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A facility must immediately inform the resident;
consult with the resident's physician; and if
known, notify the resident's legal representative
or an interested family member when there is an
accident involving the resident which results 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
clinical complications); a need to alter treatment
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 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 is a
change in room or roommate assignment as
specified in §483.15(e)(2); or a change in
resident rights under Federal 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 member.

This REQUIREMENT is not met as evidenced

by:
Based on staff interviews and record review, the Plan of Correction F-157
facility failed to notify the primary physician and
responsible party of the development of pressure This Plan of Correction will achieve
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ulcers for 1 of 4 residents reviewed for notification
of change in condition (Resident #1).

Findings included:

Record review revealed Resident #1 was initially
admitted to the facility on 11/2/2009, with a
readmission on 2/9/2016. The resident's current
diagnoses included chronic kidney disease-stage
4 (severe), severe protein calorie malnutrition and
cerebrovascular disease.

The readmission skin assessment dated
2/9/2016 indicated a Stage Il pressure ulcer to
right buttocks.

A head to toe skin assessment dated 2/10/2016
reported resident with 2 small open areas to right
buttocks and deep tissue injury to both heels.

Review of the resident ' s care plan dated
2/10/2016 included a focus on pressure ulcer
development with interventions which included to
inform family/caregivers of any new areas of skin
breakdown.

The resident ' s most recent comprehensive
Minimum Data Set dated 2/26/2016 indicated the
resident had one Stage Il pressure ulcer and two
unstageable pressure ulcers due to suspected
deep tissue injury (DTI).

In an interview with the treatment nurse on
3/16/2016 at 10:00 AM, the treatment nurse
revealed she did not report the skin breakdown to
the family or the physician. The treatment nurse
stated she " assumed" the family was aware of
the skin breakdown due to the resident ' s recent
hospitalization from1/22/2016 until 2/9/2016. The

substantial compliance to F-157 by
4-1-2016.

Address how corrective action will be
accomplished for those residents found to
have been affected by the deficient
practice

Resident #1 discharged to the hospital on
3-1-2016 and did not readmit to this
building, so there was no corrective action
to be taken to notify the family and
physician of her change of condition.

Address how corrective action will be
accomplished for those residents having
potential to be affected by the same
deficient practice

The Director of Nursing reviewed the
24-hour reports and physician orders for
the last 30 days to ensure that physicians
and families were properly notified of any
residents that had triggering events.
Triggering events are described in the
regulations and include accidents,
significant changes, significant treatment
changes, and discharges.

Nursing managers will perform three chart
audits of sampled residents that have had
triggering events, weekly for four weeks,
and then monthly for two months to
ensure that physicians and families were
notified.

Address what measures will be put into
place or systemic changes made to
ensure that the deficient practice will not
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treatment nurse reported she did not actually
speak to the resident ' s physician to notify him of
the skin breakdown, but the physician had access
to the medical record and she " figured " he saw
it.

An interview was conducted with the resident ' s
nurse on 3/16/2016 at 3:45 PM. The nurse
reported the resident was readmitted to the
facility on 2/9/2016 with a Stage Il pressure ulcer
on the right buttock. The nurse reported she
completed a head to toe skin assessment of the
resident on 2/10/2016. There was a small Stage
Il pressure area to the resident ' s right buttock
and when the off-loading heel boots were
removed DTIs to both heels were present. The
nurse indicated she documented the findings in
the clinical assessment, initiated treatment to the
buttocks and reapplied the heel boots. The nurse
reported since the skin issues were present on
readmission she thought the physician assessed
the resident at the hospital. The nurse was not
able to recall if she notified the resident ' s family
of the skin issues.

A telephone interview with the resident ' s
physician was conducted on 3/16/2016 at 4:15
PM. In the interview, the physician stated he was
aware and involved in the resident ' s complex
clinical condition and treatment at the facility, but
was not notified of the wounds.

During an interview with the facility Director of
Nursing on 3/16/2016 a 4:30 PM, the DON stated
the expectation was for the family and the
physician to be notified of any new skin areas or
any change in condition.

occur

On 3-31-2016, the facility nursing staff
was re-educated by the Director of
Nursing to notify physicians and families
when a triggering event occurs, as
described above. Any licensed nursing
staff that did not receive re-education will
receive it prior to working the next
scheduled shift.

The Director of Nursing or designee will
review physician orders and 24 hour
reports from previous day times thirty
days to ensure that physicians and
families were notified of triggering events.

Indicate how the facility plans to monitor
its performance to make sure that
solutions are sustained. The facility must
develop a plan for ensuring that correction
is achieved and sustained. The plan must
be implemented and the corrective action
evaluated for its effectiveness. The Plan
of Correction is integrated into the quality
assure system of the facility.

The Director of Nursing will report findings
to the Quality Assurance Committee
during its monthly meeting.

If the Quality Assurance Committee
determines there are continued problems
after three months regarding notification
of physicians and families on triggering
events, it will continue to receive Director
of Nursing reports and to review them
monthly until the problem is resolved.
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