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F 157 483.10(b)(11) NOTIFY OF CHANGES
§S=D (INJURY/DECLINE/ROOM, ETC)

A facility must immediately inform the rasidant;
consuit with the residant's physictan; and if
known, notify the resideat's legal represantative
or an interested family member when there is an
accident involving the resident which results in
Injury and has the potantial for requiring physician
intervention: a significant changa in the resident's
physical, mental, or paychosocial status (La., a
deterioration in health, mantal, or psychosocial
status in either life threatening conditions or
clinical complicaiions}: a nead to alter treatment
significantly {i.e., a need to discontinue an
existing form of traatment due to adverse
consequences, or to commence 3 pew form of
traatment); or a decision to transfer or discharge
the resident frorn the facifity as specified in
§483.12(a),

The facility must also promptly notify the resident
and, if known, the resident's legal represantative
of interested family mamber when there is a
¢hange in room of raommate assignmant as
specifiad in §483,15(e)(2): or a change in
cesident rights under Federal or State lew or
regulations as specifted in paragraph (b)) of
this section.

The facifity must record and periedically update
the address and phone numbar of the resideni's
legal raprasentalive or interested family member.

This REQUIREMEMT is not met as evidenced
by:
Based on record revigw, siaff interview,
phyji? nd nurse practitioner interview the

i

lacit d to notify the physician/nursa
(o noly beghys
RATOR

This plan of Correction does not constitute an

F 157 edmission or agreement by the provider of the
truth of the focts alleged or conclusions set
farth In chis storenment of deflciencies. This pion
of correctipn is prepored solely becouse it is
requlred by Stote and Federal law,

Fi57-notification of changes

1.  The DBirector of Clnicsl Services
notifled the Nurse Praclitioner on
10/6/15 of the {ab results that were
not reported and tha x-ray that was
recommended by the wound
physiclan for resident #7, which was
not  completed, The Nurse
Practitioner did nat choose to re-
order the X-ray, at that Ume, and no
new orders wWere recelved as related
to the lab results,

2. Residents residing at the fcllity are

potentially at risk for the alleged
deficlent practice.
The Director of Nursing Services and
Nurse Managers completed 2 review
of ot residents’ records to
detarming if there were any other
fab results and/or x-ray results that
were not called to the physician by
10/30/15. The Director of Clinjeal
Services called and reported any
missed 1abs andfor %-rays to the
physiclan by 10/30/15.

3. The Director of Clinteal
Services/Nurse Manager wili bring
abnormal [ab and x«ay reporks to
the moming meeting for review to
3ssure the physician Is notifled of
abnormal  results and it 0s
documented In the medical record.
Nurse Manager/Lizensed Nurse will
teview consuit reports and will
notlfy the pilmary physician to
obtain orders far any recommended

'S SIGNATURE

TILE. 10) DATE

et

wf WR PROYERUPPLIER REPRE

Aty Mency slaﬁment\mﬁn with an Ystgrk (’) denotes a deficiancy which ke instiution lhafbo £x

ud from correciing pr'ovidlng I is dafermined thal

alher sataguards provide suMlicient proteciion to (he palicnts . (See instructiona.) Excepl lof nursing homes. the findings slated ahove are dlaclosable 90 tays
tollowing ihe dale of suivey whelber of nok  plan of correclion is provided, For ftiraiag homes, the above indings and plans of corraciion ara discloaakie {4
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F 157 Conlinued From paga 1 F 157 labs or diagnostic tests, as

praciitioner of the lab results for a wound culture
requiring medication changes for lreatmant of 3
waund infection, failed to nolify the nurse
practitioner of urinalysis results thaf required
further orders and failed to nolify the wound
physician an XRay to rule out osteomyaelitis was
not obtained for one of one sampled residents
{Residant #7)

The findings included:

Rasident #7 was admitted to facitity on 6/13/14
with diagnosis of dysphagia, dementia,
subarachnoid hemorrhage and diaketes type 2.

The Minimum Data Set (MD$S) a quarterly dated
7131416 assessed the pressure wound as necrotic
with rio wound infection. The MDS indicated
Resident #7 requirad axtensive assistance with
bed mobility, ransfers, ealing and parsonal
hygiene. Residant #7 had short and tong term
mamory impairment.

The care plan dated 8/7/15 indicated a probtem
for potential for an Infection related to coceyx
pressure ulcer. The stalad gosl included the
fesident would not develop infection secondary to
sacral wound. The goal was updated 9/9/15 for
the infection to resolve by completion of the
antiblotic theragy, and she would exparisnca
desreased symptoms of infaction. Approaches
included irealment as ordered, tab work as
ordered and report to physician.

