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483.10(b)(11) NOTIFY OF CHANGES
(INJURY/DECLINE/ROOM, ETC)

A facillty must Immediately Inform the resident;
consult with the resident's physician; and if
known, notify the resident's legal reprssentative
or an interested family member when there is an
accident Involving the resident which resulls in
injury and has the potential for requiring physician
intervention; 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
clinicat complications); a need to alter treatment
significantly (..., a need fo discontinue an
existing form of treatment due to adverse
conseguences, or to commencs a new form of
treatment); or a decision to transfer or discharge
the resident from the facility as specified in
§483.12(a).

The facility must also promptly notify the resident
and, if known, the resident’s legal representative
or Interested family member when there s a
change in room or rootnmate assignment as
specified in §483.15{e)(2); or a change in
resident rights under Federai or State law or
regulations as specified in paragraph (b)(1) of
this section.

The facility must record and periodically update
the address and phone number of the resident's
legal representative or interested family membar,

This REQUIREMENT is not met as evidenced
by:

"Based on record review and staff interviews the

facility failed fo notify the resident * s responsible

F 157

The action included in the plan of correction is not an
admission of deficient practice, but is completed to satig
state and federal regulations.

1.) The interdisciplinary care plan team met with residfint

#d's responmble party on November 27, 2012 at 11:00a
to review the resident’s current plan of care, her current
medical condition that included the pressure nlcer and a
other coneern /condition that the family may have not
been aware of.

2.} All resident with wounds were reviewed by Directo
of Nursing and Nurse Consultant to ensure that all
residents, physicians and / or responsibie parties had be

notified of any wound and / or significant changes in thg

wound that may require a new or altered treatment.. An
incidents where proper notification was not doecumented
the responsible party and/or physician was contacted
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party when a pressura sore developed on the feft
buttock which progressed to an advanced
pressure sore (Stage 4). This was evident for 1

3a.) All nursing staff has been properly in-serviced by the
SDC andfor designee to notify the resident, responsible
party and/or physician according to facility policy, All

of 3 residents whose records were reviewed for stafl in-services wilt be completed by December 21, 2012, 12/21/12

responsible party notification. {Resldent#4) :

Findings Included: :

The policy and procedure for notification revealed _ 3b.)A process was developed to record wound and other

the policy was entltled " Acuts Incident Episode skin issues on a tog weekly. Recorded on the log, is the

Protocol. dated 1993 and revisad 1/10 date, the familyMD was notified. This information is Oi/10/13
' : reviewed and discussed weekly in the Wound, Weight,

Policy: ‘ Fall Commitiee Meeting,

1. Acute incident/episode Is defined as a new This log will continue to be reviewed at the weekly Ongoing

onsst or ceourrence Indicating a change in Wound, Weight, Fail Committee Meetings, At this

mental, physical, emotional status or a weekly meeting, this log will be reviewed for continued

. | ; | compliance. If any problems would be identified they ate
Fodr}qbinatton ogmgns and symptoms which to be immediately reported to the DON or Administratos
indicate a needed change In treatment or or designee for prompt resofution,

medication regime.

2. Examples of Acute Episode {Not all inclusive)
" i, Skin tears/problems

Procedure: #4

4.} The facility will continue to monitor proper
notification of this practice with The Family / Physician
Notification Log. This log will require that alf nurses

Notify family (Responsible Parly) and document document every incident, significant change, clc., onto ;
name of person to whom you have spoken. this log daily to ensure timely notification. Tlds log wil I
be monitored daily by the DON, Administrator or

Resident#4 had cummulative diagnoses which designee until January 10, 2013 to ensure compliance. 01/10/13

included: Cerebral Arterial ocolusion. Late effect Once compliance has been established, the log will then ;
' ! be monitored at the weekly falls/wounds/weight loss i

GVA. . meetings. At this weekly meeting, the leg will be |

Review of the MDS (Minimum Data Set) dated reviewed for continued compliance. Ongoing i

5/4112 revealed the resident was dependent on : :

staff for all activities of daily ilving and was The Family / Physician Notification Log will also be

]

moderately impalred reviewed at the facility’s Monthly PI Meetings for furth
. monitoring of compliance.

Review of the nurses notes dated 6/30/12 The next PI Meeting will be hefd no later than January 2
revealed the NA #1 {Nursing Assistant) was giving 2013,
perineal care to Resident#4. NA#1 turned
Resident#4 and noted a stage 2 pressure sore
{ps) on her buttock. A slage 2 ps was defined as
a partlal thickness toss of dermis presenting as a
shallow open ulcer with a red pink wound bed,
without slough. May also present as an intact or
openifruptured serum-filled blister. NA#1 notified
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Nurse #1. The ps measured 5 cn (centimeters)
% 3.5 om with irregular edges with bleeding noted.
Review of the nurses notes dated 7/4/12 revealed
Nurse #2 indicated the wound measured Bom X
3cm with no measurable depth. The wound bed
was 50% white slough with a 0.25cm X 0.25 em
area of eschar in central part of wound. The
strrounding area was excoriated with erythema.
A phone interview on 11/20/12 at 3:15 pm with
Nurse#1 revealed the ps was nol a new pressure
ulcer as it was already there but had worsened,
She stated she faxed a note to the wound Dr.
Soos that morning. " | work 3rd shift sofdon 't
usually see the Doclor. 1was told he came In 1
or 2 days later and evaluated the resident with the
family there. " There was no documentation
stating the physician was faxed a note or that the
Supervisor was notified.

An interview with the administrator on 11/29/12 at
4:00 pm revealed she did not have
documentation that the RP was nolified of the
pressure ulcer worsening or the pressure ulcer
was on the butlock,

A phone interview on 11/29/12 at 5:20 pm with
Nurss #2 revealad she works nights and would
not call the RP as she would report the change
(worsening) to the on-caming nurse and it woutd
bs the Supervisor who would notify the RP.

A phone interview on 11/29/12 at 12:06 pm with
NA#1 revealed she reported the pressure sore to
the nurse and did not know if the nurse reported
the information to the family member. A phone
interview for NA#2 on 11/29/12 at 12:07 pm was
attempted. A massage was left to return the cafl.
Review of the nurses ' notes from 6/30/12 {the
Inttial date the pressure sore was noted) through
11/19/412 revealed there was no documentation
found to indicate the responsible party was
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notified of the pressure sore when itwas initially
discovered and no documentation that the
responsible party was nolified that the ps
worsened,

A phone interview was conducted with the
resident* s family member on 11/19/12 at 3:15
PM that revealed " wasn ' tiold anything. No
one called and no one told me about the new
pressure sore {discovered on 6/30/12)."

An Interview with the Administrator and Director
of Nurses (DON) was conducted on 11M9/12 at
£5:00 PM. The administrator revealed "1know
we had an incident report with a space where the
notification of the RP Is checked hut we cannot
find it, and | cannot find it in the nurses notes. "
An Interview with the facllity Administrator was
conducted on 11/18/12 at 6:00 PM revealed her
expectation of her staff was fo notify the
responsible Party or legal Respresentative of the
resident ' s change in condition and treatments.
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