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Facility will develop and
implement  written policies and
rocedures that prohibit mistreatment,
eglect, and abuse of residents and
isappropriation of resident property.
his will be accomplished by: 12/18/10

A) Residents #11, 16, 73, and 141,
) I will have iimely assistance
DON: Dirastor of Nursing during meals.

| . ! B) Resideats #11, 46, 138 and 162
LPN: Licensed Pracfical Nurse will  have individualized,

| 1
The following cornmf::@n abbrevlalions are used
throughout this gocument!
"
i |

COM: Certified Dietary Manager
I
GNAL Carfified Nurst:a*‘ Aide

- A ingful activiti
0S: Minimum Daia Set meafmug ul activitics.
MES: M ; C) Residents # 5,13, 28, 38, 79, 80
RO: Registered Dieﬁ%iﬂn 108, and 141 will bhave

_ o .. meaningful activities provided
RN: Registered Nurse by adequate activity personnel,

i D) Residents # 11, 33, and 162 will

i

{ egs comimonly uge'ad abbreviaflons will be Have timely imterventions and
annoteted [n each deficiency where used assessments o address
F 224 ) 483.13(c) PROHIBIT k224 significant, umplanned weight
B8=F MISTREATMENT/NEGLECT/MISAPPROPRIAT loss.
N } - E) Residents #3, 46,108, and 159
The facility must dei\'felop and implement wilten :vlllul' h];"e timely response fo
policies and pmcadl.)res ihat prohibit calllig . B i
mistreatment, neglest, and abuse of residents €} Al residents will be offered
and misappropriatioh of resident property. Bedtime snacks,
i ) Nursing Staff will recoive
‘ i Instroction to above
| infractions.
| - d o
”&15 REQUIREMEN‘T is not met as evidenoe E) Additional porsonnel will he
Basad 6N obsgwaﬁ'efm, resident and staff added to activity department,
Interviews, and reviews of faellity documentsiion ¥) All staff instructed to respond
and records and relka:.idents ' medical records the To resident call lights.

facillty failed to ansire that all residents (#3, ‘#5IA

oA GME-2647(02499) Prpvious VerslonaiObsolste Evegl ID: YETOQ1 Faoliity 16,

/ /rd/,c-o é’/%’@/" aHQC’C/'HZ%%’ o

(X&) DATE

P DU UL (ol Wllkthat—_ [-24-1

al: i I3 ek (¥ ; W Hullon may be excuzed frop corresting praviding 1t iz determined that
érmi:! with'dn asterizk (*) dencles dar(ciency whieh the Instilution may 1
m&;ﬁ:?&gu&arﬁaﬁmﬁﬁ :J‘%ggnt profection to lh(e) pallants. (Ses [nstruciions.) Except for nursna hgm@sﬁﬁré?"t;ndur%satd all:::g ;:End;i:]%?:grs ggl g?;s
ate of supvey whethar or not & pian of carraclion fs provided. Fer nursing homes, the above AR Reg o
Elﬂ?sw f"';ﬁofxﬁg the dale ihaysm documén%nhs are made avalfable to the fasllity. 1f deflolencles are cited, &n alwggﬁﬁ@ T ﬁﬁequlslte to continuad
1 i b

program participatiarn.
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F 224 | Continued From page! 1 F 224 ) igg:;?;a: Illtlrsmg staff will b
211, #13, #18, #28, #33, #38, w46, #73, 376, #E0, H) Nursing A 5'3 o
108, 1138, #141, {59 and $162) were free from Mo g Administration wil
neglect, Findings wefe: onifor meal services o
1. Referio F241 fbiidefails regarding the failure assure that all residents are
to pr[ovide ret-slden&la i1 ;!#16.I #73, #1141 with :eceilving meal service in
timely assistance duing meais. imely  manner .
2. Referto F248 for! details regarding the facllity adjustments as ind,icnte:in wiine
' 5 fallure o provide {ssidents #11, #46, #4138, ant ) Nursing Admini e
4462 with Individualized, meaningful activities. In Assi ministration will
addlfion, fhe facility falled to enaure there were sign staff to offer IS snacks
adequate aclivity personnel to provide & program and monitor compliance of
of teaningful activities for rasidents #6, #13, #28, such, making adjustments as
#a%, 79, #80, #108] and #141. sing the facllly indicated.
3. Refer to Fa26 for details regan ing the faclli Y  Pacility Dietici .
& failure to ensura Fesidents #11, #33, and #162 Wei gﬁ an di;;l::: wﬂll perform
had timely interventions and assessments &0 with each resident
address significant, fanplanned weight loss. . _ assessment and
4. Refer o Fa53 for details ragerding the fajlure intervention to be implemented
of the facillty to enstine adequate staff to respond as indicated.
o call lights. In adgition, ploase see epscific K) The facility will implement a
information for rasidj‘ants 43, fi46, #108, and new Mechanism for identifying
#1 59. | and 4 . .
5, Referio F368 fEr deiails ragarding the facility suspect m;epo_rtmg resident
' ¢ faflure to offer sacks at bedtime to all L T P Weughtll()ss,
residents on 2 of 2 gbserved units. ) The facility will explore a
£ 526 | 483,13(c) DEVELOP/IMPLVENT F 226 change in dining room service
sy=b | ABUSE/NEGLECT, ETC POLICIES zllowmg for a more efficient
g elivery amd assista
The facility must deyeiop and implement writien meals, nee  of
policies and procedures that prohibit Audi .
migtreatment, hegldet, and abuse of residents M) allghtl t"f'ls will be developed
and misappropriation of resident properly. and deployed to address the
! fdentified deficient areas.
b i N) The above interventions will
‘This REQUIREMENT I¢ not met as evidenced Be presented to the Quality
by: ; Assurance ten :
Based on medizal hjlecnrd review, review of and analysis f::;-’ :ﬂﬁ'l;‘li’ialuatmn
incident reports, review of policy and procedure, 6 months mum of
and staff lntewlew‘! l'the faility falled to complete & .
Evehl JD: YATO14 Feclliiy I WYD0Z7 1f confinuation sheet Page 2 of 30
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thorough investigation for 2 of 4 injuries of
unknown ofigin, involving nur-sample resident
#481 and one samplel{esident (#1703, The Tindings
were: |

{
1. Review of the "briilee incidant repor” dated
8/19M0 showed resifent #91 was reported &
having & brules of unknown origin. The report did
not inciude the location of the bruising, however, it
included 2 quole from the resident that alleged it
may be from staff handling himher “foo
hard...some of themlgare rough." Further review
showed seven staff members were isted on the
report as having worked with the resldent in e
past 48 hours, However, two of these staff were
not interviewed becabise they were o vacadion
starting the date of e repert (8/19). Furthermors,
the report faflad to ddeument any canglusions as
t the causative facidrs related to the bruising,
Interview with the DON on 11/3/1C at 1112 AM
revealad the facllity did not retain original notes
from any of the interviews. The [JON also stated
the iwo staff members were not interviewed when
they returned to work regarding the bruises found
on this resldent. ']
'
2. Review of the "briflse incident report” dated
51910 ghowed resident #4170 had bruising below
the left ays, o the slde of the nose and fop bridge
of the nose. The repbrt showed the resident was
uneble to recall how the brise ocourred. The
area of the report foi listing hames of staff who
worked with the resident in the past 46 hours was
ieft btank, In addilior, the erea for interviews of

the Interview note stated "CNA siates no injury
noted on 811." The back side of the report form
was designed for the follow up; howaver, this

staff showed ane CNA was interviewed; however, |

section, as well as tll?e signatura and date ing

written policies and procedures that
prohibit mistreatment, neglect, and
abnge of residents and
misappropriation of resident property
This will be accomplished by:
A) Abuse Investigation policy will
be revised to address the need
for docamenting all statements.
Nursing staff will be instrncted
to the thorough completion of]
bruise reporting assessment to
include a documented
thorough inferview process
including pessible causative
factors related to the bruising.
Resident # 91 will be
interviewed fo determine if
there are continued concorns
about “too hard/rough”. This
interview will be documented.
All bruise repoxts will be
reviewed by the Nursing
Administration  team  for
elements demonstrating a
complete investigatiom was
conducted.  Immediate re-
education administered when
warranfed,
Nursing Administration will
report statuz of findings at
quarterly QA meetings for a
minimal period of 6 months,

