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The Adult Care Licensuse Section and the
Henderson County Department of Social Services
conducted a follow up sunvey and complaint
investigation on-site Decernber 8-10, 2015. A
telephone exit was conducted on December 14,
20185,

D 273 10A NCAC 13F .0802(b) Health Care D273

10A NCAC 13F .0902 Health Care

(b} The facility shall assure referral and follow-up
lo meet the routine and acute health care needs
of residents,

This Rule is not met as evidenced by:
Type A1 Violation

Basad on interview and record review, the facility
failed to notify the prescribing physician when
laboratory tests (blood for hematology and stool
samples for ocoult blood) were not completed
limely as ordered for 1 of 5 sampled residents
{#5}, resulling in Residen! #5's hospital admission
and Resident #5 died.

The findings are:

Review of Resident #5's current FL2, dated
6/5/15, ravealed diagnoses Included:
-Stage IV kidney disease

-Anamia

Review of Resident #5's Resident Register
fevealed an admission daie of 5/21/15,

Review of physician visit for Resident #5, dated
10/29/15, revealed diagnoses included:

It is the community’s standard practice to
comply with the referenced regulations,
Procedures have been modified and
implemented.

All items were immediately addresLed on !
12/14/15 w1.th Resident Care Coordinator

10A NCAC 13F.0902 (b) Health Care — The
facility shall assure referral and follow-up to
meet the routine and acute health care needs
of residents

Plan of Correction

Lab Log for Med Room created to list all

ordered labs to include documentations

¢ RCC and/or ARCC reviews all orders and
logs appropriate information for follow-ups

¢ Labs needed will be advised during each
shift change meeting to all Resident
Assistants (RAs) and Supervisor-in-charge
(SIC) / Medication Aides
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-Raynaud's disease

-FAST stage dementia (FAST means Functional
Assessment Slaging, a seven stage system
based on level of functicning and daily activilies.)
-Nomocylic anemia of chronic disease
-Hypercalcemia

-Hyperparathyroidism

-Aslhma

A. Review of physician's orders for Resident #5,
dated 8/29/15, revealed weekly CBC's (Camplete
Blood Count) and Procrit 4000 units every week
for hemogiobin (Hgb) < 10. (The tab listed
normal range for Hgb as 12.0 to 16.0 gm/dL.
Procrit is used to treat anemia in patients with
chronic kidney disease.)

Review of physician orders, dated 11/17/15,
revealed an order for "CBC every week starting
next week. Procrit 4000 units every week for Hgb
< 10."

Review of Resident #5's CBC lab work drawn on
11/30/16 at the facility revealed a Hgb level of 4.8
and designated as LC (fow critically).

Review of record revealed lhe following Hgb
results and Procrit injections from 08/23/15
through 11/17/15:

9/23:10.8

9/30: 9.2 Procrit adminislered.

10/7: 8.0 Procrit administerad

10/14: 14.5

10/21:13.0

t0/28: 12,7

11/8: 12.4

1117: 9.8 Procrit administered

Interview with the Administrator on 12/09/15 at
11:25am revealed:

D273 ’

Prevention of Re-occurrence
Immediately addressed with each
SICs/Medication Aide during the week of Dec

14,2015

Monitor Responsibility & Frequency
RCC and/or ARCC & ED on an ongoing basis.

Plan of Correction Completion Date
1/5/16

Division of Health Service Regulation

STATE FORM

e KPIAa13 f continuation sheet 2 of 21




PRINTED: 12/29/2015

FORM APPROVED
Division of Heatlh Service Reguiation
STATEMENT OF DEFICIENCIES (X1} PROVIDER/SUPPLIER/GLIA 1X2) MULTIPLE CONSTRUCTION (X3} DATE SURVEY
; T
AND PLAN OF CORRECTION IDENTIFICAYION NUMBER: A Blichme: COMPLETED
R
HAL045092 B.WING 1211412015
NAME OF PROVIDER OR SUPPLIER STREET ADDRESS, CITY, 5TAVE, ZIP CODE
SPRING ARBOR WEST 1825 PISGAW DRIVE
HENDERSONVILLE, NC 28791
(X4) 15 SUMMARY STATEMENT OF DEFICIENCIES D PROVIDER'S PLAN OF GORRECTION x8)
PREFIY (EACH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX {EACH CORRECTIVE ACTION SHOULD BE CoMPLETE
TAG REGULATORY OR LSC IDENTIFYING INFORMATION] TAG CROSS-REFERENCED TO THE APPROPRIATE DATE
DEFICIENCY)
D 273| Continued From page 2 D273

