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i “Preparation and/or execution of this planf
F 000 | INITIAL COMMENTS © FO00of correction does not  constitute
admission or agreement by the provider of
The following common abbreviations are used the truth of the facts alleged or
throughout this document; conclusions set forth in the statement of
RN . : deficiencies. The plan of correction is
Registered Nurse , prepated and/or executed solely because it
MDS  Minlmum Data Set ! . . » .
DON  Dlrector of Nursing : is required by the provisions of federal
CNA  Caertifled Nursing Assistant and state law.”
|
Less commonly used abbreviations will ba 'This plan of correction is the facility’s
annofated in each deficiency where used. 1: credible allegation of compliance.
F 241 483.15(a) DIGNITY AND RESPECT OF F 241
$8=0 | INDIVIDUALITY ; F241
The facility must promote care for residents ina The facility must promote care for
manner and In an environment thal maintains or residents in a manner and in an
enhances each resident's dignlty and respect in environment that maintaing or enhances
full recognition of his or her individuality. ‘ cach resident’s dignity and respect in full
3 recognition of his or her individuality.
This REQUIREMENT Is not met as evidenced | |
by | . ,
| Based on medical record review, observation !FEOI‘I‘GCfll\{B Action )
and staff interview, the facility falfed to provide a i The staff providing care for residents #28
dignified dining experience for 1 of 7 sample ( was counseled on the need to provide a
residents (#28). The findings were: ! dignified dining experience. The policies
' and procedures for dignified dining
Review of the medical racord for resldent #28 et o ey emal
showed s/he had diagnoses to include mental "W?"‘T’"w were reviewed and remain
disorder, osteoarthritis and generalized . current.
weakness, Review of the weight-loss/nutrition
carg plan last raviewed on 9/14/12 showed sthe Identification of Qthers
was unable to feed him/herself and was to Residents requiring assistance with dining
receive meal asgistance. The Medical Nutritional are at risk.
Therapy Review dated 6/14/12 revealed the i
resident required "maximum assist” with feeding. ‘ ‘
The following concerns were idantified: i |
Continuous observation of the evening meal on E l
LABORATORY DIRECGTOR'S OR PROVIDER-‘SUPPLI[ R REPRESENTATIVE'S SIGNATURE TITLE 04} DATE

TR \jﬁ \"*\cmom,@\ N jriﬁ\ f\( rmxmmtm,.&:m J‘)//R/OEUK%’

