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 C 000 Initial Comments  C 000

The Adult Care Licensure Section conducted an 

annual survey on March 12, 2020.

 

 C 246 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:

 C 246

Based on observations, interviews and record 

reviews, the facility failed to ensure referrals were 

complete for 2 of 3 sampled residents (#2, #3) as 

evidenced by not scheduling a behavioral health 

examination for a resident with a history of 

depression (#2); and not scheduling a chest x-ray 

for a resident with a productive cough (#3).  

The findings are:

1. Review of Resident #2's current FL-2 dated 

03/02/20 revealed diagnoses included primary 

major depressive disorder, secondary autism 

spectrum, mild cognitive disability and Asperger's 

disease.

Review of Resident #2's Primary Care Provider's 

(PCP) order dated 10/16/19 revealed to schedule 

an appointment with behavioral health as soon as 

possible due to depression.

Interview with the Supervisor-in-Charge (SIC) on 

03/12/20 at 1:01pm revealed:

-She was responsible to make appointments for 

Resident #2.

-She was aware Resident #2 had a referral to be 

seen by behavioral health.
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 C 246Continued From page 1 C 246

-She was aware Resident #2 had not been seen 

by behavioral health.

-At the time the referral was made, the facility did 

not have transportation to take Resident #2 to her 

appointment. 

Attempted interview with the Administrator on 

03/12/20 at 11:15am was unsuccessful.

Attempted interview with the Primary Care 

Provider (PCP) on 03/12/20 at 12:33pm was 

unsuccessful.

Attempted interview with the Behavioral Health 

Provider on 03/12/20 at 12:38pm was 

unsuccessful. 

Attempted interview with Resident #2 on 03/12/20 

at 1:15pm was unsuccessful.

2. Review of Resident #3's FL-2 dated 05/16/19 

revealed diagnoses included cerebrovascular 

disease, essential hypertension, nicotine 

dependence, anxiety and depression, 

schizophrenia, hyperlipidemia and 

gastroesophageal disease.

Review of Resident #3's Primary Care Provider's 

(PCP) order dated 12/02/19 revealed to schedule 

an appointment to obtain a chest x-ray due to a 

productive cough. 

Review of Resident #3's record on 03/12/20 

revealed:

-There was no documentation an appointment to 

obtain a chest x-ray had been scheduled.

-There was no documentation he had refused to 

have a chest x-ray. 

 

Interview with the Supervisor-in-Charge (SIC) on 
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03/12/20 at 12:15pm and 1:10pm revealed:

-She did not know if Resident #3 attended an 

appointment to have a chest x-ray. 

-She was aware Resident #3 had a referral from 

the PCP to obtain a chest x-ray.

-She was responsible to make appointments for 

Resident #3.

-She thought Resident #3 refused to have a chest 

x-ray done.

Interview with a representative at the PCP's office 

on 03/12/20 at 12:28pm revealed there was no 

documentation Resident #3 received a chest 

x-ray.

Attempted interview with the Administrator on 

03/12/20 at 11:15am was unsuccessful.

Attempted interview with the PCP on 03/12/20 at 

12:33pm was unsuccessful.

Attempted interview with Resident #3 on 03/12/20 

at 1:15pm was unsuccessful.
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