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_ DEFICIENCY)
{F 000} INITIAL COMMENTS {F 000}
An offsite revisit was conducted and based on
the acceptable Plan of Correction, the facility was
deemed to be in compliance as alleged on
08/10/15.
LABORATORY DIRECTOR'S OR PROVIDER/SUPPLIER REPRESENTATIVE'S SIGNATURE TITLE (X6) DATE

Any deficiency statement ending with an asterisk {*) denotes a deficiency which the institution may be excused from correcting providing it is determined that
other safeguards provide sufficient protection t6 the patients. (See instructions.) Except for nursing homes, the findings stated above are disclosabte 0 days
following the date of survey whether or not a plan of correction is provided. For nursing homes, the above findings and pians of correction are disclosabie 14
days following the date these documents are made availabie to the facifity. If deficiencies are cited, an approved plan of correction is requisite to continued

program pariicipation.
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: : O :
000 ‘ INITIAL COMMENTS F 000 Without admitting or denying the validity or exisience’
! " of the alleged deflciencies, inchiding Mt not limited io,
An Abbreviated Survey inveséfcaiing any determinations of seope or severity, Villaspring
! KYH00023470 was initiated on 07/07/15 and pmmde_s !hfzfalfsw.mgp!an of;orrectwn. This plan of
) = o . carvection [s submitted as required by the state and
: COHC!U(‘}E.‘d on 0?!09’11 > KY#QQOQS{‘QW ‘_N&S Jederal puidelines and is not an admission or
. substantiated with reiated. deﬂc;er;cras cited. agreement with any of the cited information. This pis
Deficiencies wers cited with the highest scope of corvection is not meant to establish any standard of
i and severity clted at a "D". care, contract, obligation or position and Villaspring :
F 157, 483.10(0)(11) NOTIFY OF CHANGES BT ey rlghtte raie all possibie conemiion and
| {INJURY/QECUNE/ROOM ETC) defenses in any civil or eriminal clatm action oy ;
S8=0 ) proceeding, THIS PLAN OF CORRECTION SER Vs
H AY Fillagpring of Erlanger CREDIBLE ALLEGATION
A facility must Immediately inform the resident; GF SUBSTANTIAL COMPLIANCE AS OF 8/10/15, -
L consult with the resident's physiclan; and if - o ‘ ' ‘
: known, notify the resident's lagal represenialive The facifity immediately informs residents, -
“or an interested family member when there is an consults with residents’ physicians; and if -

s accident invoiving the resident which results in

. injury and has the potential for requiring physician ©

sirtervention; a sighificant change in the resident's |

: physical, mental, or psychosocial status {le, a :

" deterioration In health, mantal, or psychososial

- status in esther life threatening conditions or
clinical compleations); a need to alter reatmeant

-significantly {i.e.. & need o discontinue an

; existing form of treatment due 1o adverse

F CONSeqUBNCES, OF fo COMmence a new form of

| freatmenty; or a declsion to transfer or discharge

“the resident from the facifity as specified in

 §483.12(a).

[ The facility must also promptiy notify the resident
cand, if known, the resident’s legal representative
Cor interested family memher when there s a

change in room or reommate asgignment as

“spedifled in §483.15(e}(2); or a changs in !
resident rights under Federal or State law or =
! regulations as specified In paragraph (b)(1) of .
' this section.

A;z‘ & f56iliny mugf record and periodically update

known, notifies residents’ logal .
representative or interested family members
when thers is an accidont involvin gthe
rosident which results in injury and has the :
polential for requiring physician
intervention,; & significant change in
residents’ pliysical, mental or psychosocial
status; a need to alier treatment significantly,
or a decision to transfer or discharge the
resident from the facility, The Tacility zlso’
promptly notifies residents, and when
known, the residents’ legal representative gr
interested family member when there is g
change in room of roammaie assignment, or
a change in resident rights under federal or,
state law, '

The faciltiy records and periodicaily updates
the address and phone mumbers of residents’
legal representatives or interested family
members,

Director of Nursing reviews change of

LABORATEERY

RECTQRS 76?&6%@}}?. PRESE&ATIVE‘SSIGQURE
(K/b Flam Mo X0

i Lo s

et -ooeurEens 3
state iy £ ~
LR T8 GATE

Any deficlency statamant snding with an aslterisk (*) denotes a deficlancy which the i
other safeguards provide sufficien: protection to the patlents, {Sega instructions )
Toltowing the date of survay whether ornot a plan of corraction is provided, Forn
days fallowing the date these documents are mads avallable to he facility. if defloie
program participation,
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F 1571 Continued From page 1 Fis7 i ) ’
9 + 18 being followed to include notification of

; the address and phone number of the resident's

This REQUIREMENT is not met as evidenced
oy \
, Based on interviaw, record review, and review of .
the facliity's policy, it was datermined the faciity
Halled to consult with the rasident’s shysician
when there was a significant change in the
resident’s physical, medical, or psychosocial
s status for one (1) of four (4) sampled residents
(Resident #1). Residant #1 had g significant
“welght gain and the facility fafled to notify the
i resident's physician,

" The findings include;

