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S8=D The facility will ensure that
The facllity must provide for an ongoing program there is an ongoing program of
of aclivities designed to meet, in accordance with activities. This will be
the comprehensive assessment, the Interests and | accomplished by,
the physical, mental, and psychosocial well-being |
of each resident. A. An Activity Aides has -
been assigned to ensure.
. . that the television or
This REQUIREMENT is not met as evidenced radio is on in resident
by: , #21°s room,
Based on observation, medical record review, B. All residents have the
and staff interview, the facility failed to assure the potential to be affected -
activity program for one (#21) of 17 sample by the lack of an
residents was implemented as planned. The ongoing activities
findings were: program designed to
meet the physical,
According to the 6/13/06 activity assessment and mental and
5/15/06 care plan, resident #21 enjoyed watching psychosocial well-
cartoons, "Animal Planet," and "Doug" on being of each resident.
television. The care plan also documented the C. Each activity aide has
resident liked country music, However, been assigned a
observation from 7/10/06 at 4:20 PM through 6:55 segment of the resident
PM, 7/11/08 from 7:25 AM through 6:30 PM, and population to ensure
7112/08 from 7:30 AM through 5:45 PM revealed that the resident’s
neither the resident's television nor the radio was desired leisure pursuits
.| on while the resident was in the room. During are met.
those time periods, the resident was left to look D. The Activities Director
confinuously at the same mobiles, the celling, or will perform a random
the padded side rails. Interview with the dirsctor audit comparing the
of resident care services and the Minimum Data residents’ desired
Set coordinator on 7/13/06 at 8:20 AM revealed activitics against the
anyone could turn the television or radio on for resident’s attendance at
the resident; the tasks were not specifically activities. The data will
! assigned to a department, be aggregated quarterly ,
: and submitted to the
Medical Director and
the Quality Council,
8/21/2006
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" Any deficlency statement ending with an asterisk {*) denotes a deficlency which the [nst

other safeguards provide sufficlent proteclion to the patients. (See instructions.} Except for nursing homes, the

following the date of survey whether or riot a
days following the date thess documents are
program participation,

plan of correction is provided. For nursing

tution may be excused from correcting providing it is determined that
findings stated above are disclosable 90 days

rmada avallable to the facility, If deficiencles ara clled, an approved plan of correction s requisits to continued

FORM CMS-2567(02-89) Previous Versions Obsalale Event 1B JTUT11

Facliity 1ID: WY 0024

If continuation sheet Page 1 of 24



07/27/2006 09:49 FAX 13077543176

' DEPARTME_N"? OF HEALTH AND HUL | SERVICES
GENTERS FOR MEDICARE & MEDICAID SERVIGES

POWELL

HOSPITAL

[

006
. PRINTED:, 07/19/2006 .

. FORM APPROVED
OMB NO. 0938-0391

STATEMENT OF DEFICIENCIES (*1) PROVIDER/SUPPLIER/GLIA (X2) MULTIPLE CONSTRUCTION (%3) DATE SURVEY
AND PLAN OF CORRECTION IDENTIFICATION NUMBER: COMPLETED
A, BUILDING
B, WING
535045 " 07/13/2006

NAME OF PROVIDER OR SUPPLIER

POWELL VALLEY CARE CENTER

STREET ADDRESS, CITY, 8TATE, ZIP CODE
777 AVNEUE H

POWELL, WY 02435

The faeility must conduct initially and periodically
a comprehensive, accurate, standardized
reproducible assessment of each resident’s
functional capacity.

A faciiity must make a comprehensive
assessment of a resident's needs, using the RAI
specified by the State. The assessment must
include at Isast the following: °

Identification and demographic information;
Customary routine;

Cognitive patterns;

Communication;

Vision, . o

Mood and behavior patterns;

Psychosocial wetkbeing;

Physical functioning and structural problems;
Continence;

Disease diagnosis and health conditions;

Dental and nutrittonal status;

Skin conditions;

Activity pursuit;

Medicatlons;

Special treatments and procedures;

Discharge potential;

Documentation of summary information regarding
the additional assessment performed through the
resident assessment protocols; and
Documentation of participation in assessment.

This REQUIREMENT is not met as evidenced
by:

Based on medical record review and staff
interview, the facility failed to complete
comprehensive assessments for all needed areas
for three of 20 sample residents (#3, #40, #91).
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The facility will ensure that
comprehensive assessments of
each resident are performed
initially and periodically. This
will be accomplished by,

A, 1, The Activity e

a comprohensive
assessment of resident
#e, QI f

A. 2. A comprehensive
pain assessment will be
completed on resident
#3 by the Nursing
Director.

A. 3. A comprehensive
pain assessment will be
completed on resident
#40 by the Nursing
Director. The resident’s
primary physician will
review the resident’s

complaints of insomnia -

and determine
appropriate treatrhent,

B. All residents have the
potential to be affected
by the lack of
comprohensive
assessments.

C. 1. All residents will
have an initial
comprchensive
assessment to include
past, current and future
activity pursuits and
desires,

Director will complete . ij/y I)
U‘L v
&
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The findings were; C. 2. All residents will
1. Review of the 5/23/06 admission Minimum i‘zfrfp:;‘hf;‘;fje
Data Set (MDS) assessment revealed resident assessment to include
#91 spent some (1/3 to 2/3 of time) time in pain and sleep patterns.
activities. Review of the 5/10/06 initial activity Follow-up pain
assessment revealed it was Incomplete. The area assessments will be
for activity pursuit patterns was blank, There was completed quarterly
a note on the assessment which read "Resident and as needed. Tho
unable fo answer any guestions, Will visit with frequency of hypnotic
family at a later date." Review of the medical use will be assessed
record revealed that as of 7/12/06, there was not quarterly and reported
a completed activity assessment. During an to the physician for
interview on 7/12/08 at 3:25 PM, the activity pvaluation of continued
director confirmed the assessment was not use.
complete, and stated the resident needed to be
re-assessed. - 'D. The completion rate

activity assessments,

pain assesstnents and
2 Review of the 10/31/06 significant change hypnotic usage will be
Minimum Data Set (MDS) assessment showad aggregated quarterly
resident #3 experienced mild pain Yess than every and reported to the
day, According to the 5/1/06 quarterly MDS Medical Director and’
assessment, the pain had increased {o moderate Quality Council,
intensity, but occurred less than daily. However,
review of the entire medical record failed to reveal 8/21/2006
a current pain assessment. Interview with the '
director of nursing services (DNS)#1 on 7/13/06
at 10:40 AM confirmed lack of a pain
assessment.
3. According to the 9/12/05 annual MDS
assessment, resident #40 had datly pain of

