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F 000 INITIAL COMMENTS -~ rooo; PREPARATION AND/OR
E EXECUTION OF THIS
. The following common abbreviations are used PLAN OF CORRECTION

|
throughout this document; ! DOES NOT CONSTITUTE,
:

CNA - certified nursing assistant
DON - director of nursing ADMISSION OR
MAR - Medication administration record AGREEMENT BY THE

MDS - Minimum Data Set PROVIDER OF THE

CAA - Care area assessmernt | TRUTH OF THE FACTS
i
Less commonly used abbreviations will be i ALLEGED OR
annotated in each deflciency where used. CONCLUSIONS SET
F 272 | 483.20(b){1) COMPREHENSNE i F272| FORTH IN THE
55=E | ASSESSMENTS Lo STATEMENT OF
The facility must conduct initially and periodically : DEFICIENCIES. THE PLAN
a comprehensive, accurate, standardized : ; OF CORRECTION IS :
reproducible assessment of each resident's " PREPARED AND
: functional capacity. . . EXECUTED SOLELY
| A facility-must make a comprehensive: : ., BECAUSE IT IS REQUIRED
* assessment of a resident's needs, using the f i BY THE PROVISIONS OF
- resident assessment instrument {RAl) specified .
by the State. The asgsessment mustinclude at IsJi‘%;,I‘E AND .FEDERAL i !

" least the following:

- ldentification and demcgraphic information;

f Customary routine;

. Cognitive patterns;

- Communication; !

. Vision, : ‘

- Mood and behavior patterns; ‘

. Psychosocial well-being;

- Physical functioning and structural problems; i

; Continence; '
D|sease diagnosis and health conditions; _
: Dental and nutritional status; |

i Skin conditions; i

i Activity pursuit; _ - ! :

| Medications; ! !

LABDRATOR‘C( DIRECTOR'S OR,PROVIOER/SUPPLIER REFRESENTATIVE'S SIGI;ATURE 7 TITLE I1:)(6‘:) DATE
@Q Jﬂ[g@iz@ Execut Wi YOweCts O3y 2.

Any deficiancy statement anding with an asterisk (*) denotes a deficiency which the Institution may be excused from correcting providing it is defermined that
other safeguards provide sufficient protection to the patients. (See instructions.} Excent for nursing homes, the findings stated above are disclosable 90 days
following the date of survey whether or net a plan of correction is provided. For nursing homes, the above findings and plans of correction are disclosable 14
days following the date these documents are made available to the facility. If deficiencies are cited, an approved plan of corraction Is requisite to continued
program participation.
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F 272 | Continued From page 1 F 2?211
Special treatments and procedures; |
Discharge potential,

Documentation of summary information regarding |
the additional assessment performed on the care !
areas triggered by the completion of the Minimum :
Data Set (MDS), and
| BDocumentation of participation in assessment.
| _
! F-272 — Comprehensive
! Assessments
i | This plan of correction is the
. _ | facility’s credible allegation of
i g’h'is REQUIREMENT s not met as evidenced , compliance. :
| By i ‘
© Based on medical record review and staff.| ! . ‘_
Hinterview, the facility failed to provide l . Corrective Action(s) for Those |
" comprehensive assessments in a variety of areas | : Residents Found to Ha
“for 13 of 19 sample residents (#2, #9, #17, #25, o Affected by the Defici ve Been
#06, #28, #30, #53, #65, #59, #78, #79, #89). The P ~e( by the Delicrent
findings were: ¢ Practice:
According to the Centers for Medicare & Medicaid The Casé Man
Servicas Long-Term Care Facility Resident ' Coordi agement
Assessment Instrument User's Manual, Version ' oor %nator/MD.S
3,0, April 2012, "Review a friggered CAA by doing | Coordinator/Designee will ;
an in-depth, resident-specific assessment of the i | conduct an in-depth, resident- 5
. triggered condition in terms of the potential need | ! > ’ o
« for care plan interventions... This is alsa an i ’ SI?GCIﬁC assessm.ent ‘Of the i
opportunity to consider any issues and/or , | triggered condition in terms of 5
* conditions that may contribute to the triggered | + the potential need for care plan :
| condition, but are not necessarily captured in the | interventions f:
MDS data.. Use the information gathered thus far | l #9 #25, 426, #021 residents #2,
i to make & clear issue or problem statement.” i ]f) #,)’ 8, #39 #53, #6
| Failure to complete comprehansive assessments | 09 #78 #79, and #89.
i of triggered areas was identified as follows: : ;
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F 272 | Continued From page 2 F 272} §
1. Review of the 4/28/12 initial MDS assessment . f i
i for resident #17 showad the following areas )
i friggered for comprehensive assessment; ADLs - f
i {activities of daily living}, psychosocial well-being, :
| activities, nutrition, psychotropic drug use and : i
i pain. Review of the care area triggers showed the ;
areas were not comprehensively assessed |
utilizing the causes and contributing factors to ‘ §
determine the rationale for care planning. Review | ldentification of Other :
of the anfprmatlon proylded showed no evidence | Residents Having the |
the data in each specified area was analyzed {o | Potential -- !
determine the causes and impact on the resident, | 2oientia to'be Affected by the |
| A | Same Deficient Practice: E
1 2. Review of the 8/11/12 initial MDS assessmant | | '
! for resident #25 showed the following areas ! A facilitvow . ;
| triggered for comprehensive assessment: | : facility-wide audit will be |
 nutrition, psychotropic drug utiization, and pain. | - conducted by the Case |
| Review of the care area triggers showed the : | Management Coordinator/MDS
| areas were not comprehensively agséssed : - Coordinator/Designee to ‘
i utilizing the causes and contributing factors to 1 confirm resid h |
' determine the rationale for care planning. Review, [ residents that l-lave a \
! of the information provided showed no evidence * triggered CAA had an in-depth, |
| the data in each specified area was analyzed to " resident-specific assessment of i
i determine the causes and imgact on the rasident, | the triggered condition in terms i
| 3, Review of the B/3/12 initial MDS assessment | of the potential for care plan
| for resident #26 showed the following areas Interventions.
' HMriggered for comprehenswe assassment:
i  nutrition, ADLs, urinary incontinence, and pain. C " N
' Review of the care area triggers showed the orreclions wi I?B made on the :
| areas were not comprehensively assessed next comprehensive assessment,
| utilizing the causes and contributing factors to i
| determine the rationale for care planning. Review | i .
| of the information provided showed no evidence | J
! the data in each specified area was analyzed to | : ;
 determine the causes and impact on the resident, | ! i
i 4, Review of the 6/6/12 inftial MDS assessment I ;
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for resident #79 showed nutrition triggered for ;
comprehensive assessment, Review of the care
area triggers showed nutrition was not |
comprehensively assessed utilizing the causes |
and contributing factors to determine the qationale |
for cara planning. Review of the informatiofr
provided showed no evidence the data was
analyzed to determine the causes and impact oh
the resident,

|
i
{
5. Review of the 12/9/11 significant change MDS |
assessment for resident #39 showed nutrition i
triggered for comprehensive assessment. Review ;
of the care area friggers showed the area was not |
comprehensively assessed utilizing the causes
and contributing factors to determine the rationale ;
for gare planning. Review of the information

provided showed no evidence the data was

analyzed to determine the causes and impact an
Jthe resident.

8. Review of the 4/6/12 initial MDS assessment
for resident #53 showed the following areas
triggered for comprehensive assessmant:
cognition, ADLs, behavior, and nutrition. Review
of the care area triggers showed the areas were
not comprehensively assessed utilizing the !
causes and contributing factors to determine the
rationale for care planning. Review of tha
- information provided showed no evidence the

data in each specified area was analyzed fo
- determine the causes and Impact on the resident.

- 7. Review of the 8/19/12 annual MD3
I assessment for resident #89 showed the

i DEFICIENCY)
|

F 272 Measures Put into

Place/Systemic Changes Made

to Ensure that the Deficient

Practice(s) Does Not Recur

Case Management
* Coordinator/MDS
Coordinator/Designee to

!
i confirm they are identifying a ‘=
triggered area in the CAA with a

subsequent in-depth and

resident-specific assessment of

Staff will be educated by the

the triggered condition in terms

|
1‘ of the potential need for care
l

plan interventions.

' The Case Management

e

Coordinator and/or MDS
Coordinator will review all
tripgered areas in the CAA on
each comprehensive assessment.
This review’s focus will be to
confirm that an in-depth and

. resident-specific assessment of

. the triggered condition was
conducted in terms of the

potential need for care plan

i following areas riggered for comprehensive Interventions,
rassessment: cognition, mood, behavior, and )
I pressure ulcers. Review of the care area triggers
i i i ;
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! showed the areas were nol comprehensively !

! assessed utilizing the causes and contributing i : :

- factors to determine the rationale for care |

i planning. Revlew of the Information provided _

| showed no evidence the data in each specified ;

{ area was analyzed to determine the causes and | : :
impact on the resident. ‘l i ;
8. Review of the 5/29/12 significant charge MDS } Monitoring the Corrective
assessment showed resident #9 required 3 | Action{s) Performance to 3
F:omprehensi‘\/3§§sessments in areas which } . Make Sure Systems are :
included nutritiGh and psycholropic drug use. ! | Sustained: =
Review of the information designated as the ’ 5 pustamed.
comprehensive assessmeni for these areas ; i
showed the facility failed to document the impact ! The Director of :
on the resident, and lacked an analysis of the | k . . : |
completed data to form a plan for intervention. - | Nursmg_/ Designee will report ‘

; ; | any concerns related to ‘

- 9. Review of the 6/18/12 annual MDS ' conducting in-depth, resident- ?

ent#28 required : I specific assessments of the

: nts in areas which f P d dition(s) in the

" included urinary incontinence and nutrition. i Fo irggered condillo
Review of the information designated as the , I CAA to the Performance
comprehensive assessment for these areas : : Improvement Committee

showed the facility failed to document the impact : .

on the resident, a\:]d lacked an analysis of the : mo?thly times 3 for tl}elr

completed data to form a plan for intervention. ! - review, recommendations, and

: | direction as needed.

 10. Review of the 5/31/12 annual MDS ; !
assessment showed resident #656 required i . .
comprehensive assessments in areaz which | Date of comphance is August 5,
included mood state and nutrition. Review of the | - 2012

j information designated as the comprehensive , .

t assessment for these areas showed the facility !

{ failed to document the impact on the resident, '

'and facked an analysis of the completed data to

* form a plan for intervention.
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the data.

Lthedata,

it was not comprehen

F 2721 Continued From page 5

11. Review of the 11/2/11 admission MDS
assessment for resident #78 showed the area for
nutrition triggered and required additioral
assessment. Review of the nutrition CAA showed
sive and lacked analysis of

12, Review of the 1/26/12 significant change
MDS assessment for resident #2 showed the
araa for nutrition had triggered and required
additional assessment. Review of the nutrition
CAA showed it was not comprehensive and
lacked analysis of the data.

13. Review of the 3/19/12 annual MDS
assessment for resident #69 showed the area for
nutrition had triggered and required additional
assessment. Review of the nutrition CAA showed
it was not comprehensive and lacked analysis of

Interview with the MDS coordinator on 6/21/12 at
10:35 AM revealed she would re-educate all staff
who participated in the CAA process and in the
decision making process for care plan
development to be mare specific in documenting
their decision making rationale.

F 279! 483.20(d), 483.20(k){1) DEVELOP
55=p' COMPREHENSIVE CARE PLANS

" A facility must use the results of the assessment
- to develop, review and revise the resident's
: comprehensive ptan of care.

| The facility must develop a comprehensive care
I plan for each resident that includes measurable
! objectives and timetables to meet a resident's

i medical, nursing, and mental and psychosocial

F-279 — Develop
Comprehensive Care Plans

This plan of correction is the

facility’s credible allegation of
compliance.

