PRINTED: 03/11/2024

FORM APPROVED
Pivisiors of Health Service Regulation
STATEMENT OF DEFICIENGIES (%1) PROVIDER/SUPPLIER/CLIA (%2) MULTIPLE CONSTRUGTION {%3) DATE BURVEY
ANE PLAN OF CORRECTION ICENTIFIGATION NUMBER: A BUILOING: COMPLETED
HALO18016 B. WING 03810712024
MAME OF PROVIDER OR BUPPLIER STREET ADDRESS, CITY, STATE, ZiP SODE
427 3RD AVENUE 3E
HICKORY VILLAGE HICKQRY, NG 28002
(X I SUMMARY STATEMENT OF DEFIGIENCIES 1] PROVIDER'S PLAN OF CORREGTION [%B)
PREFIN | (EACH DEFICIENCY MUST BE PRECEDED BY FULL BREFE (EACH CORREGTIVE AGTION SHOULD BE COMPLETE
TAG REGULATORY OR LSC IDENTIFYING [NFORMATION) TAG CROSS-REFERENCER TO THE APPROPRIATE DATE
i DEFICIENGY)
D 00| Initial Comments O 000 Responses to the cited deficiencies do
not constitute an admission by the
. facility of the truth of the facts alleged or
The Adult Care Licensure Secilon ar?d the conclusions set forth in the statement of
Catawba Counly Department of Social Services deficiencies or corrective action report.
completed an annual survey on 03/08/24 through The plan of correction is prepared solety
03/07/24, as a matter of compliance with state law
D273 10A NCAC 13F .0802(b) Healih Care b 273 10A NCAC 13F .0902(b} Health Care
' 1OANGAG 137 0602 sl aro Caclly Booiive Diclr (D)o | 07z
(b) Tha faclilty shall acsjsuretreferralhand follow-up assure referral and follow-up to meet the
{o rmaet the routineg and acute health care needs routine and acute health care needs of
of rasldents. residents
This Rule s not met as evidenced by; Fadility has re-implemented Caily Stand-Up
Baged on interviews and record reviaws, the Mestings, to included but not limited to 03/27/24
facility failed to ensure refarral and follow-up hal on-site Therapy service at;endance of no
been completed for 1 of 5 sampled residents less than 2 times per week.
(Resident #2) who had an order for & speaci Facility ED and/or SCC will assure that therapy
therapy evaluation due to the resident having orders are reviewed during Dally Stand Up 03/27/24
difflculty swallowing, meetings.
The findings are: ED has reviewed all current therapy orders 03/27/24
‘ with Provider to assure all orders have been
Roview of Resident #2's curcent FL2 dated processed.
01/10/24 revoaled: ' Any new orders for home health andior
-Diagnosss ncluded dementia, muscle weakness therapy services will be reviewed by ED 03/27/24
and laft femur fracture. andfor SCC, with a follow-up of no less than
-Resldent #2 was intermittently disorienled, 48 hours to assure Implementation of
-Resldent #2 was semi-ambulatory, therapy services.
. \ Fagcility ED will malntain z file folder/binder 03/27/24
Review of Resldent #2's Resldent Reglster dated of any residents receiving therapy services.
01/18/23 revealad an admission data of 01/18/23.
Regional Director of Operations (RDO) will 03/27/24
Review of Resldent #2's Primary Care Provider's review Daily Stand-up meeting minutes and
(PCP) trlage note dated 01/31/24 and timed at therapy folder/binder during on site visits, .
3:31pm revealed: e !
-Sterlf reported Resident #2 had difficulty Fadility's Clinioal Nurse Consultant (RN) has | ga/57/04
llowing completed in-service training on Health Care
walowing. . . . referral and follow-up.
-A physician ordet to begin crushing appropriate
medications as needed for safe swallowing.
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-A physician order to refer {o spesch therapy for
an evaluation and treatment of dysphagisa.

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

Telephone inferview with Resident #2's cutrent
hame health agency on 02/06/24 at 4:42pm
revealed:

~Raaldant #2 was ocurrent with physical therapy,
occupational therapy, and skilled nursing
sarvices.

~The agency dld hot receive a referral/order for

| spaach therapy to evaluate and treat Resldent #3,

Telephone interview with the program director for
the facility's contracted rehab agency on Q3/07/24
at 10:10am revealed:

-Sha was responsible for making heme health
referrals for the faclilty,

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

-She recelved Resident #2's speech therapy
referral/order from the Administrator on 02/06/24
whila she was at the facity.

-Bho ematled the speech therapy referralforder to
Residant #2's current home health agency on
02/06/24.

-She had spoken with Resident #2's PGP on
02/29/24 about completing an addendum for the
spaach therapy evaluation ardarad on (01/31/24

! after realizing Resident #2 had not recelved a

speech therapy evaluation.

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

Revlew of an email from facility's contractad
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rehah agency deated D2/06/24 revealed a speech

. therapy refetral fordar was emailed to Reslident

#2's surrent home health agency.

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

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

. ~The pregram director for the facility's contracted

rehab agency had notified Resident #2'a current
home health agency thal Resldent #2's PCP did
not wish to write an addendum for the previously
ordered speech therapy referral/order from
0131124,

~The program diractor attached the PCP's triage
note for the speach therapy evaluation and
treatment from 01/31/24,

: Telephonhe 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 wag
notified on 02/29/24 by the facility.

-3he had made the speech therapy referral dus
to staff reporting Restdant #2 had difficully
swallowing her medications.

-She expeated the faciity to make roferrals
mmadiately.

~The referral should have been completed but did
hot feal Restdent #2 had any negative outcome
fram not receiving the speech therapy evaluation.

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

-She was responsible for printing any
referralsforders related to therapy services and
giving the referrals/orders to the program director
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far the factlity's contacted rehab agency.
~8ha had given Resident #2's speech therapy
refarralfordar to the program director for the

I facility's contacted rehab agency on 02/06/24,

~3he did not recall why she did not give the
refarral to the program director prior to 02/06/24.
-8he wag not aware that Resident #2 had not
received a speech therapy evaluation unti Jast
waek on 02/29/24 when she was notified by the
program dlrector for the facility's contacted rehab
agenay.

-She thought the referral had been taken care of

_last waek on 02/29/24,

-She expected the facilily's contracied rehab
agency to handte ali therapy referrals,
-There was no process in place to ensurg all
orders and refarrals had been processed or
Implemented corractiy.
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