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F 000 | INITIAL COMMENTS F00o| F 309. Each resident will receive and
. the facitity will provide the necessary
The followlng common abbrevialions ars used carve and services to atiain or maintain
throughout this document: the highest practicable physical,
- mental, and psychosocial well-being, in
gl\otﬁ- %t:%ié]&dr Efubrl[iler s}i\rl;rgj;a accordance with the comprehensive
LPN Licensed Practical Nuree abssezatasment1 landdplm-l of care. This will
Ri-Registered Nurse - be accomplished by:
QAPI- quality assessment and performance .
improvement 1. Resident # 167, 11, 101, and 132
records are woable to be
Lass commonly used ebbreviations will be corrvecied as the evemis have
annotated In each deficiency. passed.
# 400 | 483.26 PROVIDE CARE/SERVICES FOR F 309 :
e | THOHEST WELL BEING 2. The Policy and Procedure for
post fall nssessment  was
Each resident must receive and the tacility must | reviewed and revised.
provide the necessary care and services fo atialn 3. All residents whe suffer a fall
or maintain the highest practicable physical, will |, be  assessed with
1 mental, and psychosoclal well-being, I documeniation completed by a
accordance with the comprehensive assessment facility nurse to include vital
* and plan of care, signs, utilizing a newly created
post fall assessment tool,
4. Nursing staff will be inserviced
This REQUIREMENT Is not met as evidenced to proper fall assessments to
by: include head injury
Rasad on staff interview and medical vecord signs/sympioms and
review, the faclity falled to ensure nursing neurological assessments.
nssessment and monltoring was adecuately 5. The facility will implement a
provided o recognize the early signs and fall fiteo to revi i
 symptoms of & traumatic brain injury for 1 of 1 commitico o review ﬂ.’ Is
 sample residents (i1 67) who sustained a head agsessments an(l_ docomentation
injury (subarachnold hemorrhage). in additon, 4 on a weekly basis.
of the 8 medical records reviewed (#11, #101, 6. The Nursing Administrative

#4382 #167) revealed post fall assessments were

incorplete and/or there were missed vitel signs.

The findings were: l

" team will audit all post fall
assessments and docmmentation
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F 308 | Continued From page 1 F 309 o include nerrological
assessments amd vital signs
1. Review of the nursing note dated 10/1/11 and when warranted. Infmctio_ns
interview with RN #1 on 10/18/11 at 5:30 PM will be identified with
revaalad the following sequence of events; immediate corrective action.
Resid?rr{} #167 injured hisfher head wher; !’Iﬂ'h? fell The audit resukis will be
in the TV room on 10/1/11 al 7 AM, The inilla : ;
bost fall assessments at 7 AM and 716 AM introduced 4t €0 Q2 o th
reveolad the resldent's vital signs and for roview x d'); "ol be
neurological assessments were within normal time, the audits W1
- parameters. At thal ime the nursing staff began conducted as directed by .QA
to record the neurologicel assessmeant and vital antil it is determined the facility
signs on the neurological assessment form as has achieved
directed by Ihe facility's policy and profocot for ongoing/compliance. 11/16/11

falis resulting In & head injury. This protacol
included assessments evety fifteen minutes for
the ficst hour, every thirty minutes for two hours,
avery hour for four hours, every four hours for
elight hours, and avery eight holirs for forty-eight
hours. The timed neurological assessmenis wore
to include vital sighs and assessments of pupll
responses, mental status, and extremity
movements. However, from 7:16 AM until 10 PM
that day (fourteen and a half hours), the resident's
vital slgns were only teken at 8 AM and 6 PM; the
newrological assessments were not performad. In
addition, there was no documentation regarding
the description of the injured area on tha
resident’s head. During the interview with RN #1,
she ctated the assesaments and documentation
were not done due to staff reassignments and
ustaff were husy that day.”

Reviow of the 10/2/11 nursing hotes and
interview with LPN #1 on 10/18/11 af 10:46 AM
revealed the following sequence of events: the
vital signs and neurclogical assessments were
completed at 1 AM, 4 AM and 6:46 AM and

