Nov. 19, 2013 1:11PM : No. 2790 P 5
PRINTED: 11/08/2013

- DEPARTMENT OF HEALTH AND HUMAN SERVICES FORM AP
: i PRCVED
CENTERS FOR MEDICARE & MEDIGAID §E (;ES OMB NG, 00380284
STATEMENT OF DEFICIENGIES 1 PBOVIDEHISUPPLIE%!GLIA LT BTRUGTION :
~ | AND PLAN OF GORRECTION o IDENTIFICATION NUMBER: %ﬂmg b 335%3!’1'«2’.5‘ Y
‘ WY Dops ol TRme— ) ¢
' 53A€?49 ?‘!HWG, —r ——— 10/26i2013
NAME OF PROVIDER OR SUPPLIER o ﬁm‘ ADDRESS, OIJY, STATR,ZF CODE
ENT Mot DRI R aRT
GOSHEN CARE CENTER G NS TON, whd 12240
plg) I " SUMMARY STATEMENT OF DRFIQRENGI L e[y et PREVIDERS PLAN OF GORRECTION - 5]
BREFIX {EACH DEFIENCY MUST RE PRECEDED BY FULL PREFIX Aﬁmn CORRECTIVEACTION SROULD BB . | DOMBLETION. f- -
TAQ REGULATORY OR.LEC IDENTIFYING INFORMATION) TAG [+ OGS-REFERESIE%E%E‘%EHPFE&%?EI S gﬁ\ PATE

WY [rppb of Hdob

F 000 | INITIAL COMMENTS Fooo

DEC &3 J01

The following cominen abbreviations are used
throughout this document:

ADLe:  Activilles of Dally Living

GNA:  Ceptiffad Nurse Alde

[DON:  Interir Director of Nursing

LPN:  Llosnsed Practioal Nurse

MRS Minimum Ciata Set

GAA:  Care Areg Agsesamant

BIE:  Brlef inlerview for mental staiua
RN;  Registerad Nuraa

MAR: Medication Administiation Record

refenspman

{was pommonly used 'abbrev[atfbna will he
annotated In each defiolency.

F 241 1 462.18(a) DIGNITY AND RESPECT OF F 241
gg=E | INDIVIDUALITY, ' .
The facility must promote cate for the

The faallity must promote care for residents in a rosidents i :

mgtinar and in an anvironment that malnfains or mvhannmif g;t“rﬂg&“;ml;“mhmm
enhances eaoh fealdent's dlgnl_ty_ and respact in each resident’s dignity and respeet in full
full reeogttion of his of her Individuality. revoguition of his or fer individuality,

) This will be aveomplished by

AL Facility willimplomant o hypiene

'il; 3l;is REQUIREMENT in not mgt as evidenced, schodinle for resident #86 totrim or
Bagsad on obsarvation, medical record reviaw, mf]f:;;gﬁ?la:ﬂ;:‘;eﬁﬂ a week during
and staft and resident interview, the fecility falled A '2) On Ovtuber 24" the Nirrsin,
to promote dignity and respect for 4 of 21 sample i ! £
realdants (i, 19, #417, #56) and 1 non-sample Facility implemented hourly rounding fo
resident #53') The findings were: ensuro the supervision, dignity and
' ' ' . ?#afety of residents #4, #19, #37, #53 and
56 "
1. Review of the madical record showed restdent . .
; B.1) Al vesidents have the. potential to
#18 was admitted to the faolilty. on /103 with o affbcted by this defisieey. A Faoilliy

dlagnoses Inoluding confusion and dementia
Review of fie MDS admisslon assessment dated
B/20/13 showed the renldsnt was severely

LABORATORY DIRECTOR'S OR P [BUPPLIER HEPﬁEBENTATWE’B SIGNATLIRE TITLE (M8} PATE
- Lt Mz
Any deficiancy ste mﬂnwﬁlng with an astetlsX {4} denotes a defloloncy whloh the inatlislion mey Ye exoised from cortecting providing It Is determinad that

pilist safsduards provide auffictent protection te the patients. {Sea inrtriclions.) Exeopt for hureing hamas, thi findings stalzd Above are disvlosabls 0 doye
Tallowing e date of stivay wheher ur nut & plan of correction s pravided. For hursing homes, the above findings aid plane of cotraclion are dinolosubis 14
days following the date llaab documents are made avalighlo to the facillty, [f deflolanclos ar. oltad, an approved plan of corrantion is reculalte 1o sohlinued

tgram partlcipation, . { : ! / .

program p 0C accey}’?l Mchae) Spe ek, VHA 94 //93//,5@ 2+,
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wide audit will be conduoted on
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;‘;ﬂgm,g m&aﬁi; d redulted extensive associated wﬂh excessive facia! hair or
a, Observation on 1042213 at 7:50 PM other potentidl violations to resident’s
revealed CNA#C sxiled a resident's oot and dignity, Any issves identified will
approached resident #19, who was attempting to *equirg immediate corraution and in-
stand up, The GNA aseisted the resldent o , sarvlcing. , ,
transfer f histher whealohalr apd etatad, "How C) The DON o5 designes Wil provide
woukl you like to visit [resident name]?" The GNA education to facility oyrsing staffon:
whaaled fhe resident down the hall into another 1, The proper supsrvision of ragidents in
resident's room where PN #{2 wag performing a Teference to their dignity, respect and
medleation pass. AL 7:52 PM an alar began safety. , )
sounding acrows th hall, GNA #10 exited the 2. Personal hygiene expeotations on
room to Tespond to tha alam, LPN #12 glse facial hair gnd grooming. _
exited the room, lanviny realdent #18 unattsnded 3. Appropriate redivaction of residents
In another residents room. The resident was with eognitive deficits, )
obsarvad aflsmpting fo stend up ahd wae 4. Supervision and essistance given to
rediracted by the othet resldent, “lresident name] residents during meals. .
you need 40 8if bacl down, you are-going to fall." DON or decignee will conduct 3 audis
GNA#10 reentered the rosidents roaim at 7:58 per Weele i ardor to nasess Sloility,
PIv with & nursing alde student and procesded to compligngo with expestations vegarding
apply lotion o the other resident's lags and aasfet ‘xegidout dignity and supetvision.
the other resident with tolleting In the prasence of D) The reauliz of the wesldy andits will
resident#18. be tabulated and veparted at the faoility’s
. monthly Parformance Inproveient
2. Review of the medical record shawed resident Comsittoe. Appropriate fyllow up
#4-wasg-admitted-to-the-fadl ity on-7/31/13 with actlons will he imitlated by the.
diagnoses including non-Alzhelmers dementia, Performance Improvement Commitise. 12/17/13
Review of the admission MDS asseeement dated
8713 showed the resident was coynitively
Impained, confused, and reruired assistance with
ADLs. Reviaw of the care plan updated 8/16H3
showod the resldent had a selfcare defiolt.and
staff were supposed {0 segiet with ADLe.
Obgervetion on 10/24/13 at 6 PM showed the
resident was geatod in the malh dinling room at
the evening meal, The resldent wae observed to
have 2 glasses of flulds losated In front of
him/her, However, the residant was ohserved
taking a glags of flulda frem the resident seatad to
FORM CM8-2847(02-86) Pravious Varelona Qlaglots Evonl IB: 72111 Faclllty I0: Wda10 IF contnuation shaaf Page 2 of 70
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Continued From page 2

hig/her Isft and drinking from the glass. No steff
ware ohseved In this part of the diting raom, At
6:07 PM, the resident wes phserved to have
dropped hls/her meal onto the floor. $/he spent b
minutes attempting to pick it up by stretohing
higther hand down and frylng to spear the
hamburger on A fork, The resldsnt was not
obasrved or provided any aselstance by facllity
pereonnal, and eventually was sided by another

resident’s visikting family member, This seme

viglting family member was obssrvad assialing
other realdents In the dining room by moving theit
pletes closer to them,

