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D000 Inltial Comments D000 Responses to the cited dsficiency does not
constitute an admission or agreement by the

The|Adult Care Licensure Section and the Duplin facility of the fruth of the facts alleged or

County Department of Social Services conducted conclusions set-forth in the Statement of

an gnnual and follow-up survey and a complaint Deficiencies or Corrective Action Report; the

Plan of Correction is prepared solely as a
12n01 tigation on March 07, 2018 and March 08, matter of compliance with State Law.
D 078/ 10AINCAC 13F .0306(a)(3) Housekesping And D078

Furnishings

10ANCAC 13F 03086 Housekeeping And
Furnishings

(a) Adult care homes shall:

(3) have furniture clean and In good repair;
This Rule shall apply to new and existing
facilities.

This Rule is not met as evidencad by:

Basad on observation and interviews, the facility
failed to ensure furniture in the resident's
common area and the front entrance lobby were
clean and in good repair. The findings are:

Obsarvations of the front entrance lobby on
03/07/18 at 9:30am revealed:

-There was an oval dark stain approximately 5
inches by 3 inches on the headrest of a fabric
covered wingback chair in the front entrance
lobby

-There was a circular dark stain approximately 3
inches in diameter on the right wing of a fabric
covered wingback chalr in the front entrance
lobby:.
~There was a stripped fabric covered sofa with
dirty rests in the front entrance lobby.

Ob tions of the front hall common room an
03/07/18 at 03:50pm revealed:

- There were large, irregular stains of different
| colors|on fourteen of the fiftaen metal framed

All salvagable furnishings in the lobby and
day room will be thoroughly cleaned and
disposed if unable to clean.

New furnishings have been ordered and
awaiting arrival.

06/15/18

06/15/18
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irs with fabric seats and backs,
here was a blue, fabrlc covered Queen Anne
ir with dirty arm rests and a dark stain on the

e housekeeping staff cleaned the fabric

lture as needed.

-A spray disinfectant was used to clean the
fumniture.

-She would spray the soiled area and wipe with a

| cloth,

-Sometimes the spots would nat come out

Interview with the Resident Care Manager on
03/08/18 at 12:20pm revealed:

-He was aware of the stained fumiture.

-HP had been trying to get new fumniture ever
since he had started working at the facility.

-He would arrange to have the fumiture cleaned
as|soon as possibla,

-He would remove the damaged furniture.

10A NCAC 13F ,0902(b) Health Care

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:
TYPE B VIOLATION

D 076

D 273
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Based on observations, interviews and record A Plan of Protection was submitted to State | 3/08/2018 _
mvlws, the facility failed to assure 1 of 5 Surveyors prior to exit,
- }—1_ I
:zgmig:fd;%ﬁmﬁm:ﬁr:ﬁ:%mm - A intrafacility form has been createdto (| 06/15/2018 |
| ! d bk PR d ; follow communicate between the nursing department :
dyngcology and puimonary, and two follow-up and facility transporter. This form will be filed i
cardiology procedures. in the resident's chart once completed so that {
appointments are able to be tracked from
The findings are: i referral to actual attendance of the ;
appointment, / .
Review of Resldent #5's current FL-2 dated . ) / !
1/31/18 revealed: - | Executive Directory, Resident Care
-Dlagnoses included hypertension, post-traumatic mgg?tgf:vi:ilf’t';e;t‘;igfstff:";i“g;ﬂ %
s?re 8 disorder, hypothyroid, per‘lpheral_vascular being utilized by all staff members to assure
disense, congestive heart failure, and kidney

residents are not missing appointments,
disease stage I,

_-The resident was ambulatory.