B)

©

D)

E)

The facility will develop and implement

(X4 I SUMMARY STATEMENT OF DEFICIENCIES n o
PREFIX (EACH DEFICIENCY NUST BE PREGEDED BY FULL PREFIX {EACH GORREGTIVE ACTION SHOULD B COMPLETION
1AG REGULATORY OR LEC IDENTIFYING INFORMATION; TAR CROSS-REFERENCED TO THE APPROFRIATE DATE
| DEFIGIENGY)
F 228 | Confinuad From pagh 2 F 226
‘ F 226

12/18/10
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F 228 | Continued From page 3 . F2260p 241
were |eft biank. Interview with the DON on he facility will promote care for
114810 at 11 f:12 Aw{:igﬂgg éﬁﬁ Er]%;;cr);gzoked all esidents in a mammer and B an
?heé’riisi"ﬁ?@%ﬁ’g‘ingﬂ uvironment that maintains  or
s o nhances each resident’s dignity and
3, Review of the pelity and procedure far espect in full recognition of his or her
investigating unexplalned injuries revised i~ ndividuality. This will bhe
fhie "Abuse Investigations" policy anhd proceaure. .
Accurding to the "Abuss Investigations" policy ﬁ) R‘{?;dents #11,16,75 & 141 | 12/18/10
and procedure (revised 7/28/02,) injuries ofan ) Wl_ l‘ecewei dmmgleatmg
unknown source wefe to be prompily and assistance fr a timely
thoratghly investigated. Tht?dprotcedure '?Eg;?? manney.,
the person reporiing the incident, any wi 0 . .
tha ﬁmident. the resident, other staff who may Y Tlim fﬁ“ﬂl_t}’ Wlll. explore a
have been involvedhwithin the involved time change  in dining room '
frarne, and family and othet regidents were fo ba service allowing for a more
efficont _delivery and
@ guidelines ToT CO \ .
faile% tp address thé need for documenting any c““}prehenSlVf} level of
statemnents other thian those of & witness. asmst:ance during meals. _ T }
F 241 | 483.15(z) DIGNITY, ANI) RESPECT OF F241| D) Nursing Administratiomggill |1 Ao
ss= | INDIVIDUALITY .- inserviceWhursing  statf =0 | o,
. ot above deficiencies
The facility must promate care for rasidenis ina . ., ,
manner azd in anpémvironment that mafntaiis or E) Nursing Administration will
enhances each resltient's dignity and respact in monitor meal services to
full recognition of his or her individuzlity, assure that all residents are
H benefieiaries to a timely meal
Thig REQUIREMENT 15 nwf met a5 evidenced with Dnecessary assistance
by: 3 L _ rendering re-education. ag
B e e sy warrantod
interview, ana me y Ik , .
lfail-ecllto provide a dignified dining exparience for K) The ab?ve audit results will
one of eight samplle‘ residents (#11) and three: be reviewed at Quarterly
non sample residents (15, #73, #'L{H) who J Quality Assurance meetings
required dining Etssi:stance. The findings were: for a minimum of § months.
v Bvent ID: YETC 1 Faclllly 1P WYO027 If canfinuation sheel Page 4 of 30
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_

'GNAs to come in at about 5:30 PM o assist with

1, Review of the medical records and ctirent
nursing assessmentt] revealed residents #11, #73
and #{41 required absistance with eating that
ranged fram extensive to total dependence.
Observation in the cantral dining room on 11/1/10
revealed the three residenis wiara posifionad at
the same table at 6;15 PM waiting to bé served
the evening meal. Af that time, staff gave each
resident a drink of water and/or other beverage,
placed the glassesicups on the tabl In front of
the vesidents, and departed: Continued
cheervation revealed the residents did not receve
additional assistance] until staff served the
individual meals as follows: Resident#11 was
setved at 8:55 BM {forly minutes elapsad);
residlent #73 was sefved st 7:06 PM (fifty minutes
elapsed); and residept #141 was served at 7:30
PM (one hour and fiffleen minutes elapsed).
During a confidentialinerview on 11/1/10'at 7:30
Bl with an alert and orisnisd resident it was
revealed s/he had ohserved dependent residents
sitting and walting fer Rssistance &t rasal imes for
prolonged periods ofi time for the past twe
months. During an Irtecview an 11/3/10 at 11:40
AM, the DON statedishe was aware of the
problems with delaygd meal service, She stated
the facility wes in thi process of making staffing
changes to address Tt, but acknowledged it
confinued to be a problerm,

2. Obsarvation of tHa evaning meal on 11/1/10 at
4:55 P'M revealed resident 16 was seated in
his/her wheelchalr &f an assisted dining table on
the south unit, Af that fime the resident stalad to
the suryeyor a/he was ready o eat. At 4:67 PM
the distary zide reepsended to the resident's
request for food bylstating e/e had to wait for the

Q4 1D
PREFIX (FAGH DEFIGIENCY MUST BE PREGEDED BY FULL PREFIX (EACH CORRECTIVE AGTION SHOULD B g
TAG REQULATORY OR LS IDENTIFYING INFORMATION) TAG CROSS REFERENCED TO THE ekl
' DEFICIENGY)
F 241 | Gontinued From page 4 F 241
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dining. During this observation thers wers ather F248
residents in the dining room who had their roels The facility will provide for an ongoing
and were eating Independently, The resident rogram of activities designed to meet
continued fo sif at the table, At 618 PM the n accordance with the comprehensive
resident agein asked for a meal and weg sgain ssessment. the  interest iv
told sihe needed 1o wat for the CNAs. The hvsical ’ tal rests and th
resident rernained in the dining roarm looking ysical, mental and psychosocial well
sround at the other tesidants who were ealing, ¢ing of each resident. This will be
The resident’s expréssion was chserved to be & ccomplished by: 12/18/10
deep frown. After thé CNAg brought in oéher 4
residents who recuited assistance, resident#16 A) Reside . _ ,
was served his/her meal gt 5:46 PM, fitty minutes ) 79,80 1"1]? f33=11913»28:383 4}5,
after hisiher first reduest. The agsistance the ,80,108,138, 141 & 162 will
resident received w'afls observed to bé for set-up have an  jndividualized
help only. The resident took several bifes of the activity program based on
food and Independahtiy laft the dining room. respective netivi
Observation on{1/2/10 at 7:60' AN and an asse ; Wity
11/3/10 at 7:65 AM showed the resident was -Ssment.
seated at the assisted table with no staff presert B) Activity personmel will be
to assist. During both abservations it was noted inserviced to the above
that when the resident was served each moming inf¥sctions
medl, the resident ate without staff assisiance, C) Additi ’ .
[ritarview with LPN #1 on 11/3/10 at 7:55 AM ) Additional personnel will be
revealed the resident required sed-up help and added to Activity
supervielon for ctinin[‘g. She stated ;xhe r§5|dent department.
often came to the diring room early anc was .
served hig/her meal|withouk having o walt for D) As f"aiﬂl resident assessment | 0o UL d
staff o provida assjstance. per.md is  realized,  "all | " . O .
F 248 | 483.15(7}{1) ACTIVITIES MEET F 248 residents will have a | > VWU
5= | INTERESTS/NEEDS OF BACH RES comprehensive  assessment
The facility riust prévids for an ongolng program :::ftg;dmd““hmd care plan

of activities designsd fo meet, in accordance with
the comprehensive asseaament, the intereste and

the physical, mental, and psychosooial wel-being
of each resident.

