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, 157 : et
: : 1. Restdent #1 responsible party was netified of
F 000 | INITIAL COMMENTS ! F 000 changes to thc therapy regimen on 7/1:2013 by the
7 Director of Rchabilitation. Resident #1 has had no
~ An Abbreviated Survey to investigate change in conditton.
KY00020377 was initiated on 06/27/13 and - i
‘ ; sviewed 100% of residants who
; condluded on 07/01/13. The allegation was ereon canclout o 61713, througn A3 to
| Unsubstantiated with deficient practice identified. identifv any resident who had been discharged from
| ."Fh"e highest scope and severity was citad at 2 therapy or had therapy changes that were not notified
D", appropriately. No issues identificd.
F 157 483.10(b)(11) NOTIFY OF CHANGES F 157
§8=D, {INJURY/DECLINE/ROOM, ETCY _ Director of Mursing. Regional Nurse. Gonsu'ltzfm,
‘ : Assistant Dirccior of Nursing: Education Tr‘?mmg
| Afacility must immediately inform the resident; ' Director, and Administrztor  reviewed  100%  of
: consult with the resident's physician; and if . medical rccords for a 45 day look back Pﬁftod of
- known, notify the resident's legal representative P 6/113 through 7/1513 to identify any “hﬁngeu;”
© or an interested family member when there is an - oondition {memfil,: physical of pﬂchomc;uﬂ) tg‘mt l c
_ accident involving the resident which results in  family and physician wes ’;‘;:;m'md of immediately.
. injury and has the potential for requiring physician | ; This was campleted on 7/24/13.
intervention; a significant change in the resldent’s ; ! All issucs identified werc immediately roported to the
physical, mental, or psychosocial status fie.,a : o ; irector of Nursing. Regional
: ; o ! | physician/family by the Director of 3 ursing, Reg
~ deterioration in heaith, mental, or psychasocial f Consultant, Assistant Dircetor of Nursing or the
. 8tatus in ejther life threatening conditions or | Ez:j"iim'}onn;frainir;g Director
clinical complications); a need to alter treamment ” . '
. significantly (i.e., a need to discontinue an Director of Nursing, Assistant Director of Nursing,
¢ exlsting form of treatment due to adverse : “and the Administestor reviewed all 24 hour shift
- Consequences, or o commence a new form of g . reports for a 30 day look back pertod from 6/1/t3—
i treatment); or 2 decision to transfer or discharge " 7/t/13 to identiry issues that was documented that was
the resident from the facility as specified in i achange in condition or nced for altered treatment that
 §54832.12(a). | was not immcdiately reparted to the physician/family,
: ! Thiz was completed on 7/12/13.
The facifity must also promptly notify the resident : : )
- and, if known, the resident's legal representative . All issucs identified were immediately reporicd to the
» or Interested family member when there is 2 ,‘ - physician/family by the Director of Nursing or the
: Change in room or roommate assignment as i y Assistant Dircctor of Nursing.
- specified in §483.15(e)(2); or a change in : i , ) ,
 resident rights under Federal or State law or , %ocnz%Scmses t_c:j ra:l::taléagefozi-: ﬁvznf”{’égﬁ
. regulations as specified in par h (b)(1 identify any resident that does n - e
i thl'?s section P in paragraph (9)(1) of representative and/or Interested family mambcrrllsttd
: l for contact, along wih current Eddrcss.byAT’!’ !551{‘;?
; ; i i i tgtely updated the soct
iTh ifi ; :dcnt:ftec} will be immediately up
! & facility must record and perledically update ; . scrvice director.
LABORATORY OIRECTOR'S OF PROVIOER/SUPPLIER REPRESENTATIVE'S SIGHATURE TITLE R (X8} DATE
alhayre) 2/ 20/13

Any deficlency sigtemant ending with an asterisk {*} denotas 2 defidlency which tha Institution may be excused from eoracting providiag it ts determined thal
othar safequards provide sufficient protaction t& 1he patients. (S#e instnctions. ) Excapt for nursing homes, fhe findings stfated above sre disciosanle 90 days
following the date of survey whether or not a Plan of emaction ig provided, For nursing homaes, the sbove finelirgs and plans of eorection are disclosabls 14
days following the date these documenty are mads avallzble t the facllity, i defllencies are cited, an approved plan of correction is requislie © contiued
program panticipation,
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: DEFICIENCY) -
Director of Nursing. Assistant Director of Norsing, ..