' moderate intensity and recelved an hypnotic

{sleeping pill), Review of the 6/12/06 quarteriy
MDS assessment showed the resident continued
to experience daily mild pain and receive the
hypnotic. Raview of the medication administration
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A facility must conduct a comprehensive
assessment of a resident within 14 days after the
facility determines, or should have determined,
that there has been a significant change in the
resident's physical or mental condition, (For
purpose of this section, a significant change
means a major decline or improvement in the
resident's status that will not normally resolve
itself without further intervention by staff or by
Implementing standard disease-related clinical
interventions, that has an impact on more than
onhe area of the resident's health status, and
requires interdisciplinary review or revislon of the
care plan, or both,) '

This REQUIREMENT is not met as evidenced
by:

Based on medical record review and staff
interview, the facility failed to complete a
significant change Minimum Data Sét (MDS)
assessment for one (#3) of three sample

residents requiring that assessment. The findings |
were: '

Review of the 5/1/06 quarterly MDS assessment

The facility will ensure thata
comprehensive assessment will
be completed within 14 days
after determining there has been
a significant change of
condition, This will be
accorplished by,

A, A gignificant change of

condition will be
completed on resident
#3.

All who experience a
significant change of
condition have the
potential to be affected
by the lack of
interdisciplinary review
or Tovision,

The primary nurse will
notify the
MDS/Restorative
Director of any resident
changes of condition,
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F 272} Continued From page 3 F272
record (MAR) and interview with the MDS
coordinator on 7/12/06 at 3:30 PM confirmed the
resident received the hypnotic nightly. However,
there was no current pain assessment or
assessment for insomnia in the medical record,
On 7/13/06 at 10:50 AM, interview with DNS #2
confirmed both assessments were lacking. -
F 274 | 483,20(b)(2)(i) RESIDENT ASSESSMENT- F274 pa74
s8=D | WHEN REQUIRED
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showed resident #3 declined from requiring D.  The MDS/Restorative
limited staff assistance in the areas of Director will compare
transferring, bed mobiiity, ambidlation, and the quarterly MDS
dressing to needing extensive assistance to assessments with
complete the tasks, In addition, the resident | previous quarterly
developed limited range of motion In ane leg with assessments (o
partial loss of voluntary movement. Furthermore, determinc if changes.
the resident's bladder status declined and urinary were identifiod that
incontinence accurred daily. However, the facility were missed. This
falied to complete a significant change information will be
assessment to determine the causative and aggrogated quartorly
contributing factors for the declines in the and submitted to the
aforementioned areas. During an interview on Medical Director and
7/12/06 at 4 PM, the MDS coordinator stated a the Quality Council
significant change assessment should have been 8/21/2006
complated. |
F 282 483.20(k)(3)(i) COMPREHENSIVE CARE F 282
55=F | PLANS ' F 282
The services provided or arranged by the facility "The facility will ensure that
must be provided by qualified persons in services are provided by
accordance with each resident's written plan of + qualified persons in accordance
care. - with each resident’s written plan
of care. This will be
] _ _ accomplished by,
This REQUIREMENT is not mét as evidenced
by: A. 1, All nursing staff will
Based on observation, medical record review, be instructed to follow
and sfaff interview, the facility failed to follow the the plan of care for
written plans of care for four of 17 sample resident #14 which
residents (#14, #21, #89, #81). The findings were: states, *. . make sure
resident is upright in
1. Review of the 12/19/05 admission and 6/19/06 chair before feeding”,
quarterty Minimum Data Set (MDS) assessments as woll as repositioning
revealed resident #14 was dependent on staff for the resident as needed,
eating. Review of the 6/19/06 care plan revealed
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.| approximately 100 degrees, and was scooted

were identified regarding the failure to follow the
care plan;

a. Observation on 7/10/06 from 6:05 PM until
6:42 PM revealed registered nurse (RN) #2 fed
the resident. The resident was not upright in the
geri-chair (wheeled reclining chair), but rather
was reclined at-approximately 150 degrees. The
resident's head was back, with his/her face
towards the ceiling. As the RN gave the resident
fluids, some of the liquid spilled out of the
resident's mouth, down the resident's cheaks, No
attempts to re-position the resident were made.

b. Observation on 7/11/06 at 8:25 AM and
B8:40 AM revealed the resident was reclined at

down in the geri-chair, The resident's hsad was
not in a neutral position, Certified nurse aide
(CNA) #1 fed the resident in the reclined position,
and mada no aftempts to re-pesitien the resident,

¢. Observation on 7/11/06 at 6:06 PM and
6:20 PM revealed the resident was fed by a family
member. The resident was reclined to
approximately 145 to 150 degrees, and had a
pillow under the head. The resident's head was
back, with hisfher face towards the celling. No
staff intervened to re-position the resident.
During an interview on 7/12/06 at.3:40 PM, the
director of resident care services stated the
resident was to be positioned In an upright
position. :

2. Review of the 2/28/06 dehydration RAP
{resident assessment protocol) module showed
résident #89 was at high risk for dehydration
related to dementia and contractures of the
hands. The module documented the resident

L]

be instructed to offer
and encourage resident
#89 to drink fluids. A
visual tool will be
placed in resident #8%'s
room to remind staff to
offer fluids, .