-The local hospital lab staff routinely came
(usually orice per week cr as ordered) to the
facility to draw blood for any residents with ordess
for lab work.

-Lab staff's routine was to come into the facility,
pick up requisition forms which have the
fesident's name and lab required written on each
form, draw each lab, and leave a copy of the
requisition form in the facility office.

-Resident #5 was scheduled to receive a CBC
blood draw on 11/25/16 and lab staff were
scheduled to be there.

-The third shift Medication Aide (MA) wrote all the
lab requisitions from a prepared list which was
written on a office desk calendar.

-The list of residents requiring blood draws written
on the desk calendar was written by Ihe Resident
Care Care Coordinalor {RCC) or the Assistant
Resident Gare Cocrdinator {ARCC) in advance
when the lab orders were received at the facility.
-Facitity staff (Administrator did not know who), in
error, wrote on the calendar for Resident #5 to
recelve a Procrit injection, not a CBC blood draw
for 11/25/15.

“The third shift MA [the Agministrator did not
know who) wrole the requistion form for Resident
#5 to receive a Procrit injeclion and not to have a
CB8C blood draw because that was what was
writlen on the ¢alendar,

-The Adminisirator was not on site 11/25/5
through 11/28/15, bu the ARCC called her on
11/25/15 {0 tell her Residen! #5 had refused the
lab. The Administrator said the ARCC was also
on leave on 11/25A5, bul came by the facility for
& few minutes on that day.

-The Administrator did not know who discovered
the error, did not know when the error was
discovered, but sha said the requisilion for g
Procrit injection was destroyed {unknown by
whom or when).
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-After the requisilion for Procrit injection was
discovered, the Administrator said the ARCC
went into Resident #5's room to lalk to her about
having the lab work done, bu! Resident #5 said
she was "sick" and did not want anycne "poking"
her so the ARCC did not wrile a requistion for the
CBC (time not known).

“The facility rescheduled the lab to be drawn on
/30115,

-The Administrator said she tald the ARCC to call
Resident #5's family member and inform him the
lab was nol drawn.

-Resident #5 was admitted to the hospitai on
11/30/15 after lhe lab calied the Administrator with
the Hgb result of 4.8.

-The facility contacted the family and sent
Resident #5 to ihe local hospital Emergency
Room on 11/30/15 because of the low Hgb lab
result.

-The facility policy was to notify the physician
when Jabs were missed and the physician usually
ordered the labs {0 be completed on the nex{
scheduled lab staff visit.

Interview with the First Shift Supervisor/MA, Staff
A, on 12/10/15 at 2:45pm revealed:

-She was working on 11/25/15 the day the labs
were drawn, bul had no knowledge Resident #5
was sick or that Resident #5's [abs were not
drawn.

-She did tell the family member the lab results
were tocked in the Administrator's office because
she thought the labs were in the Administrator's
office.

-She was not aware Resident #5 did not have her
blood drawn because the lab staff picked up the
requistion forms in the office, collected bloog
specimens and iefl, and lab results wera then
faxed to the facility coffice.

-When the family member questicned her ahout

Division of Health Service Regulation
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the labs on 11/28/15, the iab faxed her the
11717115 results, not any 11/25/15 resulls.

-8he did not call the Administrator to iet her know
the Jabs had not been complated because she
was not aware of it until 11/28/15.

Review of a hospital Admission Record for
Resident #5, dated 11/30/15, revealed:
-Resident #5 was admitted to the hospital an
11/30M185.

