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 C 000 Initial Comments  C 000

The Adult Care Licensure section conducted an 
annual survey on November 5, 2024.

 

 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 observations, interviews, and record 
reviews, the facility failed to ensure physicians' 
orders were implemented for 1 of 3 sampled 
residents (#2) related to an order for compression 
stockings. 

The findings are:

Review of Resident #2's current FL-2 dated 
07/24/24 revealed:
-Diagnoses included major depression, anxiety, 
and dementia.
-She was ambulatory.
-She required assistance with bathing and 
dressing.

Review of Resident #2's care plan dated 06/28/24 
revealed:
-She was independent with transfers. 
-She required supervision with ambulation.
-She required extensive assistance with dressing 
and grooming.
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Review of Resident #2's physician's order dated 
07/30/24 revealed an order for compression 
stockings.

Observation of Resident #2's ankles and lower 
legs on 11/05/24 at 9:55am revealed:
-She was seated on the couch with her legs down 
and feet on the floor. 
-She was wearing fuzzy ankle socks.
-The top of the socks had caused an indention in 
her legs and the swelling rolled over the top of the 
sock. 
-She was not wearing compression stockings. 

Interview with Resident #2 on 11/05/24 at 9:55am 
revealed:
-She had swelling in her ankles for a long time.
-Her primary care provider (PCP) instructed her 
to keep her feet elevated when she was seated.
-She did not elevate her feet when she was 
seated.
-She did not have any special socks or stockings 
to wear on her legs.
-She did not know if she was to wear special 
socks or stockings on her legs to help with the 
swelling.

Review of Resident #2's September 2024 
medication administration record (MAR) revealed:
-There was no entry for compression stockings to 
be applied.
-There was no documentation compression 
stockings had been applied. 

Review of Resident #2's October 2024 MAR 
revealed:
-There was no entry for compression stockings to 
be applied.
-There was no documentation compression 
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 C 249Continued From page 2 C 249

stockings had been applied. 

Review of Resident #2's November 2024 MAR 
from 11/01/24 to 11/05/24 revealed:
-There was no entry for compression stockings to 
be applied.
-There was no documentation compression 
stockings had been applied. 

Interview with the medication aide on 11/05/22 at 
10:02am and 10:58am revealed:
-She was not aware of any residents who had an 
order for compression stockings.
-There was no entry on the MARs for 
compression stockings to be placed on every 
morning and removed every evening.
-She faxed new orders to the pharmacy and 
would call to ensure the pharmacy received the 
faxed order.
-The pharmacy was responsible for placing the 
order on the MAR. 

Interview with Resident #2's PCP on 11/05/24 at 
10:39am revealed:
-She ordered compression stockings for Resident 
#2 on 07/30/24 because of lower leg/ankle 
edema.
-She encouraged Resident #2 to elevate her legs 
when seated.
-She did not know the compression stockings 
were not being applied to Resident #2's lower 
extremities as ordered.
-She expected the compression stockings to 
have been ordered and applied to Resident #2's 
lower extremities as ordered.  
-Resident #2 could have increased edema if she 
was not wearing the compression stockings as 
ordered.

Telephone interview with a representative from 
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the facility's contracted pharmacy on 11/05/24 at 
11:08am revealed:
-The pharmacy did not have an order for 
compression stockings for Resident #2.
-When the pharmacy received an order for 
compression stockings, they would fax a 
measurement form to the facility for the staff to 
obtain measurements of the residents lower legs, 
fax the measurements to the pharmacy and the 
pharmacy would dispense the correct size of 
compression stockings.
-The pharmacy would make an entry on the MAR 
when they received an order for compression 
stockings.

Telephone interview with the facility's contracted 
nurse on 11/05/24 at 11:01am revealed:
-She did recall the order for Resident #2 to have 
compression stockings.
-She did not realize the compression stockings 
had not been ordered and applied to Resident 
#2's lower extremities.
-She must have overlooked the order. 
-She reviewed all orders written by the PCP.
-The order should have been faxed to the 
pharmacy by the MA when the order was 
obtained for Resident #2.

Interview with the Administrator on 11/05/24 at 
11:30am revealed:
-New orders were to be faxed to the pharmacy by 
the MA who received the order.
-The MA should call the pharmacy to ensure the 
order was obtained by fax.
-A copy of the order should be placed in the 
facility's contracted nurse's box for review.
-The facility's contracted nurse would review the 
copy of the order with her next visit and verify the 
order was carried out correctly.
-He expected the facility staff to follow all orders 
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as written.
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