3, Review of fhe-medical record showed rosident
#80 was 2dmitied fo the facility on 1/4/06 with
diagneass Incliding non-Alzhelmer's dementia,
Reviaw of the MDE annual assesement dated
10115613 ehowed the resident was moderately
cognitively impaired and required extensive
aeglstanca with ADLs Including bathlng, Revisw
of the vere plan dated 10/31/13 Identffled a
problem with "visyal funotion relsted vision
impalrtaht! and the resldent required extensive
asslstznoe with bathing. Obseftation on 10/24/13

F 241

This page left blank lutentionalby

at-4:30-PM-revealad-the rasldenithad-a
substantial armaunt of thick white factal and chin
hair that was approximately 1/4 442 Ingh in
length. An intervlew canducted with tha resldent
st the timea of the obeervation revealed tha

resident had praviously removed the facial and

ahin halr Indapendantly but was, "unable to see to
remove I now.” The Interview further revealesd, "t

1 bothare me becauss | can feel it, but what can |

do? F can't see to plucl it anymore.” The rasident
revealed faclity staff had removed the faclal and
chin hair in tha past duting bathing, but rot n the
Jast severaf monthe.
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| oire plan deted 2613 Identified & problem of

{ know where my room |8?" LPN #10 told the

4. Raview of the medical record showed nagidsnt
#68 was adimitted to the secured unit on 91313
with diagnosss Inoluding Alzheimer's dirasse.
Review of the MDS admigsion assessment dated
9/20/13 showed the resident was sevarely
caynilively impaired. Review of the CAA dated
/28113 showed the resident should heve a oare
plah developed for cognitive loag and had
disoriantation and forgethlness, Raview of he

cotnltive logs related to Alzhaimer's dementia,
Approaches/interventions diraoted staff fo provide
reassurance, The fallowing concern was hoted:

Ohservation on 10/22/13 at 7:15 PM reveslad the
reskiant walking down the seoured unlt hallway
away fram the main dining rooim, stopping and
{ooking Into fooms and at plagues onh walls beside
daors, The resident walked into the alcove at the
end of the hall and approached LEN #10 whe was
standing by 2 madication cart and asked, "Do you

rasident & reom humber, then procesded inta
another rasidant's room with madioations. The
resident continued to go Inte rooms on the aleove

-

This page left blank intentionally
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-me find my room?" The other resident responded,

and-jook-at the-plagues-by-the-dowe-The-resident
went back into the hallway end stoppet turnxd
around and looksd up ard down the hallway, theh
continued back down the haliway toward the maln
dining ares. The resident contlaued to logk Ihto
each raom, walking In and coming back out.
Puting the observation LFN 310 pushed the
madication oad past the resident fward the mah
dining ared, ahd CNA #2 came out of anather
resident's room and walled past the resident. At
7230 PM the resident reached the malp dining
room and asked anather resident, "Can you help

“Itia right beslde mine, come an FIl show you,”
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Coniinued From page 4

The resident was ghown to a room and stated,
“Oh yas, there ate my piotupes.”

5. Reeldent #37 was admitted to the faclllty on
1243108 with dizgnoses that included Alzhsimer's
digaase and non-Alzhelmer's domentia, Review
of the guarterdy MDS assessment dated 811613

revealed that the resident requlred extensive
| asalutancs with eating. Observation of the
evening meal on 10/24/13 showad the resident

was seatad at a table with two other rasidents
who also requirsd asslstance with ealing. The
resident's meal was set before himfhar at 6:40
M, and the oiher fwo residents seatad at the
table reoeivad thelr mesls at 546 PM, The other
two resicent's at the table recelved prompt
agdlstance with their meals, hewover, resident
#37 waited 21 minutey before she revslved any
asulstanoe with hisfher food, Regident #37 was
noted during thls time to be watehing the other
residenis at hisfer table eat thelr jneals, and
displaying a dislressed exprasslon. Interview with
the IDON an 10/26/13 at 9 AM revealed shift

change ocours 8t 5 to 8:30 PM, which colncldes

with the svening maeal, The [CON further

F 241

F 248
55=E

‘LacknowledgetHhe-soeuta-unit hiad "more-paopie

that nead to be fad than wa have staff for,"
A83.15(1)(1) AQTIVITIES MEET
INTERESTS/MNEEDS OF FACH RES

The facillty must provide for an ongoing program
of activiltles desighed to mest, in secordansce with
the comprehensive assessment, the interasts and
the physical, mental, and peychosotial well-being
of emch resident.

This REQUIREMENT lg hot mel as evidenced

F 248

Tha Pasility will provide for an ongoing
program of activifies designdd to meet,
in aecordance with the comprehensive
awwnssment, the interests and the
phywical, mental and paychosocia} well-
being of each resident, “This will he
sepotaplished by: .
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Bassd on obyervalion, staif and resldent A. Tho Tty will %npl?ment vesident
. specific activities for residents #4, #6,
fafled to provide an activities program to meet the individual neods,
Individualized neads for 7 of 13 sample resldents B. Al vesidents on the “secure umit”

{#i4, #6, #59, #51, #68, #24, #68) who residad on

the secure dementia unlt, The findinge were: have to the potentlal to be effected by

thiy deffclency. The facility activity

-1, Obeatvation on 10/21113 at 10:30 AM revealed nsaoolates will complets the “About M
10 residents wera sesfed 1n tha maln dining room form for each regident who regides on
ared oh the secured dementia unit. Four of the 10 the sacure unit. Based on the findings of
rgstdents wers asleep In reclining ohalrs, An the “Ahaut Me” fotrns, the facility will

Interview with the social worker af the thme of the

observation revealed she was also the acliviies update resident activities care plans to

diractor and had 3 certifled activity seslstarts; inolude Indtviduatized/stimulating dafly
howsaver, only 1 activity assistant was aurrently activities. Thoge activities will be
working at the facllity, offered daily and documented in the

resldents’ antivitles record,
C. Facility's Patlont Services Senior
Manager or deslpres will provide

2, Observation on 10/2113 at 3:43 PM showed
10 residents in tha dementla unlt were awake and
soated In the main living area, Non-cerdified nirge

alde #1 was observed seatad with the reeldents, education to ell aetivities staff on the
byt she did et engage any of the rasldents in delivery of engaging and specific
acfivities or social intaracion, Intetvisw with the regident setivities programming for
{ murse sirle at that time revested that activity staff cognitively impaited residents, The
only-viaited the secure unil occasionalbyin the. Paifent Servives Senior Marager of

motnings, She stated a movie was genetally

turned oh for the resldents at that fme ¢f day, designeo will conduct aetivities audits

four times/week on the secered unit to

3. Gontlhued observation of the men commen engure that activities staff are providing
area of the seoure unlt on 10/2113 revealod 2 individualized/engaging activities to the
additional residents had Joinad the group in the residents.

area at 356 PM, All were awake and alert,
Non-oartified nurge aide #{ continued 10 be
seated In the common area, but was not
abssrved to engage with the residents beyor
{elling them to sit dawn, Amovie waa playing on
the television with the sound turned very low, and
the closed waptiohs was engaged, At4:05 P,

FORM CMS-2507 (02-09) Previous Vinglohe Oheolole Event ID:7E2L11 Faallly I WYo 0 i conlinuatlon sheet Page & of 7%




Nov. 19, 2013 1:12PM

. DEPARTMENT OF HEALTH AND HUMAN SERVICES
_CENTERS FOR MEDICARE & MEDICAID S8ERVICES

No, 2990 P, i

. PRINTED: 11/06/2013
£~ FORM AFFROVED
I __omBNO. 0s35-0391

STATEMENT OF DEFIC)ENCIES X1) FROVIDERISUFPLIERICLIA
. | AlD PLAN OF CORRECTION IBENTIFICATION NUMBER:

B2A0AY

A, BUILDING

(%2 MULTIPLE CONSTRUGTION I {X9) DATE BURVEY
COMPLETED

v
B, WING 1012812013

NANE OF PROVIDER OR SUPPIIRR
GOSHEN CARE CENTER

STREET ADDRERS, GITY, 8TATE, ZIF CODE
2000 LARAWIE 8TREET
TORRINGTON, WY 82240

A 1D AUNMARY STATEMENT OF DEFIGIENGIES
PREFIX (EACH DEFIGIENCY MUBT BE PREGERRD BY FILL
TAB REGWL.ATORY OR L8G IDENTIFYING INFGRMATICON)

s PROVIDER' PLAN 3F GORRECTION e
PREEH EAGH CHRREGTIVEACTION SHOULD BE SOMEL BHON
TAG OBJ-REFERENCED T0 THEAPPROPRIATE DA
UEFICIENGY)

F 248 | Continued From page §

| rosldent #51 was observad fo get up from higfhar
chalr and wander down the hall. No one angaged
the resldent or redirectsd him/her, At4:16 PM,
resident #4 was observed to gat up from histher
ghalr In the conunon ared and wander away,
enteilng we rooms that wara not is/her own.

