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) | ; Direct of Nursing and the District
F 157 | Continued From page 1 F 157! Education and Training Dircctor by
3/17/2012 to assure that all abnormal
labs in the past thirty (30} days have
This REQUIREMENT is not met as evidenced had physician notification and a
by: physician response. All identified as
Based on interview, record review, review of the not having physician notification and
facility's policy/procedure, and hospital record appropriatc response w'l! h““.’ :
; . - o . immediate physician notification with
reviews, it was determined the facility failed to a .
the physici ved d response. A 100% audit ol all
ensure deg p ysmlqir_\ ref;etvef L Was dawetre an current resident records will be
",35')_0” toa I'\Ot-l icalion of & 7esi eqts completed by the Director of
| glgnlﬁcant change in status for one resident (#1), Nursing, the Assistant Dircctor of
in t.h‘e sellected sample of.three rGSqunts. The Nursing and District Education and
facni!ty failed to fo!l'ow thelr‘ "'Notiﬁcgtton of Training Director by 3/17/2012 to
Resident Change in Condition" policy. On identify any change in resident
01/26/12 the facility received a laboratory (lab) condition without physician
result regarding renal function for Resident #1. notification and response. Any
The iab value was a test for Biood, Urea, identified will have immediate
Nitrogen (BUN) of 119 (normal value 7-18 mg/dl} physician notification and response.,
and Creatinine tevel of 3.6 (normal value 0.8-1.4 3)  Alllicensed nursing staff will be re- |
mg/dl), both vatues were critically elevated. educated on the facility policyon |
While the facility notified the physician regarding Notification of Resident Change in |
multiple lab results on 01/26/12, the facility faited Condition” and the facility laboratory
to ensure the attending physician was aware of ‘rﬂCk.mgdlﬁg' }T!]S.Cdfwagg“ will be |
the elevated BUN and Creatinine levels and failed P rc(;\_:_dei ‘.i ![gc. li":czh Sicf:é?:r ; !
to ensure the physician responded to those : and "raining Lirector, We | N
Lo et M| pi g Nursing or the Assistant Director of
i critical fabs, per the facility's "Notification of ‘ . .
: . . - ; Nursing and will be completed by
' Resident Change in Condilion” policy. On ;‘ 3/17/12 with no licensed stafT
f 02/07112, the facultty t_ransferred Resident #1 to i working past 3/17/12 without having
i the Eocai‘hospltai havmg symptgms of nausga : received this education.
i and vomiting. The hospital admitted the resident 4) The Dircctor of Nursing or the
- with nausea, vomiting, blood in histher urine and ; Assistant Director of Nursing witl
" having a BUN of 166 and a resulting diagnoses of audit ten (10) resident records per
i Acute and Chronic Renal Failure. week for twelve (12) weeks to assure
any change in condition has had
{ The findings include: physician notification and response.
‘ The results of these audits will be
A review of the facility's policy and procedure, : reviewed with the Quality Assurance
* "Notification of Resident Change in Condition," Committce monthly for three (3)
! Jast revised August 2009, revealed the Licensed i i months. ITat any time the concerns
! | ! are identilied, the facility will |
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F 157 | Continued From page 2
¢ Nurse will immediately inform the resident's

physician in the event of a significant change in
the resident's physical, mental, or psychosocial
status (i.e., a deterioration in health, mental or
psychosocial status in either life-threatening
conditions or complication.) Clinicat
complications are such things as delirium andfor
onset of depression. A significant change in a life
threatening situation, i.e., heart attack or stroke,
etc, emergency services will be contacted for
immediate transport. For a significant change that
does not require immediate medical intervention,
the physician will be notified immediately and the
facility would expect a response in one hour. {f
no response was received, in one hour, the
facility was to make another attempt to contact
the physician and if no response was received, in
one hour, the facility would contact the Medical
Director. The facility would expect a response
from the Medical Director within 30 minutes. 1f no
rasponse was received, the facility would contact

| emergency services. In a non-significant change

in condition that does not require immediate
physician interventions, the Licensed Nurse
would have placed one initial notification call to
the attending physician. The date and time of the
call would be documented on the 24 hour report
sheet daily. Logged calis, identified as not having
a physician's response, would result in the
Licensed Nurse placing a second cail to the
attending physician. If no response was received
from the attending physician by the end of
businass day, the Medical Director would be
netified.

A review of multiple laboratory values obtained at

i the hospital, dated from 12/08/11 through
i 1215/11, prior to the resident's admission to the

convene a Quality Assurance

F 1571 Committee meeting to review for

further recommendations as needed.