3. Nursing staff will be
instructed to give
resident #91 thickened
liquids with
medications and

- between micals.

4, RN #3 will be
instructed to follow the
written care plan by
checking the residual
for residont #21 before
giving medications or
fluids,

All residents have the
potential to be affected
by not following the
residents’
individualized care
plan,
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. F 282-cont,
F 262 | Continued From page 5 F 282 cont
: staff should "...make sure resident is upright in _
chair before feeding." The following concerns A, 2. All marsing staff wil

FORM CMS-2567(02-99) Previous Verstons Obsoleta

Event ID: JTUT11

Facility ID: - WyY0024

If continuation shest Page 6 of 24

2




07/27/2006 09:56 FAX 13077543176
DEPARTMENT OF HEALTH ANDHUI

| SERVICES - °

POWELL HOSPITAL

@011

. PRINTED: 07/19/2008

FORM APPROVED
CENTERS FOR MEDICARE & MEDICAIL SERVICES - . - OMB NO. 0938-0391
STATEMENT OF DEFICIENCIES X1) PROVIDER/SUPPLIER/CLIA {%2) MULTIPLE CONSTRUCTION {X3) DATE SURVEY
AND PLAN OF CORRECTION IDENTIFICATION NUMBER: COMPLETED
A BUILDING
535045 B. WING 07/13/2006

NAME OF PROVIDER OR SUPPLIER
POWELL VALLEY CARE CENTER

STREET ADDRESS, CITY, STATE, ZIP CODE
777 AVNEVE H )

POWELL, WY 82435

(X4) ID SUMMARY STATEMENT OF DEFICIENCIES ID PROVIDER'S PLAN OF CORRECTION {X5)
PREFIX {EACH DEFICIENCY MUST BE PRECEEDED BY FULL PREFIX (EACH CORRECTIVE ACTION SHOULD BE GOMPLETION
TAG REGULATORY OR LSC IDENTIFYING INFORMATION) TAG CROSS-REFERENCED T0 THE APPROPRIATE DATE
DEFICIENCY)
f 282 | Continued From page 6 F 282| F28Z-cont.
required assistance to drink fluids. The C. Instuction related to
recommendations included "Encaurage resident specific resident needs
to drink in betwaen meals, offer often and assist x will be placed on the
1 when needed..." The 5/30/06 care plan showed CNA and Nursing
staff were to encourage the resident to drink treatment
between meals and offer fluids often. documentation sheets,
a. Observation of the resident on 7/11/06 Visual tools will be -
revealed the resident was not offered fluids prior placed in each
to breakfast (from. 7:25 AM until 8:32 AM). The resident’s room for
resident did not drink fluids for the breakfast those identified at risk
meal, Observation from breakfast until lunch for dehydration.
(8:32 AM until 12:15 PM) revealed staff did not D. A random visual and
offer or encourage fluids. During that time, at documentation audit
10:35 AM, certified nurse aldes (CNAs) # 2 and will be performed on
#3 took the resident to the bathroom and assisted residents and treatment
the resident into the wheslchalr, but did not offer documentation sheets
fluids. According fo the meal intake record, the by the
resident refused fluids at the lunch meal. MDS/Restorative
Observation of the resident at the evening meal Director, The Director
(on 7/11/08) revealed the resident did not drink of Nutritional Services
any fluids, After the evening meal, CNA #4 taok will provide data
the resident to the bathroom, provided oral care, regarding pre-thickened
and put the resident to bed for the night. The CNA liquid usage to the
did not offer fluids to the resident, MDS/Restorative
b, During an interview on 7/12/06 at 4:15 PM,” Director quarterly,
the MDS/restorative director stated staff should Information will be
offer fluids between meals and each time they aggregated quarterly
provide care to the residents. and submitted to the
- Medical Director and
3. Review of the §/23/06 dehydration RAP module Quality Council.
for resident #91 revealed CNA charting showed
the resident’s output excesded intake. The
module documented the resident was not able to
drink fluids independently and was at high risk for 8/21/2006
dehydration, The recommendations included
“offer and assist ¢ [with] thickened fiuids several x
times] ea [each) shift.,."The 5/30/06 care plan
| Instructed staff to.offer and assist with thickened
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liquids several times per shift,

a, Observation on 7/11/06 at 8 AM revealed
CNAs #5 and #6 asslisted the resldent out of bed,
took the resident to the bathroom, and put the
resident in a wheelchalr, The resident was not
offered flulds. During the breakfast meal (8:25
AM-8 AM), the resident only received one glass of
Juice (180 cubic centimeters). The resident drank
the juice, but was not offered any more fluids,
From 8 AM until 12:15 PM, the resident was not
offered fluids, During that time, at 8:50 AM and
11:62 AM, CNAs #5 and #6 provided cares to the
resident, but did not offer fluids. Review of the
intake record showed the resident only consumed
120 ce-at the unch meal, '

b. During an interview on 7/12/06 at 4:15 PM,
the MDS/restorafive director stated staff should
offer fluids between meals and sach time they
provide care to the residents,