4, Obeervation on 10/2211% at 6:65 PM reveslst

front of the television In the-trialn commeon area of
the seoure unlt, watehing the movie that was
playing. Eight resldents, including 4 sample
rasidonts (#6, #55, #04 and ¥88) were in the
area, Of the 8 residents oheerved In the common
area, 3 were seated and esleap, 2 were seated
byt unable te gse the TV, and 3 were up walling
around, Further vbssrvation at that same thne
showed non-cerlitied nurse aldes #1 and #2 ware
playing cards at a table I the dining half of the
commen area with & single resident. Intervlew
with non-certified nuree aldea #1 and #2 at that
Ime revealed they wers schatiuled to work that
evaning as "activity sides.” The aldss remalned at
thig table with the resident unt 8:33 PM; the
were ot ehsaived to engage any other resldunts,

non-cerlified nurse atde #3 was seated direcfly in |

F 248
I, The results of the woelcly audits will
be tabulated and reported at the facility*s
menthly Performance Improvement
Committee. Appropriate follow up
gotions will be initiated by the
Paformance Inptovenent Committse, 1271913

At7-25-PM-resident #6-was-obsarved-to- wheel
iimihevself over o the kitchen-area gate in
hig/er wheelchalr, Sthe then proceeded to
unlatoh the gate, and whea! himfherself into the
kitolien area, At this time, the resklent was hoted
to bi in the diragt ine-of-sight of &Il thres
non-oeriified nuree sides In the area. The
resklent, whose fall risk assassment dajed
10713113 revealed sthe was a fall risk, was
obsetved to spend 10 minutes propsling
him/herself around the Kitchen, ahd pulling
hinvhersel up out of his/her wheslchalr to
rumivags In containers on the courter, At 7,35
P the realdsnt left the dichan araa without pnee
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being engaged by any of the staff present in the
ared,

b, Residant #8688 wos admitted to the facllty oh
771211 with diagnoses that inoluded Alzhelmer's
disease and deproasion, Review of the resldent's -
ahtwal MDE asgessments dated 8/21/12 and
614113 revealed the resldant was consistently
assessed as placing Jmporiance oh golhg outelda
when the weatheralowsd, Review of the

activitles care plan, last updated on 9/16/13
revealed the resident "illkes...golng outelde In
warn wesather," Review of the beheavlor gare plan,
last updated on 9/18/13 yevaalsd the resident had
behaviors manlfeeted by verbal outburets,
swearing, irtabllty, agitefion, and atternpts to
leave the faclity. Recommended Interventions
Incsluded "take a walk with fhimvher]" and noted
the resident "raports faMhe] enjoys listening to
muslo ang going outslde,” The following cancerns
ware identified:

a. Reviow of Qctober activity attendance loge
rovealed the resldent had been on outside walks
only 3 tines between 10/1/13 and 102213, :

b, Review of nurslng notes revealiyd batween i
10144 3.and 10/2501.3 behaviors wara charted for

‘Thit page left blank Intentionally

this resident on 10 days, Of those 10 imes, only
twice did tha nurelng notes Indicate the resident
was talen outsids for & walk.

o, An Interview with the reaident on 10/22/13
al 7:20 PM revealed sihe woukl like to.go cutside,
adding, "They don't ke 10 let us go outsids,
Sometimes they let us all go oUt in a group, but
it's 50 shad and we all have to slay huddled -
together"

d. Intorview with the IDON on 10/26/3 at 9
AM revealed taking resldents of the sevure ublt
outslde didn't "happen as oftén as it should.”
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6. Review of the care plan for rssident #61, dated |
713113, lsted the reskient's strengthé se be!ng Mo
king!, and watchiul of ather regidents spending a
rnaJoLlly af’l hisfher fime :'varklng amunddohenklng
oh others," The resident was also notad to enjoy This page left blank jntentionali
"helding and oaring for the real life feeling baby pe pikinfetionally
dolls,” An approgoh dated 2/11/18 showad
"include bn pet visits [and] provide time ocutdoors,"
The following concerns were idehtified:

a. Observation on 10/21/13 at 3:26 PM
showed the realdent was wandering in the
hallway sind Inte other residents’ rooms. Thers
wate Re group activities gelng on in tha unlt at
that fime, and the activity calendar showed two
sctivities for the day, "Muslo with John and
Baskethal" The resident armbulated without ataff
asgistance, without any aselstive devioes; and the
regicent diil not have a baby doll. During this ima
there-wara no siaff in the hallway, and the haIIWay
wat hat visibie from the maln dihlng and
talevision area where staff wena located, At 3:43
PM the regldant was noticed by the surveyor o
be misajng from the halway snd the maln areas
of the unit, When asked st 4 PN, non-cerfifisu
nurge gide #1 stafed ghe had not eeen the .

regldent-and-did-net-know-where-s/lho-was-This—
aide mguired of another CNA, who also did not
kriow the resident's whereaboute, At 4:30 P (47 |
minutes after notioed missing} RN #11 want room
to reom down the hallway looking for the resldent.
The residant was found in another resldsni's
Totin gsloep In &n armohair,

h, Interview with the MD$ cootdlnator on
10/22M3 at 2 PM reverled the baby dolf may
leva boen moved frem the securs unk o ba held
by another resident In anothar part of the facllity.

7. Revlew of the &7/13 care plan for resldent #88
showed the restdent enjoyad group activities and
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participated in 36 group activities, not lirciuding

 rasident parlicipated in B activities, The resident

Continued Frem page B

soclal involvement, The care plan showed the
rosident "particularly |kes art, bingo and
spolts...going culslde In the nice sunshine and
{4king bus rides,.." Reviaw of the ﬂOﬂV]l’{
atfendance lpg showed tha resldent actively

passive events ke movies and telsvision from
101713 to 10/24/13, These acfivities included
hingo 3 times, two games of toss, one pargohute
activity, Atoraits/baking 3 times, muslo twley,
one manlcure, and 3 religious activities. Review
of the printed activily schedule showad there
were ho outdoor aotivities or pet visity offerad or
scheduled during the menth of Octeber 2018, nor
wais thene avidenage to show the resitent's
individual preferences were dohaidsred when
planning the mohth's activities.