This REQUIREME;YIT is not met as evidenced

E) Resident participation in
activities will be docwmented
and evaluated.

F) Audits of resident

assessments and care plang

FOR G Z687(02-95) Previous Versloré Osolete

Event 10 YETOH

Eaclily HxWyo0zy
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. 25 | Comiruod From pege 6 7 24 will be conducted to determin
: o i } efficacy of  the activi
: Based on observaiion, review-of (he sctivity program(s) with adjustment
calendar and resident coungll minutes, medicel made to the program as
record review, and staff and resident interview, warranted.
ihe Tagility failed to ensure there was an G) The sb i :
e Tainlzed act]|program thai et ts needs e above audit results will
of 4 of B sampie residents (11, #48, #138, be roviewed at Quarterly
#162). In addtion, e facilly felled to ensure Quality Assnrance i
jon, i | meetings
adequate activity pe}sannel 1o provide enough for a mimimum of 6 months,

zotivities to mes the/ needs of residents on 2of 4
units {south, centraly including supplemental
residents #5, #13, #28, #38, #79, #80, #1 0%, and
#+141. The findings were:

il

1, The following con!crarns on the south unli were
identified: '

A. Review of the 10/22/10 annual MOS
assessment for resident#138 ghewed a problem
with activities was ftiggered, which required
further assessment,; Section V of the assessment
Indicated activities would be Included on the care
plan. The folipwing|ooneerns wers identified:

2. Review of (e care atea assassment (CAA)
for activides showed it was not a comprehsnsive
agsessment, There lacked &n analysis of findings.
Furthermote, the GAA referred to “Activity
10/28/10-Tab In chart.” However, further medical
record review showed nothing during that
gmeframe In the activities section in the chart.
During an interviewron 14/3/10 at 8:40 AM, the
activity dirsctor stafed there was no activity
assessment. {

b. Review of the current gare plan, dated
10428110, showed the area of activities was not
addrossed, There ere no goals of approaches
tn ensurg the heeds of the resident were met. Ch
11/3M0 &t 3:40 Al\fl‘, the activity direcior confirmed
there was no care/plan for activities. The dlrestor

F IR OIVS-2567(02-89) Previows Verslons Obsolals Even ID: YB TR Fachiy ID: Wyooz? 1§ contintration shest Pzge 7 of 30
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stated the resident "doesi't nesd a care plan."
¢. During an Interview on 14/2M10 &t 1:05 PN,

when asked about activities, the resident replied
activities "suck.” The|resident stated two agtivity
gides were gone, S the south and cenfral units
wers "ignored. The resident stated [heré were
not enough group ackvities to keep her busy, and
the faclily did not provide ona-fo-one aofivities. |
The resident stated she was "yored." DUring sm
interview on 14/8/10(3t 8:40 AN with the activity
director and both activity sides, they stated with
ragards fo activiiies for the resident, "IEN never be
gnough,” | :

d. Review of the medical record showed no
participation recordgjor other documantation £
Show the resident'sjparticipation n activities or
what hisfher responise to an activity was. Asa
resuli, there was no avaluation as to whether or
kot the facillly was mesfing the activity needs of
this resident. ;

B Observation during the survey from 11/1/10
hrough 11/3/10 showed resident #48 did not
parficipate In grou activifies. Revisw of the
9/210 C{uarterly aciivily assessment showed the
residant wanted tojchecse for himyfherself fhe
daily activities and liked ta ba In hisfer room. The
jollowing concerng were jdentlfiadh

a, Review of the care plan dated g/2n0
ahowad the only gdal for activities was sragidant
will attend/participate in 1-2 out of room activilles
per week." The approaches listed were not
inclividualized, but rather a listing of potential
activifies, such as| 1 Yisits with activity aide;
Farply or friends visits pri a% needed!...computsr
in toom...pet therapy.”

b, During an interview on 11/210 at 12:45
PM, the resideni tha’sed wachvities have gons
dowhhill” The resident stated s/he did nat
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participate in any ghoup aolivies bacause s/he
was not interasted inftvhat thay had to offer. The
resident further stated they didn't offer cne-tc-one
activites and * do get bored." During an interview
an 14/3110 at 8:40 AM, the activity clirsctor and
hoth activity aides confirmed the activities offerad
o the resident were "ot snough."

& Revlew of the fmedical record showed no
participation records|or other documentation to
ovidence the resident's partisipation in activities
or his/her response to an acivity. Thus, there
lacked ah evaluation as to whether ornot the
facility wae mesting the activity needs of the
resident. :

(5. Review of the medical record for resident #1862
showad siiie was netvly admitied to the facility on
40/6/10. Periodic obgervations during the survey
from 1 1HM0 fo 1174110 revealed the resident did
not participate in any group activides. Intarview
with the resident onit473/10 at 8:30 AM revealed
afhe did not know wliat there was fo do for
acfivities, but stated sthe was "okay." Review of
Yhe medical recerd Showed no documentalion
releted fo activities, 'Upon request an activities
inforview from section F of the MDS3 3.0 was
provided by ihe facility. Review of this data
eollection fool showed the resident did not think it
wes very impertant fo be aroind animale of fo da
things with groups of people. However, gccording
to the care plan daféd 10/10/10, the approaches
for this resident consisted of 4 list of rotivities that
could be selected and included: "pet therapy” and
"large group activity" Intarview on 11/3/10 &t
11:55 AM with the activities director revesled
there wae no additional assessment
documentation to ravisw.

| . Obgervation on :the south unit during the
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survey from 117140 through 14/310 showed
nummerous residents (#5, 108, #28, #38, #13,
#79) were seated i tile lounge area and not
engaged In any actvities. Review of the activity
calendar for 14/2/110 Hnd 11/3/10 showed only
one group activity was offered each day, Review
of the vare pians for [esidente #5, #13, #28, #38,
%79 and #108 revealgd the care plans were not
indlvidualized. The plans showed all residents
had a similar goal, which was to attend/participate
in a cerlain number of out-of-room activifies per
wesk. Furthermare, the approaches consisted of
a listing of potentlal &ctivities that were not
specific to such resident.

E. During an interview on 11/2/10 at £:40 AM,
activity aide #1 stated on the south unit {t was
“ery sad...residents just sitting around.” During
the interview, the activity director staied there was
no activity aide for {fle south unit. She stated they
wege tiying to work put how ectiviies oh the south
uritwould be covered and would probably have

activity aide #1 cover that unit

l
2. The following corsems on the Central unit
were [dantified: |

A, Review of the 814/10 activity asgessiment for
resident #11 showéd s/ha had hearing difficulties,
did riot stay long folt actlvifies due to the lavel of
dernentia, and "likss for staff o visit with her.”
Further review showed "waiching television® was
not a preference foy this resident, Reviaw of the
0f22/40 plan of care revealed interventions
regarding sheff visits was lacking. Dbgervation on
110 at T:45 PMjafier the evening meal,
showerl the resident was not Involved in group or
one-to-one activifies. The resident was obsenved
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io doze a5 sihe sat i the rearsafion/lounge atea
positioned in front-of the television and
surrounded by af least eight other renidents who
ware also dozing. Observation on 1172110 frotn
6:30 AM untlf 10:30 AM showed the resident was
positioned In the recréation/iounge area in frant of
the televislon with other residents both bafore and
aftar breakfast, The only aciivity provided during
that time was Bible reading presented by a
volunteer. However, per chsarvation this resident
did not participate. At 1 PM, she was ohgerved
pasitioned in the recreation/lounge area dezing in
front of the television,set, Observation from 7:40
PM until 8:35 PM ravealed s/he was sgain
positioned in front of the television. The only
seiivity provided attsi the evening meal, from 7:45
M fo 9-45 PM, was a crossword puzzle activity
presented by a volunieer. Three residents
parficipated but thesé did not inclida residents
i1, ;