The cara plan daled 8/716 indicated a problem of
an indwelling calhatar due lo a pressure ulcer on
the coccyx. The epproaches included lab work as
ordered and raport to physician.

applicable. The Directar of Clinical
Services {DCS) re-educated Nurse
Managers/Uicensed Nurses by 10-
30-15 to review lab and diagnostic
testing, and to notlify the primary
physidan/nurse practitioner of any
abnagmal lRbs and/for dlagnostic test
resuits for further interventions.
Licensed Nurses, not recetving this
training, will have the tralnlng prior
to worklng thelr next scheduted
shift.,

4. The Director aof Clinical
Services/Nurse  Manager  will
complete Quality Assurange
Moanitoring 5 times per week Jor 4
weelt, then 3 times per week for 4
weeks, then 2 times per week far 4
weeks, and then 1 me monthly for
2 months, using a3 sample size of 5
residents. The monloring will be
documented on a Quallty Asiurance
and Performance  Emprovement
Moniter Farm,

The Dlrector of Chinical
Services/Nurse Manager will report
the results of the monitors (o the

Quality Assurance dad improvement
Committee monthfy or until the
committee determines the facllity
has reathed substantlgl compliance.

FORM SM$2537:02.9% Prgrlgus varstons Obsolale ! Beantion 241

Faddily IO 923040 IF continuaion shast Page 2 of 17




0CT/29/2015/THU 04:13 P FAX N, P. 004

PRINTED:
DEPARTMENT OF HEALTH AND HUMAN SERVICES Fogea Agg:{%z\?igg
CENTERS FOR MEDICARE & MEDICAID SERVICES OMB NO., 0938-0391

STATEMENT OF DEFICIENCIES X1 PROVIDERISUPPLIER/GLIA {42} MULTIPLE CONSTRUCTION (X3) DATE SURVEY
AND PLAN OF CORRECTION IDENTIFICATION NUMBER: A BUILDING COMPLETED

C
10/09/2015

345258 B, WING

NAME OF PROVICER OR SUPPLIER STREET ADDRESS. CITY. SYATE, 2'P CODE
1810 CONCORD LAKE ROAD
KANNAPOLI3, NC 23083

{X4) 10 SUMMARY STATEMENT OF DEFICIENCIES D PROVIDER'S PEAN OF CORRECTION 3y
PREFIX (EACH DEFICIENGY 1MUST 8¢ PRECEDED 8Y FULL PREFIX {EACH CORRECTIVE ACTION SHOULD BE COMPLETION
TAG REGULAYORY OR LSC IDENTIFYING INFORMATION) TAG GROS5-REFERENCED TO THE APPROPRIATE OATE
PEFICIENGY}

TRANSITIONAL HEAUTH SERVICES OF KANNAPOLIS

F157 Contlnued From page 2 F 157

Review of the wound physician progress nota
dated 9/9/15 ravaaled Resident #7 had a
worsening of a chronic prassure wound ¢n the
coccyx. Tha wound measured 5 centimeters '
{cm) Jength (L) by 5 cm width (W) by 2.8 cm
depth (D). There was undermining at 9 oclack of
1.6 cm. The wound was assessed as 80%
nacrosis, Treatment included use surgical
debridement, Dakins solution, and PICC {central
intravenous Iine) for antiblotic administration for 6
weeks. " Wound has accumulated a farge
amount of necrofic tissue over the past waek,
high susplcion for osteomyelltis, Wil start
vancomycin (antibiotic} and order bload work and
XRay. Recommendation: CBC,(complete blood
count} place PICC line, Vancorycin 1 gram |V

" avery 12 hours for 6 weeks for osteomyalilis
XRay of tha sacrum. " After surgical debridement
the wound was assessed as a slage 4 pressute
uicer,

Raview of the telephone order dated 9/9/15 the
nurse practitioner had ordered a wound cyltyre to
be obtained when the wound vac was changad. A
telephone order dated 9/9/15 for UA {urinalysis)
with C&S {culture and sensilivity) to rfo UTI {rule
out arinary tract infectlon).

Telephone order dated 9/9/15 for Cipro {antibiotic)
400 mg (milligrams) intravenous every 12 hours
for 7 days for UTE

Review of the medical record revealed no
information that indicated tha lab work was
obtained, received or reported to the nurse
practifionar. The medical record did not indicate
the XRay had been obtainad,

Upon request, a copy of the lab results for tha
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wound culiuie was obtained by the unil manager
from the lab, The results indicated 3+ Gram
Positive Cocci pairs, 3+ Gram positive rods and
3+ Grarm nagative rods. The sensitivity report
{details what antibiotics would be affective against
tha organisim} indicated the following antibictics
couid be used to traat the infaction: Gentamyein,
Trimeth-Sulfa, Plperacillin/Tazobactam and
Tetracycline, The antibiotic used to treat
Resident #7, Clindamycin, was not listed on the
culture sensitivity raport,

The wrinalysis report dated 9/8/15 indiceted the
culture grew “ mixed bacterial flora, probable
contamination, "

Interview on 10/6/15 at 1:00 PM with tha nurse
practitioner ravealod sha could not be sure if the
lab results were reported to har. She explained
her usual process was to sign the lab result report
and make a note about the rasults. She
confirmed theie were no results in the chard and a
progress nole had not been written reganding the
culture report. In reviewing the lab rsport she
noled the crganism that grew and the drug
sensitive and circled Gentarmycin.