8. Review of fhe activilies care plan updated on
1076113 showed resident #39 enjoyed slrolls
outsida In the courtyard, musical agtiviles, and
manleures, Review of the aclivity lag for this
resident for 101113 to 10/24/13 showed the

particlpated In 2 musleal activities, 1 manicure, 1

F 248

F 279
88=E

gpaclahevent-and-one-movie-inferviow-with-the—
residant an 10724113 at 3:55 PM revealed sfhe
doesh't have anything to do." Sihe statad "there
s nothing going on® end efhe “usually naps."
Haviaw of the activity schedule showed thers
were ho outduor activities offered or scheduled
during the month of October 2013,

483.20(d), 483,20(k){1) WEVELOP
COMPRENENSIVE CARE PLANS

Afacllity must use the results of the asasasmant
{o develop, review and revise tha resldent's
aomprehengive plah of care,

279

Tap 219 beging on the next page
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The facllity must develop a comprehensive care.
plan for each resident that Includes measurable
objectives and timstables to mest & resldent's
medical, nursing, and mental ahd psychosgalyl
needs that are Identifled in the comprehensive
assegement,

The cara plan must describe the services that are
to he furnished to aitatn o malntaln the resident's
highest practicable physical, mental, and
peychosocial well-helng e required undsr
§483.25; and any services that would otherwias
be required undar §483.25 but are not provided
dua to the resident’s exernias of rights undar
§483.10, including the right to refuse treatment
urider §483.10(b){4).

This REQUIREMENT Is ot et as evidefiped
by
gased o mecdical record revew and staff
interview, the facillly falled to ensura a
vomprehensive cara plan was devalopad for 1 of
1 sample regident (#18) who was identified ae

The facility will ensure that the
comprehensive care plan, using the -
Tesolis of the assessment, which includes
measureable objeciives, thuetables and
destription of services furnished to attzin
or majntain the resident’s highest
practicable physical, mental and
psychological well-being is maintained,
reviewed and revised for each repident,
This will be accomplished by:

A1) A nutritional care plan for resident
#19 which addressas woight and BT
with approaches/{nterventions was
implemented on 10/25/2013.

A.2) Residents #4, #6, #19, #37, #39,
155, #64, #54 and #88 will havs a care
plan in place which will address Fall
Ritk with resident specific
approaches/interventions and ongoinp
evaluationa for sffeetiveness.

B.1) All residents wlio have been
identified a5 being underwelght have the
potential to be affected by this

heing-underwelht-Thefacllity alao-fallcd-te
Indlviduallze cave plans fo meat the heeds of
residents who hed sustalnad falls or who wars at
sk for felling for 8 of 18 sample residents (4,
6, #1D, HA7, H36, #50, #64, #34, #48), The
findings were:

1, Raview of the madleal record fol resident #8
ghowed sfhe was admilled fo the Tacility on
1112608 with dlagnosas that Included.
non-Alzheinet's demmenta, arthropathy (jolnt
diseras) aind a histaty of TIA (translent Ischemlo
altack). Review of the resident's annual MDS
assesament dated 81513 revealed the resident

deficiengy. Facility RI» or Jesignee will
audit all fucility residents idemtified as
being tnderwelght and any discovered
issves will be addressed spevifically in
the resydent’s care plan. with appropriste
interventions put into place,

B.2) All residents whe have bean
idemifed a5 being a Ingh fall risk have
the potential to be affected by thiy
deficiency, Wew a1l rigk, Agsessments
were completed by Facility Nursing
Administration Tesmn on 10/23/2013 for
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had a BIMS soore of 8, Indleating severe ' e ,
cognitiva Impairment. Review of the resident's fall ?&ﬁfgﬂ;: ?ﬁf;ﬁshﬂ;;sﬁr ltf v
sasessment datad 8/19/13 revealed sthe was at their cave pla roviews dIb D(IDN ave
vl for falling with & score of 18 dye topoor | dosignte fos offootivonces of
recall, judgmant, and safety awarehass ae well & apptoaches/interventions and updated
prablams with balanoe and paolr vislon, R?&riﬁv of e Tpderod fs
the faciity’s incldent logs revesled the reside - .
ed falls in ihe Taclly on 10/6/13 ayid 10121713, 1) Fheslty 1D or desigroe il
The following concems wefe Identlfied: donts 10 8 Y it o Tm‘
8, Reviaw of the fall care plan revealed the :Efth ® antm“;?&“u itional care plan
care plan was Updatad on 10/6/13 with the a oachas/hstgtv;ntinns s in plaoe
intarvention "Trangfer with asalstance” and CP%DQN ot degi il I:ri[:i -
"nsiruct to call for help. On 10/24/13 the cara eation for £ IBM PRy
plan was updated with the satne Interventions, sducstion fox acility clinical statf on the
b. Rgview of tell documentation dated 10/8/13 outiDces on dud tagogsmant of
revealed that subsequent to the fall on thet date; -ef ﬂw' e -? dmhi’:fall iokes
thve vesident was instructed on "safe use of T ot clatirs o ol T
assistive device," Further review of fall Barie ‘]’.)“glg “md““'ig" s
docunentatioh revealed that subsaquent fo the a‘ﬁ]‘w , or _wgr‘lfﬂ' will andit 8
fall on 10/24/13, the resident was instructed on Il.wc mi’ At gf&’:}ﬂlwlet‘: 1:0 enslire:
"yuyfs transfer tachniques® and “asking for - np GHan of WHrisk assessment,
aasistanoe with fransfers.” _ 2. Resldent Caté plan coutaing resident
c. The goal Inifiated for the falls erre plan, Sl’fiﬂ;jﬂ“ﬁ?‘m“"m fo thos dontified
dated 629718 was [hat the resident would have ‘“Pa" faglf 'ﬁ'g fall ek i
*minimal Injury fram falis" rather than preverding 3. G;g:l updates to carg plans if
fallsThis-gosl was then deemed met-oh 824419 feeiar. n
SVen though thﬁ Tasidﬁnf had sufferad 2 fﬂus in £ Fﬂclllly ﬂﬂmplmuﬂe 1 cam pl{!ﬂs .
the Intervening tme. ) The results of the weeldy andits will
, be tebulated and reported at the facility’s
2. Medival vecord review showed resident #84 mouthly Performance iaproyement
won admitied to the taollly on 3/20/12 with Commites, Appropriate follovyup
diagnoses that Included nun-Alzheimer’s actious will be julliated by the
d ﬂlﬂEﬁﬁR, arthrills and depreﬂs_lun. Revlew of the Berformance Impl’DVt—ﬂlCht Commitios, V21713
fuarterly MDE agsessmant dated 9/16/13
revealad the resident had a BIMS scora of 3,
indlcating severe poghitive impalrment, Review of
tha facllty’s £l aesesement dated 8/23/13
revealed the resident was at g ol for falling with
a seore of 17 due to decrenstd safoty
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awareness, & nead far asslstance with toileting,
halanve probleins with walking, paorvisleh and a
history of falls, Reviaw of the facllily's incldant
logs tevesled the resldent had a fall In B fasllity
on 10/4/13, Additionally, the resident's eare plan
dated §/23/13 notad the resiiant suffered 6 falls

I thet previous guariar, 'The following cohcetns

wrere [dentified: _

a. Review of the fall care plan revealed the.
care plah was updated on $0/4/13 with the
interventions “Tranefer with assistance” and
"nstruct to-call for halp,"

b. The goal initlated for the falls care plan,
dated 621113 was that the resldent would have

| “minimal infury frotn Talle" rather than preventing

falls, This goal was then desmsd met on 8/26/13,
even though the resident had suffered & falls In
the intervening tme.

3. Madical record review showed pesident 59
wan admitted to the facility on 8/17M2 with
diagnoses that Included Alzhsimer's disease,
hen-Alzheimer's dementle, cheslty and back pain,
Review of tha akjhlfloant changs MDG
assessiient dated §/5/13 revenlad the resident

This page left blank intentionally

Ry I : o]
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had-a-BIME-ssore-of-1; Indloaling:severe

cognlilve impairment. Review of the fall
assessment dated 8716/13 revealed the resident

'was at a risk for falling with 8 score of 14 due to

paor reaall, Judgment end safely awarenoss,
ncantinenae, and history of fails. Raview of the
faclifty'a Incident lngs roveslad the resident hd
falis in the facility on 8/19/13, 8/20{13, 8/21/13,
822113, 872818, 919/13 and $126/13, The
followlng concerns wears Idendlfiad:

8, Reviow of the residents,falle care plan, last
Updatad on 926148, revesied no change lo the
ars plan or new interventions addad affer the

regident's falls In Auguat 2013,

FORM QME-2887{02-08) Provious Veralons Dbadlate Event I0: 7E2L1
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b. Interventlons sdded to the oare plan on
89714 and ?!25!1 Iwere identt?al. Both read
" ar with agslstanpe” Nrstruct to call . . .
Tronsfar with & npe" and "in call for | This pags left blark infentionally

hetp,"

o, The goal inlilatad for the falls vare plan,
dated 4/25/13 was "Reduce the llkelihood of
aerious njury from falle” rather than preventing
falla, This goal was then deemid met on 8720118,
evan though the restdent had suffered “several
minor injury falls" In the intervening time.

