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10A NCAG 136G 0902 Heatth Care

(b} The facility shall assure referral and follow-up
to meet the routine and acute hesith care needs
of rasidents.

This Rule is not met as evidenced by

Basged on interviews and record reviews, the
facility failed to ensure refarral and follow-up to
meet tha reutine and mental haalth needs for 1 of
3 sampled residents (Rasidant #2) related
appaintments for therapy and medication
management.

The findings are:

Reviaw of Resident #2's FL2 dated 05/25/23
revealed:

-Diagnoses included unspecified cognitive
function, unspecified damentia, type 2 diabates,
pbesity, and gastroesophageal (GERD).
-There was an order for Risperidone 2mg one
tablet twice dally fo treat anxiety.

“Resident #2's orientation was intermittent,

Review of Resident #2 record on 12/29/23 at
2:28pm revealed there was no documentstion of
Resident #2's mental health services.

Telophone interview with Resident #2's mental
health provider on 03/01/24 at 9:41am revealed:
-Resident #2 was ta be seen every 90 days for
therapy and madication management,
~Resident #2 was last seen an 10/04/23 for

medication management,
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-Resident #2 was a no show/no call for har yeady
assessment on 06/16/23,

-Residant #2 was a no show/no call for her
medication management on 01/03/24.

Teleptione interview with Resident #2°s family
member on 03/01/24 at 12:24pm ravealed:
~Resident #2 recelved mental haalth services
from a local provider,

-She was not sure when Resident #2 had last
seen her mental health provider because the
facility staff takes Resident #2 to her
appoinimants.

-Bhe had not been informed of Resldent #2
missing her mental health appointments.

Irterview with the Administrator on 03/01/24 at
10:08am revealed:

-Resident #2 raceived menial health services
from a local mental health provider.

=She was last seen in November 2023.

~She had not documented the mental haalth
services in Resident #2 record.

-She had not requested a copy of Resident #2's
avalugtion or visit summarias.

-She or the Assistant Administrator scheduled
residents appointrments and documentad the
appointmaents in the staff communication log,
~She was not aware of Resident #2 missing the
08/19/23 appointment.

~Resident #2 did not have any upcoming
appaintments with her mental health providar.

Based on observations, recond raviews, and
interviews, It was determined that Resident #2
was not interviewable.
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4 10A NCAC 136 0902 Heslth Cara
() The faciiity shall assure documentation of the
following in the resident's record:

(3} written proceduras, troatiments or orders from
, & physiclan or other Hoensed health professional;
and

(4) implemertation of procedures, treatments of

orders specified in Subparagraph (¢)(3) of this
Ride.

“This Rule s not met as evidenced by:

Based on record reviews and interviews, the
facility failed to ensure the implementation of
physiclan's orders for 1 of 3 sampled resldents
(#1} with orders for blood pressure checks once
weekly.

The findings are;

Review of Reeldent #1's cument FL2 dated
12/Q7123 revesied;

~Diagnoses included acute kidnay injury,
hypartension disorder, corebrovascular accident,
rmaligrant tumor of cervix, hyperiipidamiz,
metabolic encephalopathy, and subacute
non-iraumatic ntracranial subdurat hemorrhage.
-There was an order & complote blood pressure
(BF) checks weskly.

Review of Resident #1's Resident Register datad
12R¥71235 revealed Resident #1 was admitiad to
the home an 12/07/23.

Review of Resident #1's Licensed Mealth
Professional Support (LHPS) dated 12/27/23
revaaled there were no LHPS tasks.

Review of Reeident #1's Madiestion
Administration Recrd (MAR) far December 2023

G249

:
%&
g

Givision of Fiealth Servie Regwialion
STATE FORM

N80

Heontinusiion thaat 9 of 5



PRINTED: 03/05/2024

NAME OF PROVIDER OR SUPPLIER

HOUSE OF LOVE FAMILY CARE HOME

STREET ADDRESS, CITY, STATE, ZIP CODE
1804 JOHNSON RD

ELZ CITY, NC 27808

FORM APPROVED
{X1) PROVIDERISUPPLIER/CLIA {X2) MULTIPLE CONSTRUCTION (X3} DATE SURVEY
AND PLAN OF CORRECTION (DENTIFICATION NUMBER: A BUILDING: COMPLETED
FOLE?0014 B.WING 03/01/2024

) o SUMMARY STATEMENT OF DEFIGIENCIES D
PREFTX (EACH DEFICIENCY MUST 8E PRECEDED BY FULL PREFD(
™o REGULATORY OR LG IDENTIFYING INFORMATION) TAG
©249| Continued Fram page 3 G249

revealed there was not an entry for weekly BP
checks.

Review of Resident #1's MAR for January 2024
revealed there was not an entry for weekly BP
checks.

Review of Resident #1's MAR for February 2024
reveated there was not an endry for weeldy BP
checks,

Interview with Resident #1 on 02/25/24 at
12:57pm revealed:

-8he had high blood pressure.

-She took medication to treat the high blood

pressure.

«She did not know how often she was o have her
BP checked but it was last checked about two or
three waeks ago.

Telephone interview with Resident #1's Primary
Care Physician's Nurse on 03/01/24 at 9:07am
revealud:

~Resident #1 was last seen onh 12/27/23 for a
foliow up.

-Resident #1 was to get her BP checked once
weekly.

Interview with the Administrator on 02/29/24 at
2:38pm revealed:

-Bha misread the order for weskly BP checks for
Resident #1 and thought the BP checks were as
needed.

~Resident #1's last BP check was on 01/20/24 at
114/81.

-Rasident #1's BP chacks ware documentad in
the staff communleation log and not on her MAR.
~The Administrator did not provide a copy of the
G1/20/24 swaff communication log.

«Resident #1 had not complained or shown any
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