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This Plan of Correction is the facility’s

F 157 | 483.10(b)(11) NOTIFY OF CHANGES F 157 . . - .
5 (B)(H) credible allegation of compliance.

35=B | (INJURY/DECLINE/ROOM, ETC)

It is the practice of this facility to promptly

A facility must immediately inform the resident; . - :
inform the resident; consult with the

| consult with the resident's physician; and if

significantly (i.e., a need to discontinue an
existing form of treatment due to adverse
consequences, or to commence a new form of
treatment); or a decision to transfer or discharge
the resident from the facilily as specified in

| known, notify the resident's legal representative resident’s physician; and if known, notify
or an interested family member when there is an the resident’s legal representative or an
accident involving the resident which results in interested family member when there is an

“injury and has the polential for requiring physician accident involving the resident which ,

intervention; a significant change in the resident's | results in injury and has the potential for

| physical, mental, or psychosocial status (i.e., a requiring physician intervention; a
deterioration in health, mental, or psychosocial significant change in the resident’s
status in either life threatening conditions or physical, mental, or psychosocial status; a
clinical complications); a need to alter treatment need to alter treatment significantly.

|

It is the practice of this facility to notify
legal representatives or interested family
members of changes in condition,
additions of antibiotics due to acute

§483.12(a).
| episode, physician ordered laboratory and
| The facility must also promptly notify the resident diagnostic testing, requested appointments
| and, if known, the resident's legal representative for specialty consultation, and injuries that
| or interested family member when there is a require additional physician intervention.
| change in room or roommate assignment as
| specified in §483.15(e)(2); or a change in Interested family member for Resident
| resident rights under Federal or State law or | #167 was notified on 12/12/13 of the
| regulations as specified in paragraph  (b)(1) of | ordered and completed CT scan with no
| this. Sechion: identified areas of concern, physician

ordered and completed urine analysis with
residual antibiotic treatment, completed
psychiatrist appointment with
recommendations for changes in the
dosing of Valium, physician orders for

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

This REQUIREMENT is not met as evidenced | physical therapy treatment five times per
by: Preparation and‘or execution of this plan of correction does not
x 5% s 5 constitute admission or agreement by the provider of the tuth of the
Based on record review, famlly interview and facts alleged or conclusions set forth in the statement of deliciencies
staff interviews, the facﬂlty failed to ﬂOtify the The plan of correction is prepared and/or executed solely because it is

required by the provisions of federal and state laws,

| responsible party of medical changes for 1 of 4

LABORATGRY DIRECTOR'S OR PROVIDER/SUPPLIER REPRESENTATIVE'S SIGNATURE TITLE (X6) DATE

. _ 4 / /' ¢ .
S oy Huy Adminis frofer i [9/14
i s a deficiency which the institution may be excused from correcting providing it is determined that ‘
.{See instructions.) Except for nursing homes, the findings stated above are disclosable 90 days

is provided. For nursing homes, the above findings and plans of correction are disclosable 14
the facility. If deficiencies are cited, an approved plan of correction is requisite to continued

following the date of survey wh
days following the date these
program parlicipation.
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\ : ;
' sampled residents. Resident #167's responsible

party was not notified of a CT (Computed
Tomography) scan, a urinalysis, the addition of
an antibiotic, changes in medications and notified
timely of a fall.

| The findings included:

| Resident #167 was admilted to the facility on

| 10/26/12 with diagnoses including dementia with

' behaviors, anxiety, depressive disorder, cerebral
vascular accident, schizoaffective disorder, panic

| disorder and hypertension.

i The most recent Minimum Data Set (MDS), an
| annual dated 10/04/13, coded him with

‘ moderately impaired decision making skills and
I having behaviors in the previous 1 to 3 days.
|

Lack of notification to Resident #167's
responsible party included the following
situations:

a. A communication sheet dated 12/03/13 noted
that the certified physician's assistant (PAC) was
called about frequent falls and an order was
written to send Resident #167 for a CT scan. A
nursing note dated 12/3/13 at 11:30 AM noted the
CT scan (unidentified area) was scheduled for
this date. There was no documentation that the
responsible parly was notified of this test.

The CT scan of the brain was completed on
| 12/03/13 and reviewed by the physician assistant
: on 12/04/13. Results revealed no CT evidence
 for intracranial pathology.

h. Review of the medical record revealed a
communication sheet dated 12/03/13 which was
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and that resident has been experiencing
frequent falls with the most current being
12/7/13.

