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Except as provided in paragraphs (cX4) and () of
ihig section, all required physician visits must be
tmade by the physician personally.

XA | SUMMARY STATEMENT OF DERICIENCIES D
FREFIX {EACH DERICIENCY MUST BE PRECEDED BY FifLL PREFIX {EACH CORRECTIVE ACTION SHOULD BE CORPLUETION
TaG REGULATORY OR LSC [DENTIFYING IFORMATIZN} TaG CROSS-REFERENCED 7O THE APPROPRIATE OATE
DEFICEENGY]
Fo00 | INITIAL COMMENTS F 000 This Plor of Carreciion. is fhe center's credibie
o : aflegation of complianee. .
An abbreviated standard survey {KY17588) wes Prepasaion andio tiom af this plan of .
P : 4 sestions endfor execution plun of cerrectic
initiated on 01/03/12 and concitded on 01405112, o gt st aimieston e e e
T Lbstantiated with unrelated s ot cotitiie admission or agreemen; by the
Th? com piamt_ was sut_:rstantla;ed with unrelated providar of the truth of the facts alleged of conclusions
deficient practice identified at "D leval, et forth i the statement of deficiencies. The plon of
F 388 | 483.40{0){3)-[4) PERSONAL VISITS BY Fape correczion Is ﬁi"{‘?{?{ii’&‘! ardfor executed solely becos
550 | PHYSICIAN, ALTERNATE PA/NP T is reguired by the provisions of federal and siate ko,
= ; : ;

F383
48340 {c)3>-14) PERSONAL VISITS BY
PHYSICIAN, ALTERNATE PA/NP

su mﬁf}x r\rf‘b aummret
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Af the option of the physician, reguired visits in 1. The MD made & personal visit to resident  1/31/12

ShFs, aftar the initial visit, may allernate between #1 and resident #2 on 1715720172, :

persenal visits by the physician and visits by a o

physiclan assistant, nurse praciitioner or clincal - 2. A house wide mexdical records sudit was

nurse spacialist in accordance with paragraph (e} completed to ensure all residents had besn

of tis section, seen by a physician according to rezulation.
Any record identified as not having MD visit

_ " - documentation was corrected.

;his REGIUHREMENT is not met as evidenced 3. A letter from the facilit’s Executive

gaﬁ@d on medical record review, miamc-:—w, and Director (IED) will be eem o all ph;isi_c_:im;
outiming the puidelines regarding visits 1o

review of facility policy, the faciiity failed 1o ensura the facility within 30 days of a nokr

that each resident's physician made the initial visit S ? the fy " i

within the first thirly days after the resident's adfussion. A ¢opy © sciitty’s poligy

adrmission for two of three sampled resigents will accompany the Jetter.

{Residents #1 and #3), Resideni#1 had baen a Lo o i .

residant at the facility for over three months and The Medical Records’ clerk will moniter

Resident #3 had been a resident for over two physician visits by keeping an ongeing log

months, but the residents’ physician had never of when physician visifs are made,

visited efther resident.

The findings include:

A review of the facility policy enfitied "Physician

Services” (dated G4f28fm) reveaied In a

LABGRATL ﬁ\ - OF: g mE & o

it ]

fﬁ?,f}&

Aoz deficiancy statamend endnng withy Jan as:er:si’ {Y dencies & danmency which the Imsﬂlubun may be excused from correcling providing it ks de;tea‘mlne{'i fhat
other eafeguards pmwd: sufficient profection o the patents. (See instructions,) eept for nursing homes, the findings siated sbove aie disclosabls 5O mays
foliowing the date of survey whnther or not & plan of correstion Is provided, For nursing homes, the abova findings and planz of corraetion am disclazabla

