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Disclaimer Statement
A facility must immediately inform the resident;
consult with the resident's physician; and if Hunt Hill .
known, notify the resident's legal representative nter  Hills  Nursing  and
or an interested family member when there is an Rehabilitation Center acknowledges
gccident involving the res.identwhic'h_results in the receipt of the Statement of
{niturv a:tfi has the E?ézztia;fgf fequ{;‘F;Q Phy;!m?n Deficiencies and proposes this plan
intervention; a signifi change in the resident's .
physical, mental, or psychosocial status {ie,a of correction to‘ th.e e}(tpjnt th_at the
dsterioration in health, mental, or psychosacial summary of findings is factually
status in either life threatening conditions or correct and in order to maintain
cfinit':?l cotrtnp(!_ications); 2 ?es'd to ati_ter treatment compliance with applicable rules
significantly (i.e., 2 need to discontinue an and provisions o .
existing form of treatment due to adverse resi dp ts. Th 1I° quality of ca're (_)f
consequences, of to commence a new form of sidents. The plan of correction is
treatment); or a decision to iransfer or discharge submitted as a written allegation of
the resident from the facility as specified in compliance.
5483.12(a). Hunter Hills Nursing and
HH r =
The facility must also promptly notify the resident Rehabilitaton’s r‘e§p0n'se to  this
and, if known, the resident's legat representative Statement of Deficiencies does not
or interested family member when there is a denote  agreement with the
chan.gt;_e;n. rogr:ggr {gz}r;t(r;)ale assié;nmeqt as Statentent of Deficiencies nor does
specified in 15(e){(2); or a change in it constitute a .
resident rights under Federal or State law or defici . s admission that any
regulations as specified in paragraph (b)(1) of ‘ ciency “f ) acc:fxrate. Further,
this section. Nash Rehabilitataion and Nursing
. o Center reserves the right to refute
The facility must record and periodically updattla any of the deficiencies on this
the address and phone number of the resident's Statement of Deficienci h h
legal representative or interested family member. Informal Disoute R ie?CfS t froug |
ispute Resolution, forma
appeal procedure and/or any other
This REQUIREMENT is not met as evidenced administrative or legal proceeding.
by:
Based on facility record review and staff and
fjrf}i!y interviews the facility failed to notify the
"X T Bl
C 4 A AN, A 12K 27, //(7,//;a~—

Any deficiency statement ending with an asterisk (
other safeguards provide sufficient protection to th
following the date of survey whether or not a plan of correction is provi
days following the date ihese documents are made available

program participation.

*) denoles a deficiency which the institution may be excused from eotrecting providing it is determined that
e pafients. (See instructions.) Except for nursing homes, the findings staled above are disclosable ¢0 days
ded. For nursing homes, the above findings and plans of correction are disclosable 14
o the facility. If deficlencies are cited, an approved plan of correclion is reguisite to continued
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responsible party of a new wound and the
progress of the wound for 1 of 3 sampled
residents reviewed (resident #1).

Findings included:

Resident #1 was admitted to the facility on
40/4/2008 and readmitted on 8/21/12. Her
diagnoses included Alzheimer's dementia.
Resident #1's minimum data set assessment
revealed she was cognitively impaired. Review of
the demographic information for resident #1
revealed family member #1 was listed as her
responsible party (RP).

Review of resident #1's medical record revealed
a skin referral forr dated 8/26/12 identifying a
wound on her right fower extremity. Review of the
nurse's notes on 8/26/12 revealed no
documentation to support that the RP was
notifled.

A skin assessment form dated 8/28/12 revealed
the treatment nurse assessed resident #1°s right
tower extremity wound, notified the physician and
received orders for treatment of the wound. A
nurse's note on the skin assessment formed
indicated the nurse attempted to contact the RP.

Further review of the medical record revealed no
further documentation to support that the RP was
updated on the progress of resident #1's right
lower extremity wound.

Family member #1 was interviewed on 8/25/12 at
11:30 AM. Family member #1 indicated he was
resident #1's RP. He said he was not aware
resident #1 had a wound until approximately one

Responsible party of resident # 1 notified by
Treatment Nurse on 9/12/2012 and Care
Plan meeting held 10/3/2012 to discuss
residents clinical condition to include
wound progress by Interdisciplinary Team.

RP Notification review completed for all \O} ‘31 >
residents with new wounds and residents
with changes in wound progress by the
DON on 09/28/2012 with notifications to
RP's occurring-as appropriate.

All nurses to include the Treatment Nurse
were inserviced regarding appropriate
notification to RP of new wounds and any
changes in wound progress by the SDC on
10/12/2012.

The Treatment Nurse and for Charge

| Nurses will notify RP of any new wounds
or any changes in wound progress identified
and document in the medical record as
appropriate.

FORM CMS-2567(02-99) Pravious Versions Obsclete

Eveat ID: Q3PUH —

Facifity 1D; 923072 —— If continuation sheet Page 20f3



PRINTED: 10/09/2012

. DEPARTMENT OF HEALTH AND HUMAN SERVICES - . FORM APPROVED
CENTERS FOR MEDICARE & MEDICAID SERVICES OMB NO. 0938-0391
STATEMENT OF DEFICIENCIES X1} PROVIDER/SUPPLIERICLIA (X2) MULTIPLE CONSTRUCTION (X3) DATE SURVEY
AND PLAN OF CORRECTION IDENTIFICATION NUMBER: . COMPLETED
A BUILDING .
B. WING C
, 345279 ' 09/28/2012
NAME OF PROVIBER OR SUPPLIER STREET ARDRESS, CITY, STATE, ZIP CODE
PO BOX BOX 8496
HUNTER HILLS NURSING AND REHABILITATION CENTER
ROCKY MOUNT, NG 27804
HK4 o SUMMARY STATEMENT OF DEFICIENCIES ] PROVIDER'S PLAN OF CORRECTION £%5)
PREFIX (EACH DEFICIENCY MUST BE PRECERED BY FULL PREFIX (EACH CORRECTIVE ACTION SHOULD BE COMPLETION
TAG REGULATORY OR LSC IDENTIFYING INFORMATION) TAG CROSS-REFERENCED TO THE APPROPRIATE DATE
DEFICIENCY)
F 157 | Continued From page 2 F 157

week before she was hospitalized on 9/13/12.
Family member #1 said he asked a nurse about
the wound and was told it was a pressure area
being cared for by staff. Family member #1
indicated he was never updated on the progress
of the wound.

Nurse #1 indicated on 9/27/12 at 2:30 PM she
completed the skin referral form for resident #1
on 8/26/12. She said she did not notify the RP of
the wound.

The treatment nurse was interviewed on 9/27/12
at 3:45 PM. She indicated she received the skin
referral form and assessed resident #1's right
lower extremity wound on 8/28/12. She said she
made an attempted to contact resident #1's RP
and left a volcemail for him. The treatment nurse
said she did not pass along to any other nurse
that she had attempted to contact the RP for
resident #1. She alsc indicated she did not make
any further attempts to contact the RP of the
wound or the progress of the wound.

On 9/28/12 at 2:04 PM the Administrator and
Director of Nursing indicated they expected the
RP to be notified of any new wounds or changes
in wounds. They both said that if an unsuccessful
attempt was made to contact a RP they expected
additional attempts be made until the RP was
contacted.

A Ql toot

facility Qi
montitor f
develop a

Administrative Nurses to monitor
appropriate RP notification for any"new
wounds or changes in wound progress
weekly x 4 then monthly x 3 months with
follow-up occurring as needed.

Results of the audit will be forwarded to the’

determine the need for and/or frequency of
continuing QI monitoring.

will be utilized by the DON and/ or

Committee for monthly review to
or any identified trends, and to
n action plan as indicated to
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