Kirby, Linda H

From: William Allyn <wallyn@seniorlifestyle.com>
Sent: Friday, August 28, 2020 12:51 PM

To: Kirby, Linda H

Cc: Kristi Luce; Susan Tomalia

Subject: [External] Addison of Knightdale POC
Attachments: 20200828125341159 tif

CAUTION: External email. Do not click links or open attachments unless you verify. Send all suspicious email as an
attachment to report.spam@nc.gov<maiit0:report.Spam@nc.gov>

Hi Linda... Enclosed is the POC we discussed with signature.. should you need anything else please let me know

William Allyn

SENIOR LIFESTYLE | Regional Director of Operations

303 E. Wacker Dr., Suite 2400 | Chicago, IL60601 | O
https://urldefense.com/v3/_http://WWW.SENIORLIFESTYLE.COM_;!!HYmSToo!MAerdzqPWtSOZzOdlKSVchJHINT
kaoS7e50pDp54K2wAEHIaJPO9DXzvoetM MZgfEJ3wS

The email you received from Senior Lifestyle Corporation and any file attachments(s) are confidential, may be legally
privileged, and are intended solely for use by the identified recipient(s). If you received the email in error, please notify
the sender and delete the message and any copies completely from your computer. Dissemination, distribution, or
copying of this communication, in whole or in part, by any unintended or unauthorized recipient is prohibited and may
subject you to liability under 18 U.S.C. sec. 2511. Senior Lifestyle Corporation assumes no liability and makes no
warranties or representations that the email or any file attachments are totally secure and/or virus free. The recipient is
advised to check for viruses prior to opening any file attached to the email. Statements contained in the email or any file
attachment may not be authorized or endorsed by Senior Lifestyle Corporation and Senior Lifestyle Corporation accepts
no liability, whether in contract, tort, or equity, for any unauthorized statement or offer of contract communicated in
the email or any file attached by the sender.

From: The Addison of Knightdale Main Copier <addknightdalemain@seniorlifestyle.com>
Sent: Friday, August 28, 2020 12:54 PM

To: William Allyn <wallyn@seniorlifestyle.com>

Subject: Message from "RNP0026739A2268"

This E-mail was sent from "RNP0026739A2268" (MP 3554).

Scan Date: 08.28.2020 12:53:40 (-0400)
Queries to: addknightdalemain@seniorlifestyle.com
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{D 000} Initial Comments (BO00} | 404 NCAC 13F 0902(b) Health Care

(b) The facility shall assure referral and
follow up to meet the routine and acute
heaith care needs.

The Adult Care Licensure Section conducted a
follow-up survey and a COVID-19 focused
Infection Control survey with an onsite visit on
07/24/20 and a desk review survey on 07/14/20 -

07/17/20 and 07/20/20 - 07/24/20 and a Actions taken to prevent reoccurrence:
telephone exit on 06/24/20. Training will be conducted by the Health
(D 273}l 10A NCAC 13F .0902(b) Health Care (D273  #nd Wellness Director or Designee on

communicating/reporting a resident’s 8/31/2020

10A NCAC 13F .0902 Health Care change of condition via the 24 hour

(b) The facility shall assure referral and follow-up communication report and how to provide

to meet the routine and acute health care needs foll ith the Primary care Provid

of residents. ollow up w e Primary care Provider
and the Family/POA.

This Rule is not met as evidenced by: he Health and Wellness Director, Memoryig/31/2020

FOLLOW UP TO TYPE A1 VIOLATION Care Director and /or Designee will provide

daily huddles with the Medication

The A1 Violation was aheted. Nencompliance Technicians, Personal Care Staff to discuss

continues.
potential change of condition with a
Based on interviews and record reviews, the resident.
facility failed to notify the primary care provider
(PCP) for complaints of symptoms of a ur inary Person(s) responsible for Compliance

tract infection (UTI) and lab results for 1 of 5

Monitoring:
sampled residents (#1). onitoring

The Health and Wellness Director, Memo
Review of Resident #1's current FL-2 dated . b " ; 5
04/15/20 revealed: Care Director and /or Designee will review
-Diagnoses included diabetes myelitis and urinary the 24 hour report daily during the week
incontinence. and follow up on any change of condition

