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A complaint survey was completed on October
18, 2022 for intakeNC00192975. Deficiencies
were cited.

W 331 NURSING SERVICES W 331
CFR(s): 483.460(c)

The facility must provide clients with nursing
services in accordance with their needs.

This STANDARD is not met as evidenced by:
Based on interview and record verification, the
facility failed to provide nursing services in
accordance to a significance change in medical
status for client #2. The finding is:

During a complaint investigation completed on
10/18/22, review of client #2's record revealed an
incident report dated 9/6/22. Continued review of
the 9/6/22 incident revealed at 1:00 PM client #2
was on the bathroom toilet, and when he tried to
get up, his legs collapsed, and he fell to the floor
on his bottom. Further review revealed the facility
nurse was notified and follow up was documented
to be continued. Additional review revealed
recommendations were to continue to monitor for
swelling.

Review of medical record for client #2 revealed a
nursing note dated 7/26/22. Continued review of
the 7/26/22 note revealed staff contacted the
nurse stating the client seemed to be in pain and
is walking with a limp. No swelling at the time,
the nurse instructed staff to elevate legs and
apply ice and administer Tylenol according to
standing orders for pain and continue to monitor.

Further review of nursing note and prescription
dated 7/27/22 revealed after further assessment
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of client's condition, nursing contacted the on-call
physician because of his limping and appearing
to be in pain. Additional review of the 7/27/22
prescription revealed client #2 was prescribed
meloxicam 7.5 mg tab to be taken daily and
Tylenol 325 mg three times a day for seven days.

Review of medical consult dated 7/29/22 client #2
was seen at Trident Care Imagining where 4
views of x-rays were completed with no fracture,
unremarkable right knee as confirmed by medical
consult report. No further notes were available to
review from 7/30/22 through 9/5/22 to determine
client's status prior to being admitted to the
hospital.

Interview with the facility nurse on 10/18/22
revealed the facility staff had been reporting to
nursing that client #2 continued to walk with a
limb and required additional assistance with
transitioning, completing personal care and
standing. Continued interview revealed the client
had been having challenges since 7/26/22 with
knee pain, flare ups and had several medication
changes relative to his osteoporosis diagnosis to
lessen the pain. Further interview revealed
following the conversation with staff on 9/6/22, the
facility nurse requested that the client is seen at
the ER for further assessment. Subsequent
interview revealed client #2 was taken to the
hospital via EMS for leg pain and altered mindset.
The nurse further revealed the client was
transferred to a rehabilitation center on 9/20/22
for further treatment.

Additional interview confirmed nursing notes from
7/30/22 through 9/5/22 were unavailable because
she assumed the client's status was stable.

Continued interview revealed following the 9/2/22
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incident, the facility nurse completed an
assessment, however there were no
assessments, bodychecks or nursing notes
relative to the progress or regress prior to
hospitalization to review.
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