A, Review of the medical teoar for resldant #37
ghowed a/mhe was admitted to the facllily on
12/31/08 and had dlagnoses that noludsd
Alzhelmear's disegse and non-Alzhelmers
datmantia, Review of the slanifieant change MDS
assosement dated 67183 rovesled the resident
had a BIMS soore of 0%, indivefing severs
cognifive Impairment. Review of the fall
assessment dated 9117/13 revealad the realdent
was at & risk for falling due tv poor rseall,
judgment and safsty awareness, diuratlc
medication, and a history of falle. Review of the
faollity's incldent logs revenalad the resldent had a
fall In the fecility on 942113, Additlonally, e

vesldent's-pare plan-noted-a/he-had-3-falls Inthe
quarter that snded 9247113, The following
conoeniis wore identlliea:

8, Interventions added t the care planon -
92113 Included "Transfer with asslstance” and
"Inetruct to call for help." '

b. The goal initiated for tha falls care plan,
dated 6/28/13 was that the resldent would have
"minimal infury from falls" rather than preventing
falls, This goal was then deemed met on 9/24M3,
even though fhe restdent had suffered 3 falls In
tha infervening time,

6. Review of the medleul record face sheet
FORM cMééﬁar(qu) Previcus Varslons Obsulebs Bvan! ID: 7EAL11 Freollly 10 WY 0010 It eontiniefion shoot Page 14 of 70




facllity and. review of incldents for Seplamber and

. the care plan was Updatad o include exfehsive
- gaslsfance for grooming, dressing, bed meblllty,

showed resident #18 was admitted to the facilty
on 4122, The veeldent's diagnoses included
Parkinson's disgase and Alzheiner's disease,
The resident lived on the secured unit of the

Uctoher 2013 showed thlg residant had & falls,
one of which cocurred on 8/18/48 af 4:38 PM
reaulting in significant inlury to the residont's left
hip. Review of the ADLs care plan showed it was
updated on 3M2M3 to includs extensive
aeslstanos required for tolleting. Than on 6/ 213

and ambulation, fn addition, this oare plan
showed the resltent used a walker and a
whaelchair and had 2 "personal alarm.” The
following vonicerns wete identifisd:

8. The aare plan fallad to address any
tollating schedule or plan,

b: Review of thi 9/26/M3 upcdatsd qare plan
relaled to fafls showed orlginal intervantions
datet) 11116712 and 120112 wate to remind the
Tesident to ¢all for help, keep pereonal larms In
resqesh, provide non-skid foptwear, and reind the

resldant to take big steps if s/he wae shuffling. As &
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8, Medloal record review showed resident #39

of 102273 theserapproaches ramained-the
same with the addition of "ransfar with
assigtanoe Instruels to call far help" this approach
was added on $H9/13 and repeated on 6/20/13,
and 9/26/13, There were no indiidualized
interventions added to the resident's care plan ta
jdetlify factors contributing to hisfher falls ot to
prevent furthar falle; nelther was any information
addsd to the resldent's cara plan related to pain
and Injury Lo the left hip.

was admitad In April 2013 with a history of falls

prior ta agmisslon, The madical record further
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ghowed the resldent required extensive
asslstance for bed mobliity, folleting, tranefarzing,
jocomotion, grapming and dressing, Revisw of
the medical record incldent notes revealksd the
toaidant had ah unwitnessed fall.on 6/14/13 ut
10:50 AM resulting in & racturad left fomur, The
reskient also had an unwitnessed fall on 817113,
The foliowing concarns wers Identlfied;

Review of the 4/15/13 care plan showed the
resident wag at risk for falls based on a histoty of
falls, unsteady gaittbalance, and madications,
There were no approaches for fall prevention
shown prior to 7/18/13, and thig approach
showed siaff were to promote comfort, provide
tranafer with assistance, “instruct the resldent fo
ol for help {reinfores the uge of the call light
rather than screaming at ebaif)", assure good
hyglena, sssura adequate pain Maragement,
place the bed inthe lower, lncled posifion, keep
peraonal ftems in reach, and to anticlpate needs,
Tha vare plan falled to reflact the resident had
sustained a fracture, and updated

' approachesdinterventions for falls dated 917113

falied fo include any new prevenialive
approachesfinterventions.

This page left blank inteationally

7. Raview of the medieal record face sheet
showed residont #84 was admiited on 472603,
Tha resident ved on the secura unit of the faoility
and had dlagnosgss that Includad dementia.
Review of the 4/2¢/13 f4ll risk assersment
showad the resldent was ef rsk of falling due to
decreasnd aafaty awareness, poor recell and
judgment, Impaired maobllity, balanoe problems
wheh standing, decressed mugoular coordination,
gnd needing aesistance with tollefing, The risk
gasoasment further showed the rasident had a
history of falla and had a fall with & fracture pricr

to adnisslon. Review of the facilly fall log
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documentation showed the resident had faflen &
limes on 5MHM3, The 3Erta shr;:rwﬁ'lc:ﬂh tw? of thope
falls were unwithesaad and the other falls did not . T

have s recorded. The reskent fell twiae on This page loft blank intentionally
19M12M3, one fall was witnessed and one Was not.
The resident also had an obeerved fall with no
Injurlas on 9M9/13, and ah Unwitnessed fall an
10{21!1'3 at 11 AN which resulted in a fraotined
wirist,

Review of the card plan related ta falls
showad the problam was ihitlated on 5/15/13 after
the rasldent had a fall, However, there wers ho
approaches dated prior to 812713, This §/12/13
approach showasd tha nurses werg responsible o
"proautively promote comfort use aesisiive
devices: wheelohair for locamation.. trangfer with
asalstance...low bed with wheels looked, keap
porsons) itame In reach, provide brighter
lghting...corrective syewent..." There ware aleo
approaches tated 9/12/18 and 8/19/13 which
both showed the nurae alde would "anticipate
needs locate near statf when gut of bed."

1 8, Review of the madioal record showed resitlent
194 wag admitted fo faeilly on. 7/81/13 wiih

disgnoses Including non=Alzheimer's- demantia;
Review of the admission MDS assesamsnt dated
7138, ravealed the resident had wandering

| behaviors, was modarstely cogritivoly Impalred,

{ and required suporvision fram steif wheb
ambulating with a waliker, Review of the CAA
dated 8/1/13 showed the resident was at rlsk for

{ falling &nd had falleh on 8/1/13 and the regldent's,
| "gett is choppy and [afhe) alides feet at Bmes”.
Revlew of the care plan updated 8/16/13 showed
the resldent had potential for trauma-falls related
te Impaired balance, unaleady gait, and use of
devices for waliing and Tall in recent pasgt, The

| care plan approaches wore Updated oh {0/24/13
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Continued From page 17

with interventions including, proactively promote
comford, instruct to riso slowly, Increses
assistance end surveillsnice, Review of fall
dooumentation ahowed the resident austalned
unwithessed falls on 8113, 8/34/13, 916713,
Y/21/13, and 9/23/19. Tha resident's care plan
was not Updated to refleat falls until 10/24/13 aftar
the resideni had suatained 4 saditional fals. in
adldition, the care plan approachesinterventions
wara not individuglized fo mseat the specific haads
of the: resident velated to hisfher dementia,