: ; ; 8/31/2020

“The resident was incontinent of bowel, with residents. The 24-hour report book
Review of Resident #1's current Care Plan dated will be brought to the daily stand up
06/26/20 revealed: meeting for the Interim Executive Director
~The resident had occasional bladder or Designee to review and discuss the
incontinence. ;
-The resident wore adult incontinent garments. follow up actions.
-The resident required supervision with toileting.

Divislon of Health Service Regulation E s
LABORATORY DIl e—BOR's OR PROVIDER/SUPPLIER REPRESENTATIVE'S SIGNATURE Z TITLE %o\w—p o d g (X8) DATE
M g ot ©_ ¥asjoo
STATE FORM 8299 YWHP12 If continuation sheet 1 of 8
s Plan o o,

w e 1A
T RSRRs s e
|




PRINTED: 07/30/2020 .

_ . FORMAPPROVED
Division of Health Service Regulation
STATEMENT OF DEFICIENCIES (X1) PROVIDER/SUPPLIER/CLIA {X2) MULTIPLE CONSTRUCTION (X3) DATE SURVEY
AND PLAN OF CORREGTION IDENTIFICATION NUMBER: A. BUILDING: COMPLETED
B
R
HAL092220 8. WiNG 07/24/2020
NAME OF PROVIDER OR SUPPLIER STREET ADDRESS, CITY, STATE, ZIP CODE
2408 HODGE ROAD
THE ADDISON OF KN HTDAL
. NiS E KNIGHTDALE, NC 27545
(X4) 1D SUMMARY STATEMENT OF DEFICIENCIES (EACH D PROVIDER'S PLAN OF CORRECTION (EACH *5)
PREFIX DEFICIENCY MUST BE PRECEDED BY FULL PREFIX CORRECTIVE ACTION SHOULD BE CROSS. COMPLETE
TAG REGULATORY ORLSC IDENTIFYING INFORMATION) TAG REFERENCED TO THE APPROPRIATE DATE
DEFICIENCY)
{D273}{ Continued From page 1 {D273} |The Health and Wellness Director, Memory
Care Director and/or Designee will discuss
Review of Resident #1's progress note dated staff communication, resident change of
05/29/20 revealed: . condition related to reporting and follow
-Resident #1 thought she had urinary tract th | lity A
infection (UTI), up at the Quarterly Qua ity Assurance
-Resident #1's Primary Care Providers (PCP) review with completion by 8/31/2020 8/31/2020

office was called but was closed.
-There was documentation follow up would be
done on 06/01/20.

Telephone interview with Resident #1's family
member on 07/21/20 at 10:51am revealed:
-Resident #1 had a history of UTI's.

-Resident #1 was on a prophylactic antibiotic for
UTl's.

-Resident #1 told the family member 05/59/20 the
resident thought she had a UT].

-Resident #1 complained of feeling discomfort at
the end of voiding on 05/29/20.

-The family member spoke with facility staff over
the phone for Resident #1 on 06/29/20.

-The family member told facility staff to call
Resident #1's PCP for an evaluation of the
resident.

-The family member was worried Resident #1
would require medical care over the weekend if
not seen by the PCP on 05/29/20.

-The family member received a return call from
the facility the afternoon of 05/29/20 to report the
resident's PCP office was closed.

-The facility was to make an appaintment for
Resident #1 to see the PCP on 06/01/20.

-The family member called the facility on 06/01/20
and spoke with the Resident Care Coordinator
{(RCC).

-The RCC told the family member Resident #1
was no longer verbalizing complaints.

-The family member did not think Resident #1
was evaluated by the resident's PCP.

Division of Health Service Reguiation
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Telephone interview with a medical assistant for
Resident #1's PCP office on 07/21/20 at 11:30am
revealed:

-Resident #1's PCP had not been notified of the
residents' complaint of possibly having had a UT]
around 05/29/20.

