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F 000" INITIAL COMMENTS

, An Abbreviated Survey investigating #K¥22693

. and #KY22715 was conducied on 01/27/15
through 02/02/15. #KY22693 was

_ unsubstantiated with no deficiencies and

' #KY22715 was substantiated with a deficiency at

a Scope and Severity of a "D",

483.75(k){2)(lil) ASSIST W/TRANSPORT

ARRANGEMENTS TO RADIOLOGY

F512:
88=0

' The facility must assist the resident in making
transportation arrangements 1o and from the

' source of service, if the resident needs
assistanca.

This REQUIREMENT is not mel as evidenced
by:

, Based on interview and record review, it was

' determined the facility failed o ensure the needs
of one (1) of three {3) sampled residents
(Resident #2) were met when making
transportation arrangements to and from a
medical appoiniment. The facility falled to
arranga for transporatlon of Resident #2 to a

" medically related consuitation.

: The findings include:

interview with the Diraclor of Nursing {DON), on
0202115 al 10:09 AM, revealed there was no
facility written policy to address transportation
arrangements.

Record review revealed the facility admitted
Resident #2 an 02/08/11 with diagnoses which
included Coronary Artery Disease, Peripheral

| Vascufar Disease, Gastroesophageal Reflux
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| F 000 Submission of this Plun of Carrection does not

| constitute admission or agreement by the provider

l ! of the truth ar the facts alleged or conclusions sci
I forth in the Statement of Deficlencies. The Plan

| of Correction is submitted solely because it is

| required by the proviston of federa! and state law,

2/6/2015

, ASSIST with TRANSPORT i
| ARRANGEMENTS TO RADIOLOGY

It 1s the practice of this facility two provide each

| resident with transportation to appointments if

| Fs12 | F 512 483.75(k)(2)(ii)

| indicated. !
I Corrective measures for resident identfied in
' the deficiency:

| l On the date of 12/31/14, resident #2 was noted to
i » have an appaintment for G consuls which was

i + missed due to transportatlon not being arranged

! per facility. Appointment was rescheduled for |
| date of 1/9/15, however, resident #2 admlited 10

l . hospital an 1/8/15, and the resident's clinlcal

| decision maker declined placement of the tube

! _ during his/her hospital stay.

f | How other residents who may have been
' ‘ affected by thjs service were identifed:

d | On the date of 1730715, a 100% audit of all
appaintments scheduled for al) residents in
; facility was completed per Resident Care
‘ | Coordinator to ensure all had proper
| transportation schieduled. Transportation i
| was confirmed for all appointments,
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i Diseasa, Hypertension, Arthritis, and failure lo
thrive, Review of the Significant Change

. Minimum Data Sel (MDS) Assassment, dated
11/22/14, revealed the facitity assessed Resident
#2's cognition as severely impaired with a Briof
Interview of Mental Status {BIMS) score of four
(4), indicatlng the resident was not interviewable,
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Review of a Physician's Order, dated 1211 5/14,
revealed an order for Resident #2 lo have a
Gastraintestinal (Gl) consult for difficulty
swallowing and Increased welght loss. Review of
the Nursing Notes ravealed no documented
evidence Resident #2 was transported !o the
appointment scheduied 12/31/14,

Interview with Licensed Practical Nurse (LPN) #1,
on 02/02/15 at 7:57 AM, ravealed she got the
order for the Gl consult, on 12/15/14 and faxed

" the request to the consulting physician's office.
After she reviewed the notes, from 12/16/14, she
stated she had confirmed the appointment for
12/31114. LPN #1 revealed she normally would

| have made arrangements for transport at the ime
she confirmed the appointment but could not find
na evidence of arrangements for transportation to
the appointment.

" Inferview with Assistant Director of Nursing
(ADON), on 02/02/15 at 9:15 AM, revealed it was
the facility's practice that whoever makes the

: appointment for the resident should also make

! arrangements for transportation.

| Interview with lhe Director of Nursing {DON), on
02/02/15 at 10;09 AM, reveaied she expected the

i nurses who made the appointments to make

' transportation arrangements at the same time.,

event re-gccurence:

On 1/22/15, facility began use of a new
Abbreviated Quality Assurance {AQA) tooi

| that addresses appointments and transportatio to
review appointments and transports in the day's
Abbreviated Quality Assurance meeiing.

i Education with Unit Manager (UM} and
Assistant Director of Nurisng (ADON) was
completed on 1/30/15 to implement the process
of checking the desk calendar and transportation ;
book daily to verify that transportation has been
arranged/scheduled for each appointment. If
resident is to be transported by an ouiside
- vendur they will check for confirmation that
Emergency Medical Service (EMS) or PACS
{public transportation system) will be
transporting.

Education was completed by DON with
Resident Care Coordinator (RCC}, UM, and
ADON on 1/30/15 to ensure all appointments
and transports are communicated in daily AQA
meeting.

Education with ADON, UM, and RCC was
completed by DON on 1/30/15 regarding the
need to communicate with ordering/ physician
and family in the event an appolntment is not
readily available for an ordered consult or !
pracedure, to determine if another resource
should be utilized for the service. I

100% education was completed with all
licensed nurses on the date of 2/6/15 by ADON
regarding ensuring transportation is sel up for
appoiniment when appointment is made.
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F 5§12 Continued From page 2 F 512. Monitoring for ongaing complignce;

Interview with the Regional Director, on 02/02/15 | U in . )
unents and transports wil
at 10:20 AM, revealed she expecled the nuise i ’ bepﬁﬂlgmfespﬁ;; 1?1ERQ AI . e:;:g? .]:'h:"

+ who mada the appoiniment to make | previous days appointments will be reviewed to

arrangaments for transportation, She stated the : verify that the residents were transported as
- administrative staf should have caught the fallure ! scheduled. Any identified issues will immediately
lo make transporiation arrangaments during one | be investigated to determine root cause of issue
 of their morning meatings when discussing which X and corvective measure implemented as indicated,
residents would be oul of the facility for | Compliance with appointment scheduling and
appaintments and who would be respensible for | transport will be reported by ADON and
the transportation. | reviewed In the monthly Quality Assurance

Icommitlce meetings.
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