Tl aadd. o pAapedl b /pb . Ko prtaadds
?f@ﬂiﬂ Ml Coanats Dol ailio o, on 7/2elo@ ¢ 10556%
i | &y O\ PRINTED: 07/13/2008

’ A W /Q' FORM APPROVED

‘ (A oMB NO, 0938-0391

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

STATEMENT OF DEFICIENCIES {X1) PROVIDER/SUPPLIER/CLIA (X2) MULTIPLE CONSJTEC?EIQN' e (¥3) DATE SURVEY
AND PLAN OF CORREGCTION IDENTIFIGATION NUMBER: Lo COMPLETED
A BUILDING
W c
B. WING allieg
535042 L 06/29/2008
e
NAME OF PROVIDER OR SUPPLIER STREET ADDRESS, CITY, STATE, ZIP CODE
80 MAGNOLIA
SHEPHERD OF THE VALLEY
CASPER, WY 82604
(X4} 1D SUMMARY STATEMENT OF DEFICIENCIES D PROVIDER'S PLAN OF GORRECTION (X6)
PREFIX {EACH DEFICIENGY MUST BE PREGEEDED BY FULL PREFIX (EACH CORREGTIVE ACTION SHOULD BE COMPLETION
TAG REGULATORY OR LSG IDENTIFYING INFORMATION) TAG CROSS-REFERENCED TO THE APPROPRIATE DATE
DEFICIENCY)
F 157! 483.10(b)(11) NOTIFICATION OF CHANGES F 157
§8=D N ' o , F 157
A facility must immediately inform the resident;
consult with the resident's physician; and if The facillty will immediately inform the resident;
known, notify the resident's legal representative CO?,?U‘tLW“h t!:je ffSifl’e"f'ls PhVSiciat"itand If known,
. : . noiify the resident's legal representative or an
or a,n mte,reSte(,j family me,mber When there IS, an interested family member when there is an accident
?CCldent involving the regldent wh|c.h.resutts n involving the resident which resulfs in injury and has
injury and has the potentiat for requiring physician the potential for requiting physician intervention; a
intervention; a significant change in the resident's S'Qmﬁc*';“f Gh?"lget T the fes'dde?t’shphytsicat|- met“tal
f . : or psychosoclial siatus, a nee 0O glter treatmen
phySt.Cal' mer}ta]' or psychosomai status (l'e"_ a significantly; or a decision to transfer or discharge a
deter]o‘ralﬂon In hea!th: men_taln or pSIy.ChOSOC'a resident from the facility. This will be accomplished
status in either life threatening conditions or by:
clinical complications); a need to alter treatment
5|g_n|flcantly {i.e., a heed to discontinue an A)  Director of Nursing will update change of | -
existing form of treatment due to adverse condition notification policy.
consequences, or to commence a new form of B) All nurses will receive and review the 8/14/06
treatment); or a decision to transfer or discharge updated nofification policy.
the resident from the facility as specified in C) Mandatory inservicing for nurses will be 6141065
§483.12(a). provided by the Director of Nursing to
discuss in detail the updated policy
ili tly noti e resid
Thg f.?imty muf;: also .%ror?,p |y A 1t}fy ther t t‘ent D)} A Quality Monitoring tool {Condition RI14/06
ang, It Known, the resi ent's legai representailve Change Audif) will be implemented to
or interested family member when there is a ensure resident change of condition was
change in room or roommate assignment as notrted tC_’t rE{hysiﬂiamt fglld ;amil%ffrespor% h
e H . H party within acceplable tme frame. e
SpE‘:CIfled .m §483'15(e)(§)' Olr a an?gle n-- audit tool will be completed by the Director
resmler!t rights unde.rlFe Jeral or State law or of Nursing and/or designes.
regulations as specified in paragraph (b)(1) of
this section. E) Deficient areas of practice will be 8/14/06
corrected with instruction to responsible
. - care giver, follow-up on notification t¢ the
The facility must record ard periodically update miss.‘;"d persons. P
the address and phone number of the resident's .
legal representative or interested family member. | F) Results of Quality monitoring tool will be | o/ 40
reported to Quality Assurance team no
less than quarterly, System deficits will
) _ i be addressed with remedies imposed by
This REQUIREMENT is not met as evidenced the QA team members,
by:
Based on medical record review, staff interview,
and policy review, the facility failed to ensure
immediate notification of family and/or physician
during one resident's (#175) significant change of
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Any deficiency staterz!nt ending with an &sterisk i

(*) denotes a deficiency which the institution may be excused from correcting providing it is determined that
other safeguards profide sufficient protection to the palients. (See instrustions.) Except for nursing homes, the findings stated above are disclosabie S0 days
following the date of survey whether or not a plan of corraction is provided. For nursing homes, the above findings and plans of correcticn are disclosable 14
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condition. The resident sample included five
sample and five closed records. In addition, the
facility failed to consult a physician when one
(#176) of two sample residents required a
significant alteration in treatment. The findings
were’

