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the address and phone number of the resident’s
legal representative or Interested family member,

This REQUIREMENT is not met as evidenced
by:

Based on interview, record review and review of
the facility's policy, it was determined the facility
failed to notify the interestad family member when
there was a significant change in the resident's
physical, mental or psychosocial status for five (5)

residents of three (3) sampled (Residents #2, 3,
#5) and two (2) unsample residents (A and B).

The findings include:

Review of the facility's policy "Condition Change
of a Resident "dated 10/13/06 revealed g
significant change s a decline or improvement in

. a resident's status. Continuous review of the
policy revealed, the rationale for a significant
change is o identify proper treatment
implementation; the procedure #8, is to notify
family member/responsible party of resident's
condition and documentation in the resident's
medical record.

. Record review revealed the facility admitted

. Resident #2 on 02/13/12 with diagnoses which

"included Acute Respiratory Failure, Anemia, and
Hypertension. Further review of the nurse's notes
dated 02/24/12 at 12:56 revealed a computer
entry statement, change In condition related to
adverse reaction, andely and tachypnea. Review

| of the record revealed treatment initiated was

| being placed back on Continuous Mandatory

| Ventilator (CMV) and Chest X-ray. Additional

| review of the record revealed no family

;
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During the Facility Moming Mtg., prior 24
hour change of condition report is reviewsd
by SAU Leadership team, identifying any
resident change of condition.  The resident
medical record is then reviewed for
documentation of the change of condition
and appropriate notifications.

Respiratory Therapy documentation will
reflect representative notification of the
weaning process. The weaning process
requires multiple micro adjustments which
will be documented within the process.

How effectiveness of change will
be monitored to ensure that
solutions are sustained

DNS, Clinical Coordinator, will contact
staff member for any variance found, If
notification was completed but not
documented, care giver will be instructed to
document. If resident representative was
not notified, the representative will be
notified.
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notification documented. : :
F 157 (CONT)

Record review revealed the facility admitted v
- Resident #3 on 01/10/12 with diagnoses which How the facility will identify other
Cincluded Hypertension, Thyroid Disorder, Anxiety, residents having the potential to be
" and Depression. Further review of the nurse's s , A afiotort vyt

notes dated 01/18/12 at 23:19 revealed that affected by the deficient practice
. Resident #3 had a painful, large soft ball size

biueish/purple bruise on right upper arm, Medical records of residents presently
Continued review of the record on 01/23/12at on the unit were reviewed for
- 06:36 revealed Resident #3 had no further documentation of a change of condition.

- swelling or pain. Additional review of the record

. e If documentation did not include
revealed no family notification documented. y

notification of the Resident’s legal

Record review revealed the facility admitted representative or family member, this
Resident #5 on 08/12/11 with diagnoses which notification was done and documented.
included Acute Respiratory Failure, Further
review of nurse’s note dated 10/14/11 at 2048
revealed Resident #5's left eye was extremely
reddenedioutside of eye-discolored, and there
<was no family notification documented.
Continued record review of Resident #5 nurse's

What measures will be put into
place to ensure no reoccurrence

note dated 12/18/11 at 16:00 revealed, cpen area . Aggressive staff education regarding
on sacrum. Further review of the record revealed change of condition and notification of
family was not notified of the incident until appropriate individuals fncluded

- 12/2111 at 10:30AM. Review of the record ' discussions at monthly staff meetings,

‘revealed the facility sent letters of apology in both during rounds on the unit. The education of]
incidents. : staff’ working on the Skilled Nursing Unit

began on March 19, 2012, This education

Record review of the nurse's note on 02/23/12 at was done by the Director of Nursing and the
05:00 ravealed UﬂSampiEd Resident A had Diirector of Rgspiratgyy '§hefapy Ason
critical lab results. Further review of the record April 16, 2012, 24 of the 26 nurses (92%),

; revealed no family notification until 02/25/11. .20 of the 22 CNAs (90%) and 30 of the 41

| . , . : respiratory therapist (73%) have been

‘ Record review of the nurse’s note on 01/27/12 at educated. Education will be completed by

| 18:50 and 01/29/12 at 18:12 revealed Unsampled - © end of the day on April 18,2012, All

| Resident B had low glucose. Further review of

§ the record revealed no family notification, newly hired staff will trained by the

Bducation Staff during orientation.
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: Interview with RN #2, on 03/14/12 at 8:30AM,
. revealed RN #2 was trained regarding family

condition change notification. She further stated
when a resident had a significant change in
condition, the physician is notified but sometimes
the family is omitted.

Interview with RN#1, on 03/14/12 at 5:30PM,
revealed RN #1 was trained regarding family
condition change notification. She further stated

, that anytime the physician was notified the family -
' should be also. :

Interview with the Director of Nursing, on
03/14/12 at 6:00PM, revealed staff were trained

to notify families of significant condition changes.

She stated she did occasional chart reviews to
ensure families were notified. She continued to
state, only when a situation arises is she aware
that a family member was not notified. She
further stated she had been working without a
unit manager.

During the Facility Morning Mtg., prior 24
hour change of condition report is reviewed
by SAU Leadership team, identifying any
resident change of condition. The resident
medical record is then reviewed for
documentation of the change of condition
and appropriate notifications.

Respiratory Therapy documentation will
reflect representative notification of the
weaning process. The weaning process
requires multiple micro adjustments which
will be documented within the process.

How effectiveness of change will
be monitored to ensure that
solutions are sustained

DNS, Clinical Coordinator, Director of
Respiratory Care of the Respiratory Care
Supervisor will contact staff member for
any variance found. If notification was
completed but not documented, care giver
will be instructed to document. If resident
representative was not notified, the
representative will be notified.

The Director of Nursing and the Director of
Respiratory will report the findings of the
review of resident representative
notification to the monthly Quality
Assurance Committee. Once the Quality
Assurance Committee validates compliance

has been sustained, the reporting schedule
111 s
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