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ANIENDED | L |

Abbraviated surveys (KY #15589 & #18234) were
conducted or 04/05/11-04/12/11 to determine the
facility's compliance with Federal Regulations.
KY #46234 was unsubstantiated with unrelated
deficiencies cited with the highest 8/S of "D". KY :
#1555 was unsubstantiated with no deficiencies .
cited.
F 274 | 483.20(b)(2)(i) COMPREHENSIVE ASSESS F 274
88=D : AFTER SIGNIFICANT CHANGE '

A facility must conduct a comprehensive j
assessment of a resident within 14 days after the
facility determines, cr should have determined,
that there has been a significant change in the
resident's physical or mentat condition. {For
purpose of this section, a significant change -
means a major decline or improvernent in the
resident's status that will not normally resolve
itself without further intervention by staff or by

- implementing standard disease-related clinical
interventions, that has an impact on.more than

one area of the resident's health status, and : !
requires interdisciplinary.review or revision of the | : /
care plan, or both.) w

This REQUIREMENT is not met as evidenced
by
¢ Based on racord reviews and slaff interview, it
was determined the facility failed to identify
declines in the physical and mental status for one
resident (#3), in the selected sample of seven, |
which reauired a Minimum Dala Set (MDS) i
significant change assessment and
interdisciplinary review and revision of the care

LABORATOR.Y DIRECTOR'S OR PROVIDER/SUPPLIER REPRESENTATIVE'S SIGNATURE TITLE [XE) OATE

Any deficlency statement ending with an asterisk (*) denotes a deficiency which the institulion may be excused from correcting providing ¥ is determined that
other safeguards provide sufficlent pretection to the patients. (See Instructions.) Excapt for nursing homes, the findings statad above are diaclosable 80 days
folicwing the date of survey whether or not a plan of correction is provided. For nursing homes, the above findings and plans of correction are disclosable 14
days following the date these documents are mads avallable to the facllity. If deficiencles are cited, an approved plan of corraction Is requisite to continued
program pasticipation,
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i Findings inclided:

A record review revealed Resident #3 was
admiited on 06/29/10 and readmitted on
08/08/10, with diaghoses to include End Stage
Renal Disease and a History of Endometrial
Cancer. ;

A review of the quarterly MDS, dated 10/17/10,
revealed the resident had experienced declines in
the areas of cognition, behaviors, transfers,
ambulation, dressing, eating, personal hygiene
and continent status.

A review of the admission assessment, dated
07/10M1Q, revealed the facllity identified Resident
#1 as independent in cognition, A review of the
quarterly assessment, dated 10/17/M0, revealed
the rasident rarsly to never understood and was |
unable to complete the "Brief Interview for Mental
Status” (BIMS.) The resident was previously
assessed as free of symptoms of delirium,

however, now the resident experienced
inattention, disorganized thinking and an altered
level of consciousness. Resident #3 previously
had no behavior and was assessed during the |
quarterly raview as short tempered and easily
annoyed, nearly every day and had rejected care,
one to three days out of seven. The resident also
experienced daglines In transfer, ambulation in :
the room and in the hallway, dressing, eating, ;
personal hygiene and incontinence. :

An interview with the MDS Coordinator, on
04/Q7H1 at 10:00 AM, revealed after a review of i
the admission MDS, dated 07/10/10 and the ~
quarterly MDS, dated 10/17/10, a Significant i

i i
i i
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Change Assessment should have been -
| completed as thers had been a decline in two or
. mMore ¢are areas,
An interview with the Director of Nursing, on
04707111 at 10:50 AM, revealed, "it should have
been done." |
F 280 483,20(d)(3), 483.10{k)(2) RIGHT TO , F 280:

ss=0! PARTICIPATE PLANNING CARE-REVISE CP | {

The resident has the right, unless adjudged

incompetant or otherwise found to be

| Incapacitated under the laws of the State, to
participate in planning care and treatment ar
changes in care and freatment.

I A comprehensive care plan must be developed
. within 7 days after the completion of the
comprehensive assessment, prepared by an )
interdisciplinary team, that includes the attending
physician, a registered nurse with responsibilily
for the resident, and other appropriate staff in
disciplines as deterrnined by the resident's needs,
and, to the extent practicable, the participation of - i
the resident, the resident’s family or the resident's j
legal representative; and periodically reviewed i/
and revised by a team of qualfied persons after
. @ach assessment,

This REQUIREMENT is not met as evidenced
by:

Based on interview and racord review, it was
determined the facility failed to ensure a
comprehensive care plan was initiated for three
residents {1, #3 and #7), In the selected sample

|
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of seven, related to fluid needs as determined by :
the dialysis center.
Findings include:

A review of the Nursing Home Dialysis Transfer
Agreement, dated 0101/, revealed the dialysis : -
center was 1o develop and implement a care plan '
relative o the provision of dialysis services and to
have a designated person at the facility to be
utilized as an oversight of these provisions.

1. Resident #1 was admitted on 01/03/11 and
readmitted on 01/28/11, with diagnoses to include
End Stage Renal Disease (ESRD), Renal Cell
Carcinoma and Renal Dialysis. A review of the
admission MDS, dated (4/16/11, revealed the
resident was fed through a feeding tube and was !
assessed as totally dependent on staff members :
for all care needs.

A review of the nuiritional record, dated 03/03/11,
revealed the facility identified the resident's _
estimated fluid need was hetween 1578 milliliters : i
() and 2250 mi per day. : :

/1 A review of the of the care plans for "fluid volume
overload" and "risk of dehydration”, dated
02114711, reveaied interventions inclided
observation for signs and symptoms of edema,
shortness of alr and dehydration. The resident
was scheduled for dialysis treatment on Monday,
Waednesday and Friday. Howsver, the facility did
not ensure the e dialysis center providad their
care plan with identification of expectation for the
resident's daily fluid need.

2. Resident # 3 was admitted on 06/29/10 and
readmitted on 08/08/10, with diagnoses to inciude
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ESRD, Renal Dialysis and Chronic Heart Fallure. !
A review of the annual MDS assessment, dated
01718111, revealed the resident was assessed as
requiring extensive assistance with care needs. i

: A review of the estimated fluid needs, dated
02/17/11, revealed the resident needed extensive |
assistance with meals, had a decline in appetits,
needed much encouragemsnt to consume foods
or fluids and required af least 1128 miof fluid a
day or greater, :

A review of care plans for "fluid volume at risk"
and "nutrition at risk”, dated 114/1/10, revealed

' interventions did not include the dialysis center's
: expectations regarding the resident’s daily fiuid
need,

3. Resident #7 was admitted on 08/13/10, with
diagnoses lo include Orthopedic Altercare due o
a Motor Vehicle Accident (MVA,) Chronic Renal
Failure and Fractures of the Ribs and Right
Ankle. A review of the admissicn MDS, dated

08726/ 0, revealed the resident was assessed-to
! require extensive assistance with bed mobility,

: was unable to amhulate and was able to feed P
him/herself with tray set-up.

A review of the dietician's estimated fluid needs,
dated 08/20/10, revealed the resident was on a

i 1200 mi per day, fiuid restriction. A review of the
care plans for "hutrition and fluid velume at risk”, !
dated 08/31/10, revealed no care plans ;
developed by the dialysls center was inchuded. ' :

An interview on 04/08/11 at 11:40 AM with the
Administrator and the Director of Nursing (DON,)
revealed she was unawars the dialysls was to

i
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have provided a care and the facllity was to have i
developed their care plan by utilizing the centei’s
recommendations. ! i
1
:
!
/
i
L
i
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