Review of the Resident #5's Assessment & Care

i

Plan dated 2/2/18 revealed the resident _ L J PR i
ori |ted. : & (U/"l 18 - l—} ’P,W\_

Y5 i i
Review of the physician orders sheet dated C _,1’ (,{JT’VL N/ Sm‘j?)?_/
2/5/18 revealed Resident #5 was ordered oxygen ) : |
at 2 liters per minute via nasal cannula with \ .o 1N MMY. 7 L
humtlﬂ'er by the primary care physician. L aAL w% ﬂ a C\ 4l '

Interylew with Resident #5 on 3/8/18 at 11:39 i 7( / o B /

a.m. revealed: [, / (\,g/ / g
-She now had oxygen as of last night (3/7/4 8). ) 2- ) / ;
-She|used the oxygen last night. O/ A/ N / C‘
-She|had not had oxygen at the facility since E— Ca 7 k_.éa
being admitted on 2/2/18 prlor to receiving it on

vl B A .
Epoh ) COVULp mdidwndle.
-Her primary care doctor told her last month she
would be getting oxygen, : '

-The oxygen had been "in progress" since that <& [(éé }'}"(—/‘-/( 5 %{ (o FZC/

. | Sulpndled = on f'47-z: g

Interview with the Medication Aide on 3/8/18 at
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12:10 p.m. revealed:

-Itwas posslble there was an issue with Resident
#8's insurance that had caused a delay in the

resident getting oxygen.

Interview with the Physical Therapy Assistant on
18 at 3:25 p.m. revealed:

worked with Resldent #5 two times weekly.,
-He had not seen the resident with oxygen before.
-Resident #6 occasionally complained of being
sgart of breath with strenuous exercise,

-Resident #5 had no issues with shortness of
breath whien walking. ' i
-Resident #5 told him she would be getting '
oxygen that day 3/8/18, ;

Interview with the Transporter on 3/8/18 at 12:18
p.m. revealed:

-He transported Resident #5 to appointments.
-He had never seen Resident #5 using oxygen.

Interview with the Resident Care Manager (RCM)
on 3/8/18 at 12:15 p.m, revealed:

-Resident #5 saw her primary care provider
(PCP) on Monday 3/6/18,

-She was given an oxygen concentrator from the
starage shed on the evening of Tuesday 3/6/18.
-Resident #5's insurance would not cover oxygen
on|an as needed basls.

-In addition, Resident #5's insurance required a
face to face visit note with the PCP prior to filling ;
an !oxygen order, :
-Resident #5 continued to smoke heavily.
-Resident #5 had refused to use oxygen prior to
this week.

-The PCP had suspended the order for oxygen in
Division of Heallh Service Regulation
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mid-February for about a week. :
-Hewould contact the PGP to clarify the order for
oxygen.

Interview with the RCM on 3/8/18 at 2:15 p.m,
revealed:

-He|had contacted the PCP to clarlfy the oxygen
order.

-The resident was given an old oxygen
congentrator from the facllity's storage shed,
~The resident was seen by the PCP oh 2/12/18
but the office note was not generated unti
2/24/18.

-Tha PCP did not provide the written note to the
facllity until 2/27/18.

-The office note was required by the medical
equipment company In order to process the
prescription.

Revlew of the February and Match 2018
Medilcation Administration Records (MARs)
revealed:

-Oxygen at 2 liters per minute via nasal cannula
with humidifisr was added to the MAR on 2/6/18.
~-The PCP was contacted regarding Resident #5
not receiving oxygen on 2/6/18-2/12/18,

~The order for oxygen was suspendad from

2/12/18 to 2/20/18.

-The joxygen was documented as administered
from 2/21/18 to 3/8/18.

with the primary care provider (PCP) on

-He was unsure when he saw Resident #5 last
but believed It to be recently in the last two'

d confiicting readings on Resldent #5's
oxygen levels.

-One day he followed Resident #5 down the hall
and took her oxygen level which resulted at
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88-97%. ‘
-On a different day, Resident #5's oxygen level ' i

ulted at 86-87% after she returned from

sident #5 also had no intent to stop smoking
could refuse the oxygen or stop the oxygen
to smoke.

~He did not recall stopping the order for oxygen in
February. i
-He was aware Resident #6 did not have the |
oxygen as ordered, f
-He expacted Resident #5 to get the oxygen as

| soon as the machine was available.