Corrective Action(s) for Those
Residents Found to Have Been '
Affected by the Deficient
Practice:

F279  The care plans for residents #17,
#25, and #26 were updated to
reflect a measurable goal for
managing the resident’s pain,
evidence of an acceptable
individualized pain level, and
individualized resident-specific
pain management needs.

i
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- | . : . IDT members will be educated
! COﬂEﬂ::‘thl‘Dr!':jpag? E; - s F2795 by the Case Manager
i needs that are identified in the comprehensive Coordinator/MDS

1

. This REQUIREMENT is not met as evidenced
i by:

! Based on staff interview and medical record

\

: assessment.

The care plan must describe the services that are
to be furnished to attain or maintain the resident's |

' hlghestpracticab!e physical, mental, and

psychosocial well-being as required under
§483.25; and any services that would otherwise
be required under §483.25 but are not provided
due to the resident's exarcise of rights under
§483.10, including the right to refuse treatment
under §483,10{){(4).

" review, the facility failed to ensure an
{ individualized care plan with measurable goals
: was developed for 3 of 21 sample residents #17, "

_#25 #26). The fi findings were:

i level. In addition, the interventions were not

i

: management needs, i

1. Review of the 4/23/12 care plan for resident
#17 showed pain was identified as a problem.
Review of the care plan showed there were no
measurable goals; the goal was "Resident's pain
will be minimized with interventionis over the next
a0 days.” There was no evidence an acceptable
pain level or other parameters were considered
for measuring the resident's pain and comfort

individualized to meet the resident's specific pain '

2. Review of the 6/11/12 care plan for resident
| #25 showed pain was identified as a problem, i
- Review of the care plan showed there wereno
measurable goals; the goal was "Resident's pain

Coordinator/Designee regarding
the development of

. comprehensive care plans for
i each resident that includes
_measurable objectives and

. timetables to meet a resident’s

medical, nursing, and mental
and psychosocial needs.

Identification of Other
Residents Having the

- Potential to be Affected by the

Same Deficient Practice:

An audit will be conducted by
the RN Unit Managers
/Designee to confirm the current
care plan for all residents reflect
measurable objectives and
timetables to meet a resident’s
medical, nursing, and mental
and psychosocial needs.

|
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F 279

F 280
58=D

Continued From page 7

will be minimized with interventions over the next
90 days." There was no evidence an accaptable
pain level or other parameters were cansidered
for measuring the resldent's pain management
and comfort level. Furthermore, the interventions

| were not individualized to meet the specific pain

I management needs of this resident.

1 3. Review of the 5/24/12 care plan for resident

- #26 showed pain was identified as a problem.

: Review of the care plan showed there were no

- measurable goals; the goal was "Resident's pain

will be minimized with interventicns over the hext

B0 days." There was no evidence an acceptable
pain level or other parameters were considerad
for measuring the resident's pain management

- and comfort level. Also, the interventions were

; not individualized to meet the spesific needs for

pain management for this resident.

4. Interview with unit manager #1 on 6/21/12 at
9:35 AM and alaso with the MDS coordinator at
110:35 AM on 6/21/12 verified the goals were not
| measurable and the interventions were not

iindividualized,
A83.20(d)(3), 483.10(k)(2) RIGHT TC

PARTICIPATE PLANNING CARE-REVISE CP

The resident has the right, unless adjudged

- incompetent or otherwise found to be

"incapacitated under the laws of the State, to
 participate in planning care and treatment or

. changes in care and treatment,

I A comprehensive care plan must be developed

. within 7 days after the completion of the
“comprehensive assessmant; preparad by an

. interdisciplinary teamn, that includes the attending |

F 279

DEFICIENCY)
Measures Put into

Place/Systemic Changes Made
to Ensure that the Deficient
Practice(s) Does Not Recur

Systemic changes will include
an on-going audit of care plans
by the Case Management
Coordinator/MDS Coordinator/
Designee per the MDS schedule
to confirm each care plan
reflects measurable objectives
and timetables to meet a
resident’s medical, nursing, ‘and
mental and psychosocial needs.

i

|
\
i
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F 279 { Continued From page 7 | F279
will be minimized with interventions over the next {
90 days." There was no evidence an acceptable |
pain level or other parameters were considered | I ,
for measuring the resident's pain management E | Mol'lltormg the Corrective
and comfort level. Furthermore, the interventions : Actien(s) Performance to
i were not indlvidualized to meet the spacific pain | Make Sure Systems are
I management needs of this resident. Sustained:
| 3, Review of the 5/24/12 care pfan for resident .
. #26 showed pain was identifled as a problem. . The Director of
| Review ogithe ca;re t[?:aﬂ sh;:wed Egera:dwerfa no. i Nursing/Designee will report
: measurable goals; the goal was "Resident's pain ; .
“will be minimized with interventions over the next . outcomes of audits to the
90 days." There was no evidence an acceptable ! Performance Improvement
pain level or other parameters were considered | : Committee monthly times 3 for
for measuring the res1dent's‘pa|n management } ! their review, recommendations,
- and comfort level. Aiso, the interventions wera | ' d directi ded
| not individualized to mest the specific needs for | and direction as necded.
| pain management for this resident. :_
| e e ! Date of compliance is August 5,
4. interview with unit manager #1 on 6/21/12 at | Pl 20172
| 9:35 AM and also with the MDS coordinator at i o '
! 10:35 AM on 6/21/12 verified the goals were not |
| measurable and the interventions were not !
i individualized. i ;
F 280 | 483.20(d)(3), 483.10(k)(2) RIGHT TO . F 280 :
5$=0 | PARTICIPATE PLANNING CARE-REVISE CP ; :
! j 11
* The resident has the right, unless adjudged } x
- incompetent or otherwise found to be ‘ ;
" incapacitated under tha laws of the State, to ;
+ participate in planning care and treatment or !
i changes in care and treatment, :
| A comprehensive care plan must be developed |
- within 7 days after the completion of the |
. comprehensive assessment; prepared by an ?
. interdisciplinary teamn, that includes the attending . ! !
: : ’ !
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‘ The resident has the right, unless adjudged

. incompetent or otherwise found to be
“incapacitated under the laws of the State, {o

« participate in ptanning care and treatment or
 changes in care and treatment.

|

| A comprehensive care plan must be developed
~within 7 days after the completion of the

* comprehensive assessment; prepared by an ;
. interdisciplinary team, that includes the attending

(X4} 1D SUMMARY STATEMENT OF DEFICIENCIES ID PROVIDER'S PLAN OF CORRECTION b o)
PREFIX (EACH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX (EACH CORRECTIVEACTION SHOULD BE ¢ GOMPLETION
TAG REGULATORY OR LSC IDENTIFYING INFORMATION} TAG | CROSS-REFERENCED TO THE APPROPRIATE |  DATE
i DEFICIENCY) :
F 279 | Continued From page 7 ; F 279 f,
will be minimized with interventions over the next } '
90 days.” There was no evidence an acceptable |
pain level or other parameters were considered | F-280 — Ri . .
for measuring the resident's pain management T 80 — Right to Participate
and comfort level. Furthermore, the interventions | . anning Care —Revise CP
i were not individualized to meet the specific pain |
} management needs of this resident. i This plan of correction is the
; : gy 3 . !
| 3. Review of the 5/24/12 care plan for resident . Tacility’s credible allegation of
. #26 showed pain was identified as a problem, . compliance. :
t Review of the care plan showed there were no i ;
* measurable goals; the goal was "Resident's pain | . , :
will be minimized with interventions over the next . gor}' ective Action(s) for Those
90 days." There was no evidence an acceptable esidents Found to Have Been :
pain level or other parameters were considered | ¢ Affected by the Deficient ;
for measuring the resident's pain management | Practice: '
« and comfort level. Also, the interventions were T
; not individualized to meet the specific needs for | . , .
pain management for this resident. ; Resident #39°s physician’s
L d it s on eS| . order was changed and the
4. Interview with unit manager #1 on 6/2 at ' ADL e
9:35 AM and also with the MDS cocrdinator at " o fl t?ﬁe plan was }Ipdated to I
10:35 AM on 6/21/12 verified the goals were not ! . Ietlect the use of a sit-to-stand !
! measurable and the interventions were not ; lift for all transfers. :
¢ individualized. !
F 280 483.20(d){(3), 483.10(k)(2) RIGHT TO F 280, ——r
$5=D| PARTICIPATE PLANNING CARE-REVISE CP | Identification of Qther

Residents Having the
| Potential to be Affected by the
. Same Deficient Practice:

RN Unit Managers/Designee

will conduct an audit of all ADL,
care plans to confirm the correct
- resident transfer protocol is ‘
' reflected. ;

t

f
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" for the resident, and other appropriate staff in

i disciplines as determined by the resident's needs,
“and, io the extent practicable, the participation of
- the resident, the resident's family or the resident's
_legal representative; and periodically reviewed

- and revised by a team of qualified persons after

: each assessment,

i
!
|
|
i
b
i

i This REQUIREMENT is not met as evidenced

: by

; Based on obseivation, medical record review,

{ and staff interview, the facility failed to ensure the
{ care plan for 1 of 21 sample residents (#3%) was
i updated to meet the needs of the resident. The

I findings were;

| Review of the medical record for resident #39 |

i showed a physical therapy evaluation was

| completed on 11/5/11. The clinical summary

| stated the resident was appropriate for a

‘ mechanical hoyer lift for transfers due to

: osteoarthritis, foss of maebility, and pain with

¢ minimal movement. The therapist recommended
. nursing staff use a hoyer lift for the resident's

¢ safety and comfort. On 11/12/11, the physician

. signed a telephone order for a hoyer lift to be

i used for transfers. The following concerns were

| noted:

; a. Review of the ADL care plan last updated
-oh 12/9/11 showed the resident neaded extensive
! assistance with transfers, but did not include that
. & hoyer lift was to be used. Review of the CNA

t worksheet last updated on 6/18/12 showed the

' CNAs were to use a sit to stand lift rather than the |

o e o e e e e —
i

i
[

Measures Put into
Place/Systemic Changes Made
to Ensure that the Deficient
Practice(s) Does Not Recur

RN Unit Managers/Desighee
will review all physician orders
on a daily basis and update the
transfer status on the care plan
in accordance with the
physician’s order.

The Staff Development
Coordinator/Designee will
provide education to nursing
staff surrounding the
expectation of following the
physician’s order in relation to a
resident’s transfer status.

{%4) 1D SUMMARY STATEMENT OF DEFIGIENCIES 1‘ [s PROVIDER'S PLAN OF CORREGTION x5)
PREFIX (EACH DEFIGIENCY MUST BE PRECEDED BY FULL ! PREFIX (EACH CORREGTIVE ACTION SHOULD BE ! COMPLETION
TAG REGLILATORY OR LSC IDENTIFYING INFORMATION) I TAB CROSS-REFERENGED TO THE APPROPRIATE | DATE
! DEFICIENCY} |
i
- |
F 280 Continued From page 8 F 280 i
 physician, a registered nurse with responsibility |
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1 ! ! ; T
F 280 | Continued From page 9 F 280! Mopltormg the Corrective
. hoyer lift as ordered by the physician when ; ‘ Action(s) Performance to
transferring the resident. : | Make Sure Solutions are
b. Observation on 6/18/12 gt 2 PM revealed i Sustained:
CNA#1 transferred the resident from the toilet to | -
a wheelchair with a sit to stand lift, During the .
 transfer, the resident put very little weight on ; ; The Director of
| histher lower extremities and stated, "This is i Nursing/Designee will report
| torture," When the resident was interviewed on i .
6/18/12 at 2:10 PM, s/he was unable to explain | i outcomes of audits to the
what s/he meant by the statement "this is torture." ! Performance Improvement
&. Interview on 6/20/12 at 11:40 AM with unit i Committee monthly times 3 for
manager #2 canfirmed the most recent evaluation ‘ their review, recommendations
for transfers completed on this resident was the : . . ’
1118111 phiyeioal therapy evaluation. She aiso ’ ! and direction as needed.
confirmed there was a physician order for the ; |
- hoyer lift and added if the resident was not i Date of compliance is August 5,
! bearing much weight on his/her lower extremities, ? 2012.
the staff should not be using a sit to stand lift for -
transfers. : |
1. - F281|483.20(k){(3)(i). SERVICES PROVIDED MEET. . . F281l . _ . o
5$5=p | PROFESSIONAL STANDARDS } :
The services provided or arranged by the facility !
must meet professiona! standards of quality. 1 F-281 — Services Provided
' Meet Professional Standards
This REQUIREMENT is nof met as evidenced .
by: i I This plan of correction is the
; Based on observation, staff interview, resident ! ! facility’s credible allegation of
i interview, and medical record review, the facility | i
- failed to ensure staff followed physician's orders - comphliance.
: regarding disease management for 2 of 21
. sample residents (#25, #26) and safe transfer for
1 (#39) of 3 sample residents who required a
-mechanical litt for transfers. The findings were: |
' 1, Review of the 5/30/12 physician's orders for : :
| resident #25 showed an order to notify the | '
FORM CMS-2567(02-99) Previous Versions Obsolels Event ID:MI2J11 Facility |D: WY0018 If continuation sheet Page 10 of 25
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SUMMARY STATEMENT OF DEFICIENCIES