1. Findings reiated fo lack of notification:

Medical record review revealed a face sheet
(dated 3/30/06) that showed resident #175 was
admitted to the facility on 3/28/08. Review of the
nursing admission assessment record revealed
the resident was admiited at 1:55 PM with 4 liters
of oxygen and had a blood oxygen safuration
level of 86% to 87% (normal saturation levels
require greater than 88%, without oxygen). The
admission document completed by an RN
revealed the resident was "pink" in color and was
compliant with oxygen use. The assessment was
signed as complete at 2:45 PM. Review of
nurses' notes revealed that at 8 PM a second
nurse, RN #1 assessed the resident as "dusky in
colar [with] mottled color of face ... " At 7:45 PM,
RN #1 documenied the resident had dyspnea
(difficulty breathing), oxygen saturation levels of
50% to 70%, and was receiving 6 liters of oxygen.
Further record review failed to reveal
documentation of physician and/or family
notification with the resident's change in condition
as documented at 7:45 PM. Although
documentation revealed further decline in the
resident's status by 9 PM, when the resident's
color was "mottled" and "pupils react sluggishly -
marked dyspnea," review of the record failed to
reveal the family and/or the physician were
notified of the significant change of condition.
Documentation after the resident's death at 8:40

F 157
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PM showed both the physician and family were
called. Review of the record with the assistant
administrator and the director of nursing {DON)
on 6/29/08 at 3:09 PM confirmed the
documentation was not in the record.

Review of the facility's policy titled
"Notification of Change in Condition,” {no
number, no date) revealed both the physician and
responsible party were to be notified of a
substantial change in a resident's physical,
mental, or psychosocial status. The procedure
showed notification of the physician and
responsible party were to be documented in the
resident's record.
interview with RN #1 on 6/28/06 at 6:30 PM
revealed the resident was admitted and died at
the facility later on the same day. The nurse
further stated the sequence of events impeded
her ability to call the physician before the resident
died. The nurse stated she thought the family had
heen called.

2. Findings related to failure to consult a physician
for a significant alteration in treatment.

Closed medical record review for resident
#176 revealed a face sheet dated 4/27/06 that
showed the resident was admitted on 4/26/06 and
had diagnoses which included a feft bundle
branch block (damage to the heart's nervous
system), hypertension, congestive heart failure
and atrial flutter. Review of the resident's
advanced directives, dated 4/26/06, revealed
helshe requested resuscitation efforts if his/her
heart or breathing stopped. Further review
revealed nurses' notes dated 4/26/06 which
documented that at 8 PM the resident stated
hefshe was experiencing severe mid-chest pain

F 157
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radiating to both sides. Documentation showed
RN #1 contacted the physician and administered
medications as ordered with documentation of the
last medication given at 8:30 PV At 8:35 PM,
when the nurse entered the resident's reom, the
resident was without respirations, blood pressure,
and pulse. The nurse's assessment documented
the resident’ s pupils were fixed and dilated. The
record review failed to reveal resuscitation efforts
were initiated. Interview and record review with
assistant administrator and DON on 6/26/06 at
3:09 PM confirmed the documentation was not in
the record. The assistant administrator stated that
facility staff were trained fo initiate
cardiopulmonary resuscitation (CPR) and call 9-1-
1.

Interview with RN #1 on 6/29/06 at 4:16 PM
revealed that when the resident was found
non-responsive, the nurse administered a
precordial thump and gave a {few breaths, but the
resident had already expired and she did not
continue CPR.

Review of the facility's policy iitled "Advanced
Directives” (no number, no date) instructed staff
to initiate CPR and call 3-1-1 for all residents who
wish to be resuscitated.

According to "Nursing Interventions and
Clinical Skills," second edition, copyright 2000,
CPR continues until "the rescuer is relieved, the
client regains cardiopulmonary function
independently, or the physician directs that GPR
be discontinued."
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physician or responsible party as the resident's
condition began to change.