days following the date those documents are made availeble to the facility. K deficizncies ars cited, an am:rm—ﬂd plar of comection is requiske to cr:.nh-wed
program participation.
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B42 NORTH THIRD STREET
BANVILLE CENTRE FOR HEALTH AND REHARILITATION
, DARVILLE, KY 40422
RGIp | SUMMARY STATEMENT OF DEFICIENCIES B PROVIGER'S PLAN OF CORRECTION T
PREFDE | (EACH DEFIIENGY MUST BE PRECEDED BY FULL _PREFIX EACH CORRECTIVE ACTION SHOULD BE i CoMPLETION
TAG REGULATORY QR LSC IDENTIFYING IHFORMATION THEG CROBS-REFERENCED TO THE AFPROPRIATE t DATE
. DEFICIENCY; !
o8 CDE‘ETET’I Ued From page 1 ’ F 388 This Plan of Correction is the center's credible
i Medicare-ceriified center, where states sllow {’hmr atlesntion af compiiante.
1 use, & midieve! practiioner may make every other i ) ) ) ) i
required visil af_tr-,r the initial physi-;iarz visit. . Srepargrion and/or execution of this plan of correction

doey not cerstizur admission ¢r agrecmen: by the
provider of the trath of the facts olfeged or conclusiohs

A roview of Res_ident #1's medical record on st forth in the stwement of deficiencies. The plan o
2103/12, revealed the facility admitted the carreciion is prepared andipr execared solely beemish
resident on U9/27/11. The resident had it iz required by the provisions af federal and state lay,

diagnoses that included Hypertension,
Generalized Pain, Volume D*‘piefluﬂ and

" This Iog will be faxed to each MD wilh

| Encephalopathy. Further review of Resident #1's ! current patients listed. MD 'will be notified

medical record revealed the resident's physician of any pew admissions on the date %i

had not beer o visit the resident since the - admission, The log will be updated with zﬂ}
residert's admission 1o the fagility, a imeframe of : new admissions on Monday of each week l}y

aver thiee months. | the Medical Records clerk,

143112

A review of Resident #3's medical record on 4. The facil lity will ensure this systemjc &
(0AID4IZ, revealed the faciily admitied the change by the Dirsctor of Nursing Services

s resident on 19/28/11. The resident had

i diagnoses that included Volume Depletion, Non

| Healing Surgical Wound, Kidney Failure, and

| Cofon Cancer. Further review of the medical
recordg revealed the physician for Resident #3 had
not made a visit o the resident since the

{DNS) performing an audit of this pmceas
monthly. The DNS will validate that alt new
admissions are documented on the MDD k}g
weekly and that all pew admissions have an
onsite visit by the attending MD within 30

resideri's admission to the facility, 2 imeframe of days of admit. The facility wili monitor tis
over two months R ' process through the facility’s PI Committée

- : monthly for three months, and as ncedc{l
Interview with Physician #1 on 0105M12, a8 3:36 thereafter.

PM, revealed the physician was the primary
physictan for Residents #1 and #3. Physician #1
stated he was not oware ne was reguired to make
the initfal visit for each resident after their
zdmission and stated he did not recall making a
visif to Resident #1 or Resident #3 since their
admission to the facility. According to Physician

| #1, an Advanced Registered Nurse Practifionsr
{ARNP] usually saw the residents &t the facilty
and siated that even hough he cams by the : : . !
Taciity approximately every two months fosign i

3
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: facility from the physician's office or the hospital

inﬁ:ﬁal Vislt

1niemew with the Director of Nusmg on

1 0105/12, at 4:23 PM, revaaled she was not

| aware the physician for Residents #1 and #3 had
; not been io see efther resident since their

; admission to'the facllity. - She further siated that

‘ | the fasility did kesp a record of each physician

‘ visit; however, the DON was not abie to provide a
h"’c of those visis,

that the physician was not required to periorm the
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FREFAX | {EACH DEFICIERLY MUST BE PRECEDED BY FULL PREFIX [EACH SORRECTIVE ACTION SHOULD 5E COMPLETION
63 | REGULATORY Of LSC IDENTIFYING INFORMATION) TAG CROSS-REFERERCED TC THE APPROPRIATE OATE
| ' DEFICENCY)
ol ¥~ Y=Y . . : 1 . R
F 388 Continued me page 2 i ) F 388 Thix Plon of Correction is the center's credibiz
orders hi could not remember the last time he allegation of compliance.
was ot the facity. intendew further revealed the o o )
: physician thought if the resident was sent fo the Freparation andlor eiecwtion of this plan of correction

| does not constimie adinlision or agreemer by the
| provider of the truth af the facts alieged or conciusions
Y serforth in the statgnent of deficiencies, The plan of
: ’ prepared andlor executed rolely bocouse
iF is requrred by fhe provisions of j'cr’cm Garil state !f'if
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