D ! PROVIDER'S PILAN OF CORRECTION

X8

1
(EACH DEFICIENCY MUST BE PREGEDED BY FULL PREFIX (EACH CORRECTIVE ACTION SHOULD BE | COMPLETION
REGULATORY OR LSC IDENTIFYING INFORMATICN) TAG |  CROSS-REFERENCED TOTHEAPPROPRIATE |  DATE
| DEFICIENCY) :
. N 1
] | !
' H {
F 281 Continued From page 10 F 281! E

physician if the resident's blocd sugar was above
i 400 milligram per declliter (mg/dl). Review of the
i flow sheet for blood sugar readings showed on
' 611712 at 6:03 PM the resident's blood sugar was

435 mg/dl. Review of the entire medical record

. showed no evidence the physician was notified,
3 Further review of the flow sheet showad the next
: time staff checked the resident's blood sugar was
: the following morning at 6:58 AM (12 hours later}.
. Interview with unit manager #1 on 6/21/12 at 9:35
AM revealed physician orders should always be
followed as written,

2. Review of the list of diagnoses for resident #25
| showed sfhe was admitted on 5/18/12 with
i cellulitis, generalized muscle weakness,
osteoarthritls, and peripheral vascular disease,
! Review of the Initial 5/31/12 MDS assessment

i showed the resident had frequent pain which
A | 1 disturbed his/her sleep and limited day to day

! activities. The resident received physical therapy *

+ and occupational therapy which was painful
| according o an interview with the resident on
| 6/20/12 at 1 PM. Review of the 5/22/12
: physician's order showed the resident should
! have Percocet (pam medication) administered
i thirty minutes prior to each therapy session. The
l following concern with pain management were
identified:

g‘ a. Review of the June 2012 MAR showed no |

- evidence the resident received the pain

" medication prior to therapy sessions. Review

i showed the majority of the times the Percocet

; was administered was at 5 AM and 10 PM which

- was not prior to therapy. Interview with unit

" manager #1 on 6/21/12 at 9:35 AM verified
receiving the Percocet at 5§ AM and 10 PM was

not related to therapy sessions. The unit manager

i

Corrective Action(s) for Those
Residents Found to Have Been
Affected by the Deficient
Practice:

Resident #25 was discharged
home.

Resident #26’s pain medication
order was clarified by the

i physician to discontinue the “30
| minutes prior to therapy” and

, reflect a PRN pain medication

. order.

? . Resident #39’s physician order
was changed and the ADL care
plan was updated to reflect the
use of a sit-to-stand lift for all
transfers,

An in-service will be conducted
by the Siaff Development
Coordinator/Designee with
nursing staff to educate them on
the expectation of following
physician orders.
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 activities. The resident received physical therapy *

physician if the resident's blood sugar was above
400 milligram per declliter {mg/dl). Review of the
flow sheet for blood sugar readings showed on
6/1/12 at 6:03 PM the resident's blood sugar was
435 mg/dl. Review of the entire medical record

i showed no evidence the physician was notified.

- Further review of the flow sheet showed the next
: time staff checked the resident's blood sugar was
; the following moming at 5:58 AM (12 hours later).
| Interview with unit manager #1 on 6/21/12 at 8:35
AM revealed physician crders should always be
followed as written.

showed sfhe was admitted on 5/18/12 with
cellulitis, generalized muscle weakness,
osteoarthritls, and peripheral vascular disease.
i Review of the initial 5/31/12 MDS assessment
i showed the resident had frequent pain which
disturbed his/her sleep and limited day to day

; and occupational therapy which was painful

| according to an interview with the resident on

: 62012 at 1 PM. Review of the 5/22/12

' physician's order showed the resident should

I have Percocet {pain medication) administered

1 thirty minutes prior to each therapy session. The

l following concern with pain management were

| identified:

| a. Review of the June 2012 MAR showed no

P evidence the resident received the pain

- medication prior to therapy sessions. Review

| showed the majority of the times the Percocet

- was administered was at 5 AM and 10 PM which

-was not prior to therapy. Interview with unit

"manager #1 on 6/21/12 at 9:35 AM verified
receiving the Percocet at 5 AM and 10 PM was

not related to therapy sessions. The unit manager

2. Review of the [ist of diagnoses for resident #26 '
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PREFIX {EACH DEFIGIENCY MUST BE PRECEDED BY FULL © PREFIX (EACH GORRECTIVE ACTION SHOULD BE | COMPLETION
TAG REGULATORY OR LSG IDENTIFYING {NFCRMATICN) ; TAG H CROSS-REFERENCED TO THE APPROPRIATE i DATE
: ! DEFICIENGY) ;
. |
| |
F 281 | Continued From page 10 t F281! |
|
|

I
I
1
i
i
|
i
i

Identification of Other

" Residents Having the

| Potential to be Affected by the

Same Deficient Practice:

!
i An audit will

the RN Unit Managers/Designee
: to confirm nursing staff are
i : following physician orders.

needed basis.

Based on the results of the i
audits, education will be
provided immediately on an as

be conducted by

i
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physician if the resident's blood sugar was above
| 400 milligram per deciliter (mg/dl). Review of the
| flow sheet for blood sugar readings showed on
{ 6/1/12 at 6:03 PM the resident's blood sugar was
i 435 mg/dl. Review of the entire medical record
: showed no evidence the physician was notified.
- Further review of the flow sheat showed the next
: time staff checked the resident's blood sugar was
i the following mormning at 6:58 AM (12 hours later).
: Interview with unit manager #1 on §/21/12 at 9:35
! AM revealed physician orders should always be
! followed as written,

i 2, Review of the list of diagnoses for resident #26
} showed s/he was admitted on 5/18/12 with
i i cellulitis, generalized muscle weakness,
. osteoarthntls and peripheral vascular disease.
! Review of the initial 5/31/12 MDS assessment
I : showed the resitent had frequant pain which
_i disturbed hisfher sleep and limited day to day
; and occupational therapy which was painful
| according to an interview with the resident en
: 6/20112 at 1 PM. Review of the 5/22/12
: physlician's order showed the resident shouid
| have Percocet (pam medication) administered
| thirty minutes prior to each therapy session. The
following concern with pain management were
| identified:
: a. Review of the Jupe 2012 MAR showed no
; evidence the resident received the pain
. medication prior to therapy sessions. Review
| showed the majority of the times the Percocet
: was administered was at 5 AM and 10 PM which
- was not prior to therapy. Interview with unit
“manager #1 on 6/21/12 at 9:35 AM verified
receiving the Percocet at 5 AM and 10 PM was
not related to therapy sessiong. The unit manager

i
i

!
3
I

actl\nt[es The resident received physical therapy ;
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. ! . Measures Put into ;
F 281} Continued From page 10 F 284! ;

- Place/Systemic Changes Made |
. to Ensure that the Deficient
Practice(s) Does Not Recur

The RN Unit
Managers/Designee will
conduct routine audits to
confirm physician orders are
being followed.

Based on the results of the

- audits, education will be
provided immediately on an as
i needed basis.

Monitoring the Corrective
“77" Action(s) Performance to
* © Make Sure Solutions are
Sustained:

i The Director of

| Nursing/Designee will report

! outcomes of audits to the
Performance Improvement
Committee monthly times 3 for
their review, recommendations,
and direction as needed.

Date of compliance is August 3,
2012.
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F 281

| Continued From page 11

further stated physician orders should always be
followed.

b. Interview with the resident on 6/20/12 at 1
PM revealed sfhe thought sihe received the
medication before therapy somefimes, but not

"very painful and the pain medication helped

pain monitoring flow sheet showed the residant
usually described the pain at 7 or 8/10.

3. Review of the medical record for resident #32

; showed on 11/12/11, the physician signed a
telephone order for a hoyer lift to be used for
transfers based on a recommendation by physical
therapy. However, ohservation on 6/18/12 at 2
PM revealed CNA#1 transferred the resident
from the toilet to & wheelchair with a sit to stand
lift. Interview with unit manager #2 on 6/20/12 at

-|.11:40 AM . verified there was a physiclans order

dated 11/9/11 to use a hoyer lift. She further
stafed staff should not be using a sit to stand lift
for fransfers, The unit manager verified staff did
I'not follow physician orders.

i 4. According to the Wyoming Nursing Practice

- Act of July 2005 and the Administrative Rules and

" Regulations of November 2003, page 3-8,

- nursing must function under the direction of a

ticensed physician. According to Smith, Duell, and

: Martin in "Clinical Nursing Skills: Basic to

| Advanced Skills," 7th Edition, 2008: “Skiil and

| functions that professional nurses perform in daily

| practice Include; ... Administer treatments per
physician's order.”

F 282 | 483.20(k)(3)(ii} SERVICES BY QUALIFIED
55=D ; PERSONS/PER CARE PLAN

always. The patient again reiterated therapy was .

when it was given prior io therapy.” Review of the |

I
|
t
!

i
5
|
|
i
!
i

i

1

F281[
1

A -

F 282
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| The services provided or arranged by the facility

1 must be provided by quaiified personsin

| accordance with each resident's written plan of
care.

This REQUIREMENT is not met as evidenced
by.

Based on observation, medical record review i
and staff interview, the facility failed to ensure the |
care plan was followed as written for 1 of 21
sample residents (#78). The findings were:

Review of the medical record for resident #78
showed s/he had dlagnoses that included right
; below the knee amputaticn, and a history of

' cerebrovascular accident (CVA). The resident

| had falls on 3/12/12, 4/13/12, and 5/4/12. Review
i of the post fall evaluations for each of these falls

.. {indicated the falls occurred while the resident WaS: o

i being transferred. Review of the interventions
¢ after each fall included the use of a sit to stand ift ;
for all transfers, Review of the 5/7/12 revised care
plan for falls showed, "staff will use sit to stand for
all transfers...[resident] may have sit to stand in
bathroom during volding d/t [due to] resident

| stating that [s/he] feels safer with sling and liit

i attached.” Observation on 8/18/12 at 1:40 PM,

- revealed CNA#2 transterrad the resident from

I the wheelchalr to the toilet without the use of any
mechanical {ift, Interview with the CNA at that
. time revealed the resident used a sit to stand lift
| for iransferring in and out of bed, but from the :
" wheelchair fo the toilet, the resident could use the ,
mob!llty bar and pivot transfer with the assisiance -

; of a CNA. Interview with the DON on 6/21/12 at

f 755 AM verified the kft for transfers was an

f intervention to reduce falls for this resident, and

1
i
i
|
|

Fogo. F-282 — Services by Qualified
Persons/Per Care Plan

J This plan of correction is the
i facility’s credible allegation of .
' compliance.

Corrective Action(s) for Those
Residents Found to Have Been
Affected by the Deficient [
Practice: !

I lift used on her during all

Resident #78 has a sit-to-stand ]
1
|
transfers. |

|

e o

The RN Unit ‘.
Managers/Designee will :
conduct an in-service with :'
nursing staff to confirm staff is

aware of the lifting protocol for
Resident #78.
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! PROVIDER'S PLAM OF CORRECTION

x4 | SUMMAIRY STATEMENT OF DEFICIENCIES o | : x5!
PREFIX | (EACH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX - {EACH GORRECTIVE ACTION SHOULD BE ! GOMPLETION
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¥ ] ! . . :
: . " ; ¢ ldentification of Other
F 282 | Continued From page F 282, Residents Having the

| The services provided or arranged by the facility

must be provided by qualified persens in

accordance with each resident's written plan of
caie.