Interview oh 10/5/15 at 1:15 PM with the nurse
practitioner ravaalad Rasident #7 required
another PICC line placerment and trealment with
Gentarnycin (antibiptic) that was sensitive to the
organisms in lhe wound culture report. She
would have expected the nurse to report the lab
resulls to het.

Interview an 10/6/15 with Nurse #1 at 9:15 AM
revealed the lab resulls are faxed 1o the facility
from the lab. The fax machins would be chacked
by tha floor nutee on each shift for possibie Jab
reaults. The nurse recaiving tha lab resulis would
notify the physician. There was also a physician '

FORM CM$-2507102:99) Provious Vergrons Qbsolsls BraalID: 24Y31Y Fachiy i 023060 If conllnyvalion sheai Page 4 of §7




0CT/29/2015/THY 04:13 PM

DEPARTMENT OF HEALTH AND HUMAN SERVICES
CENTERS FOR MEDICARE & MEDICA( SERVICES

FAX N, F. 006

PRINTED: 10/1$/2015
FORM APPROVED
OMB NO. 0938-0301

$ notebook lab rasults were filed for
physiclanfnurse practitioner reviaw

Interview with the interim DON on 10/6/15 at 1:44
PM revealed the process for ablaining lab work
included putting lab orders into the computar and
the lab book with the date the ordar wa be done.
The night nurse checks for routine labs In the lab
book. That nurse would get those labs (i.e, urine)
or have the lab service getthem. The facility had
a lab service that cama to the bullding on a
schedulad basis for blood draws. Lab siips would
be put back in tha [ab book and flagged for the
panding resuits. The nurses would ba alerted to
the lab slip being pulled up that a (als had been
obtained and resulls were panding. The nurse
manager, unit coordinator or nurse on the unit
Wwas supposed to look at the book for labsfexams
to be done on that day. When a lab was done,
the nurse would raport 1o next shift. Each shift
raceived report and would expect the results,

The fab results ware sent i the facility via a fax.
There were certain times the faxas come thru for
the lab rasults. Each shift would be expacied io
check the fax machine for lab results. Mo
explanation was provided as o what happened to
the lab resuits for Resigant #7 * s wound cullure.
Interview with the interim DON on 10/6/15 at 1:46

results of lab work o the physician or nurse

* praciitioner. Lab resulls ate reported in the
following manner: 1. If abnormal fabs relurn, the
physicians have given paramelars for notificatlon,
i.e. If way highflow call the physlclan the results.
2. If the nurse praciioner was caming into the
facliity, the lab resulls were put in physician ‘s
book for revievs. And 3. If afier hours, and
abnonnat the nurse would call the physician, The

. interim DOM was not aware the results had not
been reported to tha nurse pragdlitioner or

PM revaalad she would expect the nurse fo raport

STATEMENT OF DEFICIENCIES {X1) PROVIDER/ISUPPLIERICLIA X2y MULTIPLE CONSTRUCTION X3 OAYE SURVEY
AND PLAN OF CORREGTION IDENTIFICATION NUMBER: A BUILDING COMPLETED
C
345258 B.WING 10/06/2015
NAME OF PROVIDER OR SUPPLIER STREET ADDRESS. GITY. STATE, 2iP CODE
TRANSITIONAL HEALTH SERVICES OF K NNAPOLIS 1410 GONCORD LAKE ROAD
A KANNAPOLIS, NG 28083
X4} 1D SLUMMARY STATEMENT OF DEFICIENCIES o PROVIDER'S PLAN OF CORRECTION xs;
PREFIX (EACH DEFICIENCY MUSY BE PRECEDED 8Y FULL PREFIX (EACH CORRECTIVE ACTIOM SHOULD BE COMPLETION
TAG REGULAYQRY OR LSC IDENTIFYING INFORMATION) TAG GROSS-REFERENCED TO THE APPROPRIATE BATE
DEFICIENGY)
F 157 Continued From page 4 F 157

FORM CMS.2587002.98) Pravieus Versione Obaclels

Evant 1D: 247314

Fasdiiy [D: 922080 I eonlinuation sheetPage 5of 17




0CT/29/2015/TH0 04:13 PM FAY Mo, P, 007

. PRINTED: 10/19/2015
DEPARTMENT OF HEALTH AND HUMAN SERVICES FORM APPROVED
CENTERS FOR MEDICARE & MEGICAID SERVICES OMB NO. 0936-03914