1, Review of the &/05/10 quarierly MDS
assessmeant for rasidant #850 showed the resident
had severe cognitive impeirment and poor viaion,
and was fotally depandant on staff for all activities
of dally living. Accotding to the §/7/10 cara plan,
weeKly aativitios included cne-to-ons activities
with alf activities, music and book dul in the
resident's room, familly vigits and fouch therapy.
Ohservation on 11/1/70 at 7:46 PM after the
avening meal, revelled e resident was ot
involved in greup ofione-to-one activities. S/he
dozed as she sat i the recreafionloungs area
positioned in front of the felevision set and
surrounded by at lsast gight otner residents wha
wers also dozing, Observation on 14/2/10 from
8:30 AM until 10:30-AM, showed the resident Was
positioned in the re¢restion/lounge area in front of
fhe television with other residants both before and
i .
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after breakiast. Continued ohservation showed
s/he was not present during the only acfivity, Bible
raading that was provided during that fime, AE1
PM, s/he was again“‘::ositiuned in the
recreationflounge area =nd was noted o be

|

dozing in front of théjtelevisfon set, Observation
from 7:45 PM to 8:45 PM showed sha was In bed
asleep and did not participate In the gvening
crossword puzzle activity presented by a

voluntesr.

C. Review of the 8/4/10 activity sssessment for
resident 141 revesled s/he was cognifively
impaired and hisfher aotivity preferances include
exercise, family visits, watching television, Imusic
and conversation. Review of the doclmentation
on the Ootober 204 activity log showed atafi
provided activities for the resident on three days
during & fifteen day period from 10M6 10131110,
Further review revealed staff did not provide any
activities for this resident during the three
consacitive weekatids during that time pariod,
Observatlon on 1 “HJU’IU at 7:45 PW revealed the
resident did not patticipste in the evening aclivity
pacauge sihe was Bafing hisfer evening mezl
during the activity. Dbservation an 11/2/10 from
8:30 AM until 10:30] AM, revealed s/he was
positioned in the réoreation/iounge areas in front
of the television with ofher residents befors and
after breakfast. The only activity provided during
that ime was Bibla reading presented by 2
volunteer, and thelresident was cbserved lo be
dozing during the getivity. At 1PM, sihe was
pogitiohed in the recreation/|oungs area dozing In
front of the television, Observation from 7:40 PM
until 8:55 PM revesled s/he was again posttioned
in front of the televieion. Continued obsetvation
from 835 PM until 9:45 PM showed s/he was
agleep in bed during the evening orossword

F248
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puzzle activity,

D. Inferview with CNA #7 on 11/1/10 at 7:46 PM
revealed the usual reuting on the central unit was
- tor position the residants in the televisien lounge
‘ area gfter e avening meal untl stafi had an
L opportiunity to "put the residents to bed.”

, Interview on 11/2/10 at 8:45 M with NA 1
showett s/he had never been Involved with
resident achivities. Inferview an 11/3M10 at 9:45
Al with CNA #6 revealed direct care siaff were
busy ith other carg duties and did not have fine
fo offer or provide aqﬁvities for cognitively
impaired residents. Intervisw on 11/3/10 at 10 AM
with RN #1 revealed.direct care staff were
Involved with residefit activiies whenever thay
had time, but fraquehtly other tasis left little or no
fima for activites. THe RN also stated that
whenever staff had ime to provide activities the
activity was not hased on individualized reaident
preferences.

3, Interviews with twenty-four residents on
14/310 at 10:10 AM revesled all twenty-four were
unhappy with the quality of the activies program,
verifying that there was not enough fo do.

A vomparison ofthg Dctober and November 2010
activity calendars showed 2 decrease i the
' number of grovp agfivities offered for November.

Review of the 91710 resldent council minutes
showed the followifig commments "... South resident
sald we wish they Wouldn't get rid of the activity
people, it wouldn't big the same....Sclth regident
sald activities are fesded, they need fo keep the
activity staff so residents can have the quadity

activities they are used fo.”
!l
I
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4. On 1113110 at 8:40AM the activity directsr The .
(who had been in thé position about fwe wesks at the f::illT Icesill;m‘i’ided_nr arvanged by
fhe time of the Interview) and both activity aides ity will be provided by qualifie
were interviewed. Thiy stated that there used to persons In accordance with eac
be four activity aides (one for each unit), butin resident’s written plan of care, This
Qtober two of the psitions were cut (the aides will be accomplished by: 12/18/10
for the central and sﬂuth umta?. 'Ighe di;zctigg .
stated the departrnent was only budgetsc for tve R i
positions, and they durently had thrse, All three A) Residents # 11,33, & 94 wil
activity staff stated fHlere was not anough staffin receive denture care
the department to meet he activity needs .o'f the toileting  assistance and
tesidents. They confirmed that fewer activities dinin . !
g ; o assistance in
were scheduled for November. Whai asked if accordance to ol :
they dld one-to-onelactivitias, the staff stated it B ' o plan of care,
was diffioult to do with only three: staff. When } !\Tursmg Staff will be
asked for dogumentation, tha staif was only able inserviced fo ahove
e e paipalon s, infractions.
gast unit, When aske ) . '
the staff stated there were no logs for the zouth C) Charg'e nurses will monitor
unit, and the nursing staff kept the log for the all residents for adherence to
o vty o resident plan of _care
ol h goais T : addressi identi
all residents. When asked, "How does having & ifracts ng any identified
resident attend an qut-of-room aotivily twa to ra!: iong. .
thres Imes per wegk ensure the facllifyls D) Nursing Adwinistration will
g}eeglgg dﬂ‘? netergsp itgf the resident?”, the activity Audit random samples of
AL - resident :
F 282 | 482 20()(3)(f) SERVICES BY QUALIFIED F 282 with ‘]1 ;j“e compliance
ag=D | PERSONS/PER CARE PLAN plan of care
: - E) The above audit results will
T o be roviewed at Quartely
must be pravi A !
accordance with edch resident's written plan of ?uallty‘ Assurance meetings
pare, ' or a minimum of 6 months.
“Thie REQUIREMENT is not met as evidenced
by: Y _
Based ¢n observ‘aﬁnn, macical record review,
| |
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and staif it‘lteN(iie\Iéﬂ the facil(ijty fgied‘ttﬁ ;gsir%mn ' ach resident must receive and the
care was provided in Recordance with s Wil acility must provi
plan of care for 2 ufﬁl sampla rgmdents 1, d gwices I;O"aiga"i;hgrﬂ':;‘:gzi;y E:III‘E
#33) and one supplemental resident {#94). The X _ ) in the
findings were: | ighest practicable physical, mental)
| nd  psychosocial  well-bein in
1, Obgervation on 11/2{10 .ﬁt 7:56 PM revealed ceordance with the compréhensive
resident #33 Was slesping in bed when CNA #1 plan of care, This will be accomplished
revnoved hlsfhar ':'r.ﬂng‘ghfet'l'cunrgij E\o; cl;&%;m%. ;\gter by 11810
cleaning the dentures, the ook The dentures . . .
fo the nurses station where they were then stored. A) Residents .# ‘11, Wl!l recerve
Interview with the aigi'e ravealed this was the offer of toileting assistance in
normal pracedure 1‘?; storing tthe :J;e?fidet?t‘ﬁ v accordance to plan of care.
deruras, Review of a memo te staif which was B) Nursi ,
posted in the residerif's bathmom showed the ) ] sef'::}g a Staﬂt‘ will  be
dentures were ko be stored in the resident's fn lf:e 0 above
hatiroom. The date on the memo was 7/18/10. infractions.
Interview with the DON on 11/310 at 1:46 PM C) Charge nurses will monitor
varified the memo \m;aﬁ partjuf {he restdents’ care all residents for adherence to
Id be followed. . s
plan and shou N resident toileting plan of care
2. Refar to F308 for details regarding the facility's addressing any identified
faliure to provide tofleling aosistance according fo infractions.
the plan of care for resident #11. D) Nursing Administration will
3, Refer o F312 for;'demils regardlng the facility's Audit random samples of
failure to provide dining assistance for resldeht resident care compliance
#34. J* with plan of care
F 300 | 483,25 PROVIDE CARE/SERVIGES FOR F 308 E) The ;’bwe ottt resalts will
sg=n | HIGHEST WELL BEING G
, be reviewed at Quarterly
Each resident must reusive ang the f:acilitty m’lajtslt Quality Assurance mectings
provide the necessgry care and 86rvicas to at@in for 2 minimum of § months.
or maintain the highest practicable ph}falcal. L
mgntal, and psychdsocial well-being, in
accordance with the comprehensive assessment
and plan of cara.
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This REQUIREMENT, is et met as evidencad
by: "