Any deficiency statement ending with an astevisk (1 denoles a daflulency which the inslilutlon may be axcused from corecting providing if Is duurmlned tiat
othar sateguards provida sufficlenl pratection to 1ha patlants. {(See Instructions,) E:xoop! for nursing homes, Lhe findings statad above are disclosable 99 days
foliowing the date of survey whether of not 2 plan of correction is provided. For miraing homes, the above flndlngs and plans of correction ate disclosable 14
days following the date these documents are made availabis to lha faciity. H deficiencies are cited, an approvec plan of cotrection is requlsite to conlinuae
prograie participation,
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F 241 Continued From page 1 F 241 .
220/13 from 4:35 PM through 5:48 PM showed Systemic Changes o o
that the resldent's meal, gonsisting of meat |oaf, An  In-service on dignified  dining
ranch beans, baked zucchini and gariie bread experience will be held on 03/21/2013 for
was delivered to his/her table at 4‘.:50 PM. The nursing staff. The DON/Designee will
meal was left uncoverad. The resident was conduct random visual audits weekly on
observed watching the other diners at hisiher fifferent units for 90 days to assure a
table as they were assisted with their meals. At ditterent untis ays fo assure
5:13 PM, some diners were observad leaving the d’g“',hcd dining experience is boing
dining room and staff were observed to be provided to all residents. I staff non-
clearing dishes. The resident had not yet recelived compliance is observed, an immediate
aC!HAa;:‘Istanc% with hésfher m(?ai. iAt 5:h 14 PM, corrective in-service will be conducted to
was observed re-positioning the sure compliance,
resldent's wheelohair so that s/he no longer faced esure compliance
into the dining room, but faced the wall, The CNA e
did not speak to the resident as she re-positionad F\fl011llotti1g. ) ) .
the wheelchair, The CNA was observed speaking The DON/Designee will review the
exclusively to the other diners at the table untit | results of the dining observation audits
5:17 PM, at which time the resident was observed with the QAP Committee monthly X3 for
to_re(t:ewef?ls!tl?ler first lb|te ofd fc;'od( Téﬂts Vt\;]ast2l7}‘ input on the need to increase, decrease, or
tninutes after the meal was delivered to the table. g Gk e
At 5:48 PM, the rasldent was wheeled out of the discontinue the audits.
dining room, Interview with the administrator on 04/08/2013
2122113 at 10:05 AM verlfied that the resident
should not have to walt for assistance with his/her |
meal, ¥279
F 279 483.20(d)_. AB3.20(K)(1) DE\(ELOP F279 The  facility —must  develop a
§$=D | COMPREHENSIVE CARE PLANS jcomprehensive care plan for each resident
Afacility must use the resulls of the assassment E[.mt t:r;)cilludes m‘:}?f urai?_le- dohlﬁcuvez'af]d
to develop, review and revise the rasident's imetables o mect & resident’s medical,
comprehensive plan of care, nursing, a.nd '.“?”“’_' and psychosogal
needs thatidentified in the comprehensive
The facility must develop a comprehensive care assessment.
plan for each resident that includes measurable
objectives and timetables to meat a resident's Corrective Action
medical, nursing, and mental and psychosoclal ot ot 1 Weplid T P -
needs that are identified in the comprehensive .R(’S;dem ’{20 &,Nm_l ’t;(f',] ?l ;I,aae I I,E-'g W.‘}s
assesemen. imp ‘e.incmed to reflect the resident’s
nutritional status, needs and proferences.
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¥ 279 | Continued From page 2 } F279: .f
. | dentification of Others
The care plan must describe the services that are | ‘The nutritional care plans of Residents
to be furnished to attain or maintain the resldent's - identified for weight loss were reviewed
highest practicable physical, mental, and : for a current comprehensive nuiritional
psychosoclal well-being as required under plan of care.
§483.25; and any services that would otharwise !
be required under §483.25 but are not provided Yo a ,
due to the resident'§s exercise of rights under  Systemic Changes ,
§483.10, including the right to refuse treatment An - In-service on  completion  of
under §483.10(b)(4). individualized nutritional care plans will
be conducted with Dietary Manager and
‘ . . Registered Dietician to reflect each
w's REQUIREMENT  is not met & evidenced resident’s needs and preferences, on or
Based on medical record review and staff l[);ém eD (.jate Oi.“ cmr(nipha'mce.' The
Intsrview, the facility failed to develop & ON/Desipnee will conducted random
comprehensive care plan that identified individuai | visual audits weekly for 90 days to assure
- needs and preferences related to diet/nutrition for nutritional care plans are up to date, If
t1of 10 sample residents (#20). The findings were: stalf non-compliance is observed, an
Review of the medical o denti20 immediate corrective in-service will be
evie medical racord for regiden . ed 1o ensure © .
showed s/he was admitted to hospice on 1/22/13 gwnducu,d fo ensure compliarice.
with a terminal diagnosis of severe malhutrition. 3 .
Review of the Vital Sign and Weight Fiow Sheet Monitoring: _ ,
showed the resident waighed 178 pounds on fhe DON/Designee will review the
118/13. Further review of the flow sheet showed results of the care plan audits with the
the resident weighed 169 on 1/14/13 and 132.8 QAPI Committee monthly X3 for input
i on 2/7113, a weight loss of 22% in 24 days and on the need to increase, decrease, or
i 25% in 30 days. Review of the hospice plan of discontinue the audits.
care for nutrition fast reviewed on 2/6/13 showed, . “
the resident was to be assessed for food EO 4/0812013
prefersnces and dletary wishes, Further, small e
frequent meals were recommended. In addition,
review of the safety measures showed the
resldent was at risk for aspiration and hisfher ;
head of bad needed to be slevated while ealing ;
or drinking. The following concarns were |
identified: ; ‘
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F 282
58=D