This REQUIREMENT is not mel as evidenced
by,

Based on observation, madical record review A
and staff interview, the facility failed to ensure the ;
care plan was followed as written for 1 of 21
sample residents (#78). The findings were:

Review of the medical record for resident #78
showed sfhe had diaghoses that included right
below the knee amputation, and & history of

: cerebrovascular accident (CVA) The resident

| had falls on 3/12/12, 4/13/12, and 5/4/12. Review
{ of the post fall evaluations for each of these falls

i being transferred. Review of the Interventions
! after each fall included the use of a sit to stand fift .
for all transfers. Review of the 5/7/12 revised care’
plan for falls showed, "staff will use sit to stand for:
all transfers...[resident] may have sit v stand in
bathroom during voiding d/t [due to] resident

| stating that [s/he] feels safer with sling and Iift

i attached." Observation on 6/18/12 at 1:40 PM,

“revealed CNA#2 transferred the resident from

i the wheelchair to the toilet without the use of any

“mechanical lift, Interview with the CNA at that

: time revealed the resident used a sit to stand Iift

I for transferring in and out of bed, but from the .
wheelchair to the toilet, the resnclent could use the
moblnty bar and pivot transfer with the assistance -

i of a CNA. Interview with the DON on 6/21/12 at |

| 7:55 AM verified the lift for transfers was an :

| intervention to reduce falls for this resident, and |

i : |

1
|
|
I

{-indicated the falls_occurred while the resident was ... ...

-

Potential to be Affected by the
i Same Deficient Practice:

An audit will be conducted by
the RN Unit Managers
/Designee to confirm resident’s
lifting protocols are identified

i and followed.

Based on the results of the
audits, education will be
provided immediately on an as
needed basis.

Measures Put into

i Place/Systemic Changes Made
to Ensure that the Deficient
Practice(s) Does Not Recur

RN Unit Managers/Designees
| will routinely audit the lifling
protocols for residents which
include confirming the correct
lifting protocol is identified and
implemented.

Based on the results of the

i audits, education will be

i provided immediately on an as
' needed basis.

FORM GMS-2667(02-99) Previous Versions Obsolete

Event 1D: Mi2H11

Facility 10: WY©0018

If continuation sheel Page 13 of 25



DEPARTMENT OF HEALTH AND HUMAN SERVICES
CENTERS FOR MEDICARE & MEDICAID SERVICES

PRINTED: 07/03/2012
FORM APPROVED
OMB NO. 0938-0391

STATEMENT OF DEFIGIENCIES | 1) PROVIDER/SUPPLIER/GLIA {X2} MULTIPLE CONSTRUGTION (X3) DATE SURVEY
AND PLAN OF GORRECTION IDENTIFICATION NUMBER: COMPLETED
A. BUILDING
C
B. WING .
535013 06/21/2012

MAME OF PROVIDER OR SUPPLIER

KINDRED TRANSITIONAL CARE AND REHABILITATION-CHEYE

STREET ADDRESS, CITY, STATE, ZIP CODE
3128 BOXELDER DRIVE

CHEYENNE, WY 82001

care,

by:

' The services provided or arranged by the faility
must be provided by guaiified persons in
accordance with each resident's written plan of

' This REQUIREMENT is not met as evidenced

Based on observation, medical record review i
and staff interview, the facllity failed to ensure the |
care plan was followed as written for 1 of 21 i
sample residents (#78). The findings were:

Review of the medical record for resident #78

' showed s/he had dlagnoses that included right

! | below the knee amputation, and a history of
cerebrovasoular accident (CVA), The resident
had falls on 3/12/12, 4/13/12, and 5/4/12. Review

I of the post fall evaluations for each of these falls

o - indicated the falls ocourred while the residentwas: . .

i being transferred. Review of the interventions
! after each fall included the use of a sit to stand lift .
for all transfers. Review of the 5/7/12 revised care
plan for falls showed, "staff will use sit to stand for
all transfers...[resident] may have sit to stand in
bathroam during voiding ¢/t [due to] resident

| stating that [s/he] feels safer with sling and lift

i attached.” Observation on 6/18/12 at 1:40 PM,

‘revealed CNA #2 transferred the resident from

{ the wheelehair to the toilet without the use of any
mechanical lift, interview with the CNA at that
. lime revealed the resident used a sit to stand ift

! for transferring in and out of bed, but from the
fwheelchair to the toilet, the resident could use the .

: " mability bar and pivot transfer with the assistance :

i of a CNA. Interview with the DON on 6/21/12 at

| 7:55 AM verifted the lift for transfers was an

lintervention to reduce falls for this resident, and

1
I
|
|
1

|

i

Monitoring the Corrective
Action(s) Performance to
Make Sure Solutions are
Sustained:

The Director of
Nursing/Designee will report
outcomes of audits to the

~ Performance Improvement

Committee monthly times 3 for
their review, recommendations,
and direction as needed.

Date of compliance is August 5,
2012,

(%43 1D ' SUMMARY STATEMENT OF DEFICIENCIES D 5 PROVIDER'S PLAN OF CORRECTION R {X5)
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: j :
: ! ;
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| Each resident must receive and the facility must
provide the necessary care and services to attain :

- or maintain the highest practicanle physical,

' mental, and psychosocial well-being, in
accordance with the comprehensive assessment -
and plan of care.

. This REQUIREMENT is not met as evidencad
by: i

- Based on staff interview, resident interview, ]

| medical record review, and facility policies and
procedures, the facility failed to ensure all
necessary assessments, monitoring, and nursing

. | measures.were.implemented for disease and .

! pain management for 2 of 21 sample residenis |
| (#25, #26), and post operative care for 1 of 1 5
' sample (#108) residents admitted for surgical ]
' rehabilitation. The findings were: 1

i 1. Review of the 5/30/12 physician's orders for

| resident #25 showed an order to notify the ‘{
 physician if the resident's blood sugar was above |
| 400 milligram per degciliter (mg/dl). Review of the

! flow sheet for blood sugar readings showed on

£ 6/1/12 at 6:03 PM the resident's blood sugar was -
: 435 mgtdl. Review of the entire medical record

* showed no evidence the physician was notified.

! Further review of the flow sheet showed the next

i time stalf checked the resident's blood sugar was
| the following morning at 6:58 AM. Interview with
'upit manager #1 on 6/21/12 at 9:35 AM revealed

. physician orders should always be followed as

STATEMENT OF DEFICIENCIES 1) PROVIDER/SUPPLIERICUA {X2) MULTIPLE CONSTRUCTION {X3) DATE SURVEY
AND PLAN OF CORRECTION IDENTIFICATION NUMBER: COMPLETED
A. BUILDING
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DEFIGIENCY)
F 282 | Continued From page 13 A F 282
needed to be followed. ! ?
F 309 | 483.25 PROVIDE CARE/SERVICES FOR : F 309 "
gss=0, HIGHEST WELL BEING |

|
i F-309 — Provide Care/Services
E for Highest Well Being

This plan of correction is the
facility’s credible allegation of
compliance.

Corrective Action(s) for Those
Residents Found to Have Been
Affected by the Deficient
Practice:

: Resident #25 and Resident #106
t have discharged from the
Center.

| Resident #26’s pain medication

order was clarified by the

¢ physician to discontinue the “30

" minutes prior to therapy” and
reflect a PRN pain medication
order.

i
!
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medication. Review of the facility policy and
procedure on paln managemsnt, reviewed
4{28/09, showed Instructions to "Moniter
effectiveness of interventions within the
prescribed length of time or within 1 hour as
| evidenced by controlied, reduced or efimination of ,
- paln ...Document in the resident’'s medical record
i on designated form the effectiveness of ;

i intervention for pain.”

| 2. Review of the list of diagnoses for resident #26 -
i showed s/he was admitted on 5/18/12 with
i cellulitis, generalized muscle weakness,

! osteoarthritis, and peripheral vascular disease,
" Review of the initial 5/31/12 MDS assessment
showed the resident had frequent pain which
» disturbed his/her steep and limited day to day

AND PLAN OF CORRECTION D ; :
IDENTIFICATION NUMBER A BUILDING COMPLETED
C
535013 B WING u 06/21/2012
NAME OF PROVIDER OR SUPPLIER . STREET ADDRESS, CITY, STATE, ZIP CODE
KINDRED TRANSITIONAL GARE AND REHABILITATION-CHEYE 3128 BOXELDER DRIVE
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(KA SUMMARY STATEMENT OF DEFICIENCIES ! 0 ! PROVIDER'S PLAN OF GORRECTION sy
PREFIX (EACH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX | (EAGH CORRECTIVE ACTION SHOULD BE COMPLETION
TAG REGULATORY OR LSC IDENTIFYING INFORMATION) TAG | CROSS-REFERENCED TO THE APPROPRIATE ‘ DATE
DEFICIENCY) i
| ] ¥
- J i
F 309 | Continued From page 14 F309| Identification of Other !
written and that she was unsure why they were Residents Having the '
not. . I
| tn addition, review of the 6/11/12 Initial MDS Potential to be Affected by the |
 assessment for this resident (#25) showed sihe Same Deficient Practice: t
: experienced frequent pain which limited his/her i |
- daily activities. Review of physician's orders . An audit will !
| showed an order written on 5/24/12 for Tylenol 1 ' the RN Uni I\I/}e conducted _by
| 326 milligrams (mg) every six hours as needed € nit Managers/Designee
for pain. Réview of the pain monltoring fiow sheet | : ?
showed the resident complained of pain in his/her to conﬁrm DUISINE staff are :
back on 6/3/12 at 11:30 AM rated 7 out of 10 on a | following physician orders, :
scale of 0 to 10 with 1C being the worst. The ; ! . i
resident was administered Tylenol 850 mgat | | . An aundit will be conduc |
11:30 AM on 6/2/12. Further review of the pain " the RN Usit M duﬂ:t)ed.by s
 monitoring flow sheet showed no evidence a ;e nit Managers/Designee
re-assessment was performed to determine the | . for each new admission to {
| Effﬁfgﬁ\'(tﬂnessi Ofltf;e Ty'ana}tig Le}iiter\ggg the " ; i confirm the nursing assessment |
resident's pain. intervie | n nager on i i ;
i 6/21/12 at 9:35 AM revealed her expectation was | has. been cgnppleted on the new :
_ for.pain_to be re-assessed within thirty minutes to ok regident w1_th1n four (4) hours of b
one hour after administration of a pain ¢+ | being admitted to the facility. g
| |

Based on the results of the
audits, education will be
provided immediately on an as
needed basis.
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activities. The resident received physical therapy
and occupational therapy which was painful
according to an interview with the resident on
8/20/12 at 1 PM. Review of the 5/22/12
physician's order showed the resident should i
have Percocet (pain medication) administered !

Measures Put into
Place/Systemic Changes Made

showed the majority of the times the Percocet ; : :
s sdministered was at & A and 10 PM which | | conduct routine audits to
was not prior to therapy. Interview with unit ; | confirm physician orders are
manager #1 on 6/21/12 at 9:35 AM verified | being followed.