Other facility residents have the potential
to be affected by the same alleged
deficient practice of failure to notify legal |
representatives or interested family |
members upon identification of changes in
condition, additions of antibiotics due to
acute episode, physician ordered

laboratory and diagnostic testing,

requested specialty consultation
appointments, and injuries that require
additional physician intervention.

Director of Nursing and Assistant Director
of Nursing generated a mailing list of all
resident Legal Representatives or
interested family members for those
residents that are not their own
Responsible Party. Each identified
individual was mailed on 1/9/14 an
invitation to contact the facility to inquire
about any changes that may have occurred
with their identified resident in regards to
acute ¢pisode, upcoming or completed
physician appointments, any recent
antibiotic treatments, or incidents such as
falls or skin tears requiring physician
| intervention that may have occurred. A
synopsis review of the resident specific }
medical records have been completed and |

Preparation and/or execution of this plan of correction does not
constitute admission or agreement by the provider of the tnith of the
facts alleged or conclusions set forth in the statement of deficiencies
The plan of correction is prepared and’or executed solely because it is
required by the pravisions of federal and state laws.
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FH157 | CORTATEH o paanR E 157 l.liS will a]l?\\' Fhe legal representative, or
! faxed to the certified physician's assistant (PAC) thIESt.Ed mn.“.ly me.mbe_l’ th.c opp.ollumly
‘ which informed her of Resident #167 having o obltam addl?lonal Bpsmation oLk
| frequent falls. A telephone order was written by specific questions.
the PAC on 12/03/13 at 2:50 PM which included: | , .
| 1. urinalysis and culture and sensitivity; & Licensed Nurses have been inserviced
2. labs including a complete blood count and | beginning on 12/13/13 by the Director of
' complete metabolic panel in the am; Nursing on the facility expectation of
' 3. an antibiotic of Cipro 500mg by mouth twice a notifying legal representatives or
day for 7 days for a urinary tract infection; interested family members of changes in
|4 referral to physical therapy and neurologist for the resident. These changes include, but |
| frequent falls; are not limited to, upon identification of |
5. a referral back to his psychiatrist as soon as changes in condition, additions of i
possible for increased anxiety. antibiotics due to acute episode, physician |
) ) ) ordered laboratory and diagnostic testing, |
There were‘no'nurslng notes in the medical requested specialty consultation
additional physician intervention. Itis
Physical Therapy records revealed Resident #167 a]sc.) ‘ll'!e expectation Oflhc.facility [hffl the
was evaluated on 12/03/13 and began services 5 notifying nurse {Eocql‘nent in the medical
| times per week. record who was notified, apd (o'comlplelc
i the documentation and notification timely.
| Another telephone order dated 12/04/13 noted
| that an appointment with the psychiatrist Members of Administrative Nursing
‘ was made for this date and a neurology inclusive or the Director of Nursing,
| appointment was made for 1/21/13 (sic). l Assistant Director of Nursing, and/or
‘ ! designee will review physician telephone
| A physician's telephone order dated 12/06/13 ; orders 5 out of 7 days weekly to ensure
| it e tipsaf antibiofic sraned far the ! that notification has occurred for changes
urinary tract infection based on the results of the in the residents. The notification should
| urinalysis:culure, occur timely and be indicated on the
| Review of the nursing notes dated 12/04/13 at lcle’phone order. Incident Reports will be
| 10:00 AM revealed the psychiatry and neurology "‘{‘"eWed 5‘ out 7. days Wc:‘ekly bylthe ‘
| appointments were made, but there was no Director of Nursing, Assistant Director of
| asetimaniation selated 1o nedRcation fa the e e seovteaf e e
responsmle pady Review of the physmran facts alleged or conclusions set forth in the statement of deficiencies.
te[ephone orders from the psychiatrist dated The !;!.m ul'coxrcclic.m.is prepared and/or executed solely because it is
12/04/13 revealed an increase in Valium (an required by the provisions of federal and state laws,
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! . Nursi p i R
£457 | Boniiusd Eiompage E 157 ursing, and/or designee to ensure

antianxiety medication) at night and the

discontinuation of 2 other medications. Another

nursing note dated 12/04/13 at 11:00 PM

| revealed Resident #167 was receiving the
antibiotic as ordered, and that there were new

| physician orders from the psychiatrist with
medication changes. The nursing notes did not

| include any notification of this visit or these

changes to the responsible party.

c. On 12/07/13 at 9:00 PM a post fall review in the
medical record noted that Resident #167 was
stumbling and stomping in the hall and fell to his
knees. The section to document notification of the
responsible party was blank. Review of the
nursing notes dated 12/07/13 at 11:30 PM
mentioned the fall with no injury but did not

" include notification of the responsible party.

| Review of the Incident Report for this fall revealed
Nurse #1 noted the responsible party was notified
at 5:00 PM but listed no date.