| sitting up for meals and snacks due to the risk of |

; Continued From page 3

a Review of the welght-loss/nutrition care
plan last reviewed on 2/4/13 showed the resldent
had a potential for welght logs, Further, review of
the approaches for weight loss showed the
resident was on a regular diet and food
preferances were to be offared but did not show
what his/her preferences were, Snacks and
fortified foods wera alse to be offered and
assistance with meals ag needed. The care plan
did not indicate the resident was tc be offered
small frequent meals and/or snacks. The care
plan also failed to show the resident needed to be
asplration. The care plan stated the head of the |
bad was lo be elevatad for meals but did not '
include to what degree.

b. Interview with the dietician on 2/22/13 at
11:50 AM revealed he had not Implemented any
weight loss measures because the resident was
on hospice. Further, there was no evidence to
show the percentage of weight loss was
unavoidable,
483.20(k)(3)(il) SERVICES BY QUALIFIED
PERSONS/PER CARE PLAN

The setvices provided or arranged by the facility
must be provided by quziified persons in
accordance with each resident's written plan of
care.

This REQUIREMENT s not met as avidenced
by

Based on medical record review, observation
and staff interview, the faciity failed to ensure the
care plan was followed for 1 of 1 resident (#20)
observed needing a pressure relieving mattress.

F 279

F282|F282

Qualified persons, in accordance with
-each resident’s writton plan of care, will
iprovide services provided or arranged by
the facility.

Corrective Action '}
All staff providing care for Resident #20
was counseled on the need to implement
pressure reducing mattress as preventative
measures to reduce pressure ulcers,

i
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Fa82 %?n”:l;?d From p.age 4 F 262 Identification of Others
8 findings were: The care plans of Residents idenfified at
Observation on 2120013 at 6:45 PM showed CNA ;increased risk for skin breakdown WGI‘(‘)V‘_
#1 performed perineum care for resident # 20 reviewed for implementation of care plan
and the resident's coccyx was radden. Review of inlerventions,
[ the Braden Scale, used to dstermine the risk of
| bressure uleer development, last dated on Systemic Changes
| \ _ . Systemic Changes .
‘x;fr?ggcsg:,g“éﬂ;hﬁ.ﬁsgﬁ'g;’m&'sc‘iln':;i:ri;g%, An In-gervice on implementation of care
dentified: o ¢ plan interventions regarding prevention of
pressure ulcers will be held on or before
a. An observation with the DON on 2/22/13 at date of compliance with nursing staff, The
10:30 AM showed the resident's cotoyx remained DON/Designee will conducted random
reddened anddcopﬁrme.ctttthe resident did not have visual audits weekly for 90 days to assure
@ pressure reducing mattress. implementation  of  pressure  ulcers
Shoﬁéglztfe1a{§;!g§n?ﬁr;e;? r?g}? fsoffhsg sement prevention interventions as stated on
development of pressure ulcers. Skin and uicer -residents care  plans. If staff ton-
treatments included a pressure reducing device 00"1!3115*“%: is observed, an immediate
for the bed, corrective in-service will be conducted to
¢. The care plan for pressure ulcers last jensure compliance.
reviewed on 2/4/13 showed the resident had a : g
e he o ey | Montoring
reduction mattress on hisfher bad, ! The DON!Dcsugngc will review wsultsl of
d. Interview with the DON on 2/22/13 at 10:30 ithe care plan audits at the QAP meeting
AM, verified the resident did nol have & pressure ‘Monthly X3 for input on the_ need to
reducing mattress, and stated this was because tincrease, decrease, or discontinue the
' the physician had not o[dered the device. -audits. 04/08/2013
F 312 483,25(a)(3) ADL. CARE PROVIDED FOR ; 3
$+E | DEPENDENT RESIDENTS :
(312 :
Aresident who is unable to carry out activites of The Tfacility will provide Activities of
dally living receives the fnecessary services to iDaily  Living  assistant  to  residents
maintain good nutrition, grooming, and personal §needing increased assistance,
and oral hygiene. |
|
!
@ | ..
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F 312 Continued From page &  F 312 . . "
ontinued From pag  F 312; Corrective Action
This REQUIREMENT is not met as avidenced | ! The staff’ providing care for resident # 20,
by: 128, and 46 was re-educated on the need 1o
Based on medical record raview, observation i provide timely assistance with meals, The —
and staff interview, the facility falled to provide staff providing care for resident # 24488,
assistance with meals for 3 of 7 sample residents K 26,766, andD6 was re-cducated on the
(#20, #28, #46) observed during meal time. need to provide scheduled