Based oh cheervation, medical recerd review ang
ataff Interview, tha fapility failec to ensure staff
provided foilsting In 8.fmely manner in order to
promofe bowel continance for 1 of 6 sam ple
residents (#11) who were incontinent, The

fingings were:

Review of the §/20/10 quarterly MDS agsessment
for#11 revealed the [iesident had episodes of
urinary incontinence; was continent of bowal, and
required extensive assistance with toileting.
Review of the care pfan showed approaches
included: offer to toilet resident every two fo three
hourg during the day, Continvous observaioh on
14/2/40 frorn 6:38 AN uatii 10:16 AM (three hours
and forty minutes) révealed the resident gatina
whealchair in the television area atid was not
checked for incontinence or provided an
upportunity o usa the toilet. Observatian of the
CNA #6 wha provided parsonal care for this
resident at 40:15 ANl revealad the resident had
been incontinent ang hisfhier disposable brief was
asolied with feces and urine. Interview with the
CNA on 11/2/10 at 1PM revealed staff usually
chacked the resident for inzentinence before
getting up and afterlfranafers to bed. Tha CNA
aleo stated somefimes the resident was
incontinent of urlne gndfor fecas and other times
sfhe wasn't and sometimes slaff assisted the.
resident to the toilet and ofpar times they did not.
483.25(2)(3) ADL CARE PROVIDED FOR
DEPENDENT RESIDENTS

A resfdent who Is unable to cafry out activities of
daily living recalves the necessary services 10

maintain gaod aubrition, grooming, and persenal
|

A resident who is unable to ecaxry ou

activities of daily living will recetve tht

necessary services to maintain pood

nutrition, grooming, and personal and

lc;ral hygiene. This will be accomplished
yi

A) Residents #94 and 144 will S
receive dining assistance,

B) Nursing Staff  will  be
inserviced to abova
mfractions.

C) Charge nurses will monitor
all residents for assistance,
with dining addressing any,
identified mfractions.

D) The facility will explore a
change in diming room
service allowing for a wore
effxeient delivery and
comprehensive  level  of
assistance during meals.

E) Nursing Administration will
Audit random samples of
resident  dining  services
compliancy.

Fziz| ¥) The above audit results will

be reviewed at Quarterly

Quality Assurance meetings

for a minimumn of 6 months.
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and oral hyglens.

This REQUIREMEN‘j"i is not met as evidenced
hy: 1

Based on observation and record review, the
taciliy falled to enedrs fwo supplemental sample
regidents (#94, #144)recelved dining asgistance
in & fimely manner. The findings were:

1. According to the 9412/10 quarterly MDS,
resldent #94 was cognitively impalred and
required limited assistance with 2afing. Review of
the corresponding pign of care showed the
resident had hearing difficuliies, was legally biina
with useful vision only two feet, and reguired set
up assistance and cyies by enable himfher to eat
independantly. Observation on 11/110 at 6:05
PM showed staff had positionad the resident at
the dining oom tabié and placed a how! of soup,
a plate of foud and glasses of water and juice in
front of himfher, Conlinued observation showed
staff that were present in the dining room pesigted
other ragidents and periodically touched resident
#94's shoulder to aslked f s/he was swake. None
of the staff were obsgrvad cueing, prompting or
assisting the resident untll 6:50 PM (forty-five
minutes later). At thiat time when CNA # offered
assistance, the resident refused to eat and stalf
wheeled the resident out of the dining room.

2. Observation at 12:12 PM of the midday rmeel
on the east unit showed resident #144 was
seatad with histher jpeal on the table. Af that
fime, the resident wae sleeping, and it appeared

that he resident's food was unlouched, Eightesn

minutes tater at 12:30 PM CNA #4 sued the

|l
FORM CMS-2887(02-89) Previous Veralong Dbsoleta Evant ID: YATQ1Y Fatllity 1D WYOua? If confinvatlon sheet Page 17 of 30
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ol
- 315
F 312 | Confirued From page 17 ' F 312
resideng jtro v]v{ﬂke up %Eﬁeesagf?ﬁ:; ;’3&“9 cued the The facility will ensure that a resident
resident took several : . i5 i tinent j
F 315 | 483.25(c) NO CATHETER, PREVENT UTI, F315|¥ho is incontinent of bladder recoives
ESTORF BLADDER ppropriate treatment and services to
88=D | R N revent urinary tract infections and fo
Based on the residehts comprehensive restore a5 much normal bladdey
assessment, the faclity must ensurs that a unction as possible.  This will be
resident who enters|the facility without an ccomplished by:
indwelling catheter ks not cathe‘rerlz?g ;Jergﬁigz tth-‘ 13/18/10
riﬁﬁﬁzﬂig;gﬁcﬂaﬁ%n gggsgg;ﬁsg & resident A) Resident #11 will receive
‘?vho is incontinent o:'bladder recelves appropriate ¢are to promote continence.
treatment and servicss to prevent urinary fract : B) Nursing Staff will be
infections ancl l:ofe%iore as much normal bladder inserviced i ahove
function as possibie, infractions.
: ‘ ) All residents will receive care
This REQUIREMENT is not met as evidsnced to promote continence.
by i . ; D) Charge nurses will monitor
Based on observation, medical record raview, -
and sttt Inferview, ihe facity falled to provide residents to  assure that
care to promote aortinence for 1 of & sample residents  receive  proper
residents (1) whe were incontinent of bladdar. toileting  assistance taking
The findings were: || immediate corrective action
Refer to F309 for q'étaiis regarding the facilly's for i(!entifie_d care deficits,
failure to provide tofleting assistance for resident E) Nursing Administration will
#il. il develop an auditing tool to
' & F 326 . . .
£ 325 483-25(3 mﬁ"\}r &%&‘;@R'TWN STATU monitor resident toileting
§8=F | UNLES f program effectiveness.
Baged on a residerit's comprehansive F) Nursing Administration will
agsassment, the faility must ensura that a report monitoring results at
ident - g - v i
ﬁ?lMaintains acclinble parameters of nutitonsl Quarterly Quality Assurance
status, such as bolgy weight and protein levels, meetmgs for a minimum of 6
Utless the residents olinical condition months,
demonstrates that this is not possible; and
(2) Receives & thé‘*apautic diet when there is 8

