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D 000 Initial Comments D 000
The Adult Care Licensure Section and the
Catawba County Department of Social Services
completed an annual survey on 03/06/24 through
03/07/24.
D 273 10A NCAC 13F .0902(b) Health Care D 273
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:
Based on interviews and record reviews, the
facility failed to ensure referral and follow-up had
been completed for 1 of 5 sampled residents
(Resident #2) who had an order for a speech
therapy evaluation due to the resident having
difficulty swallowing.
The findings are:
Review of Resident #2's current FL2 dated
01/10/24 revealed:
-Diagnoses included dementia, muscle weakness
and left femur fracture.
-Resident #2 was intermittently disoriented.
-Resident #2 was semi-ambulatory.
Review of Resident #2's Resident Register dated
01/18/23 revealed an admission date of 01/18/23.
Review of Resident #2's Primary Care Provider's
(PCP) triage note dated 01/31/24 and timed at
3:31pm revealed:
-Staff reported Resident #2 had difficulty
swallowing.
-A physician order to begin crushing appropriate
medications as needed for safe swallowing.
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-A physician order to refer to speech therapy for
an evaluation and treatment of dysphagia.

Review of Resident #2's physician order dated
01/31/24 revealed an order for speech therapy for
evaluation and treatment of dysphagia.

Telephone interview with Resident #2's current
home health agency on 02/06/24 at 4:42pm
revealed:

-Resident #2 was current with physical therapy,
occupational therapy, and skilled nursing
services.

-The agency did not receive a referral/order for
speech therapy to evaluate and treat Resident #3.

Telephone interview with the program director for
the facility's contracted rehab agency on 03/07/24
at 10:10am revealed:

-She was responsible for making home health
referrals for the facility.

-She was notified of referrals/orders by the PCP
or the facility via email or by obtaining the
referrals/orders while at the facility.

-She received Resident #2's speech therapy
referral/order from the Administrator on 02/06/24
while she was at the facility.

-She emailed the speech therapy referral/order to
Resident #2's current home health agency on
02/06/24.

-She had spoken with Resident #2's PCP on
02/29/24 about completing an addendum for the
speech therapy evaluation ordered on 01/31/24
after realizing Resident #2 had not received a
speech therapy evaluation.

-She emailed Resident #2's current home health
agency notifying the agency of the PCP not
wanting to write an addendum.

Review of an email from facility's contracted
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rehab agency dated 02/06/24 revealed a speech
therapy referral /order was emailed to Resident
#2's current home health agency.

Review of an email from facility's contracted
rehab agency dated 02/09/24 revealed a speech
therapy referral /order was emailed to Resident
#2's current home health agency.

Review of an email from facility's contracted
rehab agency dated 02/29/24 revealed:

-The program director for the facility's contracted
rehab agency had notified Resident #2's current
home health agency that Resident #2's PCP did
not wish to write an addendum for the previously
ordered speech therapy referral/order from
01/31/24.

-The program director attached the PCP's triage
note for the speech therapy evaluation and
treatment from 01/31/24.

Telephone interview with Resident #2's PCP on
03/07/24 at 11:23am revealed:

-She did not know Resident #2's speech therapy
evaluation had not been completed until she was
notified on 02/29/24 by the facility.

-She had made the speech therapy referral due
to staff reporting Resident #2 had difficulty
swallowing her medications.

-She expected the facility to make referrals
immediately.

-The referral should have been completed but did
not feel Resident #2 had any negative outcome
from not receiving the speech therapy evaluation.

Interview with the Administrator on 03/07/24 at
11:50am and at 2:08pm revealed:

-She was responsible for printing any
referrals/orders related to therapy services and
giving the referrals/orders to the program director
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for the facility's contacted rehab agency.

-She had given Resident #2's speech therapy
referral/order to the program director for the
facility's contacted rehab agency on 02/06/24.
-She did not recall why she did not give the
referral to the program director prior to 02/06/24.
-She was not aware that Resident #2 had not
received a speech therapy evaluation until last
week on 02/29/24 when she was notified by the
program director for the facility's contacted rehab
agency.

-She thought the referral had been taken care of
last week on 02/29/24.

-She expected the facility's contracted rehab
agency to handle all therapy referrals.

-There was no process in place to ensure all
orders and referrals had been processed or
implemented correctly.
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