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(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

Based on observations, interviews, and record
review, the facility failed to assure referral and
follow up with the primary care physician for 2 of
3 sampled residents (Residents #1 and #2) who
refused to attend physician appointments.

The findings are:

1. Review of Resident #1's current FL-2 dated
02/11/2015 revealad diagnoses included left
hemiparesis, pseudo seizures, coronary artery
disease, mental retardation, spastic bladder, and
schizophrenia.

Review of a Report of Health Services report
dated 02/11/2015 for Resident #1 revealed;

-The physician documented "GYN [gynecology]
referral to [named physician] for pelvic and pap
abd [abdominal] ultrasound - 02/27/15 [at] 12pm™.
-The physician documented “Mammaogram to be
scheduled by the home™.

Review of notation wntten in the margin of the
Report of Health Services report dated
02/11/2015 revealed:

-"Res [resident] refused to go have ultrasound
done” was documented and initialed by staff.
-"Res will not have mammogram done* was
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Review of a Report of Health Services report e
dated 06/11/2015 for Resident #1 revealed the physicibm -
physician documented “pt [patient] admits to . -
multiple seizure episodes over last year, also ﬂdm ! n;s‘émfur and -5u. fc’)’ vi SW ll{ Yy \ VS
admits to recent double vision and per hx [history] T Wjo o€ He ol
due for mammogram; order MRI brain". P"N , | for ) r”l'S wedd |
Record review revealed a prescription for fo assure all doC_(\:Ten Hons
; 3 . . 1
Resaaﬁ?;:1 with the following appointments are In place @I!J{’\Zg;/o |
-On 6/23/2015 at 10:50am, Resident #1 was ComCernine Rule 104 MEAL 13C, 0903
scheduled to see the eye doctor. - :
78] o '
-On 6/17/2015 at 12:30pm, Resident #1 was Ouoner e Faeility ol
scheduled for a mammogram. mon Yo Choets eveey Auweelt S
-0n 6/15/2015 at 2:00pm, Resident #1 was Jo asswe Ve cocrrect
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on 6/15 at 2pm and to mammogram on 6/17 at Co g0
12:30 and to [named eye doctor] 6/23 at 10:50. | iI3G. 0
am gonna try to reschedule and try again another
day.” the Admenishrador and Yhe N WS
-The written notation of refusal had the same deucte
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the 02/11/2015 Report of Health Services report
and the second nofation regarding Resident #1's
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Administrator to document the Resident's refusal
in the resident's record.

-The SIC did not notify the primary care provider I + P
but she had discussed it with the Administrator.

-The SIC did think the Administrator notified the
primary care provider about the resident's
refusals.

-The Administrator was respensible to notify the
primary care provider of refusals.

refusals to attend the scheduled appointments.
-The SIC had been instructed by the Q ” ‘Jo W U
ogﬂ “f/{s

Telephone interview with the Administrator on
10/06/2015 at 2:30pm revealed:

-The Administrator was aware that Resident #1
had refused to attend the scheduled
appointments.

-The Administrator instructed the supervisor to
document the resident's refusal in the resident's
record.

-The Administrator had not notified the primary
care physician of Resident #1's refusals.

-The Administrator was responsible for contacting
the primary care provider of refusals.

-The Administrator planned to notify the primary
care provider at the resident's next

appointment which was scheduled for 10/23/2015
regarding 6/15/2015, 6/117/2015, and 6/23/2015
refusals.

-The facility could not take the resident to see the
physicians she had been referred o on another

date until another referral was made by the .
primary care provider. “ /17/)&]6/ home Intervi i;_; e ‘
-The Administrator accompanied the residents to ﬂdma M Shra bf was Comupuan t ota
their physician appointments so that “he He Accomfanic ;fze %, 64(-5 Yo M
knew what was going on and so a bunch of junk :
that isn't hecessary isn't ordered”. Je;;?‘z%e&%:r Oom m?n%ﬂsl tz- &.&.S
-The Administrator did not know why the primary e Jeoyuker DR .~ Fesidentand F&zm \‘17
care provider wanted Resident #1 1o have the
_ appointments. !
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-Resident #1 toid the primary care provider that

Resident #1 was not going to the appointments

when the resident went to see the primary care

provider, but the primary care provider toid

Resident #1 that the resident might change her

mind, and if 80, then the resident was to go to the
. appointments.

Telephone interview on 10/06/2015 at 2:50pm
with the Primary Care Physician's Nurse
revealed:
-The nurse did not see record of a MRI for
Resident #1.
-The last report of a mammogram for Resident #1
was dated 01/25/2013.
-The last report of an uftrasound was for
02/14/2013 when Resident #1 had a breast

" ultrasound.
-The office nurse did not know why the physician
wanted Resident #1 to have the appoiniments
unless it was part of the resident's check-up.
-The primary care provider would want to be
notified if the resident was refusing to attend the
appointments scheduled by the physician.
-No documentation that the pnmary care provider
had not been notified of Resident #1's refusal to
attend appointments.

2. Resident #2 FL-2 dated 02/11/2015 revealed:
-The Resident was admitted to facility on
02/13/2009.

- Diagnoses for the Resident include Muscular
Dystrophy, Barter's Syndrome

(kidney disorder that effects the body's eleciroiyte
levels) and muscie spasms.

Review of a referral form in the Resident's chart
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revealed:
-The Resident had been seen by his primary care
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physician on 068/11/2015. e iy / 5
-The Resident had been referred to a &)(@j fo ﬁ)

Gastroenterologists because of an abnormal )

liver function test done 02/11/2015. ¥ },
-The phrase "Resident Refused” was written on ’

the referral form.

-The phrase “Resident Refused” was not dated or
signed.

Interview with Supervisor in Charge (SIC) on
10/06/2015 at 2:10 pm revealed:

-The SIC had written "Resident Refused™ on both
the capy of MD's order page and on

the referral form.

-The SIC had been instructed by the
Administrator to document a Resident's refusal of
a service or medication in this manner.

-The SIC did not notify the primary care provider
but she dig discuss it with the Administrator.

-The SIC did not know if the Administrator notified
the primary care provider

about the Resident's refusal.

Telephone interview with the Administrator on
10/06/2015 at 2:30 pm reveaied:

-The Administrator was aware that the Resident
had refused to see the

Gastroenterologist.

-The Administrator did not niotify the primary care
physician as soon as he was

aware of the Resident’s refusal.

-The Administrator planned to notify the primary
care MD at the Resident's next

appointment which is 10/23/2015.

-The Admmastratc_:r accompanied the Resident’s 7 T—;( e /"JM s f.ﬂlz.( by oS

fo their MD appeintments so that "he Yo ¢ wfe liHe

knew what was going on and so a bunch of junk t;/ﬂymg, , A

that isn't necessary isn't ordered.” apcomponied fesidents to Dr appls 1O
asHure g6od + Clear Quommoani ol e
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provider's Nurse at 10/06/2015 at

- 2:45 pm revealed:

-The primary care provider had not been notified

- of the Resident's refusal to

see the Gastroenterologist.

-The primary care provider would have results
from Gastroenteroclogist if the

Resident had been seen as ordered.

-The primary care provider would like to be
notified as soon as possible of the

Resident's refusal so that a different approach
could be taken for evaluation of

abnormal results,
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