STATEMENT OF PEFICIENCIES 1X 11 PROVIDERISUP PLIER/CUA {X2} MULTIPLE CONSTRUCTION (X3 DATE SURVEY

AND PLAN OF CORRECTION IDENTIFICATION HyMOER: A. BURDING COMPLETED

ol
349258 B, WiNG " 4000612015
NAME OF PROVIGER QR SUPPLIER STREEY ADDRESS. CHTY. STATE, ZIP CODE
TRANSITIONAL HEALTH SERVICES OF KANNAPQLIS 1910 CONCORD LAKE ROAD
KANNAPOLIS, NG 28083
X4 D BULIMARY STATEMENT OF DEFIGIENCIES () FROVIDER'S PLAN OF CORRECTION ah
PREFIX, EACH DERICIENGY MUST BE PRECEDED BY FULL PREFIX \EACH CORRECTIVE ACTION SHOULD BE COMPLETIN
TAG REGULATORY OR LSC IDENTIFYING INFORMATION) TAG CRQSS-REFERENCED TO THE APPROPRIATE bate
DEFICIENCYHY
F 157 Canfinuad From page 5 F 157
physician,
tnterview with the wound physician on 10/6/15 at
2:05 PM revealed sha would expect lhe nursing
staff to implement the recommendations on her
nota. If there were any problems with the wound
orders, she would expect lhe nursing staff to

communicate that as wali. She was not aware if ;
the nurses had to have the piimary physician ‘
raview orders and agree with the orders. She “
had not been informed the XRay had not been ,
obtained. §
F 314 483,25(c) TREATMENT/SVCS TO © F3i4
$5=0 PREVENTHEAL PRESSURE SORES Fa14 -pressure ulcers

- 1. . The Diractor of Cilnleal Services
reviewed the medical recard of ,
Resident #7 to assure all orders '
pertaining to the pressure ulcer

Based on the comprahansive assessment of 3
resident, the facility must ensure that a resident
who enters the facitity without pressure sores

doas not develop pressure soras unlass the wete propedy and  complately
individual's ¢linical condilion demonstrates that transcribed on  10/7/15S. The
they were unavoidable: and a resident having Ditector of Clinical  Services
pressura $ores receives necessary treatmeat and discussed the Xray, recommended
services lo promote healing, pravent infection and - by the wound physician, with the
prevant new sores from developing. nurse practitioner; and, the nurse

practitiener did not choose to re-
order the x-ray, at that time,
2. The Director of Cfinical Services and

This REQUIREMENT is nol met as evidgnced Nurse Mangers completed 2 review

by: of current residents’ recocds by 10-
Basad on record review, staff and physician 30-15 to assure treatment arders
interviews the facility failed 1o provide wound and diagnostic testing orders were
treatment, obtain XRay and raport lab results to transcribed  and  completed as
the physician as ordarad for one of three sampled ) prasceibed, along with 3 revlew of
residents with pressure ulcers. Resident #7, physiclan consults for recommended

dizgnostic testing and treatment
The findings included: orders. The Director of Clinical

Services notifled the  primary
physician of the issues Found znd !
new orders were obtalned and |
Implemented on 10/30/1S.

Resident #7 was admitted to facility on 6/13/14
with diagnosis of dysphagia, dementia,
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subarachnoid hemorrhage and disbetes type 2,

The Minimum Data Set (MDS) a quarterly dated
713116 assessed tha pragsurg wound as necrotic
with no wound infection. The MDS indicated
Rasident #7 required extensive assistance with
bed mobility, ransfers, eating and parsonal
hyglene. Resident #7 had short and long term
meimnoty impairment.

The care plan dated 8/7/15 indicated a problem
for potential for an infection refatec ta coccyx
pressure ulcer. The stated goal Included the
resident would not develop infection secondary to
satral wound. The goal was updated 9/9/15 for
the infection i resolve by completion of the
antibiotic therapy, and she would experiance
decreased symptoms of infection. Approaches
included troatment as ordered.

Revlew of the wound physician prograss note
dated 9/9/15 revasled Resident #7 had a
worsening of 3 chronic pressure wound on the
coccyx. The wound measured § cantimeters
{cm) length (L} by 5§ em width (W) by 2.8 ¢m
deptir (D). There was undermining at 9 oclock of
1.5 cm. The wound was assessed as 80%
nacrosis, Treatment included use surgical
debridernant, Dakins solution, and PICC {ceniral
inravenous line) for antibiotic adminisiration for 6
weeks. " Wound has accumutated a large
amount of necrofic tissua over the past week,
high suspicion for osteomyelitls. Will start
vancomycin {antibiotic} and order blood work and
XRay. Recommendation: CBC (complete blood
count} place PICC ling. Vancomycin 1 gram IV
every 12 hours for 6 weeks for osteomyelitis
XRay of the sacrum. " After surgieal debridement
the wolnd was assessed as a stage 4 prassure

Managers/Licensed Rurses by 10-
30-15 to review consult reports and
aollfy the primary physiclan of
recommendations made by the
resident's consulting physiclan to
abtain any further
ordersfinterventions, Nurse
Managers/Lcensed Nurses were
also re-edycated to report abnormal
fab and/or diagnostic results to the
primary  physician  for  further
ordersfinterventions, The Directar
of Chinical Sepvices re-educated
Licensed Nurses regarding the need
ta properly address lab and x-rgy
reports, as it pertalns to wound
treatment, 2nd to transcribe wound
treatment orders completely and
properly by 10-30-15.  Ucansed
Nurses, not recelving this training,
wilt be tralned priar to working their
next scheduled shift,