F P Du3 SIBITS s iI‘ILI " n heet gE: 18 of 3
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nutritional problam, | Residents will maintain aceeptable
|
|

| _

!
H
1
1

'
This REQUIREMENIT is not met as evidenced

; H )
E"gsed on observation, medical record review and
otaff interview, the facility failed to ensure 304
residents (438, #162] #11) who were mlen’u'f"uaeucii 25
having a significant Weight loss w§re_asseast
timely, and had i'nter\lfentions put inte place to
preverit further weight loss. The findings were:

i '
few of the magical record for resident #33
st the waights jistec on the vital signe fiew
eheat indicated the ylesident kad 537.2 Ths (pound)
weight loss In five days. Observaition on 11711110
at 457 PM revenled the resident’s meal wes on
fie table and appesrad to be untauched. At that
Hime the resident was seated in 2 lounge chair in
fhe common area. Continuzd observation unitll
6:10 PM (1 hour arid 13 minutes) revealed the
resident did nat sit &t the table or eat the real. At
no fime during the Qbsemtlen was the residlent 1
radiractad or encodtaged by staif to est the rneal..
Inferview with the digtary aide on 11/1/10 at 4:67
BM revealed the resident comes i and out of the
dining room, she fojther staied the ragident wasd
ot redirected because sihe usuzlly ate well, an
drank a lot of hot cocoa, From | 0/21M0 1o
10/26110, (five days) the resident dropped from
135.3 Ibs to 128.1 ps. Furthsr review ofthe )
8/10/10 nutrition data colleclion summary ghowe
the resident had bden having steady weight
decline, hister weight was down at thattime 8.8
u in the last 180 days. According fo thls
sumnary, the RDjwas nofified for a review due to
the continued weiglht logs:, however, review of the

parameters of nutritional status, suc
as body weight and protein level
unless the resident’s clinical conditio
demonstrates fhat this is not possible
and reccives a therapeutic diet whex
there is 2 nutritional problem. This wil

be accomplished by: 12/18/10

A) Residents #33, 11 & 162 will
be nutritionally assessed and
have interventions put in
place to address any
identified deficits.

B) Nursing Staff, Dietician and
Director of Dietary will be
inserviced to above
infractions.

C) Charge nurses will monitor
all residents for assistance
with dining addressing any
identified infractions.

D) The facility will explore a
change in dining room
gervice allowing for a more
efficient delivery and
comprehensive  level  of
assistance during meals.

E) Nursing Administration will
Audit random samples of
resident dining services
compliancy.

! : YBTON
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SUMMARY STATEMENT CF DEFICIENCES

consumption of foods/iulds, Thare was no
mehtion of weight lods In tha care plan, The pare
plan approsches wefs o provide dist &s ordered,
Dursing staff 1o ancolirage fluids, monitor weights
and monitor labs, Interview with RN #5 revealed
she had written & commurication to the distary
depariment. The dafe on the originel
communication wag {0/27HM0, but was not yet
posted I the resident’s regord. The nurse stated
the lip had two copies a pink carbon copy {hat

went to the CDM who then put the yellow copy in
the RD's mailbax, The following concerns were
‘dentified with the follow up to this identified
significant wi loss: | 1

&, {nterview withi e COM on 11/2/10 at 10
AM revegled she w;'is aware of the weight loss;
however, she did nai keep @ copy of the
communication siip, She reviewed her records
and revesled she hiad not yet made any notes
regarding the Issuel| The COM stated the process
was to colledt informatlon and refer the cese i
e RD. She stated the timeline was to address
the lssue as soon &6 it was identified, She further
stated sha was concernad the weight may be in
error, however hae been busy and had not
requested a re-waigh. She stated she would get a
re-weight that day..At 10:18 AM that day the
residants weight wais reported as 128.6 Ibs, the
CDM stated an assessment was neded to
determine why the!resldent wis Tasing walght,
She thought she r?membered pulting the yellow
copy in tha RR's figilbax; howsver, this gould not
be verifled as the I}D was out of fown.

() 1D ) PROVIDER'S FLAN OF CORREGTION o
PREFIX (EAGH DEFICIENCY HUST BE PRECEDZD BY FULL PREFIX (EAGH CORRECTIVE AGTION SHOULD BE COMPLETION
TG REQULATORY OR L§G IDENTIFYING INFORMATICH) TAG CROSS-REFRRENGED TO THE APPROPRIATE DATR
N DEFICIENGY)
F 425 | Confinued From pagé 19 F 825

record ehowed fhere had been no review by ie -

RD's as of the date of survey. Review of tha cara F) Facility  Dietician  wi

plan with @ problem date of 10/26/10 revaeled the perform weight ass ;

resident had Increaséd celorie needs cue 10 on e¢ach gresid :ssmel.lt'

wandering. The care, plan alsa showed the int h  resident with

resident had impeirad cognition that affected interventions implemented as

indicated.

T s

G) The Chief Nursing Officer
will perform random audit
of residents weightsj
assessments, and care
plapning tnterventions.

H) The above audit resulis will
be reviewed at Quarterly
Quality Assurance meetings
for a minimum of 6 months.

il Jrcedag
mplrnt o wit
Jo b ond adiern

Wt rawneeo.,
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Confinued From pag‘a: 20

b, Interview via télaphone with the RD on
11/3110 at 9:38 AM revealed she was not aware
of this resident's recént weight loss.

2. Review of the n'lecliﬁcal resord showed resident
#162 was admitied 1 the facility on 10/6/10.
Observation on 11410 at 6 PM revealed the
resident was senred!a roam tray, requirgd sotne
assistance for set-upl and then ata without
asslstance. Review of the resident's weights
gince admigsion shoed the residant was

experiencing a signifcant, unplannad welght loss.

From 10/6/10 to 10/22/10 the resldent went from
219.% 18 to 1966 [B5, a loss of 20.7 Ibs (10.4%
wk loss) in 14 days, Review of the admigsion MRS
aesessment with an ARD of 10/10/10 showed the
resident triggered for a potentlal problem related
o nutrition, Furtherleview of the record showed
there Was no assessment done related to nutrifion
for this resident. Int Frview with fie CDM on
11/3/10 at 2.46 AM_\re\raaled she was not aware
of the weight loss for this resident. She also
verified =t that imes nutritional assessment
oould rot be fourd }f‘or this regident,

5. Interview with thd RD by telephone on 11/3/10
at 0:38 AM reveaies] the facility's system related
to nutritionel assessments was fimited by time
constraints. $ha also atated the faciliy lacked @
team fo track and monitor residents who were
identified with significant weight loss,

| ‘
4. Review of the nurition profile: for resident#11,
completed by the RD, showed the last
documented RD Iffervention, dated 1/4/10, was
"added additonal Ensure [dietary supplement] at
hrealfast." Furihet] ravlew showed thie additfon
was an increase from Ensure two fites dally to
one with every mé%l. Review of the vitals and

|

F 328
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weight record for the resident showed s/he had
the following weight fluctuations from May to
October 2010: 145 pourds (lbs) on 5/13/10, 133.8
ihs on 6/17/10, 135 Ihs on 7/3M0, 127.7 Ibs on
873000, 120.2 Ibs off 9/16/10, 124 |bs on 8/30/10,
129 Ibs on 40/1/10}ind 121.2 ibs on 10/28/10.
Review of the 6/20/10 quarterly MDS assessment
showed the resident had expetighoed 2
significant weight logs of 5% or more over the
previous thirly daye, However, review of 9/12/10
guartery MDS assegsment (three montns fater)
showed weight loss was o lorger a concern for
fhis rasident, RsvievM of the care plan showed the
Following irterveniions wers to be implemented to
address Me resident's nutritional needs: distary
per physician's ordeys and weigh two times &
weak. Furthar rauie\?.; revealed dietery and nursing
staff wers responsibie for monitoring for glyns
and symptoms of Crohn's dissase and
sxacerbation for diefary modificetion a8 neadad.
According to the Dci‘tober 2040 treatrment record,
the resident developed two stage 2 prasgure
sores that manth, Review of the physitian's
orders on 10/26/10 ghowed orders for calona
counts for three days due o twe newly developed
pregsure gores andliveight loss. Observation of
CNA#S providing pérsonal care for the residant
at 10:16 AM on 11/2/10 confirmed the presenoe
of two "herling” stage 2 pressure sores, Bach
pressure sore was tooumanted as approximately
a 1x1om area of redness, The following concems
were noted: |

a. Raview of vléals and weight recond
showed twice weeKly weights were not
sonsistendly recordéd for June fa October 2010.