-It was expected Resident #1's PCP to have been
notified of Resident #1's complaints when the
resident first complained to facility staff.

-If the PCP had been notified Resident #1 had
complained with UTI like symptoms on 05/29/20
an appointment would have been made anda
urinalysis (UA) ordered for the resident (a
urinalysis is a test that helps detecta UTI).
-Resident #1 was |ast evaluated by the PCP on
01/08/2020.

Telephone interview with a medication aide (MA)
on 07/21/20 at 11:57am revealed:

-Resident #1 told her she was concerned she
may have had a UT| on 05/29/20 and asked to
see her PCP on 05/29/20.

-She called Resident #1's PCP on 05/29/20 to
report the resident's compilaint of a possible UT].
-Resident #1's PCP office was closed when she
called on 05/29/20.

-She documented in Resident 1's progress notes
her attempt to call the resident's PCP.

-She documented in the 24-hour shift report
Resident #1 had complained of UTI symptoms.
-She documented in the 24-hour shift report
Resident #1's PCP needed to be called 06/01/20.
-The RCC was to call Resident #1's PCP office
on 06/01/20 to report the residents' concern of
having a UTI.

-The RCC would have known to call Resident
#1's PCP on 06/01/20 because she would have
seen the documentation in the 24-hour shift
report,

-She did not know if Resident #1's PCP was
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{D 273}| Continued From page 3 {D 273}
called on 06/01/20 because she did not work on
that day.

A second telephone interview with the medical
assistant for Resident #1's PCP on 07/22/20 at
2:00pm revealed:

-The facility faxed a request for a UA order for
Resident #1 on 05/20/20.

-An order for a UA on Resident #1 was faxed to [
the facility on 05/20/20.

-The were no results for Resident #1's UA that
was ordered 05/20/20.

-It was the facility's responsibility to fax the UA
results to the PCP,

Telephone interview with the Health and Wellness
Director (HWD) on 07/22/20 at 2- 1 Opm revealed:
-Resident #1 had a UA order from the PCP dated
05/20/20.

-There were no UA results for Resident #1's UA
order dated 05/20/20.

-She needed to call the facility's contracted lab
provider for the UA resuits.

-She would fax the UA results when received.

Review of a "UT!I Report" for Resident #1 dated
05/26/20 received from the facility on 07/22/20
revealed:

-The section for the physician name was blank.
-The sample was collected and received on
05/22/20.

-The lab report resulted on 05/26/20.

-Resident #1's urine was positive for Serratia
marcescens (a bacterium that is commonly
involved in UTI's).

Athird telephone interview with the medical
assistant for Resident #1's PCP on 07/22/20 at
3:22pm revealed:

-Resident #1's PCP had not been notified by the
facility of Resident #1's concern about a UTI.
Division of Health Service Regulation
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{D 273} | Continued From page 4 {D 273}

-Resident #1's PCP expected to have been
notified with the resident's first complaint of 5 UTI,
-If Resident #1 had a UTI that was untreated it
could lead to increased symptoms, pain,
infection, confusion, and hospitalization.

-The last UA results for Resident #1 on file was
dated October 2019.

A second telephone interview with the HWD on
07/23/20 at 9:18am revealed:

-The request for the 05/20/20 UA order for
Resident #1 faxed to the resident's PCP was
completed by the RCC.

-The facility's contracted lab provider would fax
the lab results to Resident #1's PCP.

-The facility's contracted lab provider would also
fax a copy of Resident #1 's lab results to the
facility.

-Many times, the facility would need to call the lab
for a copy of the results because the lab provider
would not fax the lab results to the facility.

-The facility was not responsible to send lab
results to the residents' providers,

-Resident #1's PCP had not contacted the facility
with the resident's UA results.

-Resident #1's PCP would have faxed a
medication order to the facility if the PCP felt
Resident #1 needed medications based on the
lab results.