4. Observation on 7/11/06 at 7:25 AM revealed
resident #21 had a gastrostomy (feeding) tube.
According to the 5/15/06 care plan, staff were to
"check residual before feeding®, if the residuat
amount was above 100 milliliters (mtl), they were
to hold the feeding for one hour, recheck for
residual, and administer the feeding only if the
amount was below 100 ml. Observation at 11:45
AM showed registered nurse (RN) #3 prepared
and administered medications and a can of
Isasource VHN (tube feeding) without checking
for residual stomach contents. During an '
interview immediately after the observation, the
RN stated she "probably should have checked for
residual” Interview with the director of resident
care services on 7/12/06 at 11:45 AM and review

of documentation (last revised 3/06) related to the
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facility's procedure manual revealed the facility
used the "Advanced and Baslc Nursing
Procedures set down in the Lippincott Willlams &
Wilkins ‘Nursing Procedures, Edition IV." Review |’
of the procedure for tube feeding showed "To
assess gastric emptying, aspirate and measure
residual gastric contents," ' ~
Review of the 5/15/06 care plan showed the
resident enjoyed cartoons, Animal Pianet, and
"Doug" on television. In addition, the care plan
documented the resident also liked country
music. However, observation from 7/10/06 at 4:20
PM through 6:65 PM, 7/11/06 from 7:25 AM
through 6:30 PM, and 7/12/08 from 7.30 AM
through 5:45 PM revealed the care plan was not
implemented as nelther the resident's tetevision
nor radio was on. Interview with the director of
resident care services and Minimum Data Set
coordinator on 7/13/06 at 8:20 AM revealed

anyone could turn the television or radio on; the -
tasks were not specifically assigned to a specific
depariment.
F 3091 483,25 QUALITY OF CARE F 309
§8=D .
Each resident must receive and the facility must F 309
provide the necessary care and services to attain »
or maintaln the highest practicable physical, The facility will ensure that the
mental, and psychosocial wellbeing, in ' necessary care and sexvices for
accordance with the comprehensive assessment each resident to attain or
and plan of care. maintain the highest practicable
‘ ‘ physical, mental-and
psyctosocial well-being is
7 provided. This will be
This REQUIREMENT is not met as evidenced accomplished by,
by: :
Based on obseivation, medical record review,
FORM CMS-2667{02-98) Previous Verslons Obsolels EventiD: JTUT11 Faclllty 1D: - WY0624 If continuation sheef Page 9 of 24 -
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and staff interview, the facllity failed to position A, All nursing staff will be
one of two residents (#14).in a geri-chair instructed to follow the
{wheeled reclining chair) in a manner that plan of care for resident
facilitated the resident's ability to eat and swallow. #14 which states,
The findings were: “...make sure resident
is upright in chair
Review of the 12/19/05 admission and 6/19/06 before feeding”, as well™
quarterly Minimum Data Set (MDS) assessments as repositioning the
revealed resident #14 was dependent on staff for resident as needed.
eating. Review of the 6/15/06 nutrition B. All resident have the
assessment showed the resident was fed by staff potential to be affected
in the assisted dining room. Review of the 6/19/06 by the lack of
care pian revealed staff should "...make sure necessary care to attain
resident is upright in chair before feeding.” or maintain the highest
Observation on 7/11/06 at 8:25 AM in the practicable physical,
assisted dining room revealed instructions on - menta] and
dining were posted on the wall, The instructions * psychosocial well-
included that the resident's head and neck should being, '
be In an upright position,“with the chin slightly C. Instruction related to
tucked. The following concerns were Identified: specific resident needs
a. Observation on 7/10/06 from 6:05 PM until will be placed on the
6:42 PM revealed registered nurse (RN) #2 fed CNA and Nurse
the resident. The resident was not upright in the. Treatment
geri-chair, but rather was reclined at Documentation shoets,
approximately 150 degrees. The resident's head D. Arandom -
was back, with his/her face towards the celling. documentation audit
As the RN gave the resident fluids, some of the will be performed on
liquid spilled out of the resident's mouth, down the treatment .
resident's cheeks. No aftempts to re-position the documentation sheets
resident were made. by the
b. Observation on 7/11/06 at 8:25 AM and MDS/Restorative
8:40 AM revealed the resident was reclined at Director. Information -
approximately 100 degrees, and was scooted will be aggregated
down in the geri-chair. The resident's head was quarterly and submitted
not in & neutral position. Certified nurse aide to the Medical Director
{CNA) #1 fed the resident In the reclined position, and Quality Council.
and made no attempts to re-position the resident. 8/21/2006
¢. Observation on 7/11/06 at 6:06 PM PM and
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6:20 PM revealed the resident was fed by a family
member. The resident was reclined to
approximately 145 to 150 degrees, and had a
piltow under the head, The resident's head was
back, with histher face towards the ceiling. No
staff intervened to re-position the resident.

During an interview on 7/12/06 at 3:40 PM, the
director of resident care services stated the
resident should be posltloned in an upright
position,

4&3.25(:'3)(2) ACTIVITIES OF DAILY LIVING

A resident is given the appropriate treatment and

services to maintain or improve his or her abillties |

specified in paragraph (a)(1) of this sectfion.

This REQUIREMENT is not met as evidenced
by

Based on medlc_al record review and staff
interview, the facility failed to assure three (#3,
#5, #90) of four sample residents received the
appropriate services to maintain or improve each
individual's abitity to ambulate. The findings were:

1. According to the restorative care plan resident
#3 was to ambulate four imes a week, Review of
restorative documentation from April through July
12, 2008 showed the resident was ambulated as
planned for three of four weeks in April, two of
four weeks'in May, two of four weeks in June, and
two of the first two weeks in July.

2. According to the restorative care plan, resident
#5 was to ambulate four times a week. Review of
restorative documentation from Aprit through July

F 309

F3n F 311

The facility will ensure that
each resident is given the
appropriate treatment and
services to maintain or
improve bis or her abilities.
This will be accomplished
by,

A. 1. Resident #3 will be
re-gvaluated by the
physical therapist and
recommendations will
be fallowed,

A. 2, Resident #5 will be
re-evaluated by the
physical therapist and
recommendations will
be followed.

A. 3, The frequency of
restorative therapy will
be identified and
documented on rcsuient

#90’5 flow sheset.
o %W/w%wa‘

At Z’Q;’Maﬁw@cﬂ

u‘“;f

TAGHR
“‘an%\w %m
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12, 2006 showed the resident was ambulated
three fimes during the week of April 15th through
the 21st, three times from May 6th through the
12th, twice from May 13th through the 19th, twice
from May 20th through the 26th, once from June
3rd through the 9th, and three times from June 10
through the 16th. -