Further, showers/baihs were not provided twice s
week as scheduled for 5 of 11 sample residents
(#24, #28, #46, #66, #96) who needed

bathing/hygiene assistance.

! bathing/hyglene assistance. The findings were: Identification of Others o
Residents requiring assistance with dining
Related to meal assistance: are at risk, Residents receiving assistance

! with bathing/hygiene are at risk.
1. Review of the medical record for resident #20

showed s/he had diagnoses to include septic

anthritls in the shoulders. The resident was placed | Systemic Changes

on hospice for severe malhutrition. The following An In-service on 131'0v1q1:1g assistance
concems were identlfied: with Activities of Daily Living including

a. An observation on 2/20/13 at 6:35 PM assistance  with  dining, bathing and
showed the resident lving In bed with hisfher foog hygiene will be held on or before date of
tray sitting on the bedside table next to the bed. compliance, The DON/Designee  will

The head of the bed was elevated o lass than 458

degrees. The food remained covered and the tray conduct random visual audits weekly for

was above shoulder height, An interview with the 90 'day s to assure Rf”‘.'de"ts, are pl'()}/]d:gd
cesident at that time stated s/he was hungry and assistance  with dining, in a timely
had not received assistance with the foad tray. manner, and bathing per schedule. If staff

b. Review of the 1/21/13 quarlerly MDS. non-coimpliance  is  observed, an
assessment for activities of daily living showad immediate corrective in-service will be

the resident needed extensive assistance with
bed mobility. Raview of the hosplee plan of care
dated 2/6/13 for safety measures showed the

conducted to ensure compliance,

resident was at risk for aspiration and his/her Monitoring , . ‘

head of bed was to be elevated for eating and The DON/esignee  will  review the

drinking. results of the dining and bathing audits
| with the QAPI Committee monthly X3 for
2. Review of the medical record for resident #28 input on the need to increase, decrease, or
. showed sthe had diagnoses to Include ‘ discontinue the audits.

i !
' i
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Parkinson's disease, and demantia, An 04/08/2013

observation on 2/20/12 a! 8 PM showed the
resident was sitting in histher recliner with the
bedside table sitting at shoulder height. The meal
tray was placed on the table but was not
positioned where sthe could easily reach the
meal. At 8:15 PM the tray remained in the same
pusition and the residant put on the call light. The
resident requested ice cream at that ime and
refused the food on the tray. Review of the
11726/12 quarterly MDS assessment for activities |
of dally living showsed the resident needed
extensive assisfance for bed mobility and
transfers,

3. Review of the medical record for resident #28
: showed s/he had diagnoses to Incluge :
osteoarthritis and generalized muscle weakness, |
 An observation on 2/20/13 from 4:35 PM through |
i 548 PM showed the resident was served his/her g
| meal at 4:50 PM. The resident was not assisted f
with the meal untll 5:17 PM, 27 minutes ater. The E

resident's Medical Nutritional Therapy Review,
dated 6/14/12, showed s/he needed "maximum
assist" with feeding.