' receiving the Percocet at 5 AM and 10 PM was

' not related to therapy sessions.

| b. interview with the resident on 6/20/12 at 1 | Based on the results of the
-1 PM revealed s/he thought sfhe received the . audits, education will be

thirty minutes prior to each therapy session. The . to Ensure that the Deficient
! :’ggcrnlmg% lconcerns with pain management were : | Practice(s) Does Not Recur
a, Review of the June 2012 MAR showed no . f
| evidence the resident received the pain : The RN Unit F
I'medication prior to therapy sessions. Review ! Managers/Designee will :
[ .
!

|
|
S A i

5 medication before therapy sometimes, but not ! } = provided immediately on an as
! always. The patient again reiterated therapy was ! . peeded basis

; “very painful and the pain medication helpad : | ' !
- when it was glven prior to therapy." Review of the :

: pain monitoring flow sheet showed the resident |

usually described the pain at 7 or 810, |

The Director of
Nursing/Designee will provide

3. Review of the admission facesheet showed education to licensed nurses

resident #1086 had diagnoses including disorder of | stating the expectation is that

i muscle ligament and fascia and peripheral i the initial nursing assessment is
. vascular disease. Review of the hospital 3/8/12 . : : f
" history and physical showed the residenthada | i comple.ted f0r. al.l new 5
right commion femoral endarterectomy with ? ; admissions within four (4)
pericardial path angioplasty and a right common hours. i
'illac and external illac artery angioplasty and '

"stents performed on February 28, 2012,

' Continued review showed the right iliac stents

| were occluded with an ischemic right leg. The
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+ resident had a lefl femaral to right femoral bypass |
after a right femoral thrombectomy on 3/9/12. The
resident was adimitied to the facility on 3/14/12 at
5:45 PM for post surgical rehabilitation. Ths
resident had a wound vac {o the right wound
incision. The foliowing concerns were identified
with assessment and monitoring of the resident's .

. post surgical condition: i

: a. Review of the 3/14/12 admission nursing

i assessment showed it was not performed until

| 10:05 PM. Review of other nursing
documentation including progress notes showead
no evidence the resident was assessed during

| the first four hours and twenty minutes of histher

i admission to the unit. Interview with unit manager

1#1 on 6/21712 at 9:35 AM revealed the resident

i should have been assessed "immediately” upon |

| admission to the unit.

; b. Revlew of the 3/16/12 nursing notes dated

; purulent {pus) drainage. Further review of these

: notes showed the resident said s/he had been
vomiting since 4 AM. Review of the March 2012

| MAR showed the resident was administered i

i Compazine 25 milligrams suppository for nausea |

' on 31612 but no time was documented. The |

i stirgeon's office was notified of the resident's

: condition on 3/16/12 at 11 AM, however, review of !

; these nursing notes revealed the nurse told the

" physician's office "I don't see anything urgent.."

1 At 12:05 PM on that same day, 3/16/12, the

. resident was transported to the hospital where

- sthe was started on intravencus antibiotics. On

1 3117112 the resident was taken to surgery where

| the wound was drained and irrigated, On the !

! following Tuesday, 3/20/12, the femoral to

" femoral graft was removed due to 4 massive
Staphylococcus infection. Interview with unit

b

 11.AM showed the wound ingision had "slightly” |

<0 | SUMMARY STATEMENT CF DEFICIENCIES o PROVIDER'S PLAN OF GORREGTION T ey
PREFIX | (EACH DEFICIENGY MUST BE PREGEOEO BY FULL PREFIX | (EACH CORRECTIVE ACTION SHOULD BE " GOMPLETION
TAG REGULATORY OR LSC IDENTIFYING INFORMATION) TAG i CROBS-REFERENCED TO THE APPROPRIATE DATE
! DEFICIENCY)
T T
F 309 Continued From page 16 F309  Monitoring the Corrective

Action(s) Performance to
Make Sure Solutions are
Sustained:

The Director of ;
i Nursing/Designee will report
| outcomes of audits to the
‘ Performance Improvement
| Committee monthly times 3 for
l their review, recommendations,
i and direction as needed. |
]

Date of compliance is August 5,
2012.
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F 312 | 483.25{a)(3) ADL CARE PROVIDED FOR 5
g5=D ;| DEPENDENT RESIDENTS :

A resident who is unable o carty out activities of
daily living receives the necessary services to ;
maintaln good nutritien, grooming, and personal
and oral hygiene.

This REQUIREMENT is not met as evidenced
by:

Based on medical record review, observations,
and.staff inierview,-the.facility failed.to ensure.
appropriate incontinence care was provided
during 3 of 5 abservations of incontinence care
that affected 2 sample (#39, #69) and 1
i non-sample (#46) residents. The findings were:
|
-1, Medical record review for resident #39
i revealed a quarterly MDS assessment dated
L 5/22/12 that showed the resident was frequently
i incontinent of urine and stool and needed
- extensive assistance with toileting. Observation
on 6/18/12 at 2 PM revealed CNA #1 removed a
; wet incontinence brief from the resident and
i placed the resident on the toilet. After the resident
| used the toilet, the CNA ¢leaned the resident's
: perineum and buttocks, but did not clean the

| resident's lower abdominal area.

i 2. Medical record raview revealed a quarterly

1
\
g

x4} 1D SUMMARY STATEMENT QOF DEFICIENCIES o PROVIDER'S PLAN OF CORRECTION .8
PREFIX (EAGH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX | {EACH CORRECTIVE ACTION SHOULDBE | COMPLETION
TAG REGULATORY OR LSC IDENTIFYING INFORMATION) TAG |  CROSS-REFERENCED TO THEAPPROPRIATE .  DATE
i DEFICIENCY) )
a ?
F 309! Continued From page 17 F309' F-312— ADL Care Provided
i manager #1 on 6/21/12 at 9:35 AM revealed her * for Dependent Residents
! expectation was that a resident admitted for post i
! surgical rehabilitation be assessed and monitored I . ..
| at least six to seven times per shift for the first , This plan of correction is the i
few days and careful attention should be paid to i facility’s credible allegation of |
wounds. - compliance. l
F 312 :

Corrective Action(s) for Those
Residents Found to Have Been
Affected by the Deficient
Practice: '

Resident #39 will have their ;
perineum care performed
correctly which will include
attention to the lower abdominal
area.

Resident #69 will have their 5
perineum care performed

correctly which will include
attention to their lower }
abdorminal area and buttocks. f

Resident #46 will have their
perineum care performed

correctly which will include
attention to their lower !
abdominal area and anterior
perineal area.

1
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wounds.

and oral hygiene,

by:

F 309 ! Continued From page 17

| manager #1 on 6/21/12 at 9:35 AM revealed her
' expectation was that a resident admitted for post
' surgical rehabilitation be assessed and monitored
| at least six to seven times per shift for the first

; few days and careful attention should be paid to

F 312 483.25(a)(3) ADL CARE PROVIDED FOR
sg=D i DEPENDENT RESIDENTS

‘ A resident who is unabla to carry out activities of
daily living receives the necessary services to
maintain good nutrition, groom ng, and personal

This REQUIREMENT is not met as evidenced

Based on medical record review, observations,
1 and.staff.interview, the facllityfailad to ensure
appropriate incontinence care wag provided

during 3 of 6 observations of incentinence care
| that affected 2 sample (#39, #39) and 1
i non-sample (#46) residents. The findings were:

1 1. Medical record review for resident #39

i revealed a quarterly MDS assessment dated
522112 that showed the resident was frequently
! incantinent of urine and stoo! and needed
- extensive assistance with toileting. Observation
on 6/18/12 at 2 PM revealed CNA#1 removed a
; wet incontinence brief from the resident and
i placed the resident on the tollet. After the resident
l used the toilet, the CNA cleaned the resident's

' perineum and buttocks, but did not clean the

| resident's lower abdominal area.

} 2. Medical record review revealed a quarterly

!
F 309!

F 312
Staff will be in-serviced on the

proper procedure to perform ,
perineum care which will :
include a focus on the lower '

i abdominal area, buttocks and :
anterior perineal area.

m—— e

! t
1 i
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88=0 | DEPENDENT RESIDENTS

“Aresident who is unable to carry out activities of
daily living recsives the necessary services to ,
maintain good nutrition, grooming, and personal |
and oral hygiene. ‘ ‘

This REQUIREMENT is not met as evidenced
by:
Based on medical record review, observations,
-l and-staff interview, .the facility. failad to ensure.
| appropriate incontinence care was provided
! during 3 of 5 observations of incontinence care !
| that affected 2 sample (#39, #59) and 1
E non-sample (#46) residents. The findings were:
|
i 1. Medical record review for resident #39
i revealed a quarterly MDS assessment dated
| 6/22/12 that showed the resident was frequently
: Incontinent of urine and stoo! and needad
- extensive assistance with toileting. Observation
on 6/18/12 at 2 PM revealed CNA#1 remaved a
; wet incontinence brief from the resident and
: placed the resident on lhe toilet. After the resident
I used the toilet, the GNA cleaned the resident's
: perineum and buttocks, but did not clean the
' resu:ients lower abdommal area. 1

| 2. Medical record review revealed a quarterly

E

{X4) 1D SUMMARY STATEMENT OF DEFICIENCIES T PROVIDER'S PLAN OF CORRECTION L e
PREFIX (EACH DEFICIENCY MUST BE PRECEDED BY FULL ! PREFIX | {EACH CORRECTIVE ACTION SHOULD BE | COMPLETION
TAG REGULATORY OR LSC IDENTIFYING INFORMATION) TAG ¢+  CROSS-REFERENCED TO THEAPPROPRIATE = DATE
; DEFICIENCY) :
!
; l
F 309 | Continued From page 17 F 309!
' manager #1 on 6/21/12 at 9:35 AM revealed her ! 5
! expectation was that a resident admitted for post :
: surgical rehabilitation be assessed and monitored ] !
 at least six to seven times per shift for the first [ i
few days and careful attention shouid be paid to ! ‘
| wounds. 5 g |
F 3121 483.25(a)(3) ADL CARE PROVIDED FOR F 312 ;

ldentification of Other
Residents Having the
Potential to be Affected by the
Same Deficient Practice:

The RN Unit
Managers/Designee will
conduct random audits to
confirm that perineum care is
performed correctly with
particular focus on the lower
abdominal, buttocks, and
perineal areas.

Based on the results of the
audits, education will be
provided immediately on an as
needed basis.
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(X4} 1D SUMMARY STATEMENT OF DEFICIENCIES [ o PROVIDER'S PLAN OF CORREGTION .
PREFIX (EAGH DEFIGIENCY MUST BE PRECEDED BY FULL | PREFIX | (EACH CORRECTIVE ACTION SHOULD BE | COMPLETION
TAG REGULATORY OR LSC IDENTIFYING INFORMATION; TAG ¢  CROSS-REFERENCED TO THE APPROPRIATE ~ ©  DATE
’ DEFICIENCY) ‘
! : !
309 Continued From page 17 ' F 309!

| manager #1 on 6/21/12 at 9:35 AM reveaied her
 expectation was that a resident admitted for post ) =
surg;cal rehabilitation be assessed and monitored Measures Put into i

|
. at least six to seven times per shift for the first | Place/Systemic Changes Made

few days and careful attention should be paid to ' to Ensure that the Deficient :
| wounds. ! ‘ !
!

i .
F 312 | 483.25(a)(3) ADL CARE PROVIDED FOR - Fa Practice(s) Does Not Recur
s5=D | DEPENDENT RESIDENTS i ;‘

A resident who | e activitios of - The Staff Development

resident who is unable to carry out activities o ; i : :
daily living receives the necessary services to ; i C001.d1nat0r/Dt.331gnce Wﬂ.l
raintain good nutrition, grooming, and personal | . provide education to nursing
" and oral hygiene. : b - staff regarding the correct

procedure for performing
perineum care which will

This REQUIREMENT is not met as evidenced include additional emphasis on
bgi . dical . ] the lower abdominal, buttocks,
ased an medical record review, observations, :

and staff.interview,. the facility failed fo ensure. ... .. .. d and p erineal areas.
appropriate incontinence care was provided ! f ; i
during 3 of 5 observations cf incontinence care ! ; The RN Unit

that affected 2 sample (#39, #69) gnc} 1 : Managers/Designce will
non-sample (#46) residents. The findings were: conduct random audits to

1. Medical record review for resident #39 ! ‘ confirm perineum care 1s
revealed a quarterly MDS assessment dated | . performed correctly with

: 5122012 that showed the resident was frequently \ particular focus on the lower
i incontinent of urine and stoo! and needed ‘ ; .

- extensive assistance with toileting, Observation abdpmmal, buttocks, and

"on 6/18/12 at 2 PM revealed CNA#1 removed a - perineal areas.