The Director of Clinical
Services/Nurse Manager will
complete Quatity Improvement
monttordng to assure treatrment
orders and dlagnostic testing are
transcribed and implemented, as
well 35 to assure that
recammendatlons from consuiting
physicians are communicated to the
primary physidan for orders. Quality
Improvement monltorlng wilf be
condutted 5 times per week for 4
weeks, then 3 times per week for 4
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ulcar,

Record review revealed the recommendations
were written as physician orders and followed
excapt for the XRay of the sacrum. The medical
tecord did not hava the XRay results and the
nurse's notes did not address if the XRay was
obtained.

Review of a subsequent wound physician
progress note deted 5/20/15 indicated there was
“No Charge " in lhe wound progress. Surgical
debridement had baen provided with removal of "
muscle along with necrofic tissue. *

The telephone order datad $/9/15 indicated " pice
pleasa send coccyx wound for C&S whan change
wound VAC. " Raview of lha wound physician
progress note dated 9/30/15 indicated the wound
sizewss 6.0 cm Eby 8.5 cri Wby 3.0 CM D.
There was undermining of 2.5 em at 12 o ' clock,
Drainage was moderate with 40% necrolic tissue,
Wound progress was assassed as " no change.
The " Assessment & Plan " included * continue:
Dakins Solution - once daily, Sanlyl - once daily,
Dry Protective Dressing - onca daily. Add:
Calcium Alginats - once daily. Recommendation:
Cleanse with dakins. *

Review of Ihe medical tacord revealed no orders
had been transcribad to inchude the use of the
Calcium Alginata. Review of the Trealment
Adminisiration Record revealed the Caicium
Alginate was nol being used in the treatment of
the wound. Record raview ravealad no cuiture

results and no physician documentation regarding

the culture results,

Interview with Nurse #1 on 10/6/15 al B:30 AM

weeks, and then 1 tme per month
for 2 months, using 3 sample size of
5 restdents. The monitoring will be
dotumented on 3 Quallty Assurance
aad Performance Improvement
Monitar form.

The Director of Clinfeal
Services/Nurse Manager will report
the tesults of the monlters to the
Quality Assurance and tmprovement
Commlitee monthly or untif the
committee determines the Faclllty
has reached substantaf compliance,
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ravaaled he had already completed the drassing
change for Resident#7. He had provided the
realment ag Written on the Treatment
Administration Record.

Interview with Nurse #2 on 10/6/15 at 9:42 AM
revealed the progress note by the wound
physician would ba considered an order for
treatment of the wound, Continued interview with
Nurse #2 ravaated the culture report was not
tocated and she would requast tha lab results for
the wound cuiture,

Interview with Nurse #3 on 10/6/15 a1 10:46 AM
revealed the unit manager or reaiment nurse
made rounds with the wound physician. Nurse #3
explained sha made rounds with the physician on
913018, In reviewing the pragress note by the
wound physician on 5/30/15 nurse #3 explained
she would add the calcium algihate to the new
treatment. Further interview revealed tha procass
included te discontinite the old ordet and wiite the
new order and update the TAR. Nursa #3
explainad shg was on a medication cart on a hali
and made rounds with the wound physician for
{he building on 9/30/15. After making wound
rounds she went back to the cart io pass
medications. The supervisors would have
reviewad the progiess noles for orders and
wrfttan the orders and updatad tha traatmeant
fecord. Nurse #3 explalned the supervisors had
access lo the computar to print the MD ' s notes
and would have weltien the orders.

Interview with the interim DON on 10/6/15 at 1:20
PM revealed her expeciations for follow up after
the wound physician mada rounds included
raview by the primary physician of the orders the
wound physician grdered. The physician of
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record {primary physician) for that resident had
the final say. During tha interview the interim
DON explained stie would 8sk the unit manager
who was doing the orders.

Interview with the unit manager (Nurse #2) and
the interim DON on 10/6/15 at 1:44 PM ravealed
she had not mada rounds with the wound
physician on 9/30/15. Nurse #2 explained her
process included wiiting lelephone orders as the
wound physician made rounds. The wound
physician would slgn the orders at that time.
Further explanation indicated the primary |
physician wauld sign any orders not signed by the &
wound physician. Nurse #2 indlcated she was |
|

not aware she was supposed to print off of woung
notes and review them. She did not have access
lo tha compliter and had not reviewad the 9/30/15
notes for orders,

Interviaw with the Interim DON on 10/6/15 at 1:46
M revealed tha traatmant nurse of unit
managars were to make rounds wilh the wound
physician. It would te the next day before the
wound physician ' s note ware in tha compuier.
The unit manages would print the notes and
review them the day after the visit. The interim
DON explained she was not avare the unit
manager did not hava acgess o the computer to
reviaw the notes. The interim DON explained the
XRay was not obtainad due to it was not
considered an order, but a recommandation,
Further interview revealad she did not know if the
primary had been contactad regarding the
racommendation.