4. During an interview with the administrator on

2122113 at 10:05 AM, she acknowledged j

residents should not have to walt for assistance ‘ |

with their meals, and verlfied that food trays ware |

lo be placed in front of the residents within sasy

reach. 5 J
|

Related to Showers/Hyglens asslstance:

» charting showed the facility failed to provide a
shower for resident #96 on 18 of 25 schedulad

!
1. Review of facility documentation and behavior J
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shower days during the period from 11/1/42 ! ;
thought 1/29/13, On 4 of the resident ' s ‘ f
scheduled shower days, refusal or aggressive
behaviors were documented. There were a total

of 14 missed showers (56%) with nc evidence to -
show why the showers were nol given.

2. Raview of facility efectronic bath reports and
! behavior charting revealed resident #66 did not

f receive a shower on 11 of 17 scheduled showers
days from 12/27/42 through 2/20/13. Behavior
documentation revealed anly 1 missed shower
was due to resident refusal, There were a total of
10 missed showers (59%) with no evidence to
show why the showers weare not given.

3. Review of facllity electronic bath raports
reveals that the facllity failed to provide a shower
for resident #28 on 9 of 16 (56%) scheduled
shower days during the period: from % 2/26/12 i
through 2/20/13. The facility was unable to
provide any additional evidence as to why the
showers were not given as scheduled.

4. Review of fagllity efectronic bath reports i
reveals that the facility failed to provide a shower ;
for resident #46 on 8 of 18 (44%) scheduled ‘
shower days during the period from 12/23/12
through 2/20/13. The facility was unable to
provide any additional evidence as to why the
showers were not glven as scheduled.

5. Review of facility electronic bath reports i
reveals thal the facility fallad to provide a shower :
for resldent #24 on 7 of 18 (39%) scheduled ;
shower days during the period from 12/24/12 i
through 2/20/13. The faoility was unable to 5 i
provide any additional evidence as to why the i
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Based on the comprehensive assessment of a
resident, the facility must ensure that a resident
who enters the facility without pressure sores
does not develop pressure sores unless the
individuaf's clinical condition demenstrates that
they were unavoidable; and a resident having
pressure sores receives necessary treatment and
services to promote healing, prevent infection and
pravent new sores from developing.

This REQUIREMENT is not met as evidenced
by
Based on medical racord review, observation

and staff Interview, the faclity failed to ensure that:

preventative measures ware put into place to

prevent the development of pressure ulcers for 1 ¢

of 7 sample residents (#20}. The findings were:

Observation on 2/20/13 at 6:46 PM showed CNA
#1 performed perineum care for resident # 20
and the resident's cocoyx was redden. Review of
the Braden Scale, used to determine the risk of
pressure ulcer development, iast dated on
1120413 showed the resident was at moderate risk
with a score of 14, The following concerns wers
identified:

POPLAR LIVING CENTER CASPER, WY 82601
(Xay 10 SUMMARY STATEMENT OF DEFICIENCIES ID PROVIDER'S PLAN OF CORRECTION L
PREFIX {EACH DEFIGIENCY MUST BE PRECEDED BY FULL PREFIX (EACH CORREGTIVE ACTION SHOULD BE + COMPLETION
TAG REGULATORY OR LSC IOENTIFYING INFORMATION} TAG CROSS-REFERENCEDR TO THE APPROPRIATE H BATS
DEFICIENGY) i
F 312 | Continued From page & . F1
showers were not given as scheduled, : !
Interview with the DON on 2/22/13 at 8:30 AM
confimed that there was no svidence the l ;
showers were provided. In addition, he confirmad
that atthough the facility did not have a written
shower policy, the facility expectation was that
residents recelved 2 showers a week,
F 314} 483.25(c) TREATMENT/SVCS TO F 2314 F314
88=D | PREVENT/HEAL PRESSURE SORES Based on the compichensive assessment

of a resident, the facility must ensure that
a resident who enters the facility without
pressure sores does not develop pressuie
sotes unless the individual’s c¢linical
condition demonstrates thal they were
unavoidable and a resident having
pressure  sores  receives  necessary
treatment and services fo promote healing,
prevent infection and prevent new sores
from developing.

