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investigation of facility-reported incident # 210261
resulted in the following deficiency. .
See code of Federal Regulations (45 CFR) Part
A83, Subpart B-C. f‘ A J
F 1567 | 483.10(b){(11) NOTIEICATION OF CGHANGES F 157 o ?"qe, €
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A facility must immediately inform the resident;
consult with the resident's physician; and if
known, notify the resident's legal representative
or an interested family member when there is an
aceident invelving the resident which results in
injury and has the potential for requinng physician
intervention: a significant change in the resident's
physical, mental, or psychosocial status (ie,a
deteroration in health, mental, or psychosocial
status in either life threatening conditions or
clinical complications); a need to alter treatment
significantly (.e., @ need to discontinue an
existing form of treatment due fo adverse
consequenhces, or to commence a new form of
treatment); or a decision to transfer or discharge
the resident from the facility as specified in
§483,12(a).

The facility must also promptly notify the resident
and, if known, the resident's legal representative
or interested family member whan there is a
change in room or roommate assignment as
specified in §483.15(e){2); or a change in
resident rights under Federal or State law or
regulations as specified in paragraph (b)(1) of
this section.

The facllity must record and periodically update
the address and phone number of the rasident's
legal representative or interested family member.
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Any deflclency statement ending with ah astetisk (*) denotes a deficiency which the Institution may be excused from correcting providing it ia determined that
other safequards provide sufficient protection to the patients. (See Instructions.) Except for nursing homes, tha findings stated sbove are disclosable 90 days
jollowing the date of survey whether or not a plan of correction ls provided. For nursing homes, the abave findings and plans of correstion are disclosable i4
days following the date these documents are made available to the facifity. If deficiencies are cited, an aperaved pian of correction Is requisite to continued
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This REQUIREMENT is not metas evidenced
by

Based on clinical record raview and intarviews,
the facility failed to notify the physician in a timely
manner ragarding a change of condition for one
resident of three residents reviewed (Resident #1)
The facility reported a census of 87 residents.

Findings include:

4, According to the MDS (minimum data setf) an
assessment {ool, dated 10/05/08 Resident #1 had
short term memory problems, moderately
impaired cognitive skills for daily living, and
required limited assistance from staff for
transfers, dressing, and personal hygiene, The
MDS indicated the resident had diagnosas
including diabetes mellitus and depression.

The MDS dated 7/18/08 Indicated Resident #1
had long and short term memory impatrment and
moderately impaired cognitive skills for daily
living. It also documented the resident had mood
.and hehavior patterns including recurrent
statements, repetitive anxious complaints, sad,
pained, wortled facial expressions, crying,
tearfulness, and repetitive physical movements.

The Care Plan for Resident #1 directed staff to
monitor behaviors per flowsheet, continually
assess residents physical and emotional need for
medication, report changes in condition to
physician, cues and supervision as needed when
seen in haliway, 15 minute visual checks,
re-arientate as needed, wanderguard on for

safety, keep separate from females, motion alarm
to doorway, if being sexually inappropriate around l
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others, separate resident, room change across
hall from nurses station, and eat in kitchenette,

The Physician's Telephone Orders dated
10/21/08 permitted Resident #1 to se2 &
psychiatrist.

The Nurse's Notes included the following entries.
a. 10/16/08 at 9:30 a.m.; CNA (certified hurse's
alde) reports resident has been making sexually
inappropriate comments avery time staff checks
him/her of tollets.

b. 10/17/08 at 9:00 p.m.: The resident had several
ihapproptiate conversations with ather residents
this shift and had been radirected after these
occurrad,

c. 10/18/68 at 7 a.m.: When staff approached the |

resident to toilet, the resident asked staff to touch
her/his private parts.

d. 10/19/08 at 8:00 a.m.: The resident asked a
rasident of the opposite sex across breakfast
tabie to have sex and touch their private paris.
Staff moved the resident to another table and the
resident asked a CNA fo have sex.

e. 10/19/08 at 9:00 a.m.: The resident asked
another resident to have sex, At 5:30 p.m. staff
documented Resident #1 brought a resident of
the opposite sex into his/her room and when the
other resident yelled for help, staft entered the
room. Resident #1 had his/her hand on the other
resident’s thigh. The other resident said (s)he
triad to make him/er touch their private parts.
Later Rasident #1 tried to pull another resident in
a wheel chair into his/her bedroom.

£ 10/20/08 at 9:00 a.m.; Resident #1 continued to
make sexual comments to CNAs.

g. 10/20/08 at 11:30 a.m.: Resident #1 while
touching their private parts asked a CNA to "take |

care of' him/her.
|
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h. 10/21/08 at 7:00 a.m.: Resident #1 made
inappropriate sexual remarks at the breakfast
table.

i, On 12/8/08 staff made a late entry to the
Nurse's Notes for 10/21/08 that documented
Resident #1 put his/her hand down another
resident's shirt.

On 10/21/08 staff notified Resident #1's
physician, and received an okay for the resident
to seé a psychiatrist.

Durlng an interview on 10/16/08 at 2:50 p.m,, the
DON (director of nursing) stated the expectation
that staff would notify the physician when a new
behaviar QGCUrS,

The Nurse's Notes first documented sexually

inappropriate behaviors on 10/16/08. The facility

sailed to notify the physician until 10/21/08, five

: days after the change of condition and new
behaviots began. :
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The facility will consult with the resident’s physician when there is a significant change in the
residents physical, mental, or psychosocial status. staff were re-educated to this at an inservice
on 12/29/08 regarding physician notification. Staff also re-educated to complete an incident
report for all unusual occurrences on 12/29/08.

Random audits of charts will be done for four (4) weeks to monitor compliance regarding
" physician notification. Ongoitg monitoring will become a part of the QA process with results
reported to the QA Committee. The DON is responsible. '

Completion date 1/19/03