Interview with the staff member responsible for

' making and transporting residents to
appointments stated on 12/12/13 at 3:23 PM that
he received an in-house communication of
needed appointments, he set up the
appointments, placed the scheduled appointment
in the accu-nurse system (which communicated
via computer to the nurses), and the nurses were
then responsible for contacting the responsible

parly.

- On 12/12/13 at 3:51 PM with Nurse #1 revealed

| responsible parties were notified of resident falls,
behavior changes such as an increase in anxiety

| levels, changes in urine or need for testing. She
further stated that she left a message for the
responsible party last night (12/11/13) related to

notification has occurred timely and is
documented properly. Change of
Condition Physician Communication
forms will be reviewed S out of 7 days
weekly by the Director of Nursing,
Assistant Director of Nursing, and/or »
designee to ensure notification has i
occutred timely and is documented
properly. Any missed notifications will be
logged onto an audit tool with notification
completed and entered into the medical
record at the time the notification was
completed.

Director of Nursing or designee will
review the audit tool and the Director of
Nursing will report to Quality Assurance
with identified trends or patterns. The
patterns or trends will be reported to the
Quality Assurance and Assessment
Committee weekly for four weeks and
then monthly for three months. The
Quality Assurance and Assessment
Committee will evaluate the effectiveness
of the plan based on trends identified and
adjust the plan if negative trends are
identificd. If negative trends are
identified, additional months of close
observation and monitoring of the audit
tool will occur,

Date of Completion: January 10, 2014

Preparation and/or execution of this plan of cerrection does not
constitute admission or agreement by the provider af the truth of the
facts alleged or conclusions set forth in the statement of deficiencics
The plan of correction is prepared andfor exccuted solely because it is
required by the provisions of federal and state laws.
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| the fall he had on 12/07/13. When asked why the

call was made 4 days after the actual fall, Nurse
i1 stated that staff do not call responsible parties
after 10:00 PM unless the fall resulted in injury.
The next day shift was responsible for calling the
responsible party. She stated that she did not
talk to the family but thought that Nurse #2 on first
shift called the responsible party about the
psychiatrist, medication changes and urine
testing. Nurse #1 stated that notification to
responsible parties were to be documented in the
medical record.

On 12/12/13 at 5:48 PM, Resident #167's
responsible party (RP) was contacted by
telephone. The RP stated the facility usually did a
good job with contacting her when Resident #167
fell. She stated the facility last called her about
medication changes in conjunction with falls but
did not recall being contacted anytime in
December 2013. The RP stated she was
unaware of any psychiatrist visit and asked if
Resident #167 was seen in house or out of
house. The RP further stated she was not aware
of the medication changes made by the
psychiatrist, the referral to physical therapy and
the therapy services being provided. The RP
slated she was unaware that Resident #167 was
tested for and was receiving an antibiotic for a
urinary tract infection. The RP stated she would
have liked to be notified of these things.

On 12/12/13 at 6:04 PM the Assistant Director of
Nursing/Unit Manager stated nursing staff were
responsible for notifying the responsible party of
changes like skin tears, urinalysis, testing and
falls, Notification should be included on the
communication fax sheet or in the nursing notes.
She further clarified that Resident #167 went out

required by the provisions of federal and state laws.
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Preparation and/or execution of this plan of carrection does not
constitute admission or agreement by the provider of the truth of the
facts alleged or conclusions set forth in the statement of deficiencies
The plan of correction is prepared and’or executed solely because it is
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of the facility to see the psychiatrist. She
confirmed that Resident #167's RP should have
been notified of the recent evaluations, referrals,
and the fall notification should have been more
timely.

On 12/12/13 at 6:51 PM Nurse #2 met with the
surveyor. Nurse #2 stated that she called the RP
about the psychiatrist and possible medication
changes the psychiatrist may make. Nurse #2
staled that when she has told Resident #167 she
was going to call his RP about different issues he
has always stated not to call her.

required by the provisions of federal and state laws.

Preparation and/or execution of this plan of correction does not
constitute admission or agreement by the provider of the truth of the

Tacts alleged or conclusions set forth in the statement of defici
The plan of carrection is prepared andfor executed solely because it is

Cles
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