Corrective Action

Staff providing care for Resident #20 was
Et‘e@ducated on the need to follow
tinterventions in place as noted on the care
plan. Resident #20 was provided a
pressure-relieving mattress,

e

{Identification of Others
‘Residents identified for risk of pressure
ulcers are at risk.

i
i
i
!
i
I
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483.26(h) FREE OF ACCIDENT
HAZARDS/SUPERVISION/DEVICES

The facility must ensure that the resident
anvironment remains as free of ascident hazards
as is possible; and each resident recaives '
adequate supervision and assistance devices 1o
prevent accidents,

This REQUIREMENT is not met as avidenced |
by i |
Based oh medical record review, ‘ohservation,
staff and family interviews, the facility faiied to
ensure residents were adeguately monltored and

Injuries from falls for 3 of 10 sample residents
(#94, #66, #18). The findings were:

|
interventions consistently put in place to reduce ,

F 323

&
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F 314 | Conlinued From page 9 ¢ F3% gystemic Changes
o a. An oﬁservat!?n with the DON on 2/22/13 Eg In-service (pressure ulcer prevention will
10:30 AM showed the resident's cocoyx remaine be held on or before date of compliance
reddened and confirmed the resident did not have with nursing staff. The DON/Designe
a pressure reducing mattress. Wit ursing - stait. dhe Lssignee
b. The 1/21/13 quarterly MDS assessment will conduct random visual audits weekly
showed the resident was at risk for the for 90 days to assure pressure relicving
devefopment of pressure uleers, Skin and ulcer preventive measures are in place. If staff
treatments included & pressure reducing device non-compliance i observed,  an
for tge';)r?gbare ol for pr cers immediate corrective in-service will be
: essUre Licers las . ;
. onducte ensure compliance.
reviewed on 2/4/13 showed the resident had conducted (o ensure compliance |
s | resus e her sl "
on me ppRyng ap The DON/Designee will review the .
reduction mattress on histher bed, : i s withthe 2 7
d. Interview with the DON on 2/22/13 at 10:30 results of the visual wettnd audits with the
AM, verified the rasident did not have a pressure QAP! Committee monthly X3 for input
reducing maltress, and stated this was because on the need to increase, decrease, or
the physician had not ordered the devica.

idiscoutinue the audits.

323

The facility must ensure that the residents
environment remains as free of accident
hazards as is possible and each resident
recelves  adequate  supervision  and
assistance devices (o prevent accidents.

04/08/2013

Corrective Action

Staff providing care for Residents #94,
66,18 were counseled on the need to
ensure residents are adequately monitored
and inferventions consistenily put in place
to reduce injuries fron falls.

Identification of Others
Residents identified for increased risk of
falling are at risk.

Lo
o

i
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1
i 323 Systemic Changes :
iIn-service on fall prevention will be held
on or before date of compliance with
nursing staff. The DON/Designee will
conduct random visual audits weekly for
90 days to assure fall preventive measures
are in place and fall assessments and
intervention are consistently in place. If
staff non-compliance is observed, an
immediate corrective in-service will be
condueted to ensure compliance.

