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Initial Comments

The Adult Care Licensure Section and the
Buncombe County Department of Social Services
conducted an annual and follow up survey on
03/21/24.

10A NCAC 13G .0902(b) Health Care

10A NCAC 13G .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 to
meet the routine and health care needs for 1 of 3
sampled residents (Resident #1) related to a
cardiology appointment.

The findings are:

Review of Resident #1's current FL2 dated
01/11/24 revealed diagnoses included
hypertension.

Review of Resident #1's Resident Register
revealed an admission date of 04/12/21.

Review of an Emergency Department (ED)
discharge instructions for Resident #1 dated
03/04/24 revealed:

-Reason for the ED visit was shortness of breath.
-Resident #1 had an additional diagnoses of heart
failure.

-Resident #1 was to follow up at a local
cardiology office the week of discharge for a
recheck in their heart failure clinic.

Interview with the Supervisor in Charge (SIC) on
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03/21/24 at 9:20am revealed:

-She reviewed the discharge instructions when
residents returned from an ED visit.

-She was responsible for ensuring any follow up
appointments were made.

-She knew she reviewed Resident #1's discharge
instructions because she faxed it to the pharmacy
due medication changes on it.

-She did not make a follow up appointment at the
local cardiology office for Resident #1 because
she missed reading that on the discharge
instructions.

Interview with Resident #1's primary care provider
(PCP) on 03/21/24 at 10:47am revealed:

-She reviewed ED discharge instructions when
she was in the facility.

-It was important that Resident #1 had a follow up
visit with the local cardiology office, but it was
unlikely he would have been seen the week of
discharge from the ED.

-The facility was responsible for ensuring that
follow up appointments were made.

Interview with the Administrator on 03/21/24 at
10:50am revealed:

-The SIC was responsible for ensuring that follow
up appointments were made.

-The SIC was responsible to inform him of follow
up appointments so he could ensure it was done,
but he was not informed.

-The SIC had just missed it.

Interview with Resident #1 on 03/21/24 at 9:15am
revealed Resident #1 declined to be interviewed.
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