-He had also ordered a pulmonary referral for
pulmonary function tests to be done to speed up
the process.

b. Review of Resident #5's physician orders
revealed there was a referral to pulmonary dated
2M12/18.

Interview with Resident #5 on 3/8/18 at 11:39 '

a.m. revealed; 5

-She had not seen a pulmenary doctor,

-Her primary care doctor (PCP) had prescribed

her oxygen that she was given on Wednesday
18.

-She smoked about a pack a day and had been a

smoker since age 14.

Interview with the Transporter on 3/8/18 at 12:18
p.m. revealed;

-He scheduled appointments for residents at the
Division of Health Service Regulation
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facility and also transported residents to the
appointments.

Resident Care Manager (RCM) placed

Is In his folder after a resident saw the

T.

-He|checked the falder daily.

-He had not yet made the appointments with
pulmonary for Resident #5 due to only recelving
the orders to schedule that appolntment this

that
-After

8 unsure what day specifically he was
the referral for pulmonary but knew It was
eek (8/6/18-3/9/18).

making appointments, the Transporter

would give the appaintment dates to the RCM

and

ey were placed on a calendar.

Interview with the Resident Care Manager (RCM)
on 3/8/18 at 12:45 p.m. revealed:

-He was not sure when the referrals to pulmanary
was made.

-Resident #5 saw "every doctor under the sun

and if
could

she needed to go to the pulmonolaglst she
have just told him where she needed to go.

-When the PCP saw a resident he left orders for
the RCM.

-The RCM would give a copy to the transporter
for sgheduling then the transporter would return

the g
8 cal

pointment dates to the RCM to be put onte
ndar. s

Interview with the PCP on 3/8/18 at 3:14 p.m,
revealed:

-He

d made the referral to pulmonary due to

conflicting readings on Resident #5's oxygen

level.
-He th
helpfu

ought the pulmonary referral would be
Iin getting pulmenary function tests

completed.

D 273
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Continued From page 7

e also thought pulmenary would clarify whether
the resident actually needed oxygen.

-He was not aware the appointment had not been
made with pulmonary.

expected the facility to coordinate
pointments as socon as possible,

Interview with the RCM on 3/8/18 at 3:30 p.m.
revealed the pulmonary appointment had been
scheduled that day 3/9/18 for 4/18/18 at 10:00

eview of Resident #5's physician orders
revealed there was a referral made to gynecology
dated 2/16/18.

Interview with Resident #5 on 3/8/48 at 11:39
a.m. revealed:

-She hac a growth in her vaginal area that was
palnfut at times.

~Her PCP had examined the area and wanted her
to see another doctor,

-She had not seen a gynecologist since last year.
In | rview with the Transporter on 3/8/18 at 12:18
. revealed:

scheduled appointments for residents at the
facllity and also transported residents to the
appointments.

Resident Care Manager (RCM) placed

Is in his folder after a resident saw the

or.
checked the folder daily.

had not yet made the appointment with
gynecology for Resident #5 due to only recsiving
the orders to schedule that appointment this
week.

-He was unsure what day specifically he was
gi\%n the referral for gynecology but knew it was

that week (3/5/18-3/6/18).
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r making appointments, the Transporter
would give the appointment dates to the RCM

aw with the Resident Care Manager {RCM)
on 3/8/18 at 12:45 p.m. revealed:

-He|was not sure when the referral to gynecology
was made.

-The RCM would give a copy to the transporter
for scheduling then the transporter would return
the appointment dates to the RCM to be put onto
a calendar,

Inte with the primary care physician (PCP)
on 3/8/18 at 3:14 p.m. revealed:

~He did not recall making the referral to
gynecolagy.

-1 -He was aware the resident had a growth in her

vagipal area.

-He did not know the appointment had not been
scheduled with gynecology.

-He lisually got reperts when residents saw
speglalsts but he had not recsived one from
gynecology.

-He expected the facility to coordinate the
appaintment for gynecology as scon as possible.