' The Quality Assurance Commiltee
will consist of at a minimum the
Director of Nursing, the Assistant
Director of Nursing, the Social
Services Director, the Administrator
with the Medical Director attending
at least quarterky.

5} Correction date 3/26/12
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: nursing facility, revealed the resident's BUN
measured between 15-28 mg/dl (normat vaiue
7-18 mg/dl), and the Creatinine level measured
between 1.3-1.6 mg/dl (normal value 0.8-1.4
mg/di}.

A record review revealed Resident #1 was
admitted to the facility on 12/15/11 with diagnoses
to include Type Two (ll} Diabetes Meliitus,
Chronic Heart Failure (CHF) and Chronic
Obstructive Pulmonary Disease (COPD.} A
review of the "Nutritional Risk" care plan, dated
12/21111, revealed the resident was on diuretic
therapy detailing the resident was receiving the
medication Bumex, with a goal for the resident to
be free of dehydration. Interventions included
monitoring for signs and symptoms of
dehydration and "monitor labs, [as needed}].”

. A review of the admission Minimum Data Set
{MDS), dated 12/22/11, revealed the facilily
assessed the resident as moderately cognitively
impaired and required the extensive assistance of
two staff members with bed mobility, transfers,
dressing, hygiene and bathing and the extensive
assistance of one staff member for eating.

A review of the laboratory (lab} values, dated
01/26/12, revealed the resident's BUN level was
"High," with a result of 119 milligrams per deciliter
; (mgfdl), and the Creatinine level was "High,” with
" aresult of 3.6 mg/dl. A review of the nursing
notes, dated 01/26/12 at 12:00 PM, revealed the
laboratory results were received and the
physician was "aware, awaiting orders." Record
review revealed on 01/27/12 physician orders
were received for an antibiotic related to the
Urinary Analysis which detailed the resident had a
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Urinary Tract Infection; however, there were no
other entries regarding the lab and no new
physician orders regarding the BUN and
Creatinine fevels. There was no documented
evidence after 01/26/12 that the facility made any
further attempts to have the physician address
the critical lab values refated to the
BUN/Creatinine.

An interview with Certified Nurse Aide (CNA) #1,

i on 02/21/12 at 10:30 AM, revealed the resident
- experienced nausea and vomited a moderate
: amount of "watery, yeltow" emesis and had blood

in his/her urine on 02/07/12 at approximately
12:00 PM.

A review of a nursing note, dated 02/07/12 at
11:45 AM and 12:45 PM, revealed the resident
received Ativan 0.5 mg by mouth for shaking and
anxiety. At 3:45 PM, the facility notified the
physician regarding blood in the resident’s urine.
The physician ordered the resident be sent to the
hospital for evaluation and treatment. The facility
transferred the resident to the hospital at
approximately 4:00 PM. A review of the initial
Emergency Room visit, dated 02/07/12, and
resuiting taboratory tests revealed a BUN of 166
and a Creatinine value of 5.7. The resident was
admitted to the hospital and {reated for Chronic

. and Acute Renai Failure.

An interview with the Director of Nursing (DON,}

i on 02/21/12 at 12:25 PM, revealed the physician
! "was made aware" of the elevated BUN and

* Creatinine levels on 01/26/12 at 12:00 PM. The

. physician responded on 01/27/12 at 5:30 PM with
! orders for the treatment of the Urinary Tract

F15?j
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Infection (UTH); however, there was no
documented response for treatment or further
orders regarding the elevated BUN/Creatinine
fevels. The DON stated the licensed nurse
should have been aware that the physician
addressed the UT{, but not the BUN/Creatinine
levels, and the physician should have been
notified immediately. The elevated labs should
have been placed on the 24-hour report as well
as the lab tracking sheet and should have been
monitored closely.

An interview with Physician #1, on 02/21/12 at
2:03 PM and 5:03 PM, revealed "a BUN of 119
would have been a panic value" and the physician
stated he was not made aware of the resident’s
| results. When reviewing the U/A, he did not
review the accompanying BUN/Creatinine values
and "just missed it," stating the back-up system of
- calfs from the hospital and the facility would
usually have helped keep this from happening,
but there were no calis to follow-up on the fabs.
The physician stated if he had been made aware
of the "panic lavels” of the BUN/Creatinine he
“would have [ordered the resident be] sent out to
the hospital and admitted." He further reveated
the elevated BUN would cause the nausea and
vomiting.
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