-Diagnosls of acute "on chronic anemia.”
-Diagnosis of Typa 2 non-ST segment elevation
myocardial infarction. "I think this is 2lmost
certainly related to demand ischemia from her
profound anemia today."

-Diagnosis of sepsis of suspected
intra-abdominal pathology.

-Hgb level of 5.0.

Review of a hospilal admission “Disposition” for
Resident #5, dated 11/30/15, revealed "Prognosis
is serious.”

Review of Resident #5's hospital “Assessment,”
daled 12/4/15 revealed, Resident #5 "has
received 4 units of packed red biood cells since
admission.”

Review of the local hospital discharge
"Summary," dated 11/9/15, revealed Resident #5
was transferred from the hospital to a Hospica
Cenler on 11/9/15,

Interview with the ARCC on at 12/09/15 al
2:55pm revealed:

-The ARCC was not in the facility on 11/25/15
through 12/4/15 and did not come by the facility
on the morning of 11/25/15.

-Third shift stafi {she did not knaw who) wrote the
requistion for labh work from a list writlen on the
Division of Health Servica Regufation
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office calendar by the RCC or by the
Administrator.

-She was not aware the requisition was writlen in
error or that Resident #5's blood was not drawn
on 11/25/15 until she returned to work on 12/5/15.
-The Supervisor/MAs were in charge from
14/25/15 through 11/25/15 while the ARCC was
oul on vacation and when the Administrator was
out.

Review of the office calendar for 11/25/15
revealed:

-A list of residents' namas with the blcod draws
needed for thal day.

-Resident #5's name was listed with "Procrit"
injection beside it

-Beside the Procrit injection was written, "lab
error."

Interview with the ARCC on 12/08/15 at 2:55pm
revealed:
-She did not know who had written on the

calendar for Resident #5 to receive a Procrit
Injection on 11/25/15,

-She did net know who had written on the
calendar "lab error."

-The current RCC just started working there the
end of November, 2015 and the other RCC Ieft
before November, 2015.

Interview with the current RCC on 12/10/15 at
10:05 revealed she stared work there the end of
Navember and could not answer questions
related to Resident #5.

Telephone interview with the local hospital lab
suparvisor on 12/10/15 at 10:15am revealed:
-Lab staff were routingly scheduled {o go to
facilities but they did not know which resident's
blood to draw until they were in the facility (they
Diviston of Hesllh Service Regulation

STATE FORM Ll KPig13 il canlnuation shest Gof 23




Division of Health Servics Requlatian

PRINTED: 12/29/2015

FORM APPROVED

had no prior informatien.)

-Lab staff retied on the requislion forms provided
by the facility on the day they went into the facility
to obtain any physician-crdered labs.

-Lab staff laft a copy of each Resident's
requistion form for whom they had provided
service on that day as well as for whom they
could not provide services as requisitioned.

-If the staff could not provide a service as
requisitioned, such as if tha resident refused
services, the lab staff would write on the form the
resident refused services and leave a copy with
the facility.

-The lab had no documentation related to
Resident #5's fab services on 11/25/15.

-The lab staff supervisor spoke to the lab staff
who went out to the facility on 11/25/15 and that
staff did nol remember attempting to get a blood
draw from Resident #5, did not remember any
residend refusing labs, and did not remember any
discussion related to Resident #5 during the visit
lo the facility.

Review of the lab requisition forms for 11/25/15
revealed no requisition form for Resident #5, but
there were copies of requisition forms for other
residents who had received lab services that day.

Interview with family member an 12/10/15 at
9:30am revealed:

-He was aware Resident! #5's labs were
scheduled to be completed on 11/25/15 because
he had asked staff before 11/25/15 so he would
know when to expact the resulls.

-He always received a telephone call fram the
facility on the day the CBC (complete blood count
which included the Hgb) was completed because
the [ab results came back the same day.

-The lab resuits routinely came back (faxed to the
facility) the day the labs were completed and
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facility staff called him in the afternoon with the
resulls.

-Facility staff did not calt him or any family
member on 11/25/15 with lab resulls.