documented as within nermal limlts, The resident ;
i

FORM CMS-2667(0:299) Pravions Verslons Dbioleta

vant 11020011

Pealiity ID: WYOD27

If continuation sheet Page 2 of 10




© 1B/31/72811 14:493 3BTITTTL2Y

JEPARTMENT OF HEALTH AND HUMAN SERVICES
SENTERS FOR MEDICARE & MEDIGAID SERVICES

HEALTHCARE L ICRSURY

[ I g L5 [

PRINTED: 10/81/2011
FORM APPROVED
OMB_NO, 0938-0391

ATEMENY OF DEFICIENCIES (X1} PROVIDERISUPFLIBRICLIA (%2} MULTIFLE CONSTRUCTION {X3) DATE SBURVEY {J
10 PLAN OF CORRECTION [DENTIFICATION NUMBER: COMPLETED P
A, BUILDING .
535042 B WING 10/49/2014
AME OF PROVIDER OR SUPPLIER STREET ADDRESS, CITY, STATE, ZIP CODfE
. SHEPHERD OF THE VALLEY HEALTHCARE CENTER 00 MAGNOLIA
CASPER, WY 02604
%) 1D SUMMARY STATEMENT OF DEFICIENCIES 1w FROVIDER'S PLAN OF GORRECTION o6
PREFIX {EACH DEFICHENCY MUST BE PREGEDED BY FULL PREFIX (EACH CORRECTIVE ACTION BHOULD BE COMPLEYION
TAB HEGULATORY OR 1.SC IDENTIFYING INFORMATION} TAG CROSS-REFERENCED TC THE APPROPRIATE DKTE
DEFICIENGY)
F 208 | Continued From page 2 F 208
requested and received pain medication for a
headache at 12:30 AM. At 1 AM, the resident
stated the pain medioation had not provided

rellef. Al 3:15 AM he resident complained that

' the headache had worsened, At that time the
resident ignored hisfher gluten free distary
raetrictions and afe a sandwich. At 3:36 AM, tha
resident vormited the undigested sandwich and
again requested medlcation to relisve hig/har
headache. At 3:45 AM, the nurse assessed the
left side of the resident's head and
documented,”...found 2 brulse measuring
approximately 3 inches long and 1 112 ta 2 inches
wide. A bump also nioted In this area that was
raised about 1/2 inch high, area very tender to
touch, res {resident] finched and jerked hoad
away when attempted to measure the burnp.” A
4:46 AM, the resident "appeared to be sleaping.”
LPN #1 assassed the resident at 6:45 AM, butthe
next pursing assessmant was not completed unti
11:45 AM (five hours later) by RN#1. During the
interview on 10M8/14 st 6:30 PM, RN #1 siated
tha nurses did not assess the resident from 6:46
AM to 11:45 AM because the resident was
sleeping. The RN also stated CNA #1 "checked
on” the resident at least two or three imes during
that time perod and did not report eny changes in
the resident’s condition. At 11:43 AM the CNA
reported the resident was unresponsive, The
resident was immediately tranaported to the
hospital end diagnosed as having a subarachnoid
hemorthage (traumatic brain injuty). This was
almost twelve hours after the resident first
complained of a headache, Review of the
medication records for the July, August, and
Suplember 2011 showed no evidence that the
resident had ever requasted medicalion for or
complained about a headache prioy to 1072111,
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2. Eight randomly selected sample records were
reviewed for post fall assessments, Review of the
August, September and October 2011 quality
improvement "Falls Mariagement” records
showed the foliowing information had been
coltected for the elght residents: gtaff did
nieurological checks for all unwitnessed falls and
those falls invoiving the head, follow up
ranitoring and charting was done every shift Yor
seventy-two hours and vilal signs were
documented, However, reviaw of the post fall

- agsessments for 4 of the B medical records

(residents #4167, #11, #101, #122) revealed
incomplets assessments and/or missed vital
signs. Review of the madical record for resident
#11 showed the 10/4/11 post fall assessments
were incomplete. Review of the medlcal record
for resident #167 showed the {asks were net
performed after sthe feli on 10/1/11, Review of
the medical record for resident #101 showed the
10/M3111 post fall assessments were Incomplate.

: Raview of the medical record for resident #1932

showed the post fall neurological assessments
and vitat signe were nof performed according o
the facliity's policy after sfhe fell on 1011311,

3, During the Interview on 10/18/11 at 12:10 PM,
the adminisirator slated the quality improvemant
*Ealls Management” Information was a checkliet
and had nof been revised 1o identify whether or
not fasks were completed or done correctly.

4, The facility was unable to provide evidence of a
monloring system for ensuring that neurologleal
assessments and documentation were compileted
according 1o the facilty policy.
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5, According to White, Lols, RN, PhD, Duncan,
Qena, RN, MSEd, MSN, and Baumie, Wendy,
RN, MSN {2010). Foundations of Adult Heslth
Nursing, third edition, Neuroglial System, page
319, “intracranial hemorrhage is a commen
compHication of any head injury, Subdural
hematomas (bleeding in the brain, subarachnoid
hemorrhage) cause immediate pressure on tha
braln, Subdura) hematomas are acute, within
forty-eight hours of injury. Common symploms
are headache, drowsiness, slow mentation and
confusion.”