Review of the facility's policy tifled
"Notification of Change in Condition," {no
number, no date) revealed both the physician and

responsible party will be notified of a substantial

less than quarterly. System deficits will be
addressed with remedies imposed by the
QA team members.
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The services provided or arranged by the facility The servicas provided or arranged by the facility will
must meet professional standards of quality. meet pr?fissciiogal standards. This will be
accomplished by:
1) Director of Nursing will update "Change of | 7/24/06
. . i Condition” notification policy.
Thlls REQUIREMENT is not met as evi enced 2) All nurses will receive and review the
by: updated notification policy. 8/14/06
Based on medical record review, staff interview, 3) Mandatory inservicing for nurses will 814108
and policy review, the facility failed to ensure care instruct nurses to the facility Change of
policies were followed when providing care for gﬁgg{&‘;“pﬁgfgﬁsas well as Advanced
two (#175, #176) of 10 sample residents. The 4 i . )
findings were: } Nursing staff will initiate CPR and activate
inding . 911 emergency response systems inthe | 8/14/06
event a resident is assessed to be without
1. Medical record review revealed a face sheet vital signs and have indicated a desire to
(dated 3/30/06) that showed resident #175 was receive CPR resuscitation.
admitted to the facility on 3/28/06. Further review 5) Nursmg_ﬁltaff ert" notify the physicigglu and | g114/06
. H 1 responsiole pany as soon as possinle
revegled nursing assessments of the res@ent 5 after resuscitation efforts have been
meqical condliflon had changed from the time of initiated. Documentation of notification will
the initial nursing assessment at 2:45 PM when be placed in the resident’s medical record.
the resident was assessed as "pink" and requiring 6) Nursing staff will maintain current
four liters of oxygen, to "dyspnea” (difficulty BLS/CPR certification and follow 8/14/06
breathing) and on 6 liters of oxygen at 7:45 PM. ! resuscitation guidelines established by the
\ . : American Heart Association standard.
Assessments in the nurses' notes documented i 7). A Quality Monttoring Tool wil b
. . , an onltoring 1001 w! e
furtr_]er decline and then the de_ath of‘the resident ! implemented to ensure resident change of
at 9:40 PM, Further record review failed o reveal condition was noted to resident's B/14/08
documentation that physician and/or family was responsible party and physician within
notified when the residents condition an 3/28/06 EPPFOP”?“: time ffme; The audit tool will
changed. Documentation at 9:40 PM revealed i d“’,z;”g’:sigﬂ;gt e Director of Nursing
both the physician and famify were not called until 8) Deficient arcas c;f practice will be
after the resident's death. Review of the record immediately noted and corrected (if 8/14/06
with the assistant administrator and the director of possible) with instruction to the person
nursing (DON) on 6/29/06 at 3:09 PM confirmed responsible for failure to follow policy.
there was no documentation of notification of 0) Results of Quality Monitoring Tool will be
reported to the Quality Assurance team no | 8/14/06
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change in the resident's physical, mental, or
psychosocial status. The procedure indicated
notification was to be documented in the
resident's record. Refer to F157 for further
information.

2. Medical record review for resident #176
revealed a face sheet dated 4/27/06 that showed
the resident was admitted on 4/26/06 and had
diagnoses including a left bundie branch block
(damage to the heart's nervous system),
hypertension, congestive heart failure and atrial
flutter. Review of the resident's advanced
directives, dated 4/26/06, revealed the resident
had requested resuscitation efforts if his/her heart
or breathing stopped. Further review revealed
nurses' notes, dated 4/25/06, documented that at
8 PM the resident stated he/she was having
severe mid-chest pain radiating to both sides.
Documentation showed physician contact and
medication efforts were made to relieve the
resident’ s distress. At 8:35 PM, when the nurse
entered the resident's room, the resident was
without respirations, blocd pressure, or pulse.
The nurse's assessment documented the
resident's pupils were fixed and dilated. The
record review failed to reveal any resuscitation
efforts had been initiated. Interview and record
review with the assistant administraior and DON
on 6/29/06 at 3:09 PM confirmed there was no
documentation of any CPR in the record. The
assistant administrator stated facility staff were
trained fo initiate cardiopulmonary resuscitation
(CPR) and call 9-1-1.

Interview with RN #1 on 6/29/06 at 4;16 PM
revealed when the resident was found, she
administered a precordial thump and gave a few

F 281
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completed within the previous 15 months in the
resident's active record.

This REQUIREMENT is not met as evidenced
by:

Based on medical record review and stafi
interview, the facility failed to ensure all resident
assessments completed in the past 15 months
were in the resident record for one (#139) of five
sample residents. The findings were:

Medical record review for resident #139 revealed
the resident's most recent quarterly Minimum
Data Set (MDS) assessments were in the active
record, but the initial MDS assessment was
missing. Interview at 8:36 AM on 6/28/06 with
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breaths, but the resident had expired and,
therefore, she did not continue CPR.
Review of the facility's policy fitled "Advanced
Directives” (no number, no date) revealed staff
were to initiate CPR and call 9-1-1 for all
residents who wish to be resuscitated.
According fo "Nursing Interventions and
Clinical Skills," second edition, copyright 2000,
CPR is to continue until " the rescuer is relieved,
the client regains cardiopulmonary function
independently, or the physician directs that CPR
be discontinued."
F 286 | 483.20(d) RESIDENT ASSESSMENT - USE - 286
85=D
A facility must mainfain all resident assessments F 286

The facitity will maintain all resident assessnients
completed within the previous 15 months in the resident’s
active record. This will be aceomplished by:

A) Resident #139 record will have all resident
assassments available for the last 15 7121106
months.

