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F 000 ¢ INITIAL COMMENTS F oco,
An Abbreviated Survey investigating
SKYD0022320 and KYOOD22356 was initiated and |
! poncluded o 10/22/14. KYD0022320 was
; unsubstantiated with no deficiencies cited.
P KY00022356 was substantiated with related
1 deficiencies cited at a highest Scope and Severity ; _
. Dfa irDu- 15?
F 157 483.10{b){11) NOTIFY OF CHANGES F 1-5[7'—; . ;
s5=D ! (INJURY/DECUNE/ROOM, ETC) i 1 Resident #5 was Discharged from

* A facility must immediately inform the resident;

[ consult with the resident's physician, and if

, known, notify the resident’s legat represantative
"or an inferested family member when there is an

¢ gocident involving the resident which resuits in
injury and has tha potential for requiring physician -
intervention; a significant change in the residents
physical, mental or psychosocial status (e, @
tieterioration in health, mental, or psychosocial

F status in either life threstening conditions or

. ciinical complications), a need to alier freatment
significantly (e, a need 10 discontinue an

existing form of freatment due to adverse

. consequences, of fc commence a naw form of
Ctreatment); or a decision to transfer or discharge
the resident from the fatilty as specified in
§483.12(a).

The facility must also promptly notify fhe resident
and, If known, the resident's legal representative

cor interested family member when there s a

" change in room of reommale assighment as

Cspecified in §483.15(e)2); or a change in

_resident rights under Federal or State law or

Fregulations as specified in paragraph (h)(1) of

; this secton,

i

the facility on 10-1-2014. ;

2. Residents with a change of condition
clinical record has been audited by the
DHS/ADHS/Medical Records on ’
‘if“lu’EﬂmZGM to assure all change in
condition or change that significantly
impacted the resident has been reported
t6 the POA. ;

3 Licensed nurses, including RN#2 has
been in-serviced by the DHS/ADHS/
Medical Records on the policy and
procedure for family notification. '

4. Ten percent of the clinical records
will be audited by the DHS/ADHS/Medical
Records to assure the POA has been
notified of significant treatment change or
change in condition for 3 consecutive:
months, then quarterly x 3 months, All
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P The Tacility must record and periodically update
; the address and phone number of the residenf's
. legal representative or interesied family member.

This REQUIREMENT is not met as evidenged
by: ;
Based on interview, record raview, and review of
the facility's poficy, it was determined tha facility
: failed to nolify the responsitle party for a change
"in condition altering treatment for ong (1) of five
' (&) sampied residents (Resident #5). The facility
“faried to nolify or inform Resident #5's Power of
- Altomey (POA) of & new medication vrdered to
~alter his/her treatment due (o a change of status
" in the resident.

The findings include:

i Review of the facility's policy tited, "Change in

: Condition Form Guidelines”, updated January
2008, revealed the purpose was to faciliiate

* thorough and consistent review and completion of’
: the nursing process through the use of a form ‘
. which documented the change in & resident's

" status, Physician response, care plan update and
{ patification of change. Continued review of the
. Policy revesaled the nurse should document

" notification of the Physician, responsibile party
“and any other pertinent person or staff of &

s resident’s current status. '

{ Record review revealed the facifity admitted

| Resident #5 on 08/29/14, with diagnoses which
. included Atrial Flbrillation, Heart Failwe, Unnary
" Tract infection, Cerebrovaseular Accident, and

- Mon-Alzreimer's Dementia with Unspecific

. Behavioral Disturbances, Review of the

* Admission Minimum Datg Set (MDS)
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audits will be presented to the QA
committee for review and need for

further audits.
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. Assessment datad 09/05/14, revealed the facility
- assessed Resident #5 {o bave a Brief Interview
for Mental Status (BIMS) score of seven (7)

; Indicaling severe cognitive impairment

* Continued record review revealed a “late entry”

i Nurse's Note, dated 09/18/14, written by i
Registered Nursa (RN) #2, which siated on ;
T 05/03/14 at approximately 10:30 PM, Resident #5
fwas in his/her room "screarming” "help me”, and

i the nurse entered the room to ask if she could
; help the resident. The Note revealed Resident #5
* stated “peopla” were trying to “hut" lim/her, the
i nurse reassured the resident, placed the call tight !

i button in hisfher hand and told hirvher she wouid .