F 323 | Continued From page 10

-1 1. Review of the 9/13/12 history and physica! for
resldent #66 showed the resident had dlagnoses
to include dementia and osteoporosis (loss of
bone mass). In addition, the resident had
fractured higther left hip fracture in July 2012, The
following concerns ware identifiad:

a, Observation on 2/20/13 at 5.45 PM
showed the resident sitting on the edge of the
bed gating histher meal that had been placed on
the night stand, Sthe was leaning over to reach
the meal tray,

b. Review of the 1/7/13 Side Rail Safety
Review showed the resident had problems with

Monitoring
The DON/Designee will review results of

balance andfor poor trunk contrel. Revlew of the
1713 Fall Risk Evaluaticn showed the resident
was & high risk for falls. Review of the care plan
for falls last reviewed on 1/8/13 revealed the ;
resident had poor safaty awarsness.

c. Interview with the administrator on 1/22/13 |
at 10:05 AM confirmed the resident was not safe
to sit on the bed eating from the meal tray on the
night stand.

2. Review of the medical record for resident #18
showed sthe had diagnoses to include left below
the knee amputation and dementia. Review of the
2714113 orthopedic consult showed the resident
had falien on 2/6/13 and sustained a right
shoulder fraclure and disiccation. The following
concerns were identlfied:

a, An abservation on 2/20/13 at 2:50 PM
showed the resident was in bed with the hed
elevated. An inlerview with a family member at
that time revealed when she enterad the room the
bed was elevated, She further stated she had

the fall prevention audits with the QAPI
Commiitee monthly X3 for input on the
need to increase, decrease, or discontinue
the audits,

04/08/2013
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F 323 Continued From page 11

found the bed elevated during pravious visits. The
family member also stated the resident forgets
his/her leg was amputated and has frequently
attempted to get up without assistance,

b. Review of the care plan for falls Jast
reviewed on 2/8/13 showed the bed was to be
placed in the low position,

¢. Interview with the rehabilitation manager
on 2/22/13 at 9:15 AM acknowledged the
resident's bed needed to be in the low position
while the resident was In the bed.

3. Review of the closed medical record for
resident #94 showed s/he was admitted to the
facility on 12/28/12 with a history of "extensive
thoracolumbosacral fusion surgery" and suffered
from chronle back pain. Further, the resident was
unable to maintain an erect posture for more than
| 30 seconds as this exacerbates her low back
pain." Review of the 12/23/12 hospital admission
note showed the resident complainad of syncope
{loss of consciousness) and fafling. The following
concens were identifisd:

a, Review of the Interdisciplinary Post Fali
Review dated 12/30/12 timed 5:30 PM showed
the regident fell and was found "ving on R [right]
side on floor by bed, feat under bed.”
Predisposing diseases Included "syncope and
collapse." The 12/30/12 nurse's nots timed at !
0:30 PM revealed a bed alarm was placed and |
the resident was instructed to use the cal light. j

b, Review of the medical record revealed the
Nursing Admission Assessment form and the
Initiat Care Plan form were not completed,
Interviaw with the DON o 2/22/13 at 10:35 AM
confirmed the forms in the chart were not !
completed. The facility was unable to show any
documentation the resident was provided

F 523
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F 323] Continued From page 12 . Faz23 |
education at the time of admission regarding ;
safsty.
¢. Review of the falis management policy, |
revised August 2012, revealed the "facllity wil
take a proactive approach for new residents |
admitted and will congider all residants to be at !
risk for fafls until reviewed by IDT |
[interdisclplinary Team). A falls care plan will be !
initiated upon admission for esch resident.” '
F 325 | 483.25(1) MAINTAIN NUTRITION STATUS 328|325
§8=D | UNLESS UNAVOIDABLE The facility will maintain acceptable
Based or & resident's comprehensive parameters of nutritiu‘nal status, such as
assessment, the facllliy must ensure that a boc_fy W(flgm and ‘)I.Ot?m fevels, unles?.‘the
resident - restdent’s clmacal. cojmdliloll
{1) Mainlains acceptable parameters of nutritional demonstrations that this is not possible.
status, such as body weight and protein fevels, i
unless the resident's clinical condition “Corrective Action

demonstrates that this is not possible: and
{2} Recelves & therapeutls dlet when there is a
nutritional problem.