Interview with the wound physician on 10/6715 at
2:06 PM revealed she would expect (he nursing
staff to implement the recommendations on her
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nole. If there were any problems with ine wound
orders, she would expect the nursing staff to
comimunicate that as well. She was not aware if
the nurses had to have the primary physician
reviaw orders and agree with the orders. She
further explained she was not aware the Calcium
Alginale had not been used since her visit on
9/30/15. That had not been communicated 1o
her. The purpose of the Calcium Alginale was to
absorb the drainage from the wound 10 provent
maceration of the wound,

F315 483.26(d) NO CATHETER, PREVENT UTI,

=0 RESTORE BLADDER

Based on the reskient's comprehansive
assessment, the facility must ensure that a
rasident who enters the facility without an
indwelling catheter is not catheterized unless the
resident’s clinical condition dernonsirales thal
cathelarization was necessary; and a rasident
wha is Incontinent of bladder receives appropriate
reatment and sevices lo pravent urinsry tract
infections and ta restore as much nermal bladder
function as possible.

This REQUIREMENT is not mel as avidenced
by:

Based on observations, racord raview, staff and
nuise practitioner interview the facilily faitad to
obtain a repeat urinalysis o rule out a possible
urinary iract infection for one of Ihraa rasidents
with an indwelling catheter. Resident #7. .

The findings included:

Resident #7 was admitted to facility on 6/13/14
with diagnasis of dysphagia. and Dementia,

F 314

F 315

F315- No catheter to prevent UTI/Restore
Bfadder Function

1. Resident 4 7 had reprat Urinalysis
and Culture completad on 10/6/15
by the licensed Murse, The resuls
were reviawed by the nurse
practitioner on-A0/9/15 and no new
arders ware glven, at that thme, as
the resident was asymptomatic,

2. Residants residing at the facility with
catheters hava the patentialto ba
affected. The Ofrector of Clinical
Services and Unit Managers
reviewed the recerds of current
residents with catheters 1o assure
orders for care and services were
implemented a5 prascribed on
10/27/45 and any corrections
irnplemented.

3,  The Ulrector of Cinical Services re-
educated licensed nurses currently
emplayed by 10/30/15 concerning
the need to review all lab results
and to notify the physician if any
specimen s contaminated to repeat
the test or if the there were
abnoremal results. The Director of
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The Minimum Data Set (MDS) a quarierly dated
7131115 indicated Rasident #7 required extensive
assislance with bed mobility, transfars, aating and
personal hygiena. Resident #7 had short and
long term memory impairment. Resident #7 was
incontinent of bowel and bladder.

A telephone order dated 8/2/15 for an Indwalling
catheter due to a cocoyx pressure wound.

The care plan dated B/7/15 indicated a problem of
an indwelling catheter due to an unstageable
pressure ulcer on the co¢gyx. The approaches
included lab work as ordered and report to
physician,

Raview of a nurse * s note dated 9/6/18 tha urine
in the catheter drainage Wbing was " cloudy. "

A telephone order dated 9/9/18 for UA (urinalysis)
with G&S (cultura and sensilivily} to o UTI (rule
ou urinary Wract infection).

Telephone order dated 8/9/15 for Cipro (anlibiotic)
400 mg (milligram) inlravencus every 12 hours
for 7 days for UTL.

Observations on 10/5/15 at 7:00 AM revealed
Residant #7 had an indwelling catheter to sicaight
<rainage with the hag on the badframe, The
uring was yellow in color.

Lab results were not present in the medical
record for raview. Upon request. the [ab rasults
for the urinalysis wers obtained feom the facllity * s
fab,

The urinalysis report dated 9/8/15 inclicated the
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bring abnormal lab ¢esults Including
contaminated specimen resuits to
the riorning meeting for review 1o
assure the physidian is notified of a
contamlsated specimen to obtain
orders ta repeat the test.
The Oirector of Clinleal
Serdtes/Nurse Manager will
conduct Quallty Improvement
monitoring of residents to assure
catheter arders, to Include fab
testing, are twansertbed 2nd
implamented apprapriately and
results are addressed. Quality
Improvement monttoring will be
contucted 5 times per week for 4
waeks, then 3 umes per week for 4
weeks, then 2 times per week for 4
weeks, then 1time per week for 4
weeks, and then L tme monthly for
2 manths uslng 3 sample size of 5
residents, The menitoring will be
documentad on 3 Quailty Assyrance
and Performance improvement
Moniter Form.

The Director of Clinical
Services/Hurse Manager will report
the results of the monitars to the
Quality Assurance and mprovement
Committee monthly or yntil the
comsmittee detesminas the facllity
has reached substantial compllnce.