-It was normal for Resident #1 to complain
intermittently of feeling as if she had a UT|

Telephone interview with the RCC on 07/23/20 at
9:20am revealed:

-She faxed a request dated 05/20/20 to Resident
#1's PCP for a UA order and to use the facility's
contracted lab provider.

-The request for a UA was because Resident #1
reported to her the resident felt like had a UTI,
-Resident #1 did not describe the UTI symptoms
Division of Health Service Regulation
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{D 273} Continued From page 5
experienced.

provider on 07/23/20 at

-The contracted lab pro

the lab provider.
-Each facility had a loca

released.

resuit.

results for the 05/20/20

without antibiotics.

Telephone interview with a client service
representative of the facility's contracted lab

let the lab know which facility was sending the
labs and where the resident resided.

-The facility number was used to get the lab
results to the correct facility.

-Resident #1's UA result for the 05/20/20 UA
order did not have a location num ber provided
when the order was sent to the lab provider.
-Resident #1's UA results for the 05/20/20 UA
order had been in a hold status which meant it
was not known who to send the results to
because there was no location number provided.
-Resident #1's 05/20/20 UA results were never

-In order for Resident #1's 05/20/20 UA results to
have been released, someone would have had to
have called the lab provider to request the lab

Telephone interview with Resident #1's PCP on
07/23/20 at 11:15am revealed:

-She had not received UA results for a Resident
#1's UA order dated 05/20/20.

-She expected to have received Resident #1's UA

-If she had received Resident #1's UA results she
would have reviewed the results for antibiotic
sensitivity and ordered oral antibiotics.

-UTI's would sometimes improve on their own

{D 273}

10:15am revealed:

-It was the responsibility of the facility to forward
lab results to the ordering providers.

vider had a system where

the facility would communicate electronically with

tion number which would

UA order.,
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-UTI's that did not improve could lead to
bacteremia (bacteremia is the presence of
bacteria in the bload), confusion, or
hospitalization.

-She would not treat Resident #1 currently if the
resident did not have current UT] symptoms.

A third telephone interview with the HWD on
07/23/20 at 12:41pm revealed:

-It was the responsibility of the RCC and/or HWD
to fax the lab orders to the facility's contracted lab
provider.

~The contracted lab provider knew which PCP to
send the results to because the ordering PCP
had to sign their name and document their
National Provider Identification (NP1) number (a
unique number assigned to healthcare providers)
on the lab order.

-The facility did not use an electronic process with
their contracted lab provider.

-The facility did not have a location identification
number for use with the contracted |ab provider.
-It was not the facility's fault the UA results for
Resident #1's 05/20/20 UA order was not
received by the resident's PCP.

-The facility did not have a process in place to
ensure resident lab results had been received
from the contracted lab provider.

-The facility did not have a process in place to
ensure the ordering providers had received the
resident's lab results from the contracted lab
provider.

-She had never had to call a PCP to see if they
had received a resident's lab resuits.

A second telephone interview with the RCCon
07/23/20 at 12:50am revealed:

-She did not remember Resident #1 complaining
of urinary pain between 05/20/20 - 05/29/20.
-She did not know Resident #1 needed a PCP

|
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appointment made 06/01/20 for UT| concerns.
-It was the responsibility of the RCC to schedule
provider appointments.

Telephone interview with Resident #1 on 07/23/20
at 12:53pm revealed:

-She felt good.

-She did not have current problems with urination.
~-She did not remember ever having problems
with urination.