F 1575 Continued From page 1
the address and phone number of the resident's

legal representative or interested family member, :

i This REQUIREMENT is not met as evidenced

! by:

- Based on interview, record review and review of
the facility's policy, it was determined lhe facility

- failed fo notify the resident's legal representative

- of the need to aiter the Plan of Care (POC) for

S ene (1) of three (3! sampled residents (Resident

: #1). Resident #1 was discharged from therapy

; prior to the ordered discharge date and the

" Physician and the resident's legal reprasentative
ware not informad,

, The findings include:

! Review of the facility's policy, "Notification of !

i Resident Change in Condition”, ro issue date,

- revealed the following: Notify the physician and
family or legal representativa at the earliest
possible time, during waking hours if there s 2

. non-critical change in condition (unless requested :

i 1o do otherwise). Document in the nurses notes ‘

; the times rotification was made and the names of |

| the person(s] to whom you spoke, .

I Record review revealed the facifity admitted

- Resldent#1 on 01/14/13 with dlagnoses which
included Dementia, Acute Diastalle Heart Failure, |

- Hypothyroidism and Hypertension. Review of the |
Plan of Care (POC), dated 04/01/13, revealed 3 |
probiem/need for the potential or actual Activities :

- of Daily Living (ADL y/mobiliity related to Arthritis, |

- Dementia and Generalized Weakness with an !

: approach to notify Physician, family, responsibie

\ Administrator and/or Regional Nurse Consuttant to
F 1571 audit all rocords weekly beginaing 7725/13 for 4
' weeks to identify any physical. mcntal. or
psychosocial change that was not reported o t}w
physicign/family, Al issucs identifled will requirc
Education 'raining Director; Director of Nursing, or
Assistant Director of Nursing to complete on
fdentificd staff, re-cducation and physiclan/family will

be immedtiately notificd of change.

Director of Nursing, Assistant Dircctor of Ngming
andior Reglonal Nurse Consultant to review dml}:‘ 24
hour rcport beginning 7/1/13 to identify any physical,
mental or psychosociad change documentcd on the ;4
hour shift report 1 ensure both physician aﬂd:fam!ly
liave heen notificd. All issues identificd will require

identified staff re-education hy the Education Treining
Director, Diractor of Nursing, or Assistant Director of
Nurging, Physictan and family will b immediately
notificd of change.

3. Dircctor of Rchab to provide re-education to all
therapy saff by 7/25/13 regarding process for
reporting change in therapy services to both the family
and the physician,

Education Training Director to re-educate all staff by

7/25/13 regarding procedure for reporting of change in
:  condition {mental, physicel or psychososial) to both
i family and physician. A writien compctency will be
completed (o validate competency,

Director of Rchab to audit all restdents who are on
caseload weekly for 6 wecks beginning 7/29/2013 w
cnsurc all therapy care changes and/or discharges have
timety and appropriate notification to the physician
and family, Any issues will be addresscd with one on
onc cducation with each therapist as appropriate.
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: . Administrater, Education Training Dircctor, Director
F 157 | Continued From page 2 E 15}'!5 of Nursing, Assistant Director of Nursing and

. party of changes as needed.

 Interview with the Director of Rehabifitation. on
; 07/01113 at 11:00 AM, revealed Resident #1
 received Physical and Occupational Therapiss
| Upon admission to the facility for four (4] weeks,
- He stated on 03/19/13 an evaluation for Physical :
- Therapy (PT) was done per request of Resldant :
~#1'¢ family and Nursing dus to the decregsed I
- abifity to ambulate. The Director of Rehabilitation |
. Stéted thers was no reatment ordered because |
: there had been no functional change from the |
¢ discharge in February 2013. He stated restorative |
; nursing had been referred. He stated he was sure |
- Resident #1's leqal representative had been
. notified that there would be no treatment, but
¢ould find no documented evidence of the
notification.