-He came o the faciity on 11/25/15 and was foid
by Staff A the 1ab resuits were in the
Administrator's office and they did noi have
access lo thal office.

-On 11125115, Resident #5 seemed (o be as usual
with no increased symptoms or "sick” and staff
did not tell him that Resident #5 was “sick” or that
she had refused the lab draw.

-Family member went to the facility on 11/28/15 to
take Resident #5 for a home visit and at that time
asked facility staff for tha lab results. Resident #5
ale a meal with the family and returned 1o the
facility on the afiernocn of 11/26/15.

-After the family returned to the facility with
Resident #5 on 11/26/15, the family member
again asked for the lab results and was told the
lab results were locked in the Adrinistrater's
office.

-Family member wen! to the facikity on 11/27/15 10
sae Resident #5 and again asked for lab results
and informed Staff B Resident #5's "heaith relied
on” lab result numbers, but Staff B told him the
lab results were locked in the Administrator's
office.

~Family member talked to facility staff {nol sure
which staff) either by telephone or in person on
11/28/15 and was told the lab resulls were locked
in the Adminsitrator's office.

-On the afternocn of 11/29/15, family member
went to the facility 1o see Resident #5 and asked
facility staff about the Jab result staff did not know .
-On the afterncon of 11/29/15, Resident #5 was
pale and staff said she had not eaten, but staff
(not sure which staff) said Resident #5's vilals
were good.,

-After family member left on the afterncon of

Division of Health Service Regulalion
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11/29/15, Resident #5 called family member,
-After Resident #5 called family member, family
member cailed the facility lo falk o a "nurse.” but
no one cafled him back.

-Family member returned 1o the facility (a second
time) on the evening of 11/29/15 and family
member suggested to Staff B that she give
Resident #5 some "Mucinex" for cough and Staff
8 said she would.

-While family member was in the facility, Staff B
said she called the Administrator on the evening
of 11/29/15 to let her know about Resident #5 and
Staff said the Administrator never answered the
phone.

-On 11/29/15, afler family member's second visit
to the facility, family memter went 1o the local
hospital to obtain the lab results for Resident #5
and was informed they had no labs for Resident
#5 which were completed on 11/25/15.

-Family member returned io the facility a third
time en 11/29/15 and Staff B told him she had
faund a Hgb result for 14/47/15 but not for
1172815,

-Family member requested a bitood draw for
11/30/15.

-Family member was in the facility early on the
marning of 11/30/15 and later in the day, the
Adminisirator called him 1o let him know the Hgb
rasults for 11/30/15 was 4.8 and the farmnily
member gave lhe Administralor his permission to
send Resldent #5 to the emergency room (ER)
hospital by ambulance,

-The facility sent Resident #5 1o the Jocal ER on
1113015 after getting the Hgb lab resulis and
family member met Resident #5 al the ER.
-Family member slated that if facility staff would
have informed him the labs were not compleled
on 11/25/15, he would have immedlately taken
Resident #5 to the lab to get them done at the
local hospital lab or at the prescribing physician's
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-Famity mesviber routinely (daily) visiled Resident
#5 and took her to her physician/medicaf
appoiniments.

-Facility staff never called him nor any family
member lo say the labs were not compleled.
-Rasident #5 had never refused lab draws or any
medical treatment.

-Facility staff did not call family member or tel
famnily member when in the facifity on 11/25/15
saying Resident #5 was sick or to say she had
refused the lab draw.

-Family member had never refused to allow the
faciiity to send Resident #5 to the local ER.

Telephone interview with two family members on
12114115 at 1:15pm revealed;

-Resident #5 passed away on 12/11/15.

-The family members did not receive any
telephone calls from the factlity from 11/25/15
through #1/29/15 infarming them the CBC lab had
not been completed as ordered on 11/25/15.
“The family members (one of which was Resident
#5's Power of Attorney) did not receive any
telephone calls fram the facility staff from
11/25/15 through 11/29/15 requesting to send
Residenl #5 to the local ER.

Telephone interview with staff at the prescribing
physician office (the Oncologist) on 12/10/15 al
3:04pm revealed facility staff did not call them lo
let them know the fab was not comgpleted on
11/25/16 as ordered but they wouid have
expected them to do so.