B} The facility chaplain will audit all current 8/14/06
resident clinical records fo ensure that
resident assessments for the last 15
months are available in the designated
place of storage and available to
necessary staff, Any records discovered
to be out of compliance will be
immediately corrected.

C) MDS coordinators will audit records 8/14/06
quarterly to assure that resident
assessments are available in designated
place of storage, remedy deficient areas
and report findings to the Quality
Assurance Committee no less than

\ uarterly,
MDS coordinator #1 reveaied the assessment a v
was not in the record. At 845 AM, MDS
coordinator #1 stated the assessment was found
in the resident's purged medical record. When
FORM CMS-2567(02-99) Previous Versions Obsolete Event 1D: KBX611 Facility 1D:  WY0027 If continuation sheet Page 7 of 9
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Each resident must receive and the facility must
provide the necessary care and services to attain
or maintain the highest practicable physical,
mental, and psychosccial welkbeing, in
accordance with the comprehensive assessment
and plan of care.

This REQUIREMENT is not met as evidenced
by:

Based on medical record review, staff interview,
and facility policy review, the facility failed to
ensure one (#176) of cne closed sample
residents with resuscitation orders received
cardiopulmonary resuscitation. The findings were:

Closed medical record review far resident #176
revealed a face sheet, dated 4/27/06, which
showed the resident was admitted on 4/26/06 and
had diagnoses which included a left bundle
branch block (damage to the heart's nervous
system), hypertension, congestive heart failure
and atrial fiutter. Review of the resident's
advanced directives dated 4/25/06 revealed
he/she requested resuscitation efforts if histher
heart or breathing stopped. Further raview
revealed nurses' notes dated 4/26/06 which
documented at 8 PM the resident stated he/she
was having severe mid-chest pain radiating to
both sides. Documentation showed RN #1

F 309

The facility will ensure that all residents receive care and
services to attain or maintain the highest practicable
physical, mental, and psychosocial well-being, in
accordance with comprehensive assessment and plan of
care. This will be accomplished by:

A)  All residents will receive CPR if they have

directive.
"BY Al nurses will be inserviced fo the facility

by the Director of Nursing.
C) All nurses will maintain current BLLS/CPR
certification and follow resuscitation

Heart Association standards.
D} The Director of Nursing will audit all

failed to follow facility policy.

E) The Director of Nursing will report any
areas of deficiency or concern to the
Quality Assurance Committee no less
than quarterly.
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interviewed the MDS cocrdinator stated files in
the medical records office were not accassible to
all staff,
F 309 483.25 QUALITY OF CARE - 309
55=G

8/14/06
indicated this desire in their advanced

8/14/06
policy regarding resuscitation procedures

8/14/06
guidelines in accordance with American

8/14/06
records of deceased residents to assure
that advanced directives were honored
and documented. Immediate inservice will
be provided to any Nurse noted to have

8/14/06
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contacted the physician and administered
medications as ordered with documentation of the
last medication given at 8:30 PM. At 8:35 P
when the nurse entered the resident 's room, the
resident was without respirations, blood pressure,
and pulse. The nurse's assessment documentad
the resident's pupils were fixed and dilated. The
record review faited to reveal resuscitation efforts,
Interview and record review with assistant
administrator and DON on 6/29/08 at 3:09 PM
confirmed the lack of documentation to indicate
CPR had been initiated in the record. The
assistant administrator stated that facility staff
were trained to initiate cardiopulmonary
resuscitation (CPR) and call 9-1-1.

Interview with RN #1 on 6/29/06 at 4:16 PM
revealed when the resident was found, she
administered a precordial thump and gave a few
breaths, but the resident had expired and
therefore, she did not continue GPR.

Review of the facility's policy fitled "Advanced
Directives" (no number, no date} instructs staff to
initiate CPR and call 9-1-1 on all residents who
wish to be resuscitated.

According to "Nursing Interventions and
Clinical Skills," second edition, copyright 2000,
CPR is to continue until "the rescuer is reliaved,
the client regains cardiopulmonary function
independently, or the physician directs that CPR
be discontinued."
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PREFIX {EACH DEFICIENCY MUST BE PRECEEDED BY FULL PREFIX (EAGH CORRECTIVE ACTION SHGULD BE COMPLETION
TAG REGULATORY OR LSC IDENTIFYING INFORMATION) TAG CROSS-REFERENCED TO THE APPROPRIATE DATE
DEFICIENCY)
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