. wet incontinence brief from the resident and

 placed the resident on the toilet, After the resident

| used the tollet, the CNA cleaned the resident's Based on the results of the .
' perineum and buttocks, but did not ciean the ' audits, education will be 3

’ remdents lower abdominal area.
. provided immediately on an as

2. Medical record review revealed a quarterly , needed basis. ;
i i i |
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TAG REGULATORY OR LSC IDENTIFYING INFORMATION) TAG ¢  GROSS-REFERENCED TO THE APPROPRIATE EATE
‘ : DEFIGIENCY) !
| | | |
F 309 | Continued From page 17 F 309! :
i manager #1 on 6/21/12 at 9:35 AM revealed her z ,
! expectation was that a resident admiited for post § :
 surgical rehabilitation be assessed and monitored \ i
't at least six to seven times per shift for the first . :
' few days and careful attention should be paid t© ! i
| wounds. ) | |
F 312 | 483.25(a)(3) ADL. CARE PROVIDED FOR 5 F 312i
gs=0 | DEPENDENT RESIDENTS ’ E j
Aresident who is unable to carry out aqtivit‘ees of Monitoring the Corrective
daily living receives the necessary services to i i Acti Perf t }
maintain good nutrition, grooming, and personal | | Action(s) Per ormance 10 5
' and oraf hyglene. P :  Make Sure Solutions are j
Sustained: t
This REQUIREMENT is not met as evidenced The Director of
by: Nursing/Designee will report !
| Based on medical recard review, cbservations, outcomes of audits to the ‘
- ,......i.and..staf.f_interviewr the facllity failed to ensure. .. L. b Perf ce Im ement 1
| appropriate Incontinence care was provided i y e orman prove i
: during 3 of 5 observations of incontinence care ‘ | Committee monthly times 3 for
| that affected 2 sample (#39, #68) and 1 ; » their review, recommendations,
; non-sample (#46) residents. The findings were: : and direction as needed.
i 1. Medical record review for resident #39 1 % ] _ :
| revealed a quarterly MDS assessment dated % . Date of compliance is August 5, |
: 5122/12 that showed the resident was frequently L2012, !
i incontinent of urine and stool and needed g
- extensive assistance with teileting. Observation
“on 6/18/12 at 2 PM revealed CNA#1 removed a _
: wet Incontinenca brief from the resident and i
placed the resident on the toilet. After the resident - i ;
used the toilet, the GNA cleaned ihe resident's | ;
' perineum and buttocks, but did not clean the ! : i
| resident's lower abdominal area. | ; '
: : 1
2. Medical record review revealed a quarterly |
I |
f L !
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(X4} ID ! SUMMARY STATEMENT OF DEFICIENCIES D PROVIDER'S PLAN OF CORRECTION {X5)
PREFIX | (EACH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX (EACH CORRECTIVE AGTION SHOULD BE COMPLETION
TAG | REGULATORY OR LSC IDENTIFYING INFORMATION) TAG CROSS5-REFERENCED TO THE APPRGFRIATE DATE
: DEFICIENCY)
1
! : .
FF 312 | Continued From page 18 L F312;

l MDS assessment dated 8/12/12 for resident #69 |
| that showed the resident was frequentiy : ‘
incontinent of urine and steol and needed
extensive assistance with toileting. Observation
on B8/18M12 at 5:20 PM revealed CNA #3 removed
a wet incontinence brief and wet slacks from the
resident. The CNA cleaned the resident's perineal
area, but did not clean the resident's lower !
abdomen or buttocks.

;
|
|

3. Random observation on 6/21/12 at 5:256 AM of !
non-sample resident #46 revealed the resident
was in bed and had on a'wet incontinence brief. |
Licensed practical nurse #1 and CNA#4 removed ;
the wet incontinence brief and turned the resident |
: on hisfher side. CNA#4 cleaned the residents ¢
posterior perineal area and buttocks, however,
the CNA did not clean the resident's lower
abdomen and anterior perineal area.

L
|
i
|
|
|
I
i
1

4. Interview on 6/19/12 at 11:20 AM with CNA#1 | }
revealed incontinence care for a resident who

has been incontinent included cleaning the lower _
' abdomen, buttocks and perineal area. i

F 323 483.25(h) FREE OF ACCIDENT F 323, t
g5=n | HAZARDS/SUPERVISION/DEVICES !
The facility must ensure that the resident | F-323 — Free of {tc.cident I
environment remains as free of accident hazards | : Hazards/Supervision/Devices
! as s possible; and each resident receives : 5 ‘
" adequate supervision and assistance devices to | Thi .
| prevent accidents. 1 ; hl_s_l)l;an of correction is the
' ; acility’s eredible allegation of
5 ’ + compliance.
| | | |
% This REQUIREMENT is not met as evidenced
by
i - :
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|
| Based on observation, staff interview and i
: medical record review, the facility faited to ensure [
“interventions related to safety wers implemented
for 2 of 13 sample residents (#39, #78) who were !
- at risk for fallsfinjury, The findings were: ‘

STATEMENT QF DEFICIENCIES {X1) PROVIDERISUPPLIERICLIA %2) MULTIPLE CONSTRUCTION X3y D
AND PLAN OF CORRECTION INENTIFICATION NUMBER; ) ¢ )CSL%EETB;DEY
A. BUILDING
C
B. WING
535013 06/21/2012
NAME OF PROVIDER OR SUPPLIER STREET ADDRESS, CITY, STATE, ZIP GODE
KINDRED TRANSITIONAL CARE AND REHABILITATION-CHEYE 3126 BOXELDER DRIVE
CHEYENNE, WY 82001
A0 | SUMMARY STATEMENT OF GEFICIENCIES l D PROVIDER'S PLAN OF CORRECTION X
PREFIX | (EACH DEFICIENCY MUST BE PRECEDED BY FULL | PREFIX (EACH CORRECTIVE ACTION SHOULD BE | COMPLETION
TAG : REGULATORY OR LSC IDENTIFYING INFORMATICN) { TAG (CROSS-REFERENCED TO THE APPROPRIATE DATE
| | DEFICIENCY) I
' i
. |
F 323 | Gontinued From page 19 £ 323 !
i
t

- 1, Review of the medical record for resident #78
showed s/he had diagnoses that included right
below the knee amputation, and a history of

_cerehrovascular accident (CVA). The record ;

' showed the resident had falls on 3/12/12, i

4113112, and 5/4/12. Review cf the post fall !
evaluations for each of these falis revealed the
falls did not resuit in injury and had occurred white |
i the resident was being transferred. Continued !
' review of the post fall evaluations showed

i mterventions after each fall included using a sitto

; stand mechanical lift for all transfers. Review of

‘ the 5/7/12 revised care plan for falls showed,

_.."staff will use slt o stand for all ransfers,..._. ..

: [resident] may have sit to stand in bathroom
E i during voiding d/t [due to] resident stating that ‘
i [s/he] feels safer with sling and lift attached.” The <
following concerns were identified:
a. Observation on 8/18/12 at 1:35 PM
| showed the resident was seated in his/her
‘wheelchair and did not wear any prosthetic device
{ on the right lower leg. At 1:40 PM, CNA#2 j
" transferred the resident from the wheelchair to
the toilet without the use of any mechanical [ift.
: Interview with the CNA at that time revealed the
resident used a sit to stand lift for transferring in
. and out of bed, but from the wheelchair to the :
toilet, the resident could use the mobility bar and
pivot transfer with the assistance of a CNA. i
b. Interview with the DON on 6/21/12 at 7:55 |
. AM verified the lift for transfers was an '
' “intervention to reduce falls for thig resident, and

Corrective Action(s) for Those
Residents Found to Have Been
Affected by the Deficient
Practice:

Resident #78 has a sit-to-stand
lift used on her during all
transfers.

Resident #39 has a physician’s
order dated 06/20/12 to use a
sit-to-stand lift during ail
transfers.

The RN Unit
Managers/Designee will
conduct an in-service with
nursing staff to confirm staff is

aware of and in compliance with

. the lifting protocols for

1
!
i

!

i Resident’s #39 and #78.
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i during voiding d/t [dug to] resident stating that
i [sfhe] feels safer with sling and lift attached." The
 following concerns were identified:
a. Observation on 6/18/12 at ;35 PM
i showed the resident was seafed in his/her
twheelchair and did not wear any prosthetic device |
i on the right lower leg. At 1:40 PM, CNA#2 |
 transferred the resident from the wheelchair to
| the toilet without the use of any mechanical lift.
! Interview with the CNA at that fime revealed the
resident used a sit to stand lift for transferring in
i and out of bed, but from the wheelchair to the é
" toilet, the resident could use the mobility bar and
" pivot transfer with the assistance of a CNA. i
b, Interview with the DON on 6/21/12 at 7:55
. AM verified the lift for transfars was an '
! intervention to reduce falls for this resident, and

(X4) 1D | SUMMARY STATEMENT OF DEFICIENCIES D PROVIDER'S PLAN OF CORRECTION L sy
PREFIX | (EACH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX {EAGH CORRECTIVE ACTION SHOULD BE | COMPLETION
TAG |  REGULATORY OR LSC IDENTIFYING INFORMATION) TAG CROSS-REFERENCED TO THEAPPROPRIATE |  DATE
| DEFICIENCY) J
F 323 | Continued From page 19 , F 323 3
| Based on observation, staff interview and ; ;
: medical record review, the facility failed to ensure | :
'Interventions related to safety were implemented | i
‘ for 2 of 13 sample residents (#39, #78) who were !
- at risk for falisfinjury. The findings were: ‘
i i
- 1. Review of the medical record for resident #78 }
showed sfhe had diagnoses thaf included right | . .
below the knee amputation, and a history of . Identification of Other
_cerebrovascular accident (CVA). The record : . Residents Having the
" showed the resident had falls on 3/12/12, i . Potential to be Affected by the
4413112, and 5/4/12. Review of the post fall i {  Same Deficient Practice:
evaluations for each of these falls revealed the | :
falls did not result in injury and had occurred while | I . :
| the resident was being transferrad. Continued ! ! The RN Unit ;
' review of the post fall evaluations showed :  Managers/Designee will !
| Interventions after each fall included using a sit to ; ;
i stand mechanical lift for all fransfers. Review of conduct an audit to confirm the !
Ithe 5/7/12 revised care plan for fails showed, ‘ correct lifting protocols are i
.. :"staff will use sit to stand for all transfers... . ..., .. ..l identified and implementedfor _{ __ = 1.
E [resident] may have sit to stand in bathrocm } all residents.

i
'
i
1
3
i
i
|
1
:
'

Based on the results of the
audits, education will be
provided immediately on an as
needed basis. !

t
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| Based on observation, staff interview and
: medical record review, the facility failled to ensure
Finterventions related to safety wera implemented

r at risk for fallsfinjury. The findings were:

: 1. Review of the medical record for resident #78

" showed s/he had diagnoses that included right

" below the knee amputation, and a history of

_cerebrovascular accident (CVA). The record

" showed the resident had falls on 3/12/12,

-4{13/12, and 5/4/12. Review of the post fal

- evaluations for each of these falls revealed the

falls did not result in injury and had occurred while

: the resident was being transferred. Continued

review of the post fall evaluations showed

inferventions after each fall included using a sit to

stand mechanical lift for all transfers. Review of
“the 8/7/12 revised care plan for falls showed,

- i elaffwill use sit fo stand.for ail fransfers.. ...
i [resident] may have sit to stand in bathroom

| during voiding d/t [due to] resident stating that

: following concerns were identified:

a. Observation on 6/18/12 at 1:35 PM
1 showed the resident was seated in his/her
 wheelchair and did not wear any prosthetic device
fon the right lower leg. At 140 PM, CNA#2
i transferred the resident from the wheelchair to
i the toilel without the use of any mechanical lift.
. Interview with the CNA at that time revealed the
- resident used a sit to stand [ift Tor transferring in
 and out of bed, but from the wheelchair to the
" toilet, the resident cowld use the mahility bar and
" pivot transfer with the assistance of a CNA.

b. Interview with the PON on 6/21/12 at 7:55
: AM verified the lift for transfers was an
Hintervention to reduce Talls for this resident, and

i [sthe] feels safer with sling and lift attached." The |

 for 2 of 13 sample residents (#39, #78) who were !

i
i
1
!
|
i
1

t
i
|
|

i

x40 | SUMMARY STATEMENT OF DEFICIENGIES o PROVIDER'S PLAN OF GORRECTION e
PREFIX ! {EACH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX {EACH CORRECTIVE ACTION SHOULD BE | COMPLETION
TAG | REGULATORY OR LSC IDENTIFYING INFORMATION) TAG CROSS-REFERENCED TO THE APPROPRIATE DATE
; DEFICIENCY) l
F 323 | Continued From page 19 F 323 !