Review of Resident #5's record revealed:

-No documentatien any labs were missed or
delayed.

-No documentation Resident #5's physician had
been notified of any missed labs.

Division of Health Service Regulation
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-No documentation the family members were
notified of missed labs,

-No documenlation Resident #5 was sick from
11/25/15 through 11/29415.

-No documentation of any thing related to
Resident #5's health condition or related to
refusing any lab draws from 11/25/15 through
11/29115.

-No documentation Resident #5 had ever refused
any lab draws or medical freatment.

Attempled telephone interview with Staf B on
12111715 at 12:30pm was not successful.

B. Review of physician (Oncologist) orders dateg,
11117415, revealed “Stool occull blood guaiac
once a week for 6 weeks, please fax {Oncalogy
physician name] ... with results.” {The stool
guaiac test looks for hidden (occult) bleod in 8
stool sample.}

Review of Resident #5's office visit nates with the
Oncologist on 11/17/15 revealed, "I am not
convinced that [Resident] is completely free of
any bleeding in the colon. | would like to check
Hemocceull stools every week for the next 6
wesks. This will be checked at [name of facility] "

Review of Resident #5's record revealed:

~The lab result of the stool blood guaiac tested on
11/30/15 was "Positive."

-No documentation the physician was notified of
the delay In obtaining the stool occult blood
guaiac.

-Ne documentation why the stoo! occult blosd
guaiac was not obtained 14/17/15 through
11/2915,

Interview with the Adminisirator on 12/08/15 at
11:25am revealed:

Division of Health Service Regulalion
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-Resident #5 was independent in toileling and
staff were not aware when she loileted.

-Staff had placed a "cap” in the commode for
Resident #5 to obtain a sample.

-Resident #5 kept removing the "cap” out of the
commode so the facility staff could not get a
sample.

-Bhe was not aware any staff had contacled the
physican that a stool occult blood sample had not
been obtained.

-The facility did not have any procedure for
informing staff when a stool cuiture was orderad
except at Stand-Up meetings and the presence of
a "hat" or stool culture cup in the resident's room.
-The facility had not been placing the stool culture
orders on the Medication Administration Record
(MAR) and thay had not baen placing any signs in
the resident's bathroom.

Confidential interview with a personal care zide
{PCA) revealed:

-She had observed a white plastic drinking cup
with a tiny "smear" in it beside Resident #5's
commode {date not known, but after 11/24/15).
-The white plastic cup was not a stool culture eup
but a drinking cup.

-She asked a medicaticn aide {(MA) if Resident #5
was supposed to be obtaining a stocl sample and
the MA said she was not aware of any stool
sample crdered.

-The PCA placed the cup in a bag and placed the
bag in the trash.

-She never saw a “hat" in the commode of
Resident #5's room,

Interview with the First Shiff Supervisor/MA, Staff
A, on 12/10/15 at 2:45pm revealed:

-8he was nol aware there was an order for
Resident #5 10 obtain an occult stool samgple until
11/30M15.
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-The facility had no system for assuring that staff
were aware residerts had an order for a siool
sample.

-The facility did not place any information on the
resident's bathroom wall ang did not place the
occull stool culture orders on the MAR.

-She never saw a "hat” in the commode and
never saw a stool culture cup in Resident #5's
raom,

Telephone inferview with the Assistant Resident
Care Coordinatar on 12/11/15 at 2:40pm
revealed:;

-The facility had no written system for assuring afl
staff ware aware when a stool specimen was
ordered,

-The Information was usuafly discussed at
Stand-Up meelings or at shift change, but she dig
not remember anyone discussing Resident #5's
physician order for the specimen.