b. Review of the June and September 2010
guarterly nuirition data collection forms completed
by the CDM showed no information regarding the
L need for an RO assessment or additional

FORM CMS-2867(02-08) Fravious Versland ;Dbsclntla Evenl D! YBTH11 Faglity 1T WYD027 If coniinuation sheat Page 22 f 30
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inferventions. X o
¢. Review of thizdocumentation i the Mey 353
2010 to %ffobar‘?[g:(ll rﬁ%ﬂgﬁ“ﬁ;;ﬁgﬁ?ﬁym . Residents will have sufficient nursiné
consumption records!s .
amount consumed was zero to ane half of the staff to l'i'm"if: Mursing ‘“_ldt }'el*“id
amount recommenided by tha RD on, the fullowing fervices 10 atfain or maintain the
days: twanly days inkjune, twenfy-nine days in highest level ~practicable physical,
July, thirty days It Algust, twenly-two dayz in mental, and psyehosocial well-being of
September and twenfy-nine days in October. pach resident, as determined by
d. ﬁeview of fﬁ‘?gﬁ”ﬁ' remmmsl?r"’ﬁdb’;fo resident assessment and individual
nutrifional assessments had been comple lans o . This wi .
the RD from 6/20/10 fo 11/08/10, and the - f care. This will be accomplished 21810
three-day calorie coypt had not been ¥
implemented as ordared. )
e. The CDM verified, in interview o 11/3/10 A) Residents #11, 16, 73, 141, 94
at 9 AM, that the three day calorie count had not. & 144 will receive timehv'

been implemnented ziid the nutritional

agsessments had not been complefad, She meals and/or assistance with

further stated she was not aware of the weight Iﬂea'ls.

fiyctuationfioes, pressure sores, and elated B) Residents # 3,46, 108, & 139

physiclan's orders, therefore; she had not will have call lights answered
repotied it fo the RO, : . . :

F 353 | 483.20(a) SUPFICIENT 24-HR NURSING STAFF | F353 in a timely fashion

o=k | PER CARE PLANG !/ C) Nursing  Staff, will be

¥ ingerviced to ahove

The facility must ha\l'lp suffictant nursing E‘ész fo infractions.
provide nursing and'related servinss  attin or . . .
miaintain the highest practioable physical, mental, D) All staff will receive notice of
and psychosocial w%]hbeing of each resident, s a policy change requiring
determined by residg'nt asseusments and assistance from all
Individual plans of oars. departments and employees
The facilty mist provide services by sufficient to respond to vesident call
numbers of each offhe following types of lights,
personnel on a 24-hbur basls to provide nursing E) Additional nursing staff will
care fo all residentsiin accordance with resident be added to the nursing
care plans:

roster,

Except when waivec!i under paragraph {c} of this
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F 363 | Confinued From page 23 F353| F) Re-organizing of the nursing

| Except when waived hnder paragraph {¢) of thig

section, licensed nurées and ofher nursing

parsonnel. \

gection, the facilty must designate a licensed
nurse to garve @5 a charge nurse on each tour of
cluty.

This REQUIREMENT is not met as svidencad
by !

Pased on ubsewatidl:n. review of (e staff
schedule and residant council minutes, and staff
aind resident interview, the facliify fallad to ensure
it had adequate staffito serve meals imely to 1 of
& sample realdants (#11) and 3 ron-sample
residents (#46, #73|#141). In addition, two
supplemental residents (#94, #144) did not
receive imely asslstance with dining,
Furthertnore, call fights were not anawered timely
for at least four residents (3, #46, #108, #169)
and interviews with Htaff and residents indicated
there were not enough staff, The findings were:

]

1. The following coﬁ;‘:ems fram regldents
regarcing staffing w:ére identifizd:

A. Interviews with 1\.:\Jlanw~four residents on
11/3/10 at 1010 AM revealed iwenty-one
residents interviewdd thought the facillty was
lacking adequaté numbers of ¢faff to provide care
and sarvices. The exarnples provided when
asked whet sevices and care tieeds suffered
wera: |

g, Gall lights were not baltg answered timely.
Two residents stated thsy had to wait for help to
get off the follet, ong residant waited five hours,

five other one hour, Twe ofher residents stated
1 I

roster  with  appropriate
allocation of staff for a
comprchensive 24 hour
coverage,

G) Nursing Administration will
monitor staffing ratios and
make adjustments when
necessary and report results
at Quayterly Quality
Assurance meetings for a
miniowm of 6 months,
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they were forced to xfuraif in thers own exerament
for "many hours" beeatse staff were not avallable
to assiat them,

b. Meal service Wes talked about as a

soncem by 6 out of lt\ﬂ/aaratﬁour rasidents
Interviewed. [t was stated that it often took two
hours o get people fad in the dining room en the
east and central units. Refer to F241 for defails

reyarding the faciffty's failure to serve meals

tirely to residenis. Refer to F312 for datails
regarding the facility's failure to provide tirmely
assletance with eating for resident's who requira

asslstance. i

|
B. Confidential interiiew with & resident on
14/2/10 &t 9:50 AM fnd 12:45 PM revealed the
facility did not have gnough gtaff to care for fhe
residents. The resident stated call lights wers
slow, and that en 11/1/10 s/he was not put fo bed
until midnight becadse the facility was short of
giaff.

C. Gonfidential intefview with & resident on
1112110 &t 1:05 PMirevealed the faciity did not
have enough staff. The rasident stated s/he was
sometimes Jeft sittig in feces bensuse there was
not enovgh staff tolassist himhar The resident
also stated oalf ights were fraquently
"ignored.” |

g
D. Review of the 10/6/10 resident council minutes
revealed the following comments by residents:

a. "South resident sefd there are thirly-eight
residents an southjand if they have eight
residents per CNARwe need four CNAS on south”

b, "East residet sald we are very under
staffed, and can't get done what needs (o get
dons" .

¢, "South residgfant sald you dor't sea the

11

F 363

L
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CNAs standing amun‘d they areworking hard but
threa- is not enough qdes io cover south =stafion"

d. "Gentral resident said we need six GNAs
an central wiih the nenghhorhonds !

2. Obseryalion and re\new of the steffing board on
the south unit oh 1174410 at 5,10 PM revealed
thers were thres CNAs scheduled. According to
the resldent dlrectory,| there were thirty-s)ght
residents oh the soufh unit. The following
concems wers identified:

a. At 5:57 PM, resident #46 put on tis/her call
light, The three CNA ware in the dining room at
that time, At 5:58 PM, one CNA (#7) started to
pass out ropm trays. The CNA walked past the
resident's room fwice, and did not answer the oall
light. At 6:06 PM (8 tinutes /ater), @ nurse (who
was in erlentation) afkwered the call light, During
an Interview at 5:25 M, GNA #1 stated It was
fough to answer call li’ghts during meals because
thare wera only threg ChNAS,

b. Ak 8:28 PM resudant#1 08 put hisfher call
light on. A nurse (RN #1} and two GNAs {2, #3)
weare ohserved near H"lB nurging station, The two
CNAs want Info another resident’s room. The
nurse remainied Ih thé hallway, but did not answer
the call light. At 6:37 PM the resident approached
the surveyor and saldl "I need fo go o the
bathroom real had." At that time, CNA #2 walked
by, and at 6:37 PM (9, minttes) the CNA
answered the resnclerﬁ = call light.

