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 D 000 Initial Comments  D 000

The Adult Care Licensure Section and the Warren 
County Department of Social Services conducted 
a Follow-Up Survey and a Complaint 
Investigation on 08/27/24-08/28/24.

 

 D 273 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:

 D 273

Based on observations, interviews, and record 
reviews, the facility failed to ensure referral and 
follow-up to meet the health care needs for 1 of 5 
sampled residents (#1) related to a referral for 
speech therapy.

The findings are:

Review of Resident #1's current FL2 dated 
05/24/24 revealed diagnoses included type II 
diabetes mellitus, chronic kidney disease stage 3, 
and hyperlipidemia.

Review of an physician's after-visit report dated 
06/03/24 revealed:
-There was an order for a referral to speech 
therapy concerning swallowing with liquids.
-The order included evaluation and treatment of 
Resident #1's ability to swallow and to prescribe 
changes in his diet which could improve his ability 
to swallow and minimize aspiration.
-Speech therapy was also ordered to evaluate 
Resident #1's cognitive status and proved 
treatments and care recommendations based on 
the findings. 
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 D 273Continued From page 1 D 273

Review of Resident #1's record revealed there 
was no documentation of a completed evaluation 
for swallowing by a speech therapist.

Telephone interview with a registered nurse from 
resident #1's PCP office on 08/27/24 at 2:21pm 
revealed: 
-There was nothing documented in Resident #1's 
record of an incident of choking while eating.
-The facility was responsible for scheduling the 
appointments for the referrals the PCP ordered.
-The PCP provided the order for the referral and 
there was no other involvement after that.
-The appointment with a speech therapist should 
have been scheduled within a few days of the 
referral being ordered on 06/03/24.

Interview with Resident #1 on 08/27/24 at 
11:08am revealed:
-He had trouble with swallowing since he had 
cancer treatments over three years ago.
-He had not seen a speech therapist and did not 
know he had an order for a referral to a speech 
therapist.
-He had not choked on his food or had a problem 
with swallowing; he did not know why he was 
ordered a referral to a speech therapist.

Interview with a personal care aide (PCA) on 
08/28/24 at 7:54am revealed:
-She had not witnessed Resident #1 coughing or 
clearing his throat while eating. 
-She would have noticed if resident number one 
was coughing or choking while eating. 
-She stayed in the dining room with the residents 
during the entire meal.

Interview with the medication aide (MA) on 
08/27/24 at 3:18pm revealed:
-She would help in the dining room after 
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 D 273Continued From page 2 D 273

medication pass.
-She had witnessed Resident #1 cough while 
eating his meals.
-She had last witnessed him cough while eating a 
couple of weeks ago; he was able to clear his 
throat himself when he coughed. 
-He coughed a couple of times during the meal.
-He had not choked or aspirated while eating.
-He was served a pureed meal and thickened 
liquids.
-She did not know about a referral for speech 
therapy.
-Staff had not reported any issues for Resident #1 
while eating his meals.

Interviews with the Resident Care Coordinator 
(RCC) on 08/27/24 at 10:19am and 3:02pm 
revealed:
-The facility staff had attempted to schedule 
appointments for residents who had referrals for 
a speech therapist but there were no speech 
therapist available in the county the facility 
resided in.
-The primary care provider (PCP) was attempting 
to get an appointment for Resident #1 through his 
office. 
-Appointments for referrals to specialist were 
made by the RCC and were made the same day 
or within a week of the referral by the PCP.
-She was going to call a speech therapist in the 
closest major city that morning, 08/27/24, to see if 
she could schedule an appointment for Resident 
#1.
-The PCP had told her months ago that he had 
ordered a referral for Resident #1.
-She was not sure why Resident #1 had an order 
for a referral for a speech therapist.
-She had not witnessed Resident #1 choking or 
coughing while eating. 
-Staff had not reported to her of any incidents of 
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Resident #1 choking or coughing while eating. 
-Resident #1 said he used to choke while eating 
due to a stroke, but he did not have problems 
anymore.
-Resident #1 was missing teeth; he had one on 
the top and only one on the bottom.

Interview with the Area Clinical Director on 
08/28/24 at 9:18am revealed:
-The RCC ensured appointments for referrals 
were scheduled.
-She reviewed all after-visit summaries from the 
PCP and signed off on them.
-No one had signed off on Resident #1's 
after-visit summary dated 06/03/24.
-The RCC had attempted to schedule an 
appointment with a speech therapist for Resident 
#1 within the local area but had not been able to 
find a speech therapist.
-The facility had not attempted to find a speech 
therapist outside of the local area or the county.
-They were trying to keep the residents from 
having to travel more than an hour to a speech 
therapist appointment.
-The PCP was aware the facility had difficulty 
finding a speech therapist and the PCP was also 
looking for a speech therapist for Resident #1 to 
see.
-She could not say when an appointment should 
have been scheduled for Resident #1 because 
the facility had been attempting to find a speech 
therapist.
-There were not reported incidents of choking or 
strangling while he was eating. 
-Resident #1 was written the order for the referral 
because he had declined.

Attempted telephone interview with Resident #1's 
PCP on 08/27/24 at 11:39am was unsuccessful.
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Attempted interview with the Administrator on 
08/27/24 at 10:19am was unsuccessful.
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