-She did not remember her May 2020 complaints
of a UTI concern.
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' 10ANCAC 13F .0902 Health Care |
- (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:
| FOLLOW UP TO TYPE A1 VIOLATION

' The A1 Violation was abated. Noncom pliance
| continues.

| Based on interviews and record reviews, the

| facility failed to notify the primary care provider
(PCP) for complaints of symptoms of a urinary
tract infection (UTI) and lab results for 1 of 5 |

| sampled residents (#1). |

- Review of Resident #1's current FL-2 dated i

| 04/15/20 revealed:

| -Diagnoses included diabetes myelitis and urinary |

| incontinence.
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| ‘
{D 000} Initial Comments D000} 40ANCAC 13F .0902(b) Health Care |
‘ . : | (b) The facility shall assure referral and
The Adult Care Licensure Section conducted a follow up to meet the routine and acute
' follow-up survey and a COVID-19 focused 1
A . s health care needs. |
Infection Control survey with an onsite visit on |
07/24/20 and a desk review survey on 07/14/20 - | e oz .
| 07/17/20 and 07/20/20 - 07/24/20 and a Actions taken to prevent reoccurrence:
| i ‘
telephone exit on 06/24/20. Training will be conducted by the Health |
| Di i
I 273},‘ 10ANCAC 13F .0902(b) Health Care D273 2nd Welln ef '/recw;t?r Des;g'ﬁ:’ N 2"
i communicating/reporting a resident’s ‘8/31/2020

change of condition via the 24 hour |
communication report and how to provide‘
follow up with the Primary care Provider
and the Family/POA. |

The Health and Wellness Director, Memory}g/31/2020
Care Director and /or Designee will provide|

daily huddles with the Medication
Technicians, Personal Care Staff to discuss .
l‘potentiar change of condition with a '

resident.

Person(s) responsible for Compliance '
Monitoring:

The Health and Wellness Director, Memory,
Care Director and /or Designee will review |
the 24 hour report daily during the week
and follow up on any change of condition

 -The resident was incontinent of bowel. | with residents. The 24-hour report book 8/31/2020
' Review of Resident #1's current Care Plan dated will be brought to the daily stand up |
- 06/26/20 revealed: meeting for the Interim Executive Director
| -The resident had occasional bladder Ior Designee to review and discuss the |
' incontinence. .
-The resident wore adult incontinent garments. | ifoflow i REGES.
-The resident required supervision with toileting. |
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 office was called but was closed.
-There was documentation follow up would be
| done on 06/01/20.

| Telephone interview with Resident #1's family

- member on 07/21/20 at 10:51am revealed:

| -Resident#1 had a history of UTI's.

‘l -Resident #1 was on a prophylactic antibiotic for
UTl's.

resident thought she had a UTI.
' -Resident #1 complained of feeling discomfort at
. the end of voiding on 05/29/20.
| -The family member spoke with facility staff over
 the phone for Resident #1 on 05/29/20.
| -The family member told facility staff to call
| Resident #1's PCP for an evaluation of the
| resident.
' -The family member was worried Resident #1
| would require medical care over the weekend if
not seen by the PCP on 05/29/20.
' -The family member received a return call from
| the facility the afternoon of 05/29/20 to report the
 resident's PCP office was closed.
-The facility was to make an appointment for
| Resident #1 to see the PCP on 06/01/20.

- and spoke with the Resident Care Coordinator

| (RCC).

| -The RCC told the family member Resident #1
was no longer verbalizing complaints.

' -The family member did not think Resident #1

- was evaluated by the resident's PCP.

| -Resident #1 told the family member 05/59/20 the |

| -The family member called the facility on 06/01/20 |
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{D 273} | Continued From page 1 {D273} [The Health and Wellness Director, Memory

- Care Director and/or Designee will discuss ;

' Review of Resident #1's progress note dated staff communication, resident change of |

| 05/29/20 revealed: . condition related to reporting and follow |

-Resident #1 thought she had urinary tract : |

| infection (UTI) up at the Quarterly Quality Assurance

-Resident #1's Primary Care Providers (PCP) , review with completion by 8/31/2020 8/31/2020
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revealed:

around 05/29/20

' 01/08/2020,
|

 called on 05/29/20.

having a UTI.

report.

{D 273}7 Continued From page 2

| -Resident #1's PCP had not been notified of the !
residents' complaint of possibly having had a UTI

Telephone interview with a medication aide (MA

on 07/21/20 at 11:57am revealed:

' -Resident #1 told her she was concerned she

| may have had a UTI on 05/29/20 and asked to
see her PCP on 05/29/20.