8. Medioal record raview showed resldent #1489
wae admilted to the faclity ot 910013 with
diagnoses Including confusion, dementia, &nd a
history of malnutdtion, Review of the MDS
admisgion aseessment dated 920413 revealed
tha rasldent was eognitively impaired. Review of
the GAA dafed 9/20113 showed the resident
should have a care plean developed for nuttition.
The nuttitional assesement daled 920113 showed
the resident had a pattern of foad laft Uneaten
and required aupervislon to atay on task. The
assogsment further showed the resident was &
fool tall and welghed 78 pounda, The resident's

F279

Thig page Isft blank intexitionally

—

asgessment also revasled the bedy muss index
(BMI) was 14.8 wiich was iow and meay lsad fo
worsening of shronle conditions, and a ouare plan
should be developed. Review of the care plan

{ dated B/20/13 showed thers wae no oare plan for
| nutrition. The following goncerns were dentifled:

a. Review of the medical record showed no
addittonal welghts had besh dogumentad for the
ragldent, . '

h. Interview with the reglsterad diatitlah (RD)
o 10/24413 at 4:20 Pl eonfirmed the resident
died net have a nutritional sare plan but should
have had one developed, The intorview further
revealed the resident was suUpposed to ba

i
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welghad once a month. The sutveyor regUsated
the realdent be welghed, The RD reportad on
10/26/13 at 11:10 AM the regldant's welght was
73 pounds and the BMI was 14,2

o, Revigw of the preadmisslon scraening for
nursing factity admission (PABSR) level Il datec
8/27M3 showed, "Recoimmendatlons regarding
servises that sy be needed at the nursing
jaqllty elude: Close suparvision to prevent
furthor falls". ‘The madtcal racord further revesled
prior to admission the resident sustainad & fall on

712413 resulling n a right hip fracture and

undenwant aurgtcal repair with hardwere
plecstnent. The admission MDE ssaoysment
dated 6/20/13 showed the resident was savarely
cognitivaly impalred, required extensive
asslstance with ADLs, usad a wheelchalr for
ambudation, and had fallen pifor to admlssion,

| Review of the GAA dated 020113 showed the
| resident was at risk for falling, Review of the ¢are

plah dated 9/20/13 showed the resident had the
potential for traumatfalls ralated to galt/balance,
hiatory of falla; medications and mental stats
(poot safely awareness),
Approachesfinterventions Included sensoralarm,

This pape left blank Wtentlonally

pull tab sl i bed sy Thehy and to nstruet the
resident to call for help. The care plen wag
updated on 9/21/13 to Include the approach,
"transfer with assistance and Instruet to oall for
halp", Care plana were not updated to reflect the
talls the resident sustained on /24713, 10/4/18
and 10/6/13, In addltion, the llstad
appreachesfnterventions wele not evalusted for

 pffaciiveness.

10. Interview wiif the MDS ccordinator on
10/23/13 at 2:20 PM copfirmed intarvantiohs
lraswd on instructing, teavhing, and cognilive
association would not be affective for a resident
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wlih sevare cognltive impairment.

11, Raview of facility pollcy and procedurs
shtltied, "Routine Care" review date 92011
showed, "IV, Procedurs/intarvantiona: 9, A totel
oare plan e to be wiftten on eech resident’,
483.25 PROVIDE CARE/SERVICES FOR
HIGHEST WELL BEING

Enth resident must receive and the facllity must
provide the necessary care and servioas to altaln
of maiilain the highest practicakle physical,
metital, and peyshosocial welkbelng, in
accordance with the comprehenzive assessmeant
and plan of oare,

Thit REQUIREMENT ig nof met ae evidenced

by .

Based on obwervation, staff intstview and
medioal regord review, the facility falled to provide
complete nursing asgesamants for 1 random
non-sample resident (#0) who wan displaying
disruptive behaviors, and for 1°0f 11 sampler

F 279

F 308

The facility will provide complete
nursing assessments and comprehensive
care plans for all residents to provide the -
necessary care and services neodad to
altain fhe highest practicable physical,
mental end peycheseeis] well-being.
This will be accomplished by:

A1) Resident #8 will kave appropriate
nursing assessments completed when
exhibiting signs of disyuptive bahavigrs,
Assessments will include pain level,
hunger/fhirst, repositioning need,
tofleting need, Conrent resident ¢ate plan

will be reviewed and vix frequent

assessinents, appropiiste intetventions to
decrense/pravent episodey of disruptive
behavior will be implemented and addad

raBKIERAt (#Ea) Wi e falls, Thig findings were:

1. Raview of the 11/2/12 care plan showad
resident #8 was dapendant on staff for all ALLs.
Additional care plan review showed on 10/31/12
the reeldent was noreasingly disruptive, making
varbal cutbursta, The care plan réveslad the
resklent had been seredaming, hollsring, and
making distuplive sounds durlhg cares and when
s/he was moved. According to the approach
datad 2714119 otaff wore to report indlcators of
pain, offer converaation, asgess or report pain
indicators, and "If [resldent's name] pain i

o-the-resident's-plan-of care;
A.2) Resident #59 had 4 fall ngk
asssssment complated on 10/23/2013,
Resident will have & fll body
fsgessmient coinpleted to assess for
regidnal affaots related (o previous falls
and a foll rovisw of the comprabonsive
vare plan will be completed.

B.1) All rgsidantz wha show signs of
disruptive behaviora have the patertial to
he affacted by this deficiency. All
tesidents Idenitfied with disenpitive
behaviors will have s norsing agsessment
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addressed [hiafer] behaviors docrease." Review . .
of the 11/2/12 care plan related o communioation completed o ascertain potential catne of
showsd the resident was unable to cemmuninate behaviows. Appropriate approaches and
verbally to make needs kiwwn, The eppraash intorventions will be promptly evaluated
daled 2213 showad "assees for uhmet needs for effectivensss. ,
suioh @ pein, folleting, hunger, [and] thirst" The B.2) All sesidents wha requirc a
following concerns were kdantified relatsd to comprebentsive assessment for falls have
assesament of this rasident's behavior and the potential to be #ifbcted by this
communicatiof; deficiency. Bvery fall, whethor
&. Qbservation en 10/22/13 at 7,10 PM witnessad or unwituessed, will by
showad the door to the reom was shut; a residant investigated and audited for post-fill
in the room was crying and grunting loudy. At nsurological chesks and appropriste
that time, the suveyor observad the resident (#8) documentation. DON or designes will
who wa leying in hod with hisfher kness up, conduct pust full comprelsnsive care
Further obsetvation showed the tegident plan reviews to ensure that appropriate
continued to yell, moan and ory out. The resident Interventions are in place to prevent or
weg qulet from 7:16 PM ta 7:20 PM, then detreasy ndditiona] occurronce of falls,
resumed orying loud enough to ba heard inty the CD DON or dasigage will provide
Hualiway through the closed door. At 7:35 PM { education on targeted behaviors
CNAs %2 and #13 were ohsarved assieling the asgossment and documentation, These
resident in the adjacent room, Interview with CNA are to include pain lavel, humger/thirst,
#2 at that ime revealed the resldent's arying was repositiontng need, and toileting need.
histher "nortnal behavior." Nelther aide checked DON or designes will sudit five random
ah resident #8 or offered any asslstenos o revident oharts per week for appropriate
him/har. ALE:05 PM, LPN #10 stated in Interview nursing asseysmonts and svidence of
————that-she-had-not assessed the resident-that effective interventions inresult of these
gvening, the rasident was Iaid down by the aldes; Assessments,
and the resident gets "liritated ! Shae further C.2) DON or designes will provide
stated the resident usvafly orles out for about 30 oduostion on post fall assessmpnts and
minutes and then slopa. She staied IF the arying netrological checks, DON o deslgros
lmeta longer than A0 minutes, she would then will audit five random resident charts per
aegasn himfhor for paln. The LPN then Week for appropigte nursing
acknowledged the orlés Wete the resident's way assessments and evidence of effective
to communigate becalse sfhe wag non-verhal, ' interventions inregult of these
The LPN stated “[e/he] will also do this when fYEBEGmENTS.
[sfhe] is ungry." .
b, Review of the Qotober 2013 MAR from
10413 to 10/23/18 shewed the resldent roooived
routing Tylenol 500 my 2 capsules twice a day at
FORM (Wa-2657{u2-09) Pravious Versione Chtalela Evond I0; 7E2L91 Favllly 10: Wrdo If confinuation slfee! Pags 29 of 70
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| & AW aigld a} 4 PM. On 10/22/13 the MAR showed
6 resldent recelved the 4 PM dose, The MAR ) .
did not show any PRN (36 headed) paln D) The results Of.the wackly aud'Its-wm.
edioation sdministsted for that dey be tabuiated and reported at the facility's
o, Conti " ‘ . monihly Performance Tmprovement
. , Continued review of the MAR showad the :
: Committee, Appropriate follow up
resident had orders for Xanex 6.26 my three actions will be inifinted by the
fimes & day PRN for anxely, Review of the targs Performance Improvement Committes, 12/17/13

kehavior (part of the MAR) for the uae of Xanax
showad It was used for calling wut continuously,
Staff were to eheck for the targst behavior essh
ghifl, There were Inliiale recorded for eaoh shift

on 10/22113; however, It did net Indicate If the
resitent wag, or was hot, displaying the target
behavior, Further review showed the PRN Xanax
was not administarad on 1072213, The last time
the PRN was given wag on. 10/17M3 at 5;50 PM
for "yelling sl hollering during dinner"

2. Resident #59 was admifted fo the faclity on

917112 whh dizgnoaas that inchided Alzhelmer's

disease, nah-Aizhsimer's damentla, ohaslty and

back pain. Review of the resident's medla

record and faclity neldent logs revealed the

: rasident sUffered falls on 8193, 8203, :
] t 82113, B22MA, 82018, /M3, and 9253, A

i
H
:

The fallowing eancems were dentifled; ———

g, Revisw of nuraling notes dated 8/19/13 and
timed al 6:06 PM revealed the reskdent was fourd
o the Tloor in the *haliway." Injurles notad at the
time Inoluded "rug burn lype” reddened areas o
ihe right slde of the resident's fiead, and the
aotner of tha right eya. A neurclogloal eheck done
gt the time of the fal] reveslad only that the
rasident hed “firen bllatoral hand gragp,” No
further nevrokgleal checks wers dosumented
after this fall,

b, Review of nursing notes datad 8/20/13 and
fimed at 12:38 AM revealed the resident was
again found on e fluor In the hallwey, 8nd was
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another fall, this time in the dining room, Injurles

Continued From page 22
complalning of pain In higiher face. A neurologlcal
chack dona at the tme of the fall revealad the
reeldent had "pupils equal, rotng and ragct (o
fokt. Bitateral hand graep firm (immadietely
after)." No further neurclogical checks werg
doourrspted after thie fall,

a. Review of nurslng nobea dated 821713 and
fimed 5t 6:18 PM revealed the resklent had

notad at this ime inoluded "redness to middie
forehead at hairline." Newrologloal checl
docurmentation from this date and time Ingludes
only "(immedialely afier)(after 1/2 hour) Pupils
aqual, round and react to light, aa much as
resident altowed Bilateral hand:grasp firm," No
further nedrological cheeks wera documentad
aftay his fall.

d, Revlaw of nursing motes dated 8/22/13 and
timed at 6:21 PM revealed the resident was again
found on the floor in the hallwsy. Neurological
cheoks af this time were noted as being "NIA [tot
applioablal."

Interview with the IDON oh 10/26/15 at 8 AM
revealsd the tacility expectation that nevroleglost

'fjl’TETﬁkFWi!l’kﬁﬁﬁﬁ]’l’ﬁﬁdﬁﬂ"ﬁ“mUf[ﬂ?bﬂslﬁ'“ e

{every 15 minutes for the first hout, ihonh svery 30
minutes for the naxt two hours, etg.) after any
unwithessed fall, or fall with appearent head
Ipact. Raguest for A faclily policy and
procedure on nevrologlcal assessments resulted
In none being providad.

483.25{2)(3) ADL CARE PROMIDED FOR |
DEPENDENT RESIDENTS

Aresident who is unable to cally otlt activities of
dally living recalves the néoeatiary servioes {o
tnalhtaln good nutrition, Yreoming, and personal

F 309

F3iz
Tag 312 will begin on the next page
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and oral hyglene,
- The faoflity will snsure that personal
gsr;la REQUIREMENT e not met as evic.ianc&tl ADL/Hygiene care nseds are met for
Based on medlcal tacord review, abservation, fﬁ;}f“ﬁ ;:;1: e d"ﬁ;;dg“t upon staff.
stalf and resident nterview, end review of facillty hy Re‘l’idem #20;?33 . g % 1
policy, the facllity falled to ensure personal 1] ADLAT ‘;nem‘:d'sr?u?:luvs'
hyglene heeds were met for 2 of 18 sample P"'ff" A A inhig'l o i g
resldents {#4, #19) and 1 non-sample resldent nax care, a minimum ol 2 UMes per
(##48) who were dependent upon staff for Wﬂﬁlil‘”iﬂf Jheit‘ sﬂit:dule‘rjl hathdﬁmafo
hyglene/athing neads. The findings were! B. All togidents who ste dependent for
personal ADLhygiene needs have the
1. Madioal record review showet rasident #4 was poteniial to b affected by this
admitted on 7/31/13 with diagnoses inchiding deficiency. A facility wide sudit will be
non-Alzhelmar'e dementia. Review of the aanduoted by DON o deslguse for wli
admisslon MDS agsassment datad 8/7/13 residonts to ovaluato Hysiere needs with
showed the resikient waa cognltively impalred, i omohas A A
oonhfused, and required assistance with ADL's §pocial BIPAASIS OL AL care, ATy
inoluding bathing. Review of the vare blan dated identified issues will be addrossed
8/16H3 showad the recldent had a self-care immediataly, .
defiolt and staff wore Bupposed to aesist the C, DON o designee will provide
resident with bathing and hyglene. Bathlig eduoation to faeility nursing staff on
sehadules indicated the resident recelved Bacility standands for restdent
—-——-- tshowers-2-Hmes weaskly on Mohdays-and— —— |-~ | ADLjwaions mdmiiema DoNer ~ - |~ 1
Thursdays. The following concarns were e ng“ Obsérve . i;ﬂﬂﬂﬂﬂ :
identiffed: RSIEmeR :
" a, Observalion.on 1022713 at 7,05 PM residents weekly for hygiene needs and
reveialed the resident had long, Jaggad fingernalla trail care,
with brown meittor urdar the nall beds, D, Tho tesults af the weekly audtis will
Observation on 10/24/13 st 6:10 PM BI"_'QWQC] the be tabulated and reperted at the facility’s
tetldent had Iong, fagged fingernails with browr ity Pecko M
imatter under the nall beds, Observation on utonly Forionmance Smprovelion
10/24/13 at 6 PN revealed the resident was Commiltee. Appropriate follow up
eating a hamburger with hilsfher hands and aotiohs will be initisted by the
remaved the plckle from tha hamburger with Pepformimes linprovement Committee, 12/17/13
hisfher fingers. The resident's fingernalls
gontinued te be lohg, jagged and have brown .
FORM Ci18-2007 (02-00) Pravious Vorslons Obsalate Byanl (1 7E2L1Y Faciity |0): WYOD10 If contiualion shest Page 24 of 70
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matler uncker the nail beds, Obeervation on
10028118 o 9:07 AM rovealad the resident's
fingsmails confinuad to be long and |agged, and
tha brown matter remalned under hisfher nall
beds, Interview with RN #9 at the time of the
absarvation confirmed the reslient reselved
haths 2 times a wesk and routine nal care was
supposed to be performad during bathing.

b. Raview of the CNA notag revealad the

resident recalved baths 2 imee weakly during the |

evening shiit. ‘The resident received baths on
10421413 and 1012413,

2. Medloal record review showad resident #19
was admitied to the facility on 9/10/13 with
diagheses Including confusion and dementia,
Review of the MD8 adivisslon nssessment dated
9/20/13 showed the regldant was saverely
cognitively Impaired and regquired extanalve
agslstance with ADLs including bathing snd
hygiene, Review of the amme plan dated 9/20/13
ghowed the resident had a seif-care defioll related
to dameritla and manitested by inoomplete ADLg,
Approaches/interventions fncluded steff providing
extensive asgistance with bathing snd grooming.

Raview ol the-baflr schedule-for the-resldent ——- -

showed the resident wag supposed to recelve
showers 2 times weekly in the AM on Tuagdays
and Fridays. The fallowlng conhoarns were
tdenilfled:

a, Observation on 10/24/13 at 4 PM revealed
the resldant was seated on the 400 hall at the
CGNA deak, the resident's fingemails wers long,
Jaggad and had hiok dark brown matter under
the hail bads. Observation on 10/22/13 uf 7:35
PM revealed the regident had long, jagged
fingernalle with thick dark brown matter under the
fall hads, Obsarvation on 10/2443 at 4:37 PM

revealed the resident had Jong, Jagged fingsrmells

This page left blank intentionally
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| with thick dark brown matter under the nall beds,

Qbsepvation of the evéning meal on 10/24712 &t

15:37 PM revesled the resldent used hisfher

fingers to plok-up and eat hamburger and pluces
of fruit, Observatlon on 10£26/13 at 9 AM with RN
#12 varified the resident’s fingernails remained
long and Jagged with thick browh matter caked
under the natl bads. |nterview with GNA#22 at
the time of the obeervation vetifled the rasldent
had recaived & shower estllor that moming and
nail care had been performed. During the
observafion GNA #36 statod, "she's lucky she got
har shower, the way she pinches and grabs."

b. Review of GNA bathing doctinentation
revealed there was no documentation whether
ghowers ware-¢iven a8 soheduUled for the
following dates; 917113, /20713, 8/27113,
1041113, and 1018/13,

", Irflerview with the MDS coordingtor an
10/2413 at 350 PM verified showers ancd
hygiena were supposed to be documented by tha
CNA on the computerized reaord under AM and

| PM bathitg and hyglene tabs, |

| 3. Medicai recnrd review showed resident #43
- ' wag-admitied-to-the-seoured-demantta unitan -- -

81 7M1 with diagnoses including Alzhelmer's
disease and schizorffactive disorder, Review of
the MDS quarberly assassment dated 9/613

| shawad the resident was cognitively innpraired and

required extensive assistancs with ADLs

| includinig hyginne and buthing, Review of the care
| plen updated on 12/13/12 [dentified thal the

residant requirad extenslive assistance with ADLS.
Approachesfinterventions included hall oare was
performed by DNAs with bathing. Review of the
bath schedule for the reaident showed the
résident wag supposed lo recaive showers 2
tirnes Weakly during the evening shift on

F3i2;
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- Saturdays ani Wedneadaye, The following -
oonasrn was identified:

a, Obsarvation on 10724419 at 445 PM
revealed fhe resldent's fingernalls wers long and
pollshed and upon turning over histher hands a
thlok-dark hrown mefler was chearved caked
under the nall bers, The resldent revealed that
staff provided nail care beoauss s/he had tremors
in both hands, The resident algo statad s/e, “had
a shower et night", Cbaervation onh 10/24/13 at
& PM ravegled the realdent used his/her hands to
| sata hamburger and pieces of aubed melon
| during the evening mesl, Ohservation on
10263 at 9:15 AM with BN #8 conflrmed tha
residant's nafl beda were caled with thick dark
brown matter and should have been gleansd
during hisfher shower the provious evening,

Review of the faclllty's pollcy and procedure
entitied, "Routine Care®, last raview date 92011
Isted under, "IV, Procedura/interventions: 4, Dally
{ bady care will be given as resident eondltioh

| necassltateg”.
K 823 | 409.26(h) FREE OF ACGIDENT F 324
g8mK | HAZARDS/SUPERVISIONDEVICES : N
The fE!GlﬂW st ensure that the I'estdﬂnt' T]la ﬁinllmy‘must-qnsure thﬂt the resident
envirenment remyiha es fras of acckdent hezards anvirotment remains as fres of uctident
ag i poesible; ang aach residont raceives hazards ag is possible; and each resident
adequats supervislon and assistance devices ko receives adeqitato supervision and
| prevent accidents. nsglsfence devices to provent nocidents,
: i This will be accomplished by:
A) On 10/23/2013, the Pacility staff
Initiated an astion plan that:
‘ a. Provided supervisors o the floor to
Th'}E REQUIREMENT is not m@t a8 QV}dﬁhUEd augment cuvent s(afﬁng levels to
by agalst with supervision, oare delivery

Baaed on observation, madical recard review,
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(%2) MULTIPLE GONSTRUCTION

dooumetitation, and tesldent and famlly Interview,
the faolitty falled to ensure effective aupervision
and Interventlons were Implemented 1o prevent
falls for 11 of 18 sample resldents (4, #6, #16,
#19, #23, #32, #29, #51, #84, #08, #68) ldentifled
ait rlak for falls. n addiion, satlous injurles rolsted
to falls ocourred fo sample residents #88, #39,
#84, and #32, The taciity's failure to promote an
environment of safety for fall-prone resldents
resulted In a determination of Irnmedlists
jetpardy, The findings were:

1, Ravlew sf the medical record faoce sheat
ahowed rasident #88 was admitted to the facility
oh 4/12H 2. The resldent's diagnosss included
Parkinsor's diseass and Alzhelmes's disease,
The resitents medical histery includot surgical
vepalr of the left hip and placement of orthopedio
hardware. Tha resident livad on the secura
demantie unit, Review of incldent reports for
Septeinber and Octoher 2013 showed thls
rosident had 8 falls, one of which oceurred on
0183 ot 4:30 PM resulting In signlficant infury to-
the realdent’s Isft hip. The following conceins

"wana identified;

. Roview of incldant regonds showed the
resfdent fell in hisfhar room on 8/1/13 at 8:40 A
and this fall wiaa unwitneesed by staif. The
resident fell o geoand fime the same day, this
Hime In the dining raom at 2:60 PM, again
unwitnessed by staff, Infarventions tdeveloped
after eaoh of these falls instructed steff to
"continue ko ohserve."

i1, Review of incldent notes showed the
resldent fell twles on 28713, the first fall was In
the dining roomm at 4:39 PM and was unwitnessed
by staff, This fall resulted in oomplalnts of pain to
the left hip, suchymesia b the lett elbow, and

b. Created an iuterdr, staffing schednle
detailing hew care delivery would
ba meintained wmtil a mors
pennanent solytion could be
dizcovered.

a. Initiated a nowly devised hourly
rovnding procedute to engiira proper
care delivory for all rasidents.

d. Conducted eduoationfraining on
resident safety end supervision with
1008 of seheduled ataff at the
beginning of each employee's shify,

o. Rosidents #4, #6, #15, #19, #32,
#30, #51, #84, #36 and #88 wory
given a new falls risk assessmeut,
Care plans of thess yesldents ware
reviewed and all new and eXisting
fally prevention interventions were
implemented immeadiataly.

This was initiated in order to ensure

- .| effective supervizion and interventions to
prevent falls for residents #4, #6, #15,
#19, #32, #30, #51, #44, 485, #188.

B) Al residents who ere identified as a
high fall risk have the potential to be
affