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F 279 | 483.20(d), 483.20(k)(1) COMPREHENSIVE F 279
8s=D | CARE PLANS 483.20(d), 483.20(k) (1)
. COMPREHENSIVE CARE
A facility must use the results of the assessment PLANS: The facility will ensure
. to develop, review and revise the resident's that the resident’s will have a
| - |Somprehensive plan of care. comprehensive care plan. The
gr B The facillty must develop a comprehensive care care.plan will be .|nd|vaduallzect!
A plan for each resident that includes measurable and include services that are to
il objectives and timetables to meet a resident's be furnished to attain or
; medical, nursing, and mental and psychosacial maintain the resident’s highest
: needs that are Identified In the comprehensive practicable physical, mental,
assessmant, and psychological well-being.
The care pl ust deseribe th ices that This standard will be /
pian m escribe the services that are lished by the following : | , / 7
to_be-furnished-to-attain-or-maintain-the-resident's zﬁzﬁ:g:)n Sbut nc\)/t limited to): | ¢ #/6
highest practicable physical, mental, and ' 9 ’ V4
psychosocial well-being as required under - . ,
§483,25; and any services that would otherwise A) Resident#1's care plan
g be required under §483.26 but are not provided has been updated to
b due fo the resident's exercise of rights under ' reflect her risk for falls.
y §483.10, including the right to refuse treatment In addition hypoxia
| under §463.10(b)(4). seizure risk interventions
| have been implemented.
| . . . The monitoring while
i RE
' g;lls REQUIREMENT is not met as evidenced toileting list has been up-
Based on medical record review and staff dated. The list is up-
- interview, the facility failed to develop a dated_monthly or when
f comprehensive care plan for cne (#1) of two there is a change of
i sample residents, The findings were: status regarding the
Revi fh f' heet showed resident #1 resident. Resident #1
eview of the face sheet showed resident #1 was has had an additional
; adruitted on 4/3/07, Review of the 4/3/07 fall risk assessment dohe to
| assessment showed the resident was at high risk ssess her risk for falls
} for falls, Review of a 4/13/07 & day Minimum Data a '
Set (MDS) progress note revealed the resident , . , [ O°
I : had syncopal eplsodes [transient loss of B) A mail-box in-service for b1 3( 2&9
! consciolsness], weakness, complaints of all the nursing staff will
; dizziness, and had a history of falls prior to
| AFORATGRY BIREGT GRS OR PROVIDERISUFFUER REPRESENTATVES SIGNATURE TITLE (X6) DaTE

fv deficiency statement ending with an asterisk (*) denotes a deficlency which the Institution may bs excused from carrecting providing it is determined that
mer safeguards provide sufficlent protection to the patients. (Sea instructions.) Except for nursing homes, the findings stated above are digolosable 90 days
“iwing tha date of suivey whether or not a plan of correction is provided. For nursing homss, the abave findings and plans of correction are disclosable 14
s following the date these documents are made avallahle to the facllity. If deficiencies are cifed, an approved plan of correction is requisita te continued
“agram participation,
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admission. Review of the 4/12/07 admisslon MDS address care planning
assesgment showed the resident had and documentation.
experienced falls In the past 30 days, anhd past ( 7%
31-180 days. Section V of the MDS showed the i itori B0
resident triggered (indicating further assessment ©) ?O?zarlﬁy rrgr? Qﬁ;cggc;?gl wl
was required) for falls, and the facility decided to | omp
i include falls in the care plan, In addition, nursing plans will be
_-' notes dated 4/14/07 and an MDS progress note implemented. The focus
k dated 4/17/07 showed the rasident experienced of the monitoring tool will
K seizure-like activity twice on 4/14/07. The nursing “be:up-to-date
i hote dated 4/14/07 revealed the family stated the individualized care,
Besldent also had a "low oxygen seizure' in early safety, nutrient and
gcember. o
However, review of the care plan (dated I[.)ji/-ghO?OCIa; aspects of
4/42/07-and-4/19/07) revealed-nor-interventions for -sldent-car -
falls. Further review of the care plan showed (Attachment # 1). The
selzures were also not addressed. Review of an results of the quality
incident report and nursing note dated 4/17/07 monitoring tool will be
showed the resident was found on the floor in the reported to the Quality
bathroom on 4/17/07 at 7:40 AM. During an Assurarice Committee.
interview on 4/24/07 at 10:55 AM, the asaistant
: director of nursing looked at the care plan and : ‘
L | stated it did not address falls or seizures, ghe Director of N”r?t')’l‘g ‘
B F 324 | 483.25(h)(2) ACCIDENTS F 324 SIVIceS 1S responsible for
i §5=D compliance with this standard. -
i The facility must ensure that each resident
W receives adequate supervision and assistance
e devices to prevent accidents. 483.25(h) (2} ACCIDENTS The
facility will ensure that each
!' . ) . resident receives adequate
- g;;ls REQUIREMENT s not met as evidenced supervision and assistance
Based on medical record review and staff ?ﬁ‘.”cis t% prgve.lr;tbacmdents.
interviews, the facility failed 1o assure supervision IS standard wili bé ,
and interventions were in place to prevent falis for accomplished by the following
one of two sample residents (#1) at risk for falls. (including but not limited to):
The findings were: -
A) Resident #1's care plan Qlﬁ@{/ﬂ
Review of the face sheet showed resident #1 was has been updated fo '
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admitted on 4/3/07. Review of the 4/3/07 fall risk reflect her risk for falls.
assessment showed the resident was at high risk Hypoxia seizure risk
for falls, Review of a 4/13/07 6 day Minimum Data interventions have been
Set (MDS) progress note revealed the resident implemented in-addition.
P had syncopal episodes [transient I'oss off The monitoring while
| I consciousness], weakness, complaints o PRI .
£ dizziness, and had & history of falls prior to Lo'iegng.ll;?; ::2,? i?ier_] up
admission. Review of the 4/12/07 admission MDS aled. P
il agsessment showed the resident had dated monthly or when a
! experienced falls inthe past 30 days;andpast |~ |~ change is status of
] 31-180 days, Section V of the MDS showed the residents.
T resident triggered (Indicating further assessment (o) #
1 was required) for falls, and the facility decided to B} A plan to improve &lEle
. include falls in the care plan. In addition, nursing _ . _communication between -
- oo - [notes-dated-4/14/07-and-an MDS progressmots | - the therapy department oy
‘. dated 4/17/07 showed the resident experienced d CRCC nursing has W‘
seizure-like activity twice on 4/14/07. The nursing aha L g Al G bp,:ﬂ)t /I
note dated 4/14/07 revealed the family stated the been implemented. A i//Uf{’/ el
resident also had a "low oxygen selzure" in early Medicare-and-Medicaid , N % V({ﬁ
+ - . December. The following concerms were noted: residentsGre identifad 1% Jo
; a, Review of the care plan (dated 4/12/07 and daily-on-a-confidential o~
4/19/07) revealed no interventions for falls. list: The list is located at| g
i Further review of the care plan showed seizures the nurse’s station on a M
I were also not addressed. Durlng an interview on clib board with a cover
i 4/24/07 at 10:55 AM, the assistant director of hp 1o protect privas
nursing (ADON) looked at the care plan and Sheet (o protect privacy.
stated it did not address falls or seizures. This-list-identifies the
b. Review of an incident report and nursing residents-that-are-being
N note dated 4/17/07 showed the resident was seen-by-therapies. The
N found on the floor in the bathroom on 4/17/07 at CNAs will provide
7:40 AM. The resident had a contusion to the toileting and hyaiene to .
- right forehead and right knee. The incident report t-he—Me%-‘ Ygd W?M %pﬁ
L showed the resident was left alone an the tollet by Medicaic ré';gents For u{u(/}\ A '
the occupational therapist. During an interview on ot ' rentby A %
4/24/07 at 10:06 AM, the licensed practical nurse O treatment. \N\@
(LPN #1} who completed the incident report themgi-es.«ilie—_assur& ‘}1}
stated the occupational therapist left the resident complianee-te-improved w&\{’ ¢
alone on the toilet. The LPN further stated the munication-and— A &IJ//
resident shotld ot have been left alone on the knowledge-of-residents y )&m{ @ @{V)
. Dy %
QRM CMS5.2567(02-90) Previous Verslons Qhaclete Event 1Dt Jabpi1 Faeifity (D; WY 0004 If continuation sheet‘g;ge;&\fwd‘ “\SQ/&E
| \& % Q(\ v
Vg 1.-};)
N0,
7
1—11\_

afé;j;}



KR Y.

o LV D a T

.. DEPARIMENT UF HEALTH AND HUMA M SERVICES

‘1 CENTERS FOR MEDICARE & MEDICA. SERVICES

N U330 T

/1

PRINTED: 06/08/2007
FORM AFPROVED

STATEMENT OF
NORG oo | VRS, [P conermeron e
A. BUILDING GOMPLETED
535033 B, WiNG cC
NAME OF PROVIDER OR SUPPLIER pu—— 04/24/2007
CASTLE ROCK CONVALESCENT GTR 1445 U T STATE, 2iP GoDE
GREEN RIVER, wy
Friex (EACH DEFICING e A ECEINOIES L D PROVIDER'S if:: iF CORRECTION
TAG REGULATORY OR LSC IDENTIFYING INFORMATION) v c;{E@‘é’.‘{é@é&éﬁé&?#gﬂ?g'f;;.%g';%?fm C“"ﬁ’{?ﬂ‘?“
DEFICIENCY) e
: F 324 | Continued From page 3 F 204
Ezg?fe?:?a?ﬁ”?;ﬁ :/hr(‘a \gfas & now admission, and that-are-orrmonitoring
‘ & had seizure activi 1 ot A
; before”, Interviews with certified nutri;h;d\':e:k du;gg—tmmj\_g,ans tehtglt ar d
(CNAs) #1 and #2 on 4/24/07 qt 10:50 AM ﬁ |d_e Vi -rgd
|- . |revealed the resident should not be left alone on Medicarsileticaid
- the tailet. On 4/24/07 at 10:55 AM the ADON nurses/CNAs-will-sign-off
o stated it was "common sense" not to leave the each-day-on-the
1, reslcient_alone on the foilet. Review of the confidential-list. Al
} occupational therapy note dated 4/17/07 revealed nursing staff and PT/OT
S the occupational therapist attempted to geta CNA staff in will be required to
f 80 the resident was left on the toilet for about 25 watch a training video on
- mintites, and fell off the toilet. During an interview safety of residents in
| on 4/24/07 al 10:26 AM, the occupational Long Term Care
{" o :gzr:tpésr: :%Z:f?ohaes SPIUtt 013 the t:athrcc)m call light '
aide to assist: He- Y e _
answered the call light, o e did loawe e 6) A qualty monitoring tool | 6/50°7 | 77
resident alone on the tollet while he Iried to find & for compliance to
P CNA. He was unabie to find a CNA, and that is improved
i‘ wh_en the l'ESideﬂt fell. communication between
' ' nursing and PT/OT and
awareness of residents
that are at risk for falls
{Attachment # 2) will be
i implemented. The
: results of the quality
L monitoring tool will be
L reported to the Quality
. Assurance Committee.
i The Restorative Team
- will monitor residents
. that have been identifed
P as high risk for falls.
The Director of Nursing
Services is responsible for
compliance with this standard.
ity V. \
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Resident

CASTLE ROCK CONVALESCENT CENTER
CARE PLAN AUDIT

GOAL: TO ASSURE RESIDENT HAS AN INDIVIDUALIZED PLAN OF CARE

DIRECTIONS: Randomly select three residents every month to review their care plans
according to the identified audit issues.

Yes No N/A

A Does resident have a current plan of care in care plan book?
1.|ls care plan individualized for resident needs?

2.|Has care plan been updated since admission?
3.|Have plan interventions been deleted appropriately?
4.|Have diagnoses been care planned for?

B. Safet
.JAre restainis in care plan when in use?

.|Has resident been identified as "risk for falls"?

.JAre pressure alarms on care plan when in use?

.|Is adaptive equipment on care plan when used?

.|Is oxygen on care plan when used?

.|Does care plan reflect a change in status of the resident?

[=21 1321 EY L9011

C. Nutrition

1.|ls resident diet identified on care plan?

2.|Is adaptive equipment for eating identified on care plan
when used?

D. Psychosocial

1.|Are family interventions identified on care plan?
2.|Are outings identified on care plan?

3.|Are religious activities on care plan?

ROOM: DATE: TIME:

SIGNATURE OF OBSERVER:

CRCC 1445 Uinta Dr.
Green River, Wy 82835
Care Plan Audit: Shared Audits

Addendun # |



CASTLE ROCK CONVALESCENT CENTER
FALL RISK AUDIT

Goal: To assure that residents plan of care for safety is being implemented.

Directions: Randomly select three residents that are at highest risk for falls every week
and complete audit.

1. Are the CNAs aware of residents’ risk for falls regardless of diagnoses?
Yes No

Comments:

2. Are the residents that are at high risk for falls needs being met in regard to

personal care and hygiene?
Yes No

Comments:

3. Did the CNA’s and other health care providers follow the care plan regarding
the safety or prevention of falls?
Yes No

Comments:

4. Is the nursing staff aware of the monitoring check list for monitoring during
toileting? Are they aware of the Medicare, Medicaid list?
Yes No

Comments:

5. Monitoring during toileting and Medicare/Medicaid list has been signed by
nurses/CNAs.
Yes No

Comments:

Signature of Observer:

Date: Time:

Addendum #2