Measures Put into
Place/Systemic Changes Made
to Ensure that the Deficient
Practice(s) Does Not Recur i

3
'
F
t
|

The Staff Development
Coordinator/Designee will

| provide education to nursing

i staff to address the expectation
' that the identified lifting

" protocol will be implemented ;
for all residents. ‘

. The RN Unit
Managers/Designee will !
conduct an ongoing audit to 1
confirm the identified lifting
protocol for each resident is |
implemented. “

|

i Based on the resuits of the

audits, education will be

! provided immediately on an as

. needed basis. :
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{X4) ID : SUMMARY STATEMENT OF DEFIGIENCIES i ID PROVIDER'S PLAN OF CORRECTION VT xe)
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[} i T
F 323 Continued From page 20 . F3231  Monitoring the Corrective
needed to be used. ‘ Action(s) Performance to
2. Review of the medical record for resident #39 Make.Sure Solutions are
showed a physical therapy evaluation was Sustained:
completed on 11/5/11, The clinical summary
stated the resldent was appropriate for a hoyer lift :  The Director of
for transfers due to osteoarthritis, loss of mability, : : . .
and paln with minimal mevement, The therapisty | Nursing/ DESIgne'e will report ;
recormended nuirsing use a hoyer lift for the | outcomes of audits to the
' resident's safety. The following concerns were | Performance Improvement
" identified regarding the safe transfer for this i Committee monthly times 3 for i
resident; ! . . _ . :
a, On 11/12/11, the physician signed a L . their review, recommendations,
telephone order for a hoyer {ift to be used for . and direction as needed. |
transfers. Observation on 6/18/12 at 2 PM i i
revealed CNA #1 transferred the resident from . : . '
the tollet to & wheelchair with a sit to stand lit Datc of compliance is August 5,
. During the transfer, the resident put very little 2012, |
weight on his/her lower extremities and stated,
e b Lhis s torture S i e o e e e e e e i e+ s 2 2 e e e \ S
b, Interview on 8/20/12 at 11:40 AM with the [ 1
unit manager confirmed the most recent . "l |
evaluation for transfers was the 11/8/11 physical | ; |
therapy evaluation. She added the staff should | |
L not be using a sit to stand lift for transfers. : :
F 3281 483.25(k) TREATMENT/CARE FOR SPECIAL | F 328
55=Di NEEDS . ‘
The facllity must ensure that residents receive i '
i proper treatment and care for Lhe following i
| special services: 3
f Injections; 1
: Parenteral and enteral fiuids; ! ;
" Colostomy, ureterostomy, or Beostomy care; f | |
| Tracheostomy care; | ;
. Tracheal suctioning, | !
: Respiratory care; i i :
| Foot care; and | | i
' H { :
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. Prostheses.

- by:

F 328 . Continued From page 21

" This REQUIREMENT is not met as evidenced

. Based on observation, medical record review,
i and staff interview, the facility failed to obtain,

. clarify, and follow physician's orders regarding
" oxygen administration for 1 of 7 sample residents |
{#26) who required oxygen. The findings were:

Review of the medical record for resident #26
showed s/he had diagnoses which included
chronic obstructive pulmonary disease (COPD).
Review of a physician's order written on 5/18/12
showed the resident required oxygen at two liters
per minute via hasal cannula every shift related to
the COPD. Periodic observations on 6/18/12
through 6/21/12 revealed the resident did not use
e | the_oxygen, Interview with unit manager #f on i
6/21/12 at 9:35 AM verified the resident had net
worn the oxygen during these days and was
unsire why but said she wotild check. At the time
of survey exit, no information was provided as fo
why the resident did not use the oxygen or to
: clarify the physician's order.

F 329 483.25()) DRUG REGIMEN IS FREE FROM
ss=n | UNNECESSARY DRUGS

. Each resident's drug regimen must be free from
funnecessary drugs. An unnecessary drug is any
_drug when used in excessive dose (including
; duplicate therapy); or for excessive duration; or

* without adequate monitering; or without adequate
Findications for its use; or In the presance of
i adverse consequences which indicate the dose
l should be reduced or discentinued; or any

| combinations of the reascns above.
|

? F-328 — Treatment/Care for

i Special Needs

. This plan of correction is the
. facility’s credible allegation of

compliance,

I Corrective Action(s) for Those

Residents Found to Have Been

Affected by the Deficient

Practice:

|

. H

F 329

|
|
i
1
;‘

Resident #26’s physician order
has been updated to reflect that
! oxygen is to be administered as
- needed to keep the resident’s Rl KRR

oxygen level greater than 90%.

i
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SUMMARY STATEMENT OF DEFICIENCIES E

" Prostheses.

! This REQUIREMENT s not met as evidenced
by

: Based on observation, medical record review,
i and staff interview, the facility failed {c obtain,

; clarify, and follow physician's orders regarding

! oxygen administration for 1 of 7 sample residenis ;
| (#28) who required oxygen. The findings wers:

Review of the medical record for resident #26 i
showed s/he had diagnoses which included |
chronic obstructive pulmonary disease (COPD). |
Review of a physician's order written on 5/18/12
showed the resident required oxygen at two [lters 1‘
per minute via hasal cannula every shift related to |
the COPD. Periodic abservations on 6/18/12

through 6/21/12 revealed the resident did not use

.j.the oxygen. Interview with unit manager #1.on |

B/21/12 at 9:35 AM verified the resident had not
worn the oxygen during these days and was
unsure why but sald she would check. At the tima
of survey exit, na information was provided as to
why the resident did nct use the oxygen or to
clarify the physician's order.

F 329 | 483.25(1) DRUG REGIMEN IS FREE FROM
55=n | UNNECESSARY DRUGS

: Each resident's drug regimen must be free from
tunnecessary drugs. An unnecessary drug is any
. drug when used in excessive dose (including

" duplicate therapy); or for excessive duration, or
| without adequate monitoring; or without adequate |
i indigations for its use; or in the presence of i
| adverse consequences which indicate the dose

’ should be reduced or discontinued; or any i
| combinations of the reasons above. !

| Residents Having the
Potential to be Affected by the
Same Deficient Practice:

The RN Unit
Managers/Designee will audit

[ all residents having a

F physician’s order for oxygen to

. confirm that the dispensed liters
are in compliance with the

i physician’s order; and oxygen is

provided/available to the
residents in accordance with the
physician’s ordet.

77 Based on the results of the

"1 audits, education will be
provided immediately on an as
needed basis.

(X4) 1D N PROVIDER'S PLAN OF CORRECTION L
PREFIX (EACH DEFICIENCY MUST BE PRECEDED BY FULL i PREFIX {EAGH CORRECTIVE ACTION SHOULD BE | COMPLETION
TAG REGULATORY OR LSC IDENTIFYING INFORMATION} L TAG CROSS-REFERENCED TO THE APPROPRIATE | DATE
; L DEFICIENCY) :
i ‘ i
: ) j ‘ . . a
F 328, Continued From page 21 Faz2g:  Identification of Other ;
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TAG REGULATORY OR LSC IDENTIFYING INFORMATION) L TAG CROSS-REFERENCED TO THEAPPROPRIATE i DATE
| ! | DEFICIENCY)
' r I ' . I
. ;  Measures Put into i
F 328, i .
: g?:;;;giz:mm page 21 k F 3283 Place/Systemic Changes Made -
' f . to Ensure that the Deficient
; | Practice(s) Does Not Recur
i This REQUIREMENT is not met as evidenced i
by ' . The
. Based on observation, madical record review, | St.affDevelo-pment .
. and staff interview, the facilty failed to obtain, | . Coordinator/Designee will
. clarify, and follow physician’s orders regarding provide education to nursing
‘ ?gg?" ﬁdminifjff a;ion for 1 DTfh7 Sfargp'e residents | | staff addressing the expectation .
who required oxygen. The findings were: i . . :
| |t con.lply with physician’s :
Review of the medical record for resident #26 | order in terms of the use of ;
showed s/he had diagnoses which included | ) oxygen. ;
chronic obstructive pulmonary disease {COPD). l :
Review of a physician's order written on 5/19/12 . :
showed the resident required oxygen at two liters ! The RN Unit _ . i
per minute via nasal cannula every shift related to : Managers/Designee will f
the COPD. Peiiodic observations on 6/18/12 I conduct random audiis on
through 6/21/12 revealad the resident did not use | : . s ;
. | the oxygen. Interview with unit manager #1on . i . residents having a physician’s
6/2112 at 9:35 AM verified the resident had not j | order for oxygen to confimm that |
worn the oxygen during these days and was ’ the dispensed liters are in E
unsure why but said she would check. At the time compliance with the physician’s |
of survey exil, no information was provided as to | der- and . 5
why the resident did not use the oxygen orte | order; and oxygen 1s !
! clarify the physician's crder, : provided/available to the
F 329 [ 483.25(]) DRUG REGIMEN IS FREE FROM F 3297  residents in accordance with the
55=0 | UNNECESSARY DRUGS physician’s order i
) !
Each resident's drug regimen must be free from
funnecessary drugs. An unnecessary drug is any Based on the results of the ;
. drug when used in excessive dose {inciuding audits, education will be |
- duplicate therapy); or for excessive duration; or : . . . ‘
| without adequate monitoring; or without adequate | . provided 1rpmedlalely on an as
i indications for its use; or in the presence of ! | needed basis.
| adverse consequences which indicate the dose :
should be reduced or discontinued; or any : ! j
| combinations of the reasons above, @ i |
| !
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$5=D | UNNECESSARY DRUGS

i Each resident's drug regimen must he free from

‘unnecessary drugs. An unnecessary drug is any

. drug when used in excessive dose (including

i duplicate therapy), or for excessive duration; or

| without adequate moniloring; or without adequate !

i indications for its use; or in the presence of 1‘

[ adverse consequences which indicate the dose

| should be reduced or discantinued; or any
cambinations of the reasons above, {

i

(X410 SUMMARY STATEMENT OF DEFICIENCIES oo PROVIDER'S PLAN OF CORRECTION D o)
PREFIX | (EACH DEFICIENCY MUST BE PRECEDED BY FULL ! PREFIX (EACH CORRECTIVE AGTION SHOULD BE ! COMPLETION
TAG |  REGUIATORY OR LSC IDENTIFYING INFORMATION) L TAG CROSS-REFERENCED TO THE APPROPRIATE | DATE
! ! E DEFICIENCY) :
F 328, Continued From page 21 | F328,  Monitoring the Corrective
Prostheses. | ! Action(s) Performance to
: Make Sure Solutions are
. This REQUIREMENT s not met as evidenced | Sustained:
by i :
. Based on observation, madical record review, | i :
' and staff interview, the facility failed to obtain, . The Director of "
" clarify, and follow physician's orders regarding Nursing/Designee will report
| oxygen administration for 1 of 7 sample residents ; f .
(#26) who required oxygen. The findings were: outcomes of audits to the
_ { i Performance Improvement
- Review of the medical record for resident #26 Committee monthly times 3 for !
showed s/he had diagnosss which includad . . . i
chronic obstructive puimonary dissase (COPD). their review, recommendations, .
Review of a physician's order written on 5/18/12 and direction as needed.
showed the resident required oxygeh at two liters i
per minute via nasal cannula avery shift ralated to | Date of compli ; f
the GOPD. Periodic abservations on 6/18/12 ' 5017 pliance is August 5, -
through 6/21/12 revealed the resident did not use 2 ' 3
| the oxygen, Interview with unit manager#on i i . ] e X
6121112 at 9:35 AM verified the resident had not b ;
worn the oxygen during these days and was " I
unsure why but said she would check, At the time | i
of survey exit, no information was provided as {0 E !
twhy the resident did not use the oxygen orto i g
i clarify the physician's order, | .
F 329 l 483.25(l) DRUG REGIMEN |S FREE FROM F 329i ;
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{X4} 1D SUMMARY STATEMENT OF DEFICIENCIES !
PREFIX (EACH DEFICIENCY MUST BE PRECEDED BY FULL !
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3] | PROVIDER'S PLAN OF CORRECT

A5
PREFIX (EACH CORRECTIVE ACTION SHOULD BE | EOMé’LE]TION
TAG CROSS-REFERENCED TO THE APPROPRIATE : DATE

DEFICIENCY)

ION ;

F 328, Continued From page 21
" Prostheses.