Telephone interview with staff at (he prescribing
physician's office (the Oncologist) on 42/10/15 al
11:15am revealed the facilily stalf had not cailed
them to lot them know the occult steol sample
had not been obtained the first week as ardered
but they would expect them to do 50,

The Plan of Protection provided by the facility on
12/10/15 revealed:

-The Resident Care Coordinator (RCC) and
Executive Director wil check all current orders to
assure completion and notify the ordering
physician if any concerns of orders or orders not
compleled,

~Physician orders will be documented in tab book
(if labs are ordered) by supervisor in charge and
a copy of orders to be placed in the RCC folder.
-An audit will be complated by the RCC or
designee five times per week for eight weeks and
Division of Health Service Regulation
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then twice weekly for 4 weeks to assure orders
obtained.
-The RCC or designee will notify the ordering
physician if unable to obtain labs within 24 hours.
CORRECTION DATE FOR THE TYPE A1
VIOLATION SHALL NOT £EXCEED JANUARY 13,
2016.
D338 10A NCAC 13F .0909 Resident Rights D338 10A NCAC 13F .0909 Resident Rights &
1OANCACHT.0900 Reskdent Rights: G.A. 131D-21 (2) Declaration of Residents’
An adult care horne shail assure that the rights of Rish
all residents guaranteed under G.S. 131D-21, g ts
Declaration of Residents' Rights, are maintained
and may be exercised without hindrance. Plan of Correction and Prevention of Re-
acCuITeEnce
This Rule is not met as svidenced by: Immediately addressed Resident Right's and
Based on interviews and racord raviews, the their importance to residents to all RAs and
facility failed to assure Resident #5's family s : . 5
member received a reasonable response to Medication Aides during the week of Dec 14,
requests from the staff. 2015
The findings are: This included family/residents to receive
Based on interview and record review, the facility Teasonablc response of requests and to be kept
failed to assure Resident #5's family member informed of all appropriate information
received a reasonable response to the request for
the results of a physican ordered hemoglobin test Monitor R o
for Resident #5. [Refer to Tag 817 G.S. 131D-21 or Responsibility & Frequency
{7) Declaration of Resident's Rights] RCC and/or ARCC & ED on an ongoing basis
D812, - i j ' Ri . :
{ il G.8. 131D-21(2) Declaration of Residents’ Rights (D912} Plan of Correction Completion Date
G.S. 131D-21 Declaration of Residents' Rights 12717715
Every resident shall have the following rights:
2. To receive care and services which are
adequale, appropriate, and in compiiance with
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relevant federal and state laws and rules and
regulations.

This Rufe is not met as evidenced by:

Based on interview and record review, the facility
failed to assure all residents received care and
services which were adequale, appropriate, and
in compliance with relevant federal and state laws
and rules and reguiations related to physician
ordered labs for hematology and stocol samples
for cecult blood.

The findings are:

Based on interview and record review, the facility
failed to notify the prescribing physician when
laberatory tests (blood for hematology and stool
samples for ocoult blood) were not completed
timely as ordered for 1 of 5 sampled residents
(#5}, resulting in Residenl #5's hospital admission
and Resident #5 died. [Refer to tag 273 10A
NCAC 13F .0802(b)Health Care {Type A1
Violation).]

De17 G.S. 131D-21(7) Declaration of Resident's Rights D917

G.5. 131D-21 Declaraticn of Resident’s Rights
Every resident shal! have the foliowing rights:

7. Te receive a reasonable response 1o his or her
requests from the facility administrator and staff.

This Rule is not met as evidenced by:

Based on interview and record review, the facility
failed to assure Resident #5's family member
received a reasonable response to the request for
the results of a physican ordered hemoglobin test
for Resident #5.
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The findings are:

Review of physician's orders for Resident #5,
daled 9/29/15, revealed weekly CBC's (Complete
Bloed Count) and Procrit 4000 units evary week
for hemoglobin (Hgb) < 10. (The !ab listed
normal range for Hgb as 12.0 to 16.0 gm/dL.
Pracrit is used to treat anemia in patients with
chronic kidney disease )

Review of physician orders dated 11/17/15
revealed an order for "CBC every week starting
next week. Procrit 4000 units every week for Hgb
< 10"

Review of Resident #5's CBC {ab work drawn on
11/30/15 at the facility revealed a Hgb level of 4.8
and designated as LC (low critically).