8, According to the March 2008 Centers of
Disease Control and Pravantion publication
antiiled, "Brain Injury In Seniors”, the signs and
symptoms of a traurnatic brain injury for an older
adult who has afali related injury include &
headache that gets worse or does not go away,
repeated vomiting or nauses; increaserd
confusion, restiessness, or agitation; and ability
to awaken.

483,75{0)(1) QAA
COMMITTEE-MEMBERS/MEET
QUARTERLY/PLANS

» A faclity must maintaln @ quality assassment and 1
- aseurance committee consisting of the director of
nursing services; a physician designated by the
facility; and at least 3 other members of the
facility’s staff.

The qualily assessment and assuranca
committee meets at least quarterly to kientify
issues with respect fo which guality assessment
and assurance aclivities are necessary; and
develops and Implements appropriate plans of

F 309

F 520
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action 1o correct identifiad quality deficlencles,

A State or the Secretary may nof require
disciosura of the records of such comimiies
except insofar ag such digclosure Is related to the
aompliance of such committee with the
requirements of this section,

Goad faith etlempts by the commitles to Identily
and cofrect quality deficlendles will not be used as
a basis for sanctions.

This REQUIREMENT is not met as evidenoad

by

The faciiiy failed to revise thelr QAP program to
ensure identilied problems regarding post fall
assessments and early recognition of the signs
and symptoms of traumatic brain Injury were
addressed appropriately. In addition, mandatory
edumation was not provided for 3 of 8 hursing
staff (LPN #2, CNA #2, CNA #3) whose
altendance records were reviewed, nor was a
gystem implemented in the QAP program for
ansuring all staff received the mandatory
education. The findings were:

Reviaw of the nursing note dated 10/1/11 and
intervlew with RN#1 on 10/18/11 at 5,30 PM
revealed the foliowing seguence of events,
Resident #167 injured his/her head when s/he fell
in the TV room an 10/1/11 at 7 AN, The Initial
post fall assessments at 7 AM and 7:16 AM
revealed the resident's vital signs and
heurological assessments were within noymal
parameters. At thal time the hursing staff began
ta record the neurolagical asseasment and vital
slgns onh the neurologlcal assessment form a8

If a facility must maintain a guality
assessment and assurance committee
consisting of the director of nwrsing
services, a physician designated by the
facility; and at least 3 other membexs of
the facility’s staff.  This will be
accomplished by:

1. The Qualily Assurance process
will promptly identify system
issues in the facility.

2. The facility revised their in-
service follow-up methodology
to identify staff who are not in
attendance 50 that
education/information can be
properly disseminated.

3. Post Fall Assessment Audits
will provide a system in which
to ensure competency of staff in
recognizing early signs and
symptoms of a traumatic brain
injury. The Audiis will alse
monitox ~ for proper
documentation of such
asgessmends. The audits will be
reviewed at the monthly QA &
A  meeting with necessary
corrective action identified and
implemented.
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i ., The QA Team will meet

directed by the facliity's policy protocol for falls 4. T . ]

resulting In & head injury. This protocol Included monthly until such time that the

assessmants every fifteen minutes for the first program s l‘miderstood and

hour, every ihirty minutes for two hours, avery efficiently administered.

hour for four hours, every four hoturs for elght 5, The process will be monitored

hours, and every elght hours for forty-alght hours, by the Administrator with

The timed neurological assessments were to
inciude vital signs and assessments of pupil
responses, mental slatus, and extremity
movements. However, from 7:16 AM until 10 PM ,
that day (fourtean and a half hours), the resident’s
vital signs were only taken at 9 AM and 6 PM; the
neurclogical assessments were hot performed. In
addition, there was no documentation regarding
the description of the injured area on the
resident's head. During the interview with RN #1,
she stated the assessments and documsntation
were not done due o steff reassignments and
"stafl were husy that day,”

corrections/amendments
incorporated, ongoing. 11/16/11

Review of the 10/2/11 nursing notes and
interview with LN #1 on 10/18/11 at 10:45 AM
ravealed the following sequence of events” the
vital signs and neurological assesaments were
completed at 1 AM, 4 AM and 6:45 AM and
documented ag within hormal llinits. The resident
raquested and received paln medlcation for a
headache at 12:30 AM, At T AM, the resident
stated the patn medication had not provided
relief, At 3:15 AM the resident complained that
the headache had worsened. At that time the
resident ignored histher gluten free dietary
reshictions and ate n sandwich. At 3136 AM, the
resident vomited the undigested sandwich and
! again requested madication to relieve his/her
: headache, At 345 AM, the nurse assessed the
lefl side of the residant’s head and
documented,”...found & brulse measuring
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' 14:46 AM (five hours later) by RN 1. During the