FORKE CRIS- 3587102901 Pracious Yaraiony Dusolela

EvsniiD 240311

Fachly 10 922080

I conlinualion sheet Page 12 of 17




0C7/29/2015/THU 04:15 PM FAX No, P. 014

PRINTED: 10/19/2015
DEPARTMENT OF HEALTH AND HUMAN SERVICES FORM APPROVED
CENTERS FOR MEDICARE & MEDICAID SERVICES OMB NO. 0938-0391
STATEMENT OF GEFICIENCIES 1X1) PROVIDERISUPPUERICLIA X2) MULTIPLE COMSTRUCTION 1X3} DATE SURVEY
AND PLAN OF GORRECTION IDENTIFIGATION NUMBER: A.BUILDING COMPLETED
c
345258 B, WING 1010612015
MAME OF PROVIDER OR SUPPLIER STREET ADDRESS. CITY. STATE, ZIP CORE
1810 CONCORD LAKE ROAD
TRANSITIONAL HEALTH SERVICES OF KANNAPOLIS
KANNAPOLIS, NG 28083
1D SUNMARY $TATEMENT OF DEFICIENCIES 1 PROVIDER'S PLAN OF CORRECTION X6
PREFIX {EACH DEFICIEHCY MUST BE PRECEDED BY FULL PREFIX {EAGH CORRECTIVE ACTION SHOULD 8E COMPLETIGH
YAG REGULATORY OR LSC IDEMTIFYIIG IMFORMATION) TAG CROSS-REFERENCED TO THE APPROPRIATE Gate
DEFICIENCY)
F315 Continued From page 12 F 318

culture grew " mixed bactevial flora, probable
contamination. "

Interview on 10/5/15 at 1:15 PM with the nurse
practitiones revealed she had not bean informed
the urinalysis rapon indicated it wes
contaminaled. She would expact the nurse to
report the rasults to her. She would expect the
nurse to have obtained another spacimen fof
testing.

Raviaw of the medical record revaalad an order
dated 1075115 for a UAwilth C&S to rt UTL.
Interview with the interim DON on 10/ 6715 at 1:44
PM revealed she would expect the nurse to raport
a contarinaled urinalysis to the physician/nurse ;
practilioner and obtained another specimen.

F505 483.75(12)(i) PROMPTLY MOTIFY PHYSICIAN f 505

s8=0 OF LAB RESULTS F505

The facility must pronsptly aotify the attending ) 1. The Director of Clintcal Services
physigian of the findings.

notified the Nurse Practitionsr on
10/7/15 of the wissed lab results far
Resident #7, The restdent recelved

This REQUIREMENT is nol met as evidencad an appropriale course of antiblotic
by: i for the wound infection which was
Basad on record review, staff interview, compl.eted on 10]2?/15.

physician and nursa practitioner interview the ' 2. The Director of Cllnical eted
oty b ot e
practifoner Of-me;- lab results f?r 3 wound culture by 10-30-15, to assure that the
requmn_g megrca ion changes for treatment_of a physician was notifled of

wound infaction for one of one sampled residants

abnormalfmissed lab or dizgnostic
{Resident #7) test results. The Director of Clinical
Services/Nurse Mapager notified the
physician of missedfabnorimal fabs
and/or diagnostic tests by 10/30/15.

The findings included:

Resident #7 wag admitted to facility on 6113714 3. The Dicector of Clinical Services or
with diagnosis of dysphagia. demenlia, Nurse Managers will bring abnormal
FORLITRS-2567102-951 Pravibyd ‘tarsions Obiplale Euant 10; 24031y Eackily 10, 923060
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subarachnoid hemorhage and diabeles type 2.

The Minimutn Dats Set (MOS) a quarterly dated
7431/15 assessad tha pressure wound as necrotic
with no wound infection. The MDS indicated
Resident #7 requirad extensive assistance with
bed mobility, transfers, eating and parsonal
hygiens. Resident ¥7 had short and long term
memory impairment.

The care pfan dated 8/7/15 indicated a problem
for potential for an infection related 1o COCLyX
pressure ulcer. The stated gosl included the
residant wotikl not develop infection secondary to
sacrat wound. The goal was updated 9/9/15 for
the infection to resolve by completion of the
anlibiotic tharapy, and she would experience
decreased symploms of Infection, Approaches
included treatment as aordered, labwork as
ordesed and report to physician,

Review of the wound physician prograss note
dated 9/9/15 revealed Rasident #7 had a
worsaning of a chronic pressure wound on the
¢oceyx. The wound measured § cenlimeters
{cm) length (L) by 5 cm width (W} by 2.8 cm
depth (D). There was undermining al 9 oclock of
1.5 cm, The wound was assessed as 80%
necrosis. Treatment included use surgical
debridement, Daldns solution, and PICC {cantral
intravanous line} far antibiotic administration for 6
weeks. " Wound has acoumulated a large
amount of necrolic Hssue over the past week,
high suspicion for osleamyelitis. Will s{ary
vancomycin (anlibiotic} and order blood work and
XRay. Recommendation: CBG,(complete blood
count) place PICC ling. Vancomycin 1 gram v
avery 12 hours for 8 waeks for osleomyelitis
XRay of the sacrum. ® After surgical debridernent

the miorning meeting for review to
assure tha physician Is natified, and
itis documented in the medical
racord.  Murse Managers/Ucensed
Nurses will raviaw consull reports
and will natify the primary physiclan
Lo obtain ordars for any
recommended testing. Nurse
Managers/licensed Nurses were re-
educated to rapart abnarmal lab
andfar diagnostic results to the
primary physictan for further
ordersfinterventions. ticensed
Nurses not receiving this training be
wained prior 10 working thele next
scheduled shif,