- interview with the Physical Therapy Assistant
{PTA), on 07/01/13 at 11:10 AM, revealed the
. Physical Therapist should have written the order !

- to discontinue therapy, but nursing shoultd have
i notified the Power of Attorney.

! Interview with the Cooperate Nurse, on 07/01/13
- at 11:30 AM, revealed before restorative nursing
- had been initiated Resident #1 was hospltalized
cwith @ Urinary Tract Infection. Upon return to the
“facillty, PT picked up Resident #1 on 04/03/13
and Occupational therapy {O7) on 04/02/13.

Review of the cfinlcal record revealed OT .
* completed the ordered treatments after Resident
" #1's hospitalization and discharged Residant #1
- on 058/03/13. Centinued review revaaled PT ]
; discharged Regident #1 prior to the discharge |
, dale due to "agitation and lack of participation”, !

| Regional Nurse Consultant to 2udit all records and 24
! hour shift reporis 3 days a week for six wocks
¢ beginning 7/25/13 to ensure any changes in condition
i {mcntal, physical, or psychosoctal) thar may alter the
. plan of care to be changed is reparied to the physician
and family timely, At the end of the six week
¢ monitoring period, all records will be audited by the
Education Training Dircctor, Dirsctor of Nursing,
. Assigtant Director of Nursing, and/or Reginnal Nutge
Consultant to ensure all changes in condition {mental,
physical, psychosoctal) that may alter the plan of care
i3 reported to the physician and family tintely; then
monitor four times a week for four wecks; then three
titmes a week for three weeiks or per Quality Assurance
team recommendations based on gudit findings.

Director of Nursing to audit 15 records weekly
{ongoing} 16 cnsurc physician and family are notified
! timely of any change in condition (mental, physical or
psychosorial) beginning 10/28/2013,

4. Quality Asstrancc tcam  consisting of the
* administrator, director of nursing. assistant director of
* nursing, clinical reimbursement coordinator, social
[ services director, dictary and activity director,
! business offtce manager, will meet weekly times §
i weeks with medical director to review all audit
. findings, make additional rccommendations and
. revisions to the plan related o findings heginning
- week of 7/31/2013. At the end 57 6 weeks, the Quality
. Asgurence Committce consisting of administrator,

director of nursing. assistant director of mirsing,

clinical reimbursersent coordinator, social services

dircctor, dietary and activity dircctor, business offica
. manager, to meet with medical dircctor every two
- week for four weeks at the cnd of the ten weeks the
Quality Assurance committec will meet 1o discuss all
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E 15;4 audit findings with thc medical director to review

. PT revealing the Physician had not been notified
of the discharge. There was no documented

natified.

Con 08/28/13 21 8:45 AM, revealed Regident 1 !
; had fallen at home prior to admission to the :
. facilly. The Representative stated Resident #1
. was admitted to the facility for rehabilitation and
. now the resident was in wheelchair and could not :
- walk, The Representative stated she was not

i netified of the PT belng discontinued.

: Intetview with the Cooperate Nurse, on 07/01/13
" at 12:00 PM, revesled there were two (2) types of -
; telephone order sheets the facility utllized, The
i one (1) the facility should have been using had an
| area for the nurse or therapist writing the order to
i document the time the responsible party wag '
! notified. She stated the other tefephone order .
; sheet did not have the ares for the name and i
 time the responsible party was notified. !

Continued review revealed no order to discharge !

evidence the Resldent's legal rapresentative wae

- Intendew with Resldent #1's legal representative,

mcsting frequency and make recomméendations to
meet e Jess than monthly.

l 5. Duate of Compliance: 7/25/2813
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