This REQUIREMENT is not met as evidenced
by:

Based on medical record review, observation,
staff and resldent interviews, the facility failad to
ensure residents were provided the nutritlonal
support and seivices needed for 1 of 7 sample
residents (#20). The findings were:

Review of the medical recerd for resident #20
showed s/he was admitied to hospice on 1/22/13
with & terminal diagnosis of severe mainulrition.
Review of the 1/21/13 quarteriy MDS assessment
for activities of daily iiving showed the resident

*Staff providing care for Resident #20 was

counseled on the need to provide a
therapeutic  diet  and  to  maintain
acceptable parameters of nutritional
status; unless Resident’s clinical condition
deteriorates  preventing  maintaining
- acceptable parameters,

Identification of Others
Residents identified with weight loss are
at risk.
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to lift histher upper arm off the bed for mors than
2-3 seconds due to physical deterioration,
Review of the hospice plan of care for nutrition
last reviewed on 2/6/13 showad the resldent was |
to be assessed for feod preferances and dietary
wishes, Further, the resident was to receive
small, frequent meals, Reviaw of the faclity's
weight-loss/nutrition care plan last reviewed on
214113 showed the resident had a potential for
weight loss and was on a regular diet and food
preferences were to be offered, The following |
concerns were identified: :

a. The care plan falied to show what his/her
preferences were, Further, it showed snacks and i
fortified foods were to be offered and assistancs i
with meals provided as needed, !
b. An observation on 2/20/13 at 6:35 PM
showed the resident was lying in bed with his/her
food fray sitting on the bedside table next to the
bed. The head of the bed was elevatad to less
than 46 degrees. The food remained covered and
the tray was above shoulder height. An interview
with the resident at that time stated s/he was
hungry and had not received assistance with the 5
food tray, Further, the resident revealed sihe had i
lost weight, ‘
¢. Raview of the Vital Sign and Welght Flow
Sheet showed the resident weighed 176 pounds
on 17913, Further review of the flow sheet ,
showed the resident welghed 169 on 1/14/13 and |
132.6 on 2/7/13, a welght loss of 22% in 24 days |
and 26% in 30 days. The Medical Nutrition !
Thorapy Review dated 2/9/13 only showed the
| resident was on hospice and histher weight
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F 325 | Continued From page 13 F 325 %
needed extensive assistance with bed mobility, | Systemic Changes . N
Raview of the hospice plan of care for j An In-service on providing nutritional
musculoskaletal showed the resident was unable i parameters and therapeutic diets will be

condueted with nursing and dietary staff
‘on or before date of compliance, The
DON/Designee  will conduet random
visual audits weekly for 90 days to ensure
nutritional parameters and therapeutic
|diets, and any other nutritional support
services as needed, are followed. If staff
non-compliance s observed, an
immediate corrective in-service will be
conducted to ensure compliance,

iMonitoring:
‘The DON/Designee will review the
results of nutritional audits will be shared
with the QAPT Committee monthly X3 for
input on the need to increase, decrease, or
1discontinue the audits,

04/08/2013
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continued to decline, There were no specific
 interventions recommended for the weight loss.

| d. Review of the hospice plan of care dated

| 2/6113 for safety measures showed the resident -
was at risk for aspiration. The nead of histher bad
was supposed to be slevated for eating and
drinking. The facility's nutrition/weight loss care

! plan did not show the resident neaded to be

i sitting up for meals and snacks due to the risk of
asplration, The care plan only stated the head of
the bed was supposad to be elevated for meals
but did not indlcate the degree of elevation or
state the reason.

e, Interview with the dietician en 2/22/13 at
11:50.AM revealed he did not implement any
welght loss measures because the resident was
on hosples, Further, thers was no documentation
to show the percentage of weight loss was
unavoidable,

f. Interview with the administrator on 2/22/14
at 10.05 AM, verified the resident needsad to be
assisted to a sitting positicn and the food tray
placed in front of him/her.
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