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During -the recerilfication suwey completed on
10/9/14 abbroviated surveys were conducted for
complaints #TNO0033722, #TN00032662 and
#TN00034052, F508 D was cited in regard fo B
complaint allegations for #TNO0034052 and the RECEIVE _
re-certification survey. [There were no deficiences ) _ '
cited in regard to the allegations for complaints VIR e
#TN00033722 and #TNO0032662. o Ay _
F 508 | 483,75(k}(1) PROVIDE/OBTAIN ' F 508
$$=p | RADIDLOGY/DIAGNGSTIC SVCS
Thie facilty must provide or obtain radiology and : Pleﬁf consider this Plan of Correction
other diagnostlc services to meet the needs of its | ;s Allenbrooke Nursing and
residents. The facllity is responsible for the ! Rehabilitation Center, LLC's credible )
quality and timeliness of the services, allegation of compliance. This planof :
S e : _ correction constitutes a written !
- . S ) allegation of substantial compliance
I;‘_'s REQUIREMENT |s not met as evrd_enced under Federal Medicare & Medicaid
Based on medical recard review and interview, it r&;qu:reme.nts.- Submission .Of.thls plan
was determined the fagllity falled to ensure Ol Correction is not an admission that a
radiology services were provided to meet the deficiency exist or that the facility
needs of residents in ajtimely manner for 1 of 3 agrees they were cited correctly. This
; (Resident #79) sampled residents of the 43 plan of correction reflects a desire to
i residents included in the stage 2 review. continuously enhance the quality of
o : ' : care and services provided to our
i The findings included: . ) residents and are submitted solely as a
! Medical record review for Resident #79 : : 1I;f:cilu]rement of the provisions of
| documented and admigsion date of 3/30/08 with ’ ederal and State Law.
i diagnoses of Anemia, Dementia, Hypertension, !
| Urinary Tract Infection, |Alzheimers Disease, | ;
Psychosls, Mood Disorgler, Dementla with | ;
Behaviors and Osteoparsis | : ’
| Review of the quarterly(Minimum Data Set (MDS) | f | |
i dated 6/12/14 documented a Brief Interview for _ i . .
: CLley ol POC tidadiy WP HAaeL . i
LABORATORY DIRECTEH : R P NTATYE'S SIGNATURE TITLE -{XB) DATE
ry
= Ak tdor 10-3/- 1Y

An eﬂcian state:ﬁeni ending with an asterisk (") denctes a deficlency which the nstitulion may ba excused fram cormecting providing it is delermined that
othiér safagugyrds provide sufﬂclgnt protection to the patients. (Ses instruclions.) Except for riucsing hames, tha findings stated above are dfsclogable 90 days
following the date of survey whether or not p plan of comection is provided, For nursing homes, the above findings and plans of correction are disclosable 14
days following the date these documents afe made available to the facllity. If deficiencies are cited, an appraved plan of correction ia requisite to continued
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Mental Status (BIMS) of 2 which Indlcated severe ) i
cognitive impairment. } ,
o 1. On 6/4/2014, the x ray '
Review of & nurses’ note dated 6/2/14 at 12:42 report for resident #79 was
| PM documented, *...N.©. [New Order) X-ray L immediately obtained and read by
i [Lef] hip, L knee r/t {ret ated fo] pain...” the Nurse Practitioner.
Re‘view of x-ray results dated 6/2/14 documentad, 2. tonti IAll;es;cji;nttigave the
"...EXAM: PELVIS, LT. fiefi] HIP, LT KNEE; Potential to be affected.
REASON: PAIN... FINDINGS: Fracture distal left : 3. Onl11/5/2014, Director of
famur just above the knee arthreplasty. Fractura Nursing/Designee will audit all
is fragmented and displaced. Osteoporosis is resident x-ray reports to ensure they
hoted. IMPRESSION: ecent fracture distal left have beén read by the
femur." il ' : Physician/Nurse Practitioner. On
Review of x-ray.results ated 6/2/14 documented . .
& fax time stamp that documented Jun 02 2014, 11\]1"3!.2014’ D.lrecto:' o.f .
3:05PM..." A secand fax time stamp that - ursing/Designee to in-service
dacumented Jun 02 2014... 2150 pm [9:50 PM]..." Nurse Managers to review all x-ray
A third fax time stamp that docurnented Jun 03 ' reports timely to ensure
2014...1:44 p Ipm]..." - compliance, On 11/5/2014,
' : : Director of Nursing/Designee to in-
The facllity was unabte fo provide documentation . service Nurses regarding ensuring
the Physiclan or the Nurse Praclitioner (N P) were ' all x-ray reports are received and to
called and notified of the femur fracture " notify Physician/Nurse Practitioner
documented in the x-ray resuits on 6/2/14 and _ £ result
6/3/14 until 6/4/14, ; ob results.
: : 4, Director of
Review of a nurses' note dated 6/4/14 at 10:38 | Nursing/Designee to monitor daily :
AM documented, “...N. § SendtoER - + that all x-ray reports have been i
[Emergency Room] for avaluation Left femur : received timely and results :
fracture...” . communicated to Physician/Nurse
A i Practitioner. Any negative findings
Review of the care plan dated 6/4/14 : will be zorrectedyimngaediatel anc%
documented, “Resident has immobhilizer I all findi i1l be taken t 4 wali
secondary to fractured l&ft femur..." 1 ings will be taken to Quality
\ Assurance committee monthly.
Review of a typed statement documented, |
"...Nurse stated resident has sweiling in L [feff] f o _
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hand and L leg and fhat resident appeared to
have some discomfort| When asked, nurse
denied that resident had any recent fall of Injury. |
asked if she thought resident might need xray
and | heard her zisk so cone if they thought
resident needed an xray and they said "no*, | told
her to elevate hand, gave her an order for Tylenol
860 mg [milligrams] ong tab q [evary] 8 hours pm
[as needed for] pain and that | would see her first |
thing in'am." This statement was signed and
dated by the NP as trué and accurate an 10/8/44,

During an interview in the Assistant Director of
Nursing Service's (ADNS) office on 10/8/14 3:21
PN, the ADNS was asked about Resident #79's
lab results, The ADNS stated, "We were very
upset by the imeframe [of the results [x-ray]. We
inserviced all the nurses an the 24 hour tum
around for labs and xrays.” .

During an intervlew in the Director of Nursa's
{DON) office on 10/9/14 9:09 AM, the DON was
asked, when would youlexpect to get the results
of an xray when there I an abnormality? The
DON stated, *f would expect if it was today
[Thursday]. | would expect restits today or
tomorrow. If it is on weekend the company we
use for xrays do come lhere. No they do not nead
to wait for a Radiologist|to read it on Monday.”
The DON was asked If three days would be too
long to wait for results, the DON stated, "Oh,

}'33."
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