Interview with the RCM on 3/8/18 at 3:30 p.m.
revealed the gynecology appointment had been
scheduled that day for 3/22/18 at 1:15 p.m.

4. Review of the physician orders for Resident #5
revealed there were orders for a repeat ovemnight
oximetry and mabile cardlac telemetry for three
days|dated 3/1/18.

Interview with Resident #5 on 3/8/18 at 11:39
a.m. ravealed:

D273
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-She saw her cardiologist last week,

-The doctor wanted her to have some more
testing done.

-She was not sure what the tests were.

-She had not had worn any heart monitors since
maving to the facility on 2/2/18.

rview with staff at the cardialogy office on
3/8/18 at 11:51 a.m. revealed:

ident #5 was seen in the office on 3/1/18.
~She requested to go to the hospital at that visit.
-Resident #5 was having chest palns on the day
of this visit and was given a medication to stop
the pain while there,

e patient still wanted to go to the hospital and
therefore she was sent to the emergency room,
-Tﬁe doctor ordered an overnight oximetry test be
done,

=The resident would have 1o come into the office
to pick up the equipment and then be sent home
with the equipment overnight.

-The equipment would then need to be returned
the following day.

~There was also an order for a cardiac monitor to
rm for three days.

office usually gave facilities flexibility with
scheduling monitor pracedures when residents
lived out of town,

-Nojone had contacted the office to make
arrangsments for the overnight oximetry or the
cardiac telemetry test as of 3/8/18,

Intefview with the Resident Care Manager (RCMM)
on 3/8/18 at 12:45 p.m. revealed:
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resident had just seen cardiology last week.
-No arrangements had been made as of yatto
have the resident taken back to the office for

rview with the cardiology office on 3/8/18 at
5:25 p.m, revealed:

-They were walting on the report from the
resldent's hospital visit on 3/1/18 to detarmine
what testing was done there.

-The resldent was discharged from the hospital
on the same day, 3/1/18.

-The oximetry test was not done at the hospital.
~The doctor wanted to have the overnight
oximetry and the cardiac monitor testing done as
saon as possible prior to the stress fest
scheduled on 3/26/18,

-She had not received any calls from the facility to
schedule the testing.

~She planned to call the facllity to arrange the
testing now.

Based on observations, interviews, and record
reviews, no appointment dates had been
scheduled for the overnight oximetry or cardiac
telemetry testing prior to exiting the survey,

The facility failed to coordinate physician's orders
for oxygen, two referrals to pulmonary and
gynecolagy, and two follow-up cardiclogy
procedures for a resident with a history of
congestive heart failure and chest pain. This
failure was detrimental to the health, safety, and
welfare of the resident which constitutes a Type B
\ﬂolafion.

Review of the facillty's plan of protection dated
0 18 revealed:

-The Resident Care Manager would review
current orders to ensure follow-up appointments
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had been made.

-The Resident Care Manager would prioritze
agpointments prior to giving them to
Transportation o schedule.

& Resident Care Manager would increase
communication with providers and have daily
méestings with his Assistant Care Manager and
Transportation to discuss the appointment
schedule,

CORRECTION DATE FOR THE TYPE B
VIOLATION SHALL NOT EXCEED APRIL22,
2018. ’

G.$. 131D-21(2) Dedlaration of Residents' Rights

G.$. 131D-21 Declaration of Residsnts' Rights
Every resident shall have the following rights:
2. To receive care and services which are
adéquate, appropriate, and in compliance with
relevant federal and state laws and rules and
regulations.

This Rule [s not met as evidenced by:

Based on observations, interviews and record
reviews the facility failed to assure residents
recsived care and services that were adequate,
appropriate and in compliance with federal and
state laws and rules and regulations related to
heath care referral and follow-up. The findings
are:

Based on observations, interviews and record
reviews, the facility falled to assure 1 of 5
sampled residents (#5) received oxygen with a
dehimidifier, scheduled appointments for
gynecology and pulmonary, and two follow-up
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