¢. Confidential :ntemeWS with two residents
on the south unit reve&afed "nurzes do hot enswer
call lights."

d. During a c:onﬁdentaal interview, & CNA
stated nurses do nothelp answer call lights, The
CNA stated they wer unable to answer call lights
Himely baeguse the dfd hat have encugh siaff.
The CNA further s.t{u'fed s/he went home
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teary-eyed hecause S/he wastt't able to provide
tha care neaded to residents. S/he stated there
waere usuzlly three staff on the south unit, and that
was not enough staf‘ﬂ

a, During a confidential inferview, another
| CNA stated the facility dld not have enough staff.
The GNA statec the"cart do everything,” and
that some hurses did not answer call lights
hecause "They don't |think it's their job."

3, Obgervation on thig south unit on 11/2/10 & 9
| AM revealad rosident #108 had histher call light
om, RN #2 walked by|the resident's room, but did
not answer the ¢all fight. Another nurse (RN #3)
was standing Tn the Malway, and did not answer
the cali ight. At 9:06 AM, RN #2 walked by the
resldent's room again, and did not answes the call
light. The resident propelled him/herself oug of the
room and at 907 AM fold RN #1 s/he needed fo
go o the bathroom. The RN fold the resident she
would find an aida tdhaln, At 8:08 AM, CNA #10
approached the resiJc,\ent. bt siated she was
working the east unty sa she would find another
aide. AE9:10 AM, the resident told the
housekeeper in the Hallway s/he needed o use
the bathroom, The housekesper told CNA #5,
who assisted the resident at &:11 AM,

/|

4, Observation on 14/2/2010 on the geniral unit
showad resident #1508 walted from 6:35 AM until
7 AM (iwenty-five miputes) for a response to
hisfher call light to réquest pain medication.

5, Observation on 1#['!2/10 revealed rasident #3
waltad from 7:14 AN untl 7:28 AN (twelve
minutes) for a response to hisfher call light to
request agsistance to the bathroom.

6. Interview with tha DON on 14/3/10 at 11:40 AM
i

FORM OMSa547 (02-00) Pravious Vel‘slons?rﬁhsulela Bvent ID; YSTO1 Facllty 1D: WYoozy I continuation shaat Page 27 of 30
i



NOV. 24. 2010 2:00PM SYee

NO. 4381 P29

NAME OF PROVIDER OR SUPPLIER |

STREET ADDRESS, CITY, 8TATS, ZIr 3ODE

J(v .
DEPARTMENT OF HEALTH AND HUMAN SERVICES %} o " RORN, APRROVED
CENTERS FOR MEDIGARE & MEDIGAID SERVICES OMB NO. 0956.0351
STATEMENT OF DEFICIENCIES %13 PROVIDER/SUPELI R/CLI
AND PLAN OF CORRECTION w{\ ' DENTIFICATION Nl:I'EMBELRf\ %) WULTIPLE GONSTRUGTION (xa)gngEPEEUTRE\BEY
O A BUILDING
I . C
I 535042 B WiNa 11/0312010
1 ~
|

&%-E | BRDTIME I!

Each resident recew’es and the facilly provides at
least three meals caily, at regular times
comparable to notmd! mealfimes in the
community. . |

There must be no mdre then 14 hours between &
substantial evening meal and breakfast the
following day, exceptlas provided balow.

b

The Facility must oﬁ‘éx snacks at bediime dzlly,

When a nourishing snaok is provided at bedfime,
upto 16 hours may e\apse helween a zubstantial
avening meal and breakiast the following day ifa
resident group agreés to this meal span, and a

nourishing shack |s served,

This REQUIREMENIT i2 niot met as evidencad

Based on ubservatiol, review of resident council
minutes, and resident and stafl inlerview, the
facility failed to ensure that emch res ident who
wanted a bediime snelnck recelved one In 2 of 2
units oheerved for bedtlme shacks, The findings

were: ¥
vl

1, Observation on thé south unit on 11/1/10 from
2

i 80 MAGNDLIA
SHEPHERD OF THE VALLEY G:,:!\RE CENTER CASPER, WY 82604
) 10 SUMMARY STATEMENT OF DEFICIENCIES ) PROVIDER'S PLAN OF CORREGTION X}
PREFIX (BACH DEFICIENCY MUST BE PRECEDED RY FLLL, PREFIX (EACH CORREGTIVE AQTION SROULD BE COMPLETION
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DEFICIENGY)
F 358 | Centinued From pﬂge 27 F 363
revedled staffing heéds were determined based
ofy spacific numhers;of emplayes hours for sach
unit rather than remdt[ant actity, A review of the
OCcetober and Novemper 2010 ataffing schedules
| with the DON verified that aculty was not a factor
In determiniig the number of staff required to
meei the resjidents' need&
F 388 | 483.35(1) FREQU ENCY CF MEALS/SNACICE AT F 358

tFSﬁB

The facility will ensure that residents

will he offered snacks at bedtime daily,

This will be accomplished by:

12-18-10

A) All Residents will be offered
a bed time snack.

B) Nursing Staff will be
inservieed to above
infractions.

C) Nursing Administration will
develop 4 policy by which
bedtime snacks are offexed.

D) Nursing Administration
Team will monitor the
offering of bediime snacks
with infractions immediately
addressed.

E) Nursing Administration wil!
report results at Quarterly
Quality Assurance meetings
for a minimwm of 6 months,
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after the evaning mea! until 7 PM and on T1/210
from 7:48 PM until 10 PM revealzd stafi did not
offar snacks to residents. Cbservafion revealsd
there was a cart with & tray which con‘ained some
snacks Jocated at the' enfrance/exit fo the dining
room, On 112110 at; B 25 PM, fleensed praoctical
nurse (LPN}y #1 and teriified nurse aide (GNA) %1
were asked about bedtime snacks. Both statad
that residents could take a snack from the cart
when exiling the dmlng reom after the avening
meal. The LFN also stated thers wers
sandwiches avwlableﬁ’ﬂf 1 resident agks " Neither
ohe could explain how they ensured bedtime
snacks wers providaci to rasidents who were
cognliively impairad &nd might not be able fo agk
for anacka.

2 Observation on 11{2!10 &t 8:40 PM in the 2ast
tihit common ares showed a digfary aide pui cut
& fray that contained snacks. The fray was placed
on top of g high dresser in the area nesr the
nurses station windol, & area nof easily
atoessible o resxdents it wheelchairs, There
wers a faw residents i in the area thal wera seated
and napping in {hefr wheelchalrs The aide did not
atlempt to offer any snacks at that fime.
Continued ohservattmn until §:04 M revealed the
shacks were not taken by any residents or offered
to any residents by staff, Interview on 11/2/10 with
LN #2 at 9:36 PM ravealed the snack tray was
put out for residents to help themselves, She
gtated If residents wehe not abls to get to the tray,
the siaff would oifer therm a snack if the residents
let the staff know ihey wanted cne.

3. Interviews with reszdents during the survey
fromi 11/1710 fo 117310 revealed svening snacks
were not oifered or always available. Twelve
resldent intendews ravealed evening snacks were
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not offersd or r:-asséﬁ in 2 way to ensure
rasidenfs who wanted & shack raceived one.
Bayeral of these res ldents mentionad the fagt
couple of days was the first they had seen &
sneck fray in quits e while. The resident
interviews revealed whan a tray was setout for
residents totaks a snauk, sohe people would
"hoard" thetn so thare was none left for othars,

4, A confidential inteél‘Iview with & residant on
11210 at 12:45 PM revealad there were no
snacks at hedfime, The residents furthsr siated,
"Lest night was the fifst time I've seen tham on
the cart” The resideins stated iaf; did not offer
snacks to residents #t bedtime, so 8/he kept food
in hisfher roait.

5. Review of the 10/ [MD resivent council maeting
minyies revealed "Sputh resident sald she would
like o see Cheetns,lDontos and snaclks passed
out ar offered af supper time, Offering one ata
time so people don't take five of six and leave
none for the rest of us It heads to be monitorad.”
th addition, "East resident 2aid thare are no mare
snacks anymore and| s not fair to us."

|
|

i
gy
1

F 368
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