" be “right outside” the reom door. According ta

- the Note, Resident #5 siarted “screaming” again

t after she leff the room, saying "bring me a gun”

, and the nurse returned to his/her room. Pef the

" Note, Resident #5 stated to the nurse, he/she '

¢ had a gun and would use ", Continued review

: revealed the nurse attempted to reassure

" Resident 15 agaire however, the resident was

ruisibly upset! with fear of being hurt by others,

: and tears "falling down" histher face. Further
review of the Note revealed the nurse notified the |

! Advanced Practice Registered Nurse (APRN)

» who ordered a one (1) time dose of Haidol {an
ant-psychotic medisation not approved to traat

- mental problems caused by Dementia in the

; elderly) three (3) mifigram (mg) intramuscularly

(M,

. Review of the Physiclan/Prescriber's Telephone

- Order, dated 08/0:3/14 at 10:45 PM, written by

' Registered Nurse (RN) #2, revealed an order for

' Haldol 3 myg IM times one (1) dose. Review of

. the September 2014 Medication Administration :
| Record (MAR) reveslad the Physician's order for i
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" the Haldo! three (3 mg IM. Continued review af
i the MAR revealed the Haldof was inflialed as _
_administerad on 090314 st 1045 PM by RN #2, ¢

i However, further record review revealed no _
documented evidence Resident #5's responsible

' party/POA was notified of the residenl's fearful

. behaviors, of the Physician being notified or of the

. order for the Haldo! which was receved and ‘
administered.

; Interview with Residen: #5's POA on 10/22/14 at
"4:55 PM, revealed she, nor any other family
i members were notified when the resident ;
. received the new medication of Haldof on
“05/03/14. The POA stated the family would not
{ have wanfed Resident #5 to have the medication
- due to the possibility of it having negative side
“effects on the resident. The POA stated a former
Haciily staff employea informead the farmily of :
. Resident #5 receiving the Haidol IM injection a
“few days [ater”

CInterview with RN #2 on 10/22/14 at 600 PM,

" revealed she did hot think she had notified

: Resident #5's farnily. RN #2 indicaled she was

so concerned abouwt Resident #5 "being scared”
and upsat and not being abie o get the residant

i fo calm down she had failed to do this. RN #2
_stated she did write 3 Nurse's Note that day and

" had filed out a Change of Condition Form;

. however, record review revealed no documented |
. evidence of this documentation. 3

; Interview with Licensed Practical Nurse (LPN) #1
“on 10/22/14 at 3:20 PM, revealed nurses should
. contact residents’ family with any new Physician
; orders. She stated she would “parsonaily” i
" contact family prior to giving any new medications |
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i or reatmants, and would document all
. notifications in the resident's medical record.

| Interview withh RN #1 on 10/22/14 at 3:35 PM,

: revealed she would contact a resident's family

Fany time there was a change of condition in the
resident, such as, with a new medication or new

treatment. KN #1 stated she would docurment the |

" notification of the family in the medical record.

nterview with LPN #2 on 10/22/14 at 3:40 PM,
‘revealed she would contact the resident's farnily
{prior to administering a new medication for their
L approval and would document the family
“nalification in the medical record.

. Inferview with the Director of Health Services
(DHS) on 10/22/14 at 7:00 PM._ revealed it was

! her expectation for facility staff to notify residents’

responsible family membecs and (o docoment the |

notification in the resident’s medical record. The

i DHS indicated RN #2 should have done this for

. Resident #5; however, the DHS was unable o

" provide documented evidence of the resident's

i POA being notified ¢f a change in condition on

. 09/03/14, as per the facility's policy.
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