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. DEFICIENCY) {
F 000 | INITIAL COMMENTS ‘ : F 000 Resident #1's guardian was contacted by| 7/02/12 '
_ ! - : : J the unit coordinator, social services and -
An abbreviated standard survey (KY18362) was {the physician and advised of status, |
coggtt;;tgdg ngzﬁfﬁzt The ?Eie_gahopdw_agf dat reviewed plan of care;.care being ‘
) .SI;--‘eVe?tja - Deficent practice was identiied 4 provided to resident and rationale for ]
F 157 | 483.10(b){(11) NOTIFY OF CHANGES - F 157 |cave changes. b
$5=D| (INJURY/DECUNE/ROOM, ETC) ‘ Completion Date: May 15,2012
| Afacility must immediately inform the resident; Al residents have potential to be
consuft with the resident's physician; and if - affected by failure to call legal
kriowr, notify the resident’s legal represeritative representative immediately.
or an interested family member when there is an i The Unit Coordinators reviewed :
accident involving the resident which results in. - t residents for timeli , :
injury and has the potential for requiring physician current resicents iortimeliness :
intervention; a significant change in the resident's | of notification of significant changes.
physical, mental, or psychosocial status (e, a " | Information obtained from the
. ﬁgfﬁofaﬁ?tg in ;fﬁf‘: mt:”fa‘i drp?échosociat' review was.utilized to develop
i-status In either life threatening condifions or S . .
 elinical complications); a need fo alter tréatment education ‘;?Cket and shared with
i significantly {i.e., a need to discornitinue an nursing staff.
existing form of treatment dué to adverse | Completion Date: May 21, 2012
consequences, of o commence a new form of I o x
treatment); ora decisien to transfer or discharge | 1 CNO published memo to all RCC :
the Ifasid_e_nt from the facliity as specifiedin ! nursing units related to the policy . S
§483.12(a). . : { “Notification of Resident Changes”. ; '
The facility m_us_:'t also promptly notify. the resident ' l\%urs‘ing. staff docqr'n_ented by
and, if known, the resident’s legal representative signature acknowledgement of ;
of Interested family memberwhen there is a i memo review. i
change in roem or rootimate assignment as , | Completion Date: May 22, 2012
specified In” §483.15(e}2); of a change in
residentrights under Federal or State law or P _ . .
regulations as specified in paragraph (b){1) of Notification of Resident Chariges
this secHon. - Policy was reviewed.
N ' s ' -Completion Date May 18, 2012
i The facility must record and periodically update _
“the address apd phone nymber of the residenf's
i'lggal repr%ﬁaﬁiv interested family member,

LABORATORY AR DL _ REPRESENTATIVE'S SIGNATURE 3 TFE;LE : ] {xB) BATE C

Any deficiency _sta{ament endingwith an asterigk (*) denoles a deficiency which the lnstitufion maybe excised from comedting ;)ra_vidi'rrs it isdete(mined that
other safeguards ‘provide sufficient protection 1o the pafients. {See instructions.). Except for nursing honies, the findings stated above: are disclosable 90 days
Toliowling the data of survey whother or not-a plan of comrettion Is provided, Fornursing homes, the above findings and plans of comection are disclosahiz 14
days following the date these documenis are made available to the Yacility, 1f-deficiencies are clted, an approved plap of comection is requisite to contirtusd
‘program parficipation. . ' : '
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‘Self-learning packet was developed

F 57 Contin:ued From page-1. Fs7 and distributed on “Notification of
_ Resident Changes”. The Education !
This REQUIREMENT is not met as evidenced included a copy of policy; additional |
by: examples of when to natify residents’
" Based on interview, récord review, and faclilty tegal representative including. _ ; ‘

policyipracedure review, it was determiined the
facility failed to immediately irform the resident's |
legal rapresentaﬁve when there were significant

importance of timely notification and
pracesses for contacting fegal

changes in physical stetus for one of three representative if the primary nurse is
sampled residents {Resident #3}, On 05/09/12, | occupied providing care for the
at 7:00 AM, Resident #1 was found unresponsive | resident. Nurses completed an

and facility staff provided assisted ventiafion with

use of-an Ambu Bag (a medical device used to exa and returned to unit

.provide assisted ventilation to people who are ' coordinator. Thisinformation was
either not breathing or are having frouble added to the individual employee:
breathing}, however, Resident #1's guardian was " education competency file,
not notified of the incident until 05/08/12, at 5:57. Comletion Bore A
PM, a timeframe of ten hours and fifty-seven’ pietion Date: June 8, 2012

-minutes: after theincident. On 05/11112, al 2:45 The self-learning packet education:

-AM, Resident #1 complained. of iower abdominal
paln and was assessed to have “criical" vital
signs. Resident #1 again required respirations-be

on “Notification of Resident Changes”
has been incorporated into orientation

provided via Ambu bag, however, Resident #1's " |for new nursing employees. This
guardian was.not notified of the incident until infortnation has also been added.as
05/11/12,. 8t 11:15 AM, eight hours and thirty ?
minutes aﬁer the int :dent - _ | ‘part of the resident rights-education :
. that employees commiplete as part of
The. findings. include: : : annual training. :
_ ; Completicn date: June 23, 2012 :
A review of faciity policy, "Notification of Changes _ ' ¥
in Resident;statp_s,:_" revisefj September-2q1 8, RCC Charge nurse meeting was heid
- | evealed the facility would [mmedaateiy notify the N on-May 24, 2012. Agenda item

legal representative of a change in the resident's

physical status, deterioration in health, or a need | included timely notification of

fo Hlter treatment sagmﬁcantly ‘| changes in résident conditions.