Interview with family member on 12/10/15 at
9:30am revealed:

-He was aware Resident #5's labs were
scheduled to be completed on 11/25/15 because
he had asked sta before 11/25/15 so he would
know when 1o expect the results.

-He always received a telephone call from the
facifity on the day the CBC (complete blood count
which included the Hgb} was completed because
the lab results came back the same day.

-The lab results routinely came back {faxed o the
facility) the day the labs were compisted and
facility staff called him in the afternoon with the
results.

-Facility staff did nof call him er any family
member on 11/25/15 with lab resufts.

-He came to the facifity on 11/25/15 and was lold
by the Supetvisor/Medication Aige, Stafi A, the
lab results werse in the Administrator's office and
they did not have access to that office.
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-Cn 11/25/15, Resident #5 seemed 16 be as usual
with no increased symptoms or "sick” and staff
did not tell hirn that Resident #5 was "sick” or that
she had refused the iab draw.

-Family member went 1o the facility on 11/26/15 to
lake Resident #5 for a home visit and al that time
asked facility staff for the lab results. Resident #5
ate a meal with the family and returned tc the
facility on the afternoon of 11/26/15.

-After the family returnad to the faciiity with
Resident #5 on 11/26/15, the family member
again asked for the lab results and was told the
lab results were locked in the Adminstrator's
office.

-Family member went to the facility on 11/27/15 to
see Resident #5 and again asked for {ab resulls
and Staff B told him the lab results were locked in
the Adminisirater's office.

~-Family member talked to facility staff {not sure
which staff) either by telephone or in perscn on
11/28/15 and was told the lab results were locked
in the Adminsitrator's office.

-On the afternoon of 11/28/15, family member
went to the facilily to see Resident #5 and asked
facility staff about the Jab result but staff did not
know.

-On the afternoon of 11/29/15, Resident #5 was
pale and staff said she had not ealen, but staff
(not sure which staff) said Resident #5's vitals
were good.

-After family member left on the afternoon of
11128115, Resident #5 calted family member.
-After Resident #5 called family member, farnily
mentber called the facilily to taik to a "nurse,” but
no one called him back.

-Family member returned to the facility {2 second
time) on the evening of 11/29/15 and white family
member was in the facikity, Staff B said she called
the Administrator on the evening of 11/29/15 but
the Adminislrator never answered the phone.

Division of Health Service Regulalion
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-0n 11/29/15, after family member's second visit
lc the facifity, family member went to the locai
hospita! to obtain the lab resulis for Resident #5
and was informed they had no labs for Resident
#5's which were completed on 11/25/15,

-Family member returned to the facility a thirg
time on 11/2915 and staff B told him she had
found a Hgb result for 11/17/15 but not for
1172915,

-Family member requested a blood draw for
11/30M15,

-Family member was in the facility earty on the
morning of 11/30/15 and !ater in the day, the
Administrator called him to let him know the Hgh
results for 11/30/15 was 4.8 and the family
member gave the Administrator his permission to
send Resident #5 to the emergency room (ER)
hospital by ambulance.

-The facility sent Resident #5 to the local ER ¢n
11/30/15 after getting the Hgb lab results and
family member met Resident #5 al the ER.
-Family member stated that If facility stafl would
have informed him the labs were nol completed
on 11/25/15, he would have immediately taken
Resident #5 te the lab to get them done at lhe
local hespital lab or at the prescribing physician's
office.

-Family member routineiy {daily) visited Resident
#5 and took her to her physician/medical
appoiniments.

-Facllity staff never called him nor any family
member to say the labs were not compieted.
-Resident #5 had never refused lab draws or any
medical treatment.

-Facility staff did not call family member or tel
farnily member when in the facility on 11/25/15
saying Resident #5 was sick or to say she had
refused the lab draw,

Telephone interview with two family members on
Division of Health Servica Regulalion
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12014115 at 1:15pm revealed:

-Resident #5 passed away on 12/11415.

-The family members did not receive any
telephone calls from the facility from 11/25/15
through 11/29/1% Informing them the CBC lab had
not been completed as ordered an 11/25/15.

