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The tacllity must maintaln olinlcal niwcards on each
rasident in accordance with acceptad protessional
standards and |3ract|ces that are complete:
accurately documentad; readily ac:t'esslbln and
systematically organlzed

The clinical record must contaln sulflcient
information to hientity the rasident; & record of the
resident’s assessmaents; the plan o’ care and

services proviged; the results of ary @E @
preadmission screening canductec by the ;

and progress notes. : ‘
.t

Fo

This REQUIREMENT is not met a3 evidedted. ... |

by:

Based on interview, racord review and review of
the facility's policy it was determined the tacility.
falied to maintain clinical records ir accordance
with acceptable standards which wore complete
and accurately documented for twe. (2) of ten (10)
sampled résidernts, (Residen #7 and Rasident
#8). The tacility policy for completion of the
“Dialysls Cammunication Recerd”, identified 2010
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Administration (F-514) with the sccpe and " ‘ :
severity of a "Dl #KY00016736 ar d statements, findi ';;gs= facts,or
#KY0DO0188586 were unsubstantiate d with no conclusions that form the basis for the
deficiencles cited. alleged deficiency. The Center
F 514 | 483.75(1)(1) RES F 514 reserves the right to challenge in legal q i
88=D | RECORDS-COMPLETE/ACCURA FE!ACCFSSlB :

and/or regulatory or administrative
proceedings the deficiency,
statements, facts, and conclusions that
form the basis for the deficiency.”
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. A Dialysis Communication Form
was completed for Residents #7 and
#8 by the hcensed nurse and sent with
Egghcm to the dialysis center on 8/15/17.

. iResidents that receive dialysis had
ialysis Communication Formn
__completed by the licensed nurse by

" 8/19/11. The original copy of the
form was sent with the resident to the
dialysis center on scheduled dialysis
day. The facility mamtained the copy
for the medical record.
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SunBridge Healthcare LLC, statec a licensed
nurse must complete the facllity portion of the
record prior to dlalysis treatment. ‘The original
record accompanies the resldent 1o the dialysis
center. and the faclifty retains a ocpy for the
medical recore.. Thete is no docuinented
evidence In the records from 07/0 /11 to 08/08/11
that the form was complated per the facility's
policy on five (5) of sevantean (17 days for
Resident #8 and two (2) of sixtesn (16) days for
Resident 7.

The findings include:

Areviaw of the facliity's policy for compietion of
the "Dlalysis Communication Reccrd”, identitied
2010 SunBridge Healthcate LLC, tated a
licensed nurse must complets the facllity portion
of the record prior to dialysis treatr et which
includes resident identification and assessment
information inc-uding blood pressu-e,
temperature, pulse, respiration, we ight,
medications given pre-dialysls and resident's
general condition. The polley furthar states the
original copy aecompanies the ras dent to the
dialysis center and the taclllty retai s a copy for
the medical record. '

1. Review of Rez|dent #7's medic:d record
revealed the tacllity admitted the re sident on
05/30/11 with diagnoses which included Chronic
Kidney Discase, End Stage Renal Dizsense,
Dialyals, Altered Mental Status, Cerebral
lachemia, Parsistent Mental Disorc ar and
Psychosis.

Record review of Resident #7's m¢ dical record
revealed no copy of the Dialysis Communication

F5141 3. The licensed nursing staff will be
te-educated on completing the
Dialysis Communication Form and
sending it with the resident to their
dialysis appointment by the Assistant
Director of Nursing by 9/7/11. The re-
education included sending the
original of the form with the resident
to the dialysis center and the facility
maintaining a copy in the medical
record. The dialysis center supervisor
was contacted on 8/15/11 by the Unit
Manager and educated on the Dialysis
Comrounication Form and requesting
that the dialysis center completes thetr
designated section and retumn the
completed form with the resident.

4. The Director of Nursing Services,
the Assistant Director of Nursing or
the Unit Managers will review the
Dialysis Communication £

Forms for residents on djalysis weekly
times 12 weeks, A summary of
findings will be submitted to the
Performance Improvement Committee
for review and further
recommendation monthly timesa 3
months.

Cornpliance Date- 9/8/1 1
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Record for the dates of 07/21/11 ard 08/06/11.

Interview with the Unit Coordinator, on 08/11/11 at
4:30 PM, revealed a nurze should |ave
completad the "Dialysis Communic ation Record"
and sent the original copy with the |esident to
dialysie and retained g, copy In the iesident's chart
but there was no documented evidunce the form
was completed for the dates of 07/,!1/11 and
08/08/11. Further interview revealed the nurse
responsible on the mentioned days was no longer
employed by the facility.

Interview with & Dialysis Facility Nuise, on
08/12/11 at 3:38 PM, revealed she called the
faclity on 08/06/11 to obtaln inform: tion regarding
Resident #7's body temperature anil gensral
condition since she had not received the *Dialysis
Communication Record” with the residerit the
morning of 08/013/11 and the resider t had a low
body temperaturé after he/she arriviyd 1o the
dlalysie clinic,

2. Roview of Aesident #8's medical record
revealed the facility admitted the res idant on
03/18/11 with disgnosss which inclu Yed End
State Renal Disasse, Chronic Kidney Diasage
and Dialysis.

Record Review of Resident #8's me Jical record
revenled no documented evidence tie "Dialysis
Communication Record” was complated prior to
the resident going out of the facility 10 dialysis on
07/16/11, 07/26/11, 07/28/11, 08/02/11 or
0B/04/11. ' '

Interview with the Nurse Manager of the Dlalysis
Centor, on 08/12/11 4t 3:30 PM, revoaled there
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was no "Dialysis Communication Fecord" sent
with the resident on more than ong occasion
during the'laat several weeks.

Intsrview with Registered Nurse (RN) #2, on
08/11/11 at 6:00 PM, revealod he was unable ta
provide documented evidence that the Dialysis
Communication Record was sent vith Residani
#8 on 07/16/11, 07/28/11, 07/28/11 08/02/11 or
08/04/11.

Interview with the Agsistant Directo  of Nursging,
on 08/11/11 at 6:00 PM, revealed tt o facillty did
not always retain & copy of tha forn but the
information would be documented [ 1 the nurses'
notes and the rasident would return from dialysla
with Information that would be placed in the
resident's chart. Furiher interview ¢ onfirmed
Resident #8's record did not contair the required
dialysis form documentation for the dates
07/16/11, 07/26/11, 07/28/11, 08/02,11 or
08/04/11, | .
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