. resident was immediately transported to the

approximalely 3 inches fing and 1 1/2 fo 2 inches
wide, A bump also noted in this area that was
raisad about 1/2 inch high, area very tender fo
touch, reg [resident] finched and jerked head
away when attempted to measura the bump.” At
4:45 AM, the resident "appeared to be eleeping.”
LPN #1 assessad the resident at 8:45 AM, but {he
next nureing assessment was not completed untl

intesview on 10718711 et 5:30 PM, RN #1 stated
the nurses did not assess the resident from 6:45
AM to 11:45 AM because the resident was
sleeping. The RN alsn stated CNA# "checked
on* the resident at least iwo or three times during
that time period and did not report any changes in
the resldent's condition, Af 11:45 AM the CNA
reported the resident was unresponsive. The

hospital and diagnosed as having a subarashnoid
hemorrhage (traumatic brain infury), This was
almost twelve hotirs after the resident first
complatned of 2 headache. Review of the
medication records for the July, August, and
September 2011 showed no evidence that the
resident had ever requested medication for or
complained about a headacha prior to 10/2/11,

Interview with the administrator and DON on
10119741 at 12:10 PM revealed they investigated
and reviewed fhe above events and determined
staff needed education and training regarding
neurclogloal assessments and Identifying signs
and symptoms of traumatic braln injury. They
stated all hursing staff were required 1o aftend the
education and training provided on 10/11/11.
They further stated work assignments had been
revised to ensure a qualified professional nurse
was on duly at all times to assess resldants with
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head) Ihjuries. The followling conoerms wers
identified:

a, Review of the 10M 1/11 inservice slign in
shaet and random interviews conducted on
1018741 and 10/19/11 revealed three of eight
nursing staff, LPN #2, CNA#2 and CMNA #3, bad
not recelved the mandatory education and
trainlrg, )

b. Thare was no evidence of & system Tor
enauring all direct cane staff receivad the requlred
education.

&. There was no evidenye of Implemerilation
of perindic competency evaluations {0 ensure
staff wera able {o recegnize early signs and
symptoms of a fraumatio brain infury,

d, Eight randomly salected sample records
were reviewed for post fall assessmeants. Reviow
of the August, September and October 2071
yuaity improvement "Falls Management” reécords
showed the following Information had been
collectad for the eight residents: staff did
neurological checks for sl unwitnessad falls and
those fails Involving the head, fallow up
monitoring end charling was done every shift for
seventy-two hours apd vital signs were
documentad, However, raview of the post fal
assassments Tor 4 of the 8 madicel regords
(resident's #167, #11, #101, #132) revealed
' Incomplets assessments and/ar Missed vital
. signa, Review of the medical record for resident
#167 showed the tasks wers not performed after
sfhe fell on 10/1/11. Review of the medisal record
for resident #11 showed the 10/4/11 post fall
assessments were incompleta, Review of the
medigal record for resident #101 showed the
10/13/11 post fall assessments were incomplate,
Review of the medical recotd for resident #1372
showed the post fall neurological assessmenis
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and vital signs were not performead according to
the facilily’s pollcy after s/he felf on 10/13/11.

8, During the Interview on 10M9/11 at
12:10 PM; the administrator skated the quality
improvement "Falls Management” information
was a checklist and had not been revised {o
Identify whether or not tasks were completed or
done cosrecily.

f. The facllity was unable to provide
avidenca of a monitoring system for énsuring thet
neurological assessments and documentation
ware completed aceording to the facility policy.

According to Whlte, L.olg, RN, PhD, Duncan,
Gena, RN, MSEd, MSN, and Baumle, Wandy,
RN, MEN (2010). Foundations of Adult Healih
Nursing, third edition, Meuroghiai Sysfem, page
319,"Intracranial hemorrhage Is & common
complication of any head injury. Subdural
hematomas ( bleeding in the braln, subarachnoid
hemorrhage) cause imimediate pressure on the
brain. Sabdural hematomas sre acute, within
forty-aight hours of injury, Common sympltoms
are headache, drowsiness, slow mentation and
confusion,”

According to the March 2008 Canters of Digease
Control and Prevention pultication entifled, "Braln
Injury in Senlors’, the signs and symptoms of a
traumatlc brat Injury for an older adult who hae a
fall related injury inolude a headache that gets
waorse of does not go away, repeated vamiting or
nattsea; increased confusion, restiessness, or
agitation; and inability o awalen.
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