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' {Plan of Action
F 000 i INITIAL COMMENTS 5 F OOOIThe Willows at Hamburg
! Abbreviated Survey 3/11/14
! An Abbreviated Survey to investigate KY s . )
i #00021384 was initisted on 03/10/14 and | Prepar ation and execution of this plan of
: ;eorreetion does not constitute admission or

ggg:ﬁ:gﬁggg ‘i?é: ;‘2 ;&iei\é’izg?:%iésfﬁfﬁas ;Agreement by the provider of the truth of the facts
\ hightast Scope and Severiy of & o ‘alleged or conclusions set forth in the statement of
i hig ne everity of a "D", deficiency. This plan of correction is prepared and

F 387 4B3.40{c)(1)-{2) FREQUENCY & TIMELINESS f F 387 executed olef b it ired b

ss=0 | OF PHYSICIAN VISIT | andstatelaw, o ired by federal
3! The resident must be seen by a physician at least .! !

‘once evary 30 days for the first 50 days after

| admission, and at least once every 60 days

. thereafier, ; F 387 433.40(c) (1)«2) Frequency & Timeliness of
i ] Physician Vigit

i A physician visit is considered timely if # occurs | | . - 5
: tad ; The resident must be seen by a physician at least

? p:;tiiartee; than 10 days afier the date the visit was once every 30 days for the first 90 days after

, ' i admission, and af least once every 60 days

! : thereafter.

[ o . , ! A physician visit is considered timely if it occurs

- This REQUIREMENT s not met as evidenced : not Iater than 10 days after the date the visit was
| by required, :

. Based on interview and record review it was :
 determined the facility falled to ensure the ; _
| physician made timely initial visits for three {3 of | { ;

_ six (6) sampled residents. { : ‘P

 The findings include: .
[ Interview with the Administrator, on 03/11/14 at | '
| 8:30 PM, reveaied the facility had no policy

felated to physician services, including the
t timeliness of physician visits. ;

“Review of the regulatory language at CFR 483,40 |
| Physician Services, F387, revealed the Physiciar ‘
- must make actual face-to-face contact with the : ] !
resident at least once every thirty (30} days for : '
| the first ninety (90} days after admission, : d E

.{XS} DATE
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Any deficiency statement ending with an asterisk ("} dencies a deficiency which the institution may ba excused from correcting providing it is defermmed that
@ patients, {See instructions.) Except for nursing hemes, the findings stated above are disclosable 50 days

other safeguards provide sufficient protection to th
an of cortection is provided. For nursing homes, the above findings and plans of cortection are disclosable 14

ar of corraction Is requisits to continued

following the date of survey whether or net 2 il
days following the date these documents are made avalable io the facility. ¥ deficlencies are itad, an approved pi

program participation.
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F 387 Continued From page 1 F 387 '
| Continued review revealed the Advanced Practice _3 ' Criteria 1! Resident #1 |
: Registered Nurse (APRN) may afternale visits Sl ; ‘clzfgfl‘;i’; o ﬂ;:?';)éility and was
with the Physician after the initial faceo-facs discharged on 2/28/14

i Physician visit. r
’ -All residents have been audited
by the Medical Records Nurse on
3/31/14 1o determine if any other
- residents were affected by the
physician visits not within the firgt |
30 days afier admission,

; ! Criteria 2:
!'1. Review of the medical record revealed the

 facility admitted Resident #1 on 12/18/13 with

_ diagnoses which inciuded Chronic Obstructive

' Putmonary Disease. Continued review revealed :
- o documentad evidence the Attending Physician -

visited the resident until 02/20/14, sixty-six (88)

. Criteria 3. -The Executive Director educated

! days after admission. A Physician's Progress ;

; Note, dated 02/20/14, was signed by the
_ Attending Physician.

all physician providers to The
Willows at Hamburg on the
regulation of the frequency and
timetiness of physician visits, via

i

phone on 3/31/14 and with a

2. Revigw of the medical record revealed the
follew up emaif on 4/2/14,

facifity admitted Resident #2 on 12/20/13 with i
| diagnoses which included Anemia, Urinary Tract
. Infection, and Transient Ischemic Aftack, ?
“Continged review reveaied no documentad

t evidence the Attending Physician visited until

; 02/2013, sixty-two (62) days after admission. A

* Physician Progress Note, dated 02/20/14, was |
| signed by the Altending Physician. ,

-The Medical Records Nurse,
ander the supervision of the
Executive Director, will conduct
monthly audits on all new

: admissions ¥ 3 months then
quarterly thereafier, The andit will
irelude the admission date of the
resident and the due date of the
first physician visit. A follow-up
phone call to the physicizn by the
Executive Director ar Director of :
Heglth Serveies will ocoar if
physician docermentation has not
been completed preceeding fo or
at 3¢ days past admission, The
Quality Assorance Committee will
review all audits and will take

follow-up action as deemed by the
committes, ‘

Criteria 4:

3. Review of the medical record revealed the i
i facility admitted Resident #3 on 01/15/14 with ; .
 disgnoses which included Diabetes and i
! Hyponatremia. Continued review revealed no . .
_ documented evidence the Attending Physician ¢
visited until 02/20/13, thirty-two (32) days after |
- admission. A Physician Progress Note, dated ;
02/20/14, was signed by the Attending Physician, -

; Interview with the Director of Nursing Services
" (DON}, on 93/11/15 at 4:50 PM, revealed if a

{ resident was seen by a physician prior to i
; admission to the facility, the APRN was {0 see the .
| ' resident within thirty days (30) days of admission.
Event | ME3C11

Criteria 5; ! 4/16/14
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| She stated the facility physician was required to
“ see the resident within sixty (50} days of j
| admission. ‘

"Interview with the Medical Director (MD}, on

| 0311114 at approximately 6:00 PM, revealed fa

, resident was admitted from a hospital, the facility |
' physician had sixty (60 days to sae the resident.
i He stated the APRN could see the resident during '
. the first thirty (30) days of admission because the
' resident was seen by the hospital physician prior
| to being admitted to the facllity. He further stated |
- he was knowledgeable about the regulation and |
" followed it.

, Inferview with the Administrator, on 63/11/14 at

* B:30 PM, revealed if residents were seen in the
| hospital by a physician prior to admission to the
facility, # counted as the intial visit. She stated
! the Physician or the APRN could see the resident |
| within thirty {30) days of admission to the facility.
. Further interview revealed this was the

I Administrator's understanding of the regulation,

|
i

I

i :
i |
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