- -She called Resident #1's PCP on 05/29/20 to

| report the resident's complaint of a possible UTI.

| -Resident #1's PCP office was closed when she

-The RCC would have known to call Resident
#1's PCP on 06/01/20 because she would have
| seen the documentation in the 24-hour shift

-She did not know if Resident #1's PCP was

| Telephone interview with a medical assistant for !
Resident #1's PCP office on 07/21/20 at 11:30am f

| -It was expected Resident #1's PCP to have been

' notified of Resident #1's complaints when the

 resident first complained to facility staff.

| -If the PCP had been notified Resident #1 had
complained with UTI like symptoms on 05/29/20

- an appointment would have been made and a

| urinalysis (UA) ordered for the resident (a

" urinalysis is a test that helps detect a UTI).

 -Resident #1 was last evaluated by the PCP on

)

-She documented in Resident 1's progress notes
| her attempt to call the resident's PCP.

-She documented in the 24-hour shift report

' Resident #1 had complained of UT] symptoms.
| -She documented in the 24-hour shift report

' Resident #1's PCP needed to be called 06/01/20.
' -The RCC was to call Resident #1's PCP office
| on 06/01/20 to report the residents' concern of

| {D273} |
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| |
'~ called on 06/01/20 because she did not work on |
that day.

| A second telephone interview with the medical .

assistant for Resident #1's PCP on 07/22/20 at |

2:00pm revealed: '

| -The facility faxed a request for a UA order for

' Resident #1 on 05/20/20.

- -An order for a UA on Resident #1 was faxed to .

| the facility on 05/20/20.

| -The were no results for Resident #1's UA that
was ordered 05/20/20. .
-It was the facility's responsibility to fax the UA | 1 |

I results to the PCP. |

| Telephone interview with the Health and Wellness |

- Director (HWD) on 07/22/20 at 2:10pm revealed: | :

' -Resident #1 had a UA order from the PCP dated \

| 05/20/20. ; e ‘
-There were no UA results for Resident #1's UA

' order dated 05/20/20,

' -She needed to call the facility's contracted lab

| provider for the UA results.

-She would fax the UA results when received. ‘ '

‘ Review of a "UTI Report" for Resident #1 dated
| 05/26/20 received from the facility on 07/22/20
| revealed:
-The section for the physician name was blank. ;
-The sample was collected and received on I ‘
| 05/22/20.
| -The lab report resulted on 05/26/20.
' -Resident #1's urine was positive for Serratia
- marcescens (a bacterium that is commonly | i '
| involved in UTI's). ‘
| Athird telephone interview with the medical
~ assistant for Resident #1's PCP on 07/22/20 at ‘
- 3:22pm revealed: ' |
i -Resident #1's PCP had not been notified by the
 facility of Resident #1's concern about a UT.
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{D 2?3}: Continued From page 4 | {D 273} |

| -Resident #1's PCP expected to have been

| notified with the resident's first complaint of a UTI. |
-If Resident #1 had a UTI that was untreated it
could lead to increased symptoms, pain,

 infection, confusion, and hospitalization. ‘
-The last UA results for Resident #1 on file was | i
 dated October 2019. |
|

- Asecond telephone interview with the HWD on ‘ ‘
| 07/23/20 at 9:18am revealed: ‘ |

| -The request for the 05/20/20 UA order for |
Resident #1 faxed to the resident's PCP was ' ‘ !
| completed by the RCC. ‘
- -The facility's contracted lab provider would fax
 the lab results to Resident #1's PCP. ‘ .
| -The facility's contracted lab provider would also ' |
| fax a copy of Resident #1's Iab results to the |
| faCl'lty |
| -Many times, the facility would need to call the lab

 for a copy of the results because the lab provider |

would not fax the lab results to the facility. ‘ |
-The facility was not responsible to send lab
results to the residents' providers. '
| -Resident #1's PCP had not contacted the facility .
- with the resident's UA results. !
' -Resident #1's PCP would have faxed a

' medication order to the facility if the PCP felt | |
- Resident #1 needed medications based onthe | ‘
lab results. |
f -It was normal for Resident #1 to complain '
| intermittently of feeling as if she had a UTI. ‘

|

- Telephone interview with the RCC on 07/23/20 at |
i 9:20am revealed: ‘ |
-She faxed a request dated 05/20/20 to Resident | '
#1's PCP for a UA order and to use the facility's
contracted lab provider.