3. Review of the 5/8/06 quarterly Minimum Data
Set (MDS) assessment revesled resident #90
required extensive assistance to ambulate in the
corridor, Review of a 10/27/05 occupational
therapy note revealed a restorative program was
set up to include ambulation. The care plan dated
5/8/06 showed the resident was working with
restorative on ambulation. During an interview an
7/13/06 at 9:45 AM, restorative nurse aide (RNA)
#1 stated the resident was supposed to ambulate
or ride the bike four fimes per week, The following
concerns were |dentified; '

a, Review of the May 2006 resforative flow
sheet showed the frequency was not identified.
On 7/13/06 at 10;10 AM, the restorative director
stated the resident was supposed to receive
services four times per week in May. According to
the May 2006 restorative record, the resident did
not receive services four times per week during
any of the weeks (none the week of 5/7, twice the
week of 5/14, three times the week of 5/21, and
once the week of 5/28).

b. Review of the June 2006 restorative flow
record showed the resident was supposed to
Tecelve services five times per week. However,
the resident did not receive services five times
per week during any of the weeks (twice the
weeks of 6/4 and 6/11, three times the week of
6/18, and once the week of 6/25),

During an interview on 7/12/08 at 3;40 PM, the

A. 4, Restorative Aides
-will be in-serviced on

the importance of
following the
recommendations of
the physical therapist
and the restorative plan
of care,

B. All residents have the
potential to be affected
by adhering
inconsistently to the
established restorative
therapy plan of
treatment, .

C. All frequencies will be

' clearly identified on
each restorative flow
sheet, The restorative
aides will be in-
serviced on the
importance of
following the
prescribed restorative
plan, _

D. The MDS/Restorative
Director and the
Restorative Nurse, will
audit restorative flow
sheets every two
weeks. Data will be

aggregated quarterly
and reported to the
Medical Director and
Quality Council,
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director of resident care services stated she
assumed if it was not documented, It was not
done.

4, Interview with restorative aide (RA) #1 on
7/13/06 at 10 AM revealed staff tried to complete
the restorative program as planned, but -
sometimes they missed some residents,
However, the RA did confirm-the accuracy of the
restorative - documentation; she stated if the
program was completed as planned, it was
definitely documented.

F 318 | 483.25(e)(2) RANGE OF MOTION : F 318 F318
55=D '
Based on the comprehensive assessment of a |  Based on the comprehensive
resident, the facility must ensure that a resident assessment the facility will
with a limited range of motion receives ensure that residents with a
appropriate treatment and services to increase ' limited range of motion will
range of motion andforto prevent further receive the appropriate treatment
decrease in range of motion, end services to increase or

prevent further decrease in his or -
Ler range of motion, This will be

_ - accomplished by,
This REQUIREMENT s not met as evidenced
by: ' A, 1, Restorative aides
Based on observation, medical record review, will be instructed to -
and resident and staff interviews, the facility failed follow the prescribed
to assure three (#14, #21, #26) of four sample ' treatment plan for
residents recelved range of motion (ROM) resident 714,
exercises as planned, The findings were: . A, 2. Restoratiye aidos
: will be instructed to
1. Review of the 12/19/05. admission and 6/19/06 follow the prescribed
quarterty Minimum Data Set (MDS) assessments freatment plan for
revealed resident #14 had range of motion - . Tosident#21, .
limitations to the neck, one arm, one hand, both '
legs and both feet. Review of the 6/14/06
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F 318 | Continued From page 13 F318 A. 3, Restorative aides
activities of daily living and restorative will be instructed to
assessment and the 2/21/06 physical therapy follow the prescribed
note showed the resident had contractures treatment plan for
present, The 2/21/06 physical therapy note and resident #26.
July 2006 restorative care flow record - 4 Restorative aide #1
documented the resident was supposed to as wollas other
receive range of motion services four times per restorative aides will be....
week by restorative aldes. Review of the May, imstructed to document
June, and July 2008 restorative flow records reasons for missed
revealed the resident did not receive services 4 treatments.
times per week on the following weeks: + All residents witha
a, Week of May 7th- twice Hmited range ofl' motion
b. Week of May 14th- once have the potential to be
c. Wesk of May 21st-twice - affectcd. by the lack of
d. Week of May 28th- orice appropriafe (reatment
. Week of June 4th- twice .. and services to increase
f. Week of June 11th- once . or prevent further
g. Week of June 18th- twice decreases in range of
h. Week of June 25th- twice motion.
i. Week of July 2nd- twice All frequencies will be
During an Interview on 7/12/06 at 3:40 PM, the clearly identified on
director of resident care services stated she each restorative flow
assumed if it was not documented, it was not sheet. The rostorative
done. - aides will be in-
serviced on the
2. Observation on 7/1/06 at 10:18 AM showed poportance of
resident #21 had bilateral contractures of the ollowing the
hands and feet and required extensive assistance pfescnbed festorative
from staff with transfers. Review of the restorative I,;,;n' .
program showed the resident was to recelve - g MDS/Restorative
bilateral upper and lower extremity ROM irector and the
exercises four times a week to maintain the Restorative Nurse will
resident's current ROM level. However, review of audit restorative flow
the documentation for Aprll threugh July 2006 sheets every twa
showed ROM exercises were provided as follows: wecks, Data will be
a. Four times from April 1st through the 7th, aggregated g“arteﬂy
not at all during the week of April 8th through gg{ﬂzz?g";w;ﬁ‘:nd
14th, once from April '1 5th through the 21st, and Quality Council, 8/21/2006
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twice from April 22nd through the 28th, Notations
on the documentation form showed no therapy
was provided on April 9th, 13th, 21st, 23rd, and
30th, but no reason for the [ack of therapy was
given,

b. During the month of May, the exercises
were provided on the 1st, 5th, 6th, 7th, 8th, 10th, -
18th, 19th, 25th, and 31st. May 3rd was circled as :

‘ot given,.but no explanation was ‘documented.

