
-The transportation coordingtor was the person
responsible for scheduling appointments once
she was given the referrals,

health referral to an

Interview with the Administrator on 12/21/23 at

1:09pm revealed: 1

-Sha had spaken with the PCP abolit the home

health referral but could not remember the date of

the call.

" -She knew thers was an laste with scheduling

the home health appeintment because of

Resident #5's Insurance.

-Resldent #5's previous faﬂ'ty had fraated the

toe but there were no orders|for the medication |
!
|

, 8ldes o freat the toe.
- -The RCC could request refg

rrals via telemedic.
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Subject:
Attachments;

Tonya Hoffman <Tonya.Hoffman@saberhealth.com>
Thursday, January 25, 2024 5:42 PM

Forte, Hope

Debra Richardson; Amy Ricks

[External] POC for Meadowview AL

Signed POC for state 1-25-24.pdf

CAUTION: External emdil. Do not clic
button located on your Outlook men

k links or open attachments unless verified, Report suspicious emails with the Report Message
u bar on the Home tab.

Hello! Attached is the plan of cory

Tonya Hoffman, MHA, NCALA
tonya.hoffman(@saberhealth.com |

HEALTHG AR 625
GRGUP EEE

ection for our state survey in December 2023. Thank you for your time.

Executive Director | Meadowview Assisted Living | email:

Phone: 919-989-4848

NOTICE: This email may contain PRIVILEG
is addressed. If you are not the intended
email or the information contained in it @
further disclosure of any Protected Healt
the sender of this email by reply mail. Th

ED and CONFIDENTIAL information and is intended only for the use of the specific individual{s) to which it
recipient of this email, you are hereby notified that any unauthorized use, dissemination or copying of this
r attached to it is strictly prohibited. You may be subject to penalties under law for any improper use or

h Information in this emall. If you have received this email in error, please delete it and immediately notify
ank you.




From:

Sent;

To:

Cc:

Subject:
Attachments:

Tonya Hoffman <Tonya.Hoffman@saberhealth.com>
Friday, February 2, 2024 2:17 PM

Forte, Hope

Amy Ricks; Debra Richardson

[External] signed addendum POC

Signed addendum POC 2-2-24.pdf

CAUTION: External email. Do not clic

¢ links or apen attachments unless verified. Report suspicious emails with the Report Message

button located on your Outlook ment bar on the Home tab.

Hello! Attached is the adjusted PC

Tonya Hoffman, MHA, NCALA |

tonya.hoffman(@saberhealth.com |

C per phone conversation between Hope and | on 2/1/24.

Executive Director | Meadowview Assisted Living | email;
Phone; 919-989-4848

NOTICE: This email may contain PRIVILE
Is addressed. If you are not the intended

G

£D and CONFIDENTIAL information and is intended only for the use of the specific individual(s) to which it
tecipient of this email, you are hereby notified that any unauthorized use, dissemination or copying of this

email or the information contained in it or attached to it s strictly prohibited. You may be subjact to penalties under law for any improper use or

further disclosure of any Protected Healt
the sender of this ematl by reply mail. Th

!

Information in this email. If you have received this email in error, please delete it and immediately notify
nk you.