Inteiview with the Administrator en 12/09/15 at
11:25am revealed:

-The local hospital lab staff routinely came
{usually once per week or as ordered) to the
facility to draw blood for any residents with orders
for lab work.

-Lab staff's routine was to come into the facility,
pick up requisition forms which have resident'’s
name and lab required written on each form, draw
each lab, and leave a copy of the requisition form
in the facility office,

-Resident #5 was scheduled to receive a CBC
blood draw on 11/25/15 and lab staff were
scheduled ta be there,

-Tha third shift MA (the Administrator did not
know who) wrote the requistion form for Resident
#5 to receive a Procrit injection and not to have a
CBC blood draw because that was what was
wiitten on the calendar.

-The Administrator was not on site 11/2515
through 11/29/15, but the ARCC called har on
11/25/15 to tell her Resident #5 had refused the
lab. The Administrator said the ARCC was aisg
on leave 11/25/15 but came by the facility for a
few minutes on that day.

-Alfter the requisition for Procrit injection was
discovered, the Administrator said the ARCC
wenl info Resident #5's room to talk {o har about
having the Ilab work done, but Resident #5 said
she was "sick” and did ngt wani anyone "paking”
her so the ARCC did not write a requislion for the
CBC (tirme not knowny.

-The facility reschaduied the lab to be drawn on
Division of Health Service Regulation

STATE FORM ki) KPiB13 4 continuation sheel {8 of 21




PRINTED: 12/29/2015

FORM APPROVED
Division of Health Service Requiation
STATEMENT OF DEFICIENCIES {X1) PROVIDER/SUPPLIER/CIA (X2) MULTIPLE CONSTRUCTION {X3) DATE SURVEY
AND PLAN OF CORRECTION IDENTIFICATION NUMBER: LB UIEDING: COMPLETED
R
HALQ45092 8. WING _ 121412015
NAME OF PROVIDER GR SUPPLIER STREET ADDRESS, CITY. STATE, ZIP CODE
1825 FISGAH DRIVE
SPRING ARBOR WEST
HENDERSONVILLE, NC 28791
X4y 1D SUMMARY STATEMENT OF DEFICIENCIES | 0 PROVIDER'S PLAN OF CORRECTION tx5)
PREFIX (EACH DEFICIENCY MUST BE PRECEDED BY FULL . PREFIX (EAGH CORRECTIVE ACTION SHOULD BE COMPLETE
TAG REGULATORY OR 1.5C IDENTIFYING INFORMATION) | TAG CROSS-REFERENCED TO THE APPROPRIATE DATE
DEFICIENCY)
D817 Continued From page 19 D917
11/30/15.

~The Administrator said she told the ARCC to call
Resident #5's family member and inform him the
lab was not drawn.

-Resident #5 was admitted to the hespital on
11/30/15 after the lab called the Administrator with
the Hgb result of 4.8.

Altempled telephone interview with
Supervisor/MA, Staff B, on 12/11/15 at 12:30pm
was net successful.

Interview with the First Shift
Supervisor/Medicalion Aide (MA), Staff A, on
12/10/15 at 2:45pm revealed:

-She was working on 11/25/15 the day the labs
were drawn but had no knowledge Resident #5
was sick of that the labs were nol drawn,

-She did tell the family member the Iab resulls
were lacked in the Administrator's office because
she thought the labs ware in the Administrator's
offica.

-She was nol aware Resident #5 did not have her
blood drawn because the lab staff picked up the
requistion forms in the office, collecled blaod
specimens and left, and lab resulls were then
faxed to the facility office,

-When the family member questioned her about
the labs on 11/28/15, the Iab faxed her the
MA7/15 results, not any 11/25/15 resulls.

Interview with the ARCC on at 12/09/15 at
2:55pm revealed the ARCC was not in the faciiity
11/25/16 through 12/4/15 and did nol come by the
facility on the moming of 11/25/15.

Review of Resident #5's record reveated no
documentation that staff notified Resident #5's
family members of any missed labs or lab
refusals,
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