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The Adult Care Licensure Section and the Duplin 
County Department of Social Services conducted 
a follow-up survey on March 2, 2015 with an exit 
conference via telephone on March 3, 2015.

 

 C 249 10A NCAC 13G .0902(c)(3)(4) Health Care

10A NCAC 13G .0902 Health Care
(c)  The facility shall assure documentation of the 
following in the resident's record:
(3)  written procedures, treatments or orders from 
a physician or other licensed health professional; 
and 
(4)  implementation of procedures, treatments or 
orders specified in Subparagraph (c)(3) of this 
Rule.

This Rule  is not met as evidenced by:

 C 249

Based on observation, record review, and 
interview, the facility failed to assure 
documentation and implementation of physicians 
order for 1 of 2 residents (#4) sampled including 
obtaining weekly blood pressures for a resident 
with a diagnosis of high blood pressure and 
prescribed a medication to lower blood pressure.  

The findings are:

Review of Resident #4's current FL-2 dated 
12/16/2014 revealed:
-Diagnoses included Hypertension, 
Obsessive-Compulsive Disorder, Anxiety, and 
Paranoid Schizophrenia.
-An order for weekly blood pressures.

Review of physician orders for Resident #4 
revealed:
-An FL-2 dated 9/12/2013 with an order for 
Metoprolol Tartrate (used to treat high blood 
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pressure) 50mg one tablet daily.
-No subsequent orders for Metoprolol Tartrate.

Further review of Resident #4's 12/16/2014 FL-2 
revealed the order for Metoprolol Tartrate 50mg 
one tablet daily had not been copied to the FL-2.

Interview with the Supervisor-In-Charge (SIC) on 
3/2/2015 at 12:00pm revealed:
-The SIC had never checked Resident #4's blood 
pressure.
-The SIC did not think Resident #4 was getting 
his blood pressure checked at the facility.
-The Administrator would be responsible for 
checking Resident #4's blood pressure at the 
facility if the blood pressure needed to be 
checked on a regular basis.

Interview with the Administrator on 3/2/2015 at 
12:05pm revealed:
-The Administrator was responsible for checking 
blood pressures at the facility.
-Resident #4's blood pressure was not being 
checked at the facility because Resident #4 gets 
upset and the physician had discontinued the 
blood pressure checks.
-The Administrator did not remember the last time 
Resident #4's blood pressure had been checked 
at the facility.
-Resident #4 would get a blood pressure check 
when the resident went to doctor appointments.

Observation of Resident #4 on 3/2/2015 at 
4:15pm revealed:
-Resident #4 returned to the facility from the day 
program.
-The SIC asked Resident #4 to be seated so the 
resident's blood pressure could be checked.
-The SIC checked Resident #4's blood pressure 
in the left arm while the resident sat quietly and 
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still.
-The digital blood pressure cuff reading for 
Resident #4's blood pressure was 141/86, pulse 
96.
 
Interview with the Supervisor-In-Charge on 
3/2/2015 at 5:00pm revealed:
-The SIC did not know the Metoprolol Tartrate 
had been left off the 12/16/2014 FL-2.
-The 12/16/2014 FL-2 had not been written by the 
Administrator or SIC.
-There had been no order received to discontinue 
the Metoprolol Tartrate for Resident #4.

Interview with Resident #4 on 3/2/2015 at 4:50pm 
revealed:
-Resident #4's blood pressure was not being 
checked at the facility.
-Resident #4's blood pressure had not been 
checked at the facility since before Christmas 
2014.
-Facility staff used to check Resident #4's blood 
pressure every day.
-Resident #4 was being administered a blood 
pressure medication.
-Resident #4 had been told that the physician had 
stopped the facility from checking the resident's 
blood pressure every day since the blood 
pressure medication was being administered and 
the resident's  "blood pressure was stable."
-Resident #4 did not remember when the 
physician stopped the facility from checking the 
blood pressure.

Interview with the physician on 3/3/2015 at 
11:30am revealed:
-The physician did not remember a conversation 
with the Administrator about discontinuing blood 
pressure checks for Resident #4.
-The physician usually ordered blood pressure 
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checks for residents with a diagnosis of high 
blood pressure who were prescribed a medication 
to treat high blood pressure.
-The physician did not have expectation for the 
facility to send any facility obtained weekly blood 
pressure reading to the physician but did want the 
facility to monitor Resident #4's blood pressure at 
the facility.
-The physician had not provided any parameters 
for notification to the facility and would want to be 
notified if Resident #4's systolic blood pressure 
was consistently 160 or greater, and pulse was 
consistently above 110 or below 60.
-At Resident #4's last physician office visit on 
10/28/2014 no changes were made with the 
Metoprolol and Resident #4's blood pressure was 
150/105.  Clonazepam (for anxiety) was 
increased and hopefully may lower the blood 
pressure. 
-Resident #4 was on the physician schedule to be 
seen on 3/4/2015 and the blood pressure 
monitoring at the facility would be addressed at 
the scheduled visit.
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