ThlS REQUIREMENT s not met as evidenced
by
. Based on observation, medical record review,
: and staff interview, the facility failed to obtain,
' clanfy, and follow physician's orders regardlng
- oxygen administration for 1 of 7 sam ple residents |
E (#26) who required oxygen. The findings were; E
Review of the medical record for resident #26
showed sfhe had diagnoses which included
chronic obstructive pulmonary disease (COPD).
Review of a physician's order written on 5/19/12
showed the rasident required oxygen at two liters
per minute via nasal cannula every shift related to ;
the COPD. Pericdic obsarvations on 6/18/12
through 6/21/12 revealed the resident did not use
. the oxygen. Interview with unit manager #lon_ .
8721112 at 9:35 AM verified the resident had nat
worn the oxygen during these days and was
unsure why but sald she weuld check. At the time
of survey exit, no information was provided as to
why the resident did not use the oxygen or o
t clatify the physician's order.
F 329 483.25{) DRUG REGIMEN 1S FREE FROM
35= Di UNNECESSARY DRUGS

: Each resident’s drug regimen must be free from
unnecessary diugs, An unnecessary drug is any
~drug when used in excessive dose (including
» duplicate therapy); or for excessive duration; or

i without adequate monitoring; or without adequate |

i indications for its use; or in the presence of [

 adverse consequences which indicate the dose

| should be reduced or discontinued; or any

| combinations of the reascns above.

!

F 328;

F 329

F-329 — Drug Regimen is Free

from Unnecessary Drugs

This plan of correction is the
facility’s credible allegation of

1 compliance,
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| . .
F 329 Continued From page 22 L F329] Corrective Action(s) for Those
! Q " Residents Found to Have Been |
! Based on a comprahensive assessment of a : - Affected by the Deficient .

| resident, the facility must ensure that residents P e :

' who have not used antipsychotic drugs are not : Practice:

| | given these drugs unless antipsyehctic drug ‘
therapy is necessary to treat a specific condition

l as diagnosed and documented in the clinical

. record; and residents who use antipsychotic

| Resident #25 has been
discharged from the facility.

i no evidence of an assessment fo determine the i
: cause of the resident's inabiliy to sleep nor what !
" non-pharmacological interventions were

!

drugs receive gradual dese reductions, and ; L
behavioral interventions, unless clinically ; i Identification of Other :
contraindicated, in an effort to discontinue these ! Residents Having the i
i . - |
: drugs. ) i Potential to be Affected by the :
z o i Same Deficient Practice:
| i
; | The RN Unit !
: This REQUIREMENT is not met as evidenced E Man?.gersf Designee will audit !
I by: | physician orders for the use of :

| .1 Basedon staff interview and medicalrecord | | hypnotics, confirm an o

i review, the facility failed to ensurs unnecessary | i !
' medications were not administered to 1 0f 21 ; : assessment was completed to !
| sample residents (#25). The findings were: : ‘ dettarrmne .1;he cause of the
~ resident’s inability to sleep, and
| Review of the June 2012 physician’s order ; determine if any non- :
| recapitulation for resident #25 revealed an order I logical int . :
| dated 5/24/12 for Ambien 5 milligrams at bedtime - pharmacological interventions !
for sleep. Review of the medical record revealed | - were attempted, |
' l

Based on the results of the

. atternpted. Interview with the DON on 6/21/12 at audits, education will be
' 10 AM revealed the assessment that was © provided immediately on an as
- performed consisted only of the usual waking needed basis.

' times and bedtimes which was noted on the initial ;
"6/11/12 MDS assessment, section G "Personal

: Habits." : :
F 428 : 483.680(¢c) DRUG REGIMEN REVIEW, REPORT - F 428
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F 4281 483.60(c) DRUG REGIMEN REVIEW, REPORT
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DEFICIENCY)
F 3291 Continued From page 22 L Fa20
Based on a comprehensive assessment of a :
| resident, the facility must ensure that residents | Me .
t who have not used antipsychotic drugs are not PI as;_g;es P“t_ nto
| given these drugs unless antipsychetic drug ! - Hace/sSystemic Changes Made
| therapy is necessary to treat a specific condition { to Ensure that the Deficient
| as diagnosed and documented in the clinical ' . Practice(s) Does Not Recur
; record; and residents who use antipsychotic ; |
drugs receive gradual dose reductions, and E | . 5
behavioral Interventions, unless clinically ; : The RN Unit l
contraindicated, in.an effort to discontinue these | t Managers/Designee will j
drugs. : i conduct an ongoing audit of all 5
i ' . physician orders for the use of
| | hypnotics, confirm an |
i assessment was completed to E
I .
| This REQUIREMENT is not met as evidenced | determine the cause of the !
i by: I resident’s inability to sleep, and |
et . 1 Pased on staff intt?rvie;\g and medical record | " determine if any non- ‘ F
: review, the facility falled to ensure unnecessary | ' pharmacological i .
" medications were not administered to 1 of 21 ‘ ! \Pjv tt & d lnteryentions ‘
 sample residents (#25). The findings were: ; cre attemptied. ;
| Review of the June 2012 physiclan's order Based on the results of the ;
| recapitulation for residen revealed an crder | . . . :
' dated 5/24/12 for Ambien § milligrams at bedtime audits, education will be E
! for sleep. Review of the medical record revealed ! . provided immediately on an as
 no evidence of an assessment to determine the i - needed basis. i
" cause of the resident's inability to sleep nor what ! : :
non-pharmacological interventions were
" attemipted. Interview with the DON on 8/21/12 at
10 AM revealed the assessment that was
- performed consisted only of the usual waking
! times and hedtimes which was nated on the initial |
“611/12 MDS assessment, section G “Personal
i Habits." ‘
F 428,
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F 428

(X4) 1D SUMMARY STATEMENT OF DEFICIENCIES I PROVIDER'S PLLAN OF CORRECTION (x5}
PREFIX {EACH DEFICIENCY MUST BE PRECEDED BY FULL FREFIX {EACH CORRECTIVE ACTION SHOULD BE COMPLETION
TAG REGULATORY OR LSC [DENTIFYING INFORMATION) TAG |  CROSS-REFERENCED TO THE APPROPRIATE DATE
' K DEFICIENCY)
| |
F 329 Continued From page 22 © F 329 f
é ? ’ i
! Based on a comprehensive assessment of a :
i resident, the facility must ensure thaf residents . :
! who have not used antipsychotic drugs are not !
{ given these drugs unless antipsychotic drug : : )
; therapy is necessary to treat a specific condition 1 1;
i as diagnosed and documented in the ciinical ' ? '
. record; and residents who use antipsychotic ; {
drugs receive gradual dose reductions, and ! ; :
behavioral interventions, unless clinically ; ! :
contraindicated, in an effort to disconfinue these | .. . i
drugs. 5 . Monitoring the Corrective |
| ; . Action(s) Performance to ;
1 I . ,
; i Make Sure Solutions are :
Sustained: ]
1
‘ !
! This REQUIREMENT is not met as evidenced | The Director of !
lby: Nursing/Designee wil 5
- . .. _Baged on staff interview and medicairecord 1. . ! £ ¢ & di W lﬁep ort N
: review, the facility falled to ensure unnecessary ! outcomes of audits to the 1
" medications were not administered to 1 of 21 * Performance Improvement |
E sample residents (#25). The findings were: Committee monthly times 3 for
E Review of the June 2012 physician's order ‘. their I:ewe_w » recommendations,
{ recapitulation for resident #25 revealed an order | and direction as needed.
{ dated 5/24/12 for Ambien & milligrams at bedtime
5 for sleep. Review of the medical record revealed Date of compliance is August 5,
. no evidence of an assessment to determine the 2012
- cause of the resident's inability to sleep nor what .
non-pharmacological interventions wera
attempted, Interview with the DON on 6/21/12 at
' 10 AM revealed the assessment that was
- performed consisted only of the usual waking
! times and bedtimes which was noted on the initial ;
~6/11/12 MDS assessment, section O "Perscnal
 Habits"
I 428 1 483.60(c) DRUG REGIMEN REVIEW, REPCRT
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$8=D | IRREGULAR, ACT ON
| The drug regimen of each resident must be
! reviewed at Jeast once a month by a licensed
- pharmacist.

The pharmacist must report any irregularities to
i the attending physician, and the direclor of
i nursing, and these reports must be acted upon,

This REQUIREMENT is not met as evidenced
by:

Based on medical records review and staff
interview, the facllity failed to ensure the
pharmacist completed a monthly drug regimen

findings were:
Medical record review for resident #53 revealed

the resident was admitted to the facility on
| 3f24/12. Admission orders included physician

: multiple PRN (as needed) medications to be
- given, The scheduled medications included 2
: narcotic, one antipsychotic, and an antianxiety

. to 4/4/12 revealed the resident was having
"increased anxiety and agitation and was moved
: to the secure unit on 4/4/12. At that time the

1 physician ordered Ativan (an antianxiety

' PRN. Review of physician orders showed on

" been experiencing Ativan withdrawal, and

" orders for 16 different scheduled medications and

; medication. Review of progress notes from 412112 .

' medication) 0.5 mg to be given three times daily

" 415/12, the physician noted the resident may have

|
i
i

. Lreview.for.1.0f. 21 (#53) sampleresidents Tha | .. .

3
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; ] . .
‘ _ ) - F-428 — Drug Regimen
F 4281 Gontinued From page 23 F 428

Review, Report

This plan of correction is the
- facility’s credible allegation of
. compliance

Corrective Action(s) for Those
'1 Residents Found to Have Been
- Affected by the Deficient [
E Practice: 5

Resident #53°s had a medication
regimen review completed by
the Pharmacist.

Identification of Other
Residents Having the
Potential to be Affected by the
Same Deficient Practice:

e
H

The Director of Nursing/RN

i Unit Managers/Designee will

. audit the most recent pharmacy
: consultant report to confirm all
residents had a monthly
medication regimen review.

3

i
Based on the results of the |
' audits, communication will be |
. provided to the Pharmacist for
resolution.
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T
1

increased the medication fo a scheduled dose
three times daily rather than PRN. The following
concerns were noted:

a, Further record review revealad the
pharmacist did not complate a medication
regimen review (MRR) until 5/12/12, seven wecks
after the resident's admission to the factiity,
Review of the MRR failed to identify the drug
withdrawal in April, or the increased dosage.

b. Interview on 6/20/12 at 4:40 PM with the
corporate pharmacist revealed a pharmacist
usually visits the facllity every 30 days to perform
the MRR, but confirmed the MRR for this resident
was not done in a timely manner,

Place/Systemic Changes Made
to Ensure that the Deficient
Practice(s) Does Not Recur

The Director of Nursing/RN
Unit Managers/Designee will
conduct ongoing audits to
confirm all residents received a
monthly medication regimen
review.

Based on the results of the
audits, communication will be
provided to the Pharmacist for
resolution.

Monitoring the Corrective
Action(s) Performance to
Make Sure Solutions are
Sustained:

The Director of
Nursing/Designee will report
outcomes of audits to the
Performance Improvement

. Committee monthly times 3 for
i their review, recommendations,
. and direction as needed.

- Date of compliance is August 5,
L 2012.
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