-The request for a UA was because Resident #1 :
reported to her the resident felt like had a UTI. \ |
_-Resident #1 did not describe the UT] symptoms
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\
| .
| experienced. |

| Telephone interview with a client service
 representative of the facility's contracted lab
| provider on 07/23/20 at 10:15am revealed:
-It was the responsibility of the facility to forward
lab results to the ordering providers. ‘
| -The contracted lab provider had a system where |
 the facility would communicate electronically with |
i the lab provider.
-Each facility had a location number which would |
J let the lab know which facility was sending the
| labs and where the resident resided. ‘
- -The facility number was used to get the lab .
| results to the correct facility.
' -Resident #1's UA result for the 05/20/20 UA |
order did not have a location number provided i
| when the order was sent to the lab provider.
| -Resident #1's UA results for the 05/20/20 UA
order had been in a hold status which meant it
| was not known who to send the results to
- because there was no location number provided. |
 -Resident #1's 05/20/20 UA results were never |
| released. ‘
 -In order for Resident #1's 05/20/20 UA results to |
i have been released, someone would have had to 1
have called the lab provider to request the lab
result. i

, Telephone interview with Resident#1's PCPon |

1 07/23/20 at 11:15am revealed:

' -She had not received UA results for a Resident

- #1's UA order dated 05/20/20. 1

| -She expected to have received Resident#1's UA |
results for the 05/20/20 UA order. .
-If she had received Resident #1's UA results she |

| would have reviewed the results for antibiotic

| sensitivity and ordered oral antibiotics.

| -UTI's would sometimes improve on their own

| without antibiotics.
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i
|

| -UTT's that did not improve could lead to ‘
- bacteremia (bacteremia is the presence of

| bacteria in the blood), confusion, or

" hospitalization.

| -She would not treat Resident #1 currently if the

' resident did not have current UT| symptoms.

| A third telephone interview with the HWD on
| 07/23/20 at 12:41pm revealed: '
| -It was the responsibility of the RCC and/or HWD.
to fax the lab orders to the facility's contracted |ab
| provider.
- -The contracted lab provider knew which PCP to
' send the results to because the ordering PCP
 had to sign their name and document their
I National Provider Identification (NPI) number (a
unique number assigned to healthcare providers) |
on the lab order, ‘
| -The facility did not use an electronic process with
 their contracted lab provider. I
| -The facility did not have a location identification
' number for use with the contracted lab provider.
| -It was not the facility's fault the UA results for
| Resident #1's 05/20/20 UA order was not
received by the resident's PCP. '
| -The facility did not have a process in place to
| ensure resident lab results had been received
' from the contracted lab provider. '
| -The facility did not have a process in place to
- ensure the ordering providers had received the
| resident's lab results from the contracted lab
~ provider.
| -She had never had to call a PCP to see if they
‘| had received a resident's |ab results.
| Asecond telephone interview with the RCC on
| 07/23/20 at 12:50am revealed:
| -She did not remember Resident #1 complaining
- of urinary pain between 05/20/20 - 05/29/20.
_ -She did not know Resident #1 needed a PCP

{D 273}
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‘l appointment made 06/01/20 for UTI concerns. | i

7 | ‘
-It was the responsibility of the RCC to schedule ‘ ‘
" provider appointments. : |

| Telephone interview with Resident #1 on 07/23/20 ' |
~at 12:53pm revealed: ' ‘

| -She felt good. ! |
- -She did not have current problems with urination, |
| -She did not remember ever having problems

| with urination. | | |
-She did not remember her May 2020 complaints .
' of a UTI concern. ' |
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