_. ‘ CNO gave overview of recent Teview,
A review Q‘f' Resident #1's medicai record |discussed palicy and clarified who
revealed the facility admitted the residenton and whento report. Opportunities
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were prowded for questtons answers
and education,
Completion date: May 24,2012

~F 1587 | Continued From page 2 : | F157
11/112/83, with diagnoses to include Ventilator
Dependency. Areview of Resident #1's
Comipréhensive Care Plan created 11/02/07. :
revealed staff had idenfified ar objective to . 1CNO provided information at LTC
reinforce and maintain the resident's family g iMedical Staff meeting regarding review, .
- support by implementing inferventions which defici :

included discussing any concems, thoughts, or t.Eﬁ?.en?Y _a?'d a;tio‘n taken to improve
feelings family members may have regarding tmeliness of reporting changes in

resident care. Areview of Resident #1's resident conditions to legal

Minimum Data Set assessmient dated 04/18/12, representatives.

revealed Resident#1 was totally dependenton Cornpletion date: May 22, 2012

staff for assistance with all Activities of Daily o T :

Living. . | Education sheet regarding importance

A review of nursing notes revealed 0n"05[09_f1‘2, of communicating resident or legal

gt 7:00 AM, Resident #1 experienced an episode o r_epr'ese.nt-atiVE' concerns to appropriate |
of unresponsiveness and the facllity’s "rapid ' disciplines and or administration wiil be

re_sp?rr;ze teafri"ﬁyva‘s Lét;lizgd._ Rg{_sirde%ﬁt_#mb_ _ I distributed to.all nursing staff for review.
! required respirations be administered via u .
‘bag, The physician was nofifiad and orders were and acknowledgement,

received for further fests fo be obtained, Completion Date: June 23, 2012
Res]dent#is nursing Rotes revealed on - 1 Report Sheet was update to include '
05/09/12, at 5:53 PM, the resident's guardian was { documentation of notification of

‘nafified of the "resident's respiratory episode this

c . et
ANL" An interview conducted on 05/24/12, at hanges in condition.

2:30 PM, with Registered Nurse (RN) #1 revealed Completion: June 23, 2012

she waited to nolify Resident #1's guardian for . -

approximately eléven hours after the incident had | Tomoniterforcompliance, the unit
occurred, because she was waiting for all the test. | Coordinators will do weekly random
results which had been ordered fo be avajlable so ! review of the report sheets to identify

;hNe g’ igtr:‘f)?hﬁﬂtqh: ﬁgﬁfgf t;gtmsegmﬁ?'ﬁé residents with significa nt changes.
guardian became upset and voited concern at’ - The unit coordinators wilt then assess
not being notified earier of the incident. RN #1 * | the medical record to identify if the
stated she assured the guardian “it would not legal representative was notified in a
happen again.” However, RN #1 stated she did . :
; ol forward Resident #1°s concerns or netify !
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: . DEFICIENGY)
F 157 | Continued From page 3 . F157 timely manner. This review will be
Administration or Social Services that the . Incorporated into the organizational
guardian had voiced concem or was.upset at not | performance improvement program
_besng__notiﬁed tlmeiy wI]en Reqrgent#1 and monitored for continiied
. expenienced a change in condition. | compliance.

Further review of nurse's notes for Resident #1 i Effective July 1, 2012

dated 05/11/12, at 4:00 AM, revealed the resident. |
complained of abdominal pain and shoriness of
air. The resident was assessed to have an
increased heart rate of 124, and biood pressure
-of 204109, Resident#1 was also assessed fo
-have decreased oxygen saturation, and

. respirations were administered via Ambu bag.

T Resident#1's physician was notified and ordess

| were obtained for rhedications and further tests.
‘However, Resident#1's nurse's notes indicated
the guardian was not nofified of the episode until -
0511112, at 11:15 AM {eight hours and thirty
minutes later). An interview was conducted on
0572412, at-4:20 PM, with RN #2, whowas -
caring for Resident #1 on 05/11/12, during the

.| resident's change in condition. RN #2 staied she
did not call Resident#1's guardian at the time of
the incident, because she "did notknow*
I‘Resident#1's family member was “invalved® in

1 the resident’s care and had assumed the resident
s was: g "ward of the state.”

Aninterview was conducted on 062412, at 3:10
PM, with RN #3, who had contacted Resident
#1's guardian on 05/11M2, at 11:15 AWM, RN-#3
stafed she called fhe Fuardian to: obtain consent
for medical procedures ordered by the resident's
{ physician asa result of the "incident” which had
occurred earlier that moming, RN #3 stated the
guardian's immediate response whén contacted
:was "what incident™ RN #3 stated the gtiardian

i had notbeen nottﬁed of the resident's change in
i
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conditior prior, was very upset, and’ requested fo
| speak to Socnal Services.

. An inferview was.conducted on 05/24/12, at 3:00.
PM, with the Social Worker who spoke o
Resident #1's guardian on 05/11/12. The Social
Worker sfated she immediately nofified the-
Director of Nursing (DON} of the guardian's
concerns. An inferview was conducted on
05H1M2, at 4:00 PM, with. the DON who stated

1 she had been ungwars that Resident #1's

‘| guardian had voiced any concerns regarding
timely notification of resrdent changes prior to
0sH112.
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