- Review of the facility's policy "Physician

' Notiffieation/Communication”, revised Q4/15,

. revealad the faciity should ensure il cails, faxes, |
and communications to physicians were timely,

- specific and completed in a tmaly manner,

" Record review reveated the facility admittad

: Resident #1 on 05/18/16 with diagnoses which
included Aftercare healing of Fracture Lower Leag, |
i Cellulitis and Abscess of Upper Arm and :
. Forearm, Sepsis, Chronic Kidney Diseasa,

| Cellulitis and Abscess of Lag axcapt foot,

i Goronary Artery Diseass, Chronic Pulmonary

' Heart Disease, Disbeios, Ulcer of part of Foot,

| Panic Disorder, Hypertension, Deprassion, and

. Congestive Meart Failure. Continued review of
Hthe record revealed a Physician's Order, dated |
| US/18/15, for the resident to be weighed daily and
. the physician to be notified for a gain of logs of
three (3) pounds (ibs.) dally. Further review of

. the record revealed a Care Plan Intervention,

fegal representative or interestad family member.

legal representative, or guardian, !

Additionally, the Unit Mangers review the
Nursing Shift Communication shect on a
daily basis at least five (5) days a weel,
specifically noting for residents who have
any changes thal could be considered
significant. The Unit Manager routinely
reviews the residents that have new orders,
abnogmal lab results or other change in
condition and assure thorough record review
the documeniation of physician/family
notification of significant changes

Resident #1 no longer resides at the facility,

Hach resident record will be reviewed by
S/5/13 by DON, ADON, and /or Nursing
Management staff #o assure that any i
significant change of the resident in the past
2 weeks including but not limitad to weight'
gain/loss was communicated appropriately.:

Nursing staff will be re-educated by the
DON, ADON, and for Nursing Managemerit
(this includes the DON, ADCN, RN Unit :
Managers and MDS RAT Coordinator) oz
the survey findings including but not limited
to the importance of notification of the
Nurse/Supervisor of any care conceras,
weight changeyloss, skin issues or other
changes in the resident. The education will

© becompleted by 8/7/15, Additionally,

i licensed nurses will be provided with
additional re-education on Change of
Condition and notification. The education.

3 .b@_é,i_;;ﬁfm% 4-n’ .

el
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. dated 05/19/15, for welghts per clinician orders,

. Review of Resident #1's Weights and Vitals

FBummary raveated Residant #1's weight an

. 08/18/15 documented as two bundred sixteen

{218) Ibs. Continued review revealad Rasident

L#1's weight documentad on 05/19/15% as swo
hundred thirty four and six tenths (234.6) tbs,
Further review revealed the Resident #1's weight

- documented on G5/20/15 as two hundred sixteen )

~and efght tenths (216.8) bs. Additional review of

' Resident #1's record revealed no documentation

- of the physician being nolified of the significant
velght abnormalities.

Interview with Licensed Practical Nurse (LN} 44,
Con 07/09/15 at 9:20 AM, revealed based on the |
s significant weight gain documented on DE/MO/4 5 i
. and again on 05/20/15, the physician should have :
i been notified according to facility's nolicy and the |
. physician's order. :

Interview with the Unit Manager, on 07/09/15 at
9130 AM, revealed staff should have notifiad the

| physician regarding Resident #1's significant

. welght changes.

. Inferview with the Assistant Director of Nursing 5
(ADON), on D7/08/15 at 2:45 PM, ravealed hased j
L on the physician's order and the documented :
“weight; the staff should have notified the

| physician according to facility's policy,

| interview with the Director of Nursing (DCN, on
{ 07/09/15 at 10:25 AM, revesled the physiclan

* should have been notified of Resident #1's
 significant weight changes and documented in
 the record according to the facility's policy,

J

i

_Interview with the Administrator, on 07/09/45 at
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F 1571 Continued From page 2 FA57 . . . . .
Pag o ammediately informing the resident; consult

with the resident's physician; and if kaowa,
notify the residents’ legal representative or
an interested family member when there is |
weight gain/loss; a significant change in the
resident's physical, mental, or psychosocial

status; or & decision to fransfer or discharge

the resident from the facility. 5

A Performance Improvement (PI) workshest
19 being completed and roviewed for
physician and family notification as it relatbs
to significant changes including bwt not
fimited 1o weight gain/loss, new ordors,
incidents, and significant change in statug,
This PI worksheet will sample, no less than
10 rosidents, and will be completed by the
DON, ADON, and /or Nursing Management
weekly for four wecks, then monthly
thoreafter, If issues are identified, the DON,
ADON, and /or Nursing Management will i
be addressing upon discovery. The findings i
of substantial compliance with physician and
family notification will be reported fo the
Performance Improvement commitfes for
addditional comments/interventions, and for
determination of the need for formal ongoing
monitoring. A copy of such worksheet: is
attached as Exhibit A. :

Director of Nussing will monitor through
| observation, interview, and review of audits.

Compliance date; 8/10/1
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F157; Continued From page 3
10:30 AM, revealed his expectation was for
i facility staff to follow the facility's policies and
- standard nursing protocol regarding slonificant
s welght changes.

F 157,
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