The Director of Clinical
Services/Nyrse Manager will
cormplete Quality improvement
monltoring to assure that all
abnormal Iab results are called to
the resident's physiclan. Quallity
Improvernent menlioting wit be
cenducted 5 times per weak for d
weeks, then 3 times perweek d
weeks, then 2 mes per week for 4
wesks, then 1 ime parweek for 4
weeks, and then 1 time monthly for
2 months, using a sample slze of 3
residents, The monitoring wit be
docurnented on a Quality Assurance
and Performance Improvement
Monitgr Form.

The Director of Clinical

Services/Nurse ivlanager will report

the results of the monitors to the
Quality Assuranca ang lmprovement
Commitzee monthly 6t untl the
commitiee determines the factlity
has reached substantial compliance.
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tha wound was assessed as a stage 4 pressure
uleer.

Review of tha telophone order dated 9/9/15 the
nurge practioner had ordared g wound culture to
be obtained when the wound vac was ¢hanged.,
Review of he medical record revealed no
information that indicated the fab work was
obtained, received or repoited to the nurse
practioner, ‘
Upon request, a copy of the Jab resulls for the
wound culture was obtained by the unit manager
from the fab. The results indicated 3+ Gram
Posilive Coccl pairs, 3+ Gram positive rods and
3+ Gram negative rods. The sensitivity report
{delails what antiblotics would be effective against
the organisi) Indicated ths following antibiotics
could be used to keat the infection: Gentamycin,
Trimeth-Sulfa, Piperacilin/Tazobactam and
Tetracycling. The antibiotic used to lraat
Resident #7, Clindamyein, was not Histed on the
culiure sehsitivity report,
Interview on 10/8/15 at 1:00 PM with the noree
practioner revealed she could not be sure If the
lab results ware reported to her, She axplained
her Lsusl process was to sign the Jab result repon
and maka a nate about the results. She
confitmed there ware no results in the chart and 3
progress nate had not been wriken regarding the
culture report. In reviawing the lab report sha
notad the organism that grew and the drug
sensifive and ¢ircled Gentamycin.
Interview on 10/5/15 at 1:15 P with Lhe nurse
practitioner revealed Resident #7 required
snother PICC iina placement and treatmant with
Gentamycin {antibiolic) that was sensitive to the
organisms In the wound culture reparf. She

. woulld have expacted the nurse to report the lab
resvlts to her,
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Intarview on 10/6/15 with Nurse #1 af §:15 AM
revealed the lab results are faxed to the facilily
from the fab. The fax machine would be checked
by the floor nurse on each shift for possible fab
results. The nurse recaiving the lab results would
notify the physician, There was also 4 physician '
& notebook tab resulls wera filed for
physictan/nurse practioner review
Interview with the interim DON on 10/6/15 at 1:44
PM ravealed the process for oblaining lab work
included putting fab orders into the computer and
the lab book with the dale tha order wo be done.
The night nurse checks for routine fabs in tha lab
book. That nurse would gat those labs {i.e. vrine)
or have tha lab service gel them. The faellity had
a lab service that came 1o the building on a

+ scheduled basis for blocd draws. Lab slips would
be put back in the fab book and flagged for the
ponding resuls. The nurses would be alerted to
the [ab slip being pulled up that a lab had been
oblained and results were panding, The nurse
manager, unit coordinator or nurss on the unit
was supposed to [ook at the boolt for labs/exams
10 be done on that day. Whan a lab was done,
the nurse wotlld report to next shitt. Each shift
received report and would expact the resulls.
The lab rasults were sent to the facility via a fax.
There were certain times the faxes corne thru for
the fab results. Each shift would ba expected to
check the fax machine for lab results. Mo

the lab results for Resident#7 ' s wound culture,
Interview with the interim DON on 10/6/15 at 1:46

results of lab work to the physician or nurse
practioner. Lab results are raported in the
following manner: 1, If abnormal labs return, the
physicians have given parameters fof notification,
i.e. if way high/low call the physician the results.

explanation was provided as to what happened to

PM revealed she would expect the nurse 10 raport

F 805
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2. 1€ the nurse practionar was coming inke the
facility, the lab results were put in physician ' s
book for review. And 3. if after hours, and
abnormal the nurse would call the physiclan, The
interim DON was not aware the results had not .
bsen reported to the nurse practionar or
physician.
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