¢, The exercises were provided on June 5th,
16th, 19th, 21st, 23rd, and 26th, The
documentation indicated no therapy was provided
on the 4th and 30th, but no explanation was
given, Tn addition, a line was drawn through June
18th, but no explanatlon was provided. -

d. ROM exercises were documented as
completed on the 9th and 10th for July 2006,

3. Review of the 8/8/05 annual Minimum Data Set
(MDS) assessment showed resident #26 was
admitted with diagnoses which included multiple
sclerosis, Further review revealed the resident
had bilateral limitations with ROM in the neck,
legs, and feet as waell as partial loss of voluntary
movement in the neck, arms, and hands, and full
toss of voluntary movement in the feet and legs.
Review of the resident's restorative program
showed sthe was to réceive bilateral ROM
exercises to the upper and lower extremities four
times a week to maintain the current ROM level,
During an interview on 7/12/086 at 1:25 PM, the
resident denled receiving ROM exercises four
fimes a week, Review of the restorative
documentation showed the resident received
ROM exercises as follows:

a, Three times. from April 1 through 7th, three
times from April 8 through the 14th, once from
April 15th through the 21st, and twice from April
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22nd through the 28th.

b. Once from April 26th through May 5th, not
at all frotn May 6th through the 12th, once from
May 13th through the 19th, three times from May
20th through the 26th, and once from May 27th
through June 2nd,

- ¢. Not at all from June 3rd through the 8th, -
three times from June 10th through the 16th, and '
twice from June 17th through the 23rd. No
therapy was provided from June 24th through July
4th. .

d. ROM exercises were provided on July 5th,
oth, and 10th, '

4, Interview with restorative aide (RA) #1 on
7113106 at 10 AM revealed staff tried to complete
the restorative program as planned, but
sometimes they missed some residents.
However, the RA did confirm the accuracy of the
restorative documentation; she stated if the
program was completed as planned, it was
definitely documented.

F 322 | 483.25(g)(2) NASO-GASTRIC TUBES F 322
§8=D ' Fi22
Based on the comprehensive assessment of a .
resident, the facility must ensure that a resldent - Based on the comprehensive
who is fed by a naso-gastric or gastrostomy tube assessment the facility will
receives the appropriate treatment and services ) ensure that residents who are fed
to prevent aspiration pneumonia, diarrhea, by an NG or, gastrostomy tube
vomiting, dehydration, metabolic abnormalities, receive the appropriate freatment
and nasal-pharyngeal ulcers and to restore, If and services to prevent
possible, normal eating skills. complications and if possible to
restore normal eating skills. This

N will be accomplished by,
This REQUIREMENT s not met as evidenced

by:
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Based on observation, medical record review, A. RN#3 will be
staff interview, and review of policies and inschted to follow the ,
procedures, the facility failed to assure staff written care plan by
administered gastrostomy (tube or enteral) checking the residual
feedings to.one (#21) of one sample residents in for resident #21 before
a manner which assessed the potenfial for giving medications or
possible complications and which minimized the fluids, _ : -
development of possible complications, The All residents who have
findings were; NG o gastrosomy
‘ tubes have the potential
Observation on 7/11/06 at 7:25 AM revealed to be affected by the -
resident #21 had a gastrostomy (feeding) tube., lack of appropriate
According fo the 5/15/06 care plan, staff were to treatment and services
 "check residual before feeding"; if the residual fo prevent
amount was above 100 milllliters (ml), they were cumphc_atnons.
to hold the feeding for one hour, recheck for ., Instruction related to
reskiual, and administer the feeding only if the . specific residont needs
amount was below 100 ml, Observation at 11:45 will be placed on the
AM showed registered nurse (RN) #3 prepared CNA and Nurse
and administered medications and a can of Treatment |
Isosource VHN (tube feeding) without checking documentation sheets,
for residual stomach contents or placement of the . Arandom dit
feeding tube. During an Interview immediately dqcumcntatmn m[; i
after the observation, the RN stated they "do not will be performed on
check for placement" of the resident's feeding treatment
tube. The RN further stated she "probabty should documentation sheets
have checked for residual." Interview with the by the _
director of resident care services an 7/12/06 MDS/Restorafive
11:45 AM and review of documentation (last Director. I“formactl“m
revised 3/06) related to the facllity's procedure will be aggregated g
manual revealed they used the "Advanced and quarterly and submitto
Basic Nursing Procedures set down in the fo the quwal-an;:tor
Lippincott Williams & Wilkins 'Nursing and Quality-Counctl.
Procedures, Edition IV." Review of the procadure ' %/21/2006
.| for tube feedings showed "Check placement of
the feeding tube to be sure it hasn't slipped out
since the last feeding" and "To assess gastric
emptying, aspirate and measure residual gastric
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F 323 1483,25(h}(1) ACCIDENTS F 323 F 323
88=D :

The facility must ensure that the resident
environment remains as free of accident hazards
as Is possible.

This REQUIREMENT is not met as evidenced
by:

nurses' station was not properly locked. The
cabinet contained dangsrous chemicals including:
1) a spray bottle of antibacterial cleaner, The
boftie was labeled "Do Not Drink" and "Corrosive,
Contains Ammonium Chloride. Causes
ireversible eye damage." 2) a one gallon

The facility will cnsure that
the resident environmens, - __.
will be free of accident

- hazards, This will be

accomplished by,

A. All chemicals located

‘Based on observation and staff interview, the in the North and South
faclity failed to provide a hazard free environment Soiled Utility Rooms
in one of three soiled utility rooms accessible to will be removed and
residents. Tha findings were: . stored in the locked

_ housekeeping closets.
Observation on 7/11/ 06 at 9:48 AM and again on B. All residents have the
7/13/06 at 8:13 AM revealed a cabinet under the potential o be affeotcd
sink in the sofled utllity room opposite the north by the lack of properly
stored chemicals.

C. Chemicals will no
longer be stored in the
cabinets in the Soiled
Utility Room. All
chemicals will be

container of HilPhene. The bottle was labeled with stored in the locked

" germicidal detergent. Danger. Causes housekeeping closets
irreversible eye damage. Harmful if absorbed andkeys willbe
through the skin. 3) a one gallon bottle of available from the shift
disinfectant bleach, The bottle contained sodium supervisor on each unit
hypochlorite as an active ingredient and was Al_‘“s“a.l tg(’l will be
Jabeled "Harmful if swallowed" . 4) a spray bottle placed in. both soiled

of apple cinnamon ador counteractant. The bottle
was labeled "Do Not Drink" and "Eye and Skin
Irritant” Interview with Registered Nurse #4 on
7/13/06 at 8:23 AM confirmed the doors to the
soiled utility rooms are not locked but “the

utility rooms o inform
staff that chemicals are
not to be stored in this

area.
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cabinet under the sink should be locked. D.  The MDS/Restorative
_ Director will perform
. ‘ random audits to ensure
F 327 | 483.25()) HYDRATION F 327 that there are no
S8=D , chemicals located
- | The facility must provide each resident with under the sinks in the
‘sufficient fluid intake to maintain proper hydration soiled utility rooms. —
and health. Data will be aggregated
: quarterly and submitted
_ ) to the Medical Director
This REQUIREMENT Is not met as evidenced and Quality Council,
by: . _
Based on observation, medical record review, 8/21/2006
and staff interview, the facliity failed to assure
residents consumed sufficient fluid intake to

F 327
maintain hydration for two of 17 sample residents o

(#89, #91). The findings were:. + The facility will ensure that

each resident receives

1. Review of the 5/30/06 quarterly Minimurn Data . sufficient fluid intake to

Set (MDS) assessment revealed resident #89

e . . ! maintain proper hydration
required limited assistance for eating. Review of " and health. This will be
the 2/24/06 nutrition risk assessment showed the . accomplished by,

resident's estimated fluid needs were 1415 cublc

centimeters (cc) per day, Review of the 5/25/08 A. Al nursing staff will be

nutrition assessment-showed the resident's
average fluid intake with meals was 398 cc.
Review of the July 2006 intake record showed the
resident's average fluld intake with meals was
651 ¢c. Review of nursing notes showed on
B/18/06 the resident had a fecal impaction,
According to Taber's Cyclopedic Medical
Dictionary, edition 19, 2001, fecal impaction may
be caused by dehydration, Review of the 2/28/06
dehydration RAP (resident assessment protocol)
module showed the resldent was at high risk for
dehydration related to dementia and contractures
of the hands. The module documented the
resident required assistance to drink fluids. The

instructed to offer and
encourage resident #89

to drink fluids. A visual

tool will be placed in
resident #89's room to
remind staff to offer
fluids,

. Nursing staff will'be

instructed to give
resident #91 thickened
liquids with
medications and
between meals, '
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recormendations included "Encourage resident -B. Allresidents have the
to drink in between meals, offer often and assist X potential to bo affected
1 when needed...” The 5/30/06 care plan showed if they do not receive
staff were to encourage the resident to drink sufficient fluid infake
between meals and offer fluids often. to maintain proper
*a, Observation of the resident on 7/11/06 hydration and health,
revealed the resident was not offered fiuids prior C. Instruction related to
to breakfast (from 7:25 AM until 8:32 AM). The specific resident needs .-
resident did not drink fluids for the breakfast will be placed on tho
meal. Observation from breakfast until funch CAN and Nussing
(B:32 AM untll 12:16 PM) revealed staff did not treatment
offer oF encourage fluids. During that time, at docurnentation sheets.
10:35 AM, certified nurse aides (CNAs) # 2 and Visual tools will be
#3 took the resident to the bathroom and assisted p]afded in each
the resident into the wheelchair, but did not offer ES ent’s room for
fluids. According to the meal intake record, the those identified atrisk
resident refused fluids at the Junch meal. b :’ egy ation. 4
Observation of the resident at the evening meal T random visual an
(on 7/11/06) revealed the resident did ot drink ocumentation audit
any fluids. After the evening meal, CNA #4 took will db° perﬁ:lm‘l on
the resident fo the bathroom, provided oral care, P onts o m”;“m“t
and put the resident to bed for the night. The CNA boct‘;lmen tion sheets
did not offer fluids to the resident, - MDS Restorati
b. During an interview on 7/12/06 at 4:15 PM, Divectas The Dire
the MDS/restorative director stated staff should f'f:f t_‘gt A Iretor
offer fluids-between meals and each time they ol ut 1%11&1 dSemces
provide care to the residents, will provide data
regarding pre-thickened
2. Review of the 5/23/06 admission assessment ﬁ*;‘;ﬁ‘fafc to the
showed resident #91 was dependent on staff for Direct es S;:t“";’
eating. Review of a 6/20/08 nutrition note showed Toforamt. A
the resident tried to feed himselffherself, and Orm:te?jn wi " fi'
required thickened fiquids. Review of a §/27/06 apgregated quariaty
spaech therapy assessment revealed the resident and submitted to the 4
required thickened liquids. Review of the 5/22/06 Medical Director an
_nutrition risk assessment showed the resident's Quality Council ;-
estimated fiuids needs were 1187 cc per day. The - '8/21/2006
5/22/06 nultrition assessment showed the resident
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‘[times] ea [each) shift.., "The 56/30/06 care plan

only consumed 268 cc at meals, Review of the
July 2006 intake record showad the resident's
average intake at meals was 590 cc per day.

Review of a 5/26/06 laboratory report showed an |

elevated BUN (blood urea nitrogen) at 27 (normal
rangse is 7-18), According to Taber's Cyclopedic
Medical Dictiopary, edition 19, 2001, blood urea
nitrogen levels may be increased in the presence
of dehydration, Review of the 5/23/06 dehydration
RAP module revealed CNA charting showed the
resldent’s output exceeded intake. The module
documented the resident was not able to drink
fluids independantly and was at high risk for
dehydration. The recommendations tncluded
"offer and assist [with] thickened fluids several X

instructed staff to offer and assist with thickened
liquids several times per shift. ‘

a. Qbservation on 7/11/06 revealed at 8 AM,
CNAs #5 and #6 assisted the resident out of bed,
took the resident to the bathroom, and put the
resident in a wheelchair. The resident was. not
offered fluids, During the breakfast meal (8:25
AM-8 AM), the resident only received one glass of
juice (180 cc), The resident drank the juice, but
was not offered any more fluids. From 9 AM until
12:18 PM, the resident was not offered fluids,
During that time, at 9:50 AM and 11:52 AM, CNAs
#5 and #6 provided cares fo the resident, but did
not offer fluids, Review of the intake record
showed the resident only consumed 120 o¢ at the
lunch meal. ' :

~ b. During an interview on 7/12/06 at 415 PM,
the MDS/restorative director stated staff should
offer flulds between meals and each time they
provide care to the residents.
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F 371 483.35())(2) SANITARY CONDITIONS - FOOD F3711| pan .
s$8=0 | PREP & SERVICE -
. The facility will ensure that
The facllity must store, prepare, disfribute, and food will be stored, .
serve food under sanilary conditions, prepared, distributed and
served under sanitary

by

This REQUIREMENT is not met as evidence

Based on obsarvation and staff interview, the
facility failed to assure outdated fiquid
supplements were discarded in two of three unit
refrigerators, The findings were:

Observation on 7/10/06 at 4:48 PM and again on
7/13/06 at 8:12 AM revealed the residents'
refrigerator near the south nurse's station
contained ten Individual servings of "Health
Reach" vanilla shakes, The number "610" was
written on three cartons; "69" was written on two
of them; 617" was written on four of them; and
"622" was written on one. The refrigerator near
the north nurse's station contalned nine individual
servings of "Health Reach” vanilla shakes. No
writing was found on any of the cartons. Cartons
in both refrigerators however were imprinted with
a statement stating the shakes were only good for
14 days after thawing. Interview with the distary
manager on 7/13/06 at 9:40 AM revealed the’
written numbers represented the date the shake
was thawed and all cartons should have a date,
The dietary manager also stated the shakes were
out dated and would be discarded,

conditions, This will be

accomplished by, e

A. Nutrition staff will
inventory all supplies
in the pantries and
discard all out-of date
products,

B. Allresidents have.the
potential to be affected
by practices which do

.. not provide for food to

. be stored, prepared,

» distributed and served
undex sanitary
conditions,

C. The Nutritional
Services Dircotor will
pull all shake cartons
from the freezer and
label each carton with a
thaw date and a use by
date, All nutrition staff
will be in-serviced
regarding the dates and
the need to discard out
of date cartons when
making daily rounds,
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F 387 | 483.40(c)(1)~(2) FREQUENCY OF PHYSICIAN F 387 -
§5=D| VISITS ' D. The Nutritional
: Services Pirector will
The resident must be seen by a physician at least perform randorm audits
once every 30 days for the first 90 days after , of food stock to
admission, and at least once avery 60 days determnine compljance
thereafter, with out of date items,
. The information will he -
A physiclan visit is considered timely if it occurs aggregated and ,
not fater than 10 days after the date the visit was reported to the Medical
required. ' gimt?f and Quality 8/21/2006
ouncil quarterly. ,
This REQUIREMENT s not met as evidenced
by: : ' F387
Based oh medical record review and staff
interviews, the facility falled to assure a physician ' The facility will ensure that
or midlevel practitioner visit occurred at least residents are seen by a
once every B0 days as required for two (#21, #26) physician at Jeast every 30
of 17 sample residents, The findings wers: . | days for the first 90 days
- following admission and
1. Review of physician documentation showed then at Jeast every 60 days
lack of physician visits for resident #21 from 1 thereafter, This will be
3/8/05 until 9/27/05 (over 6 and 1/2 months) and {  accomplished by,
from 8/27/05 until 5/2/06 (over seven manths).
Review of the medical record failed to show A. " The pritaty physician
.evidence of any other visits, After reviewing the for resident #21 will be
medical record and checking with the physician's notified by the medical
office, director of nursing service #1 verified, on director of the
7/12106 at 2 PM, that the aforementioned dates © requirement to sec the
for physician visits were correct, Interview with the ' resident ag scheduled
director of resident care services on 7/12/06 at A. The primary physician
3:53 PM confirmed no physlcian or midlevel ' for resident # 26 will be
practitioner saw the resident between the above notified by the Medical
itemized dates, Director of the
requirement to see the
2, Review of physician documentation showed ' resident as scheduled,
lack of physician visits for resident #26 from : The resident's last visit
6/8/05 until 9/2/05 (2 and 3/4 months apart), from was within the last 60
11/16/65 until 3/2/06 (over 3 and 1/2 months), days. .
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and from 3/30/06 through 7/12/06 (over 3 and 1/2 B. Al residents have the
months). Interview with the director of resident potential to be affected
care selvices on 7/12/06 at 3:53 PM confirmed no by failing to assure that
physician or midlevel practiioner saw the resident |- a physician or midlevel
between the indicated dates. practitioner visit ocours
as scheduled,
C. The Director of -
Resident Services will
provide each individual
physician a schedule
quarterly which *
indicates which of his
or her residents need io
be seen.
D. Data will be aggregated
. and a percentage of
. compliance will be
- determined, The
information will be
submitted to the
Medical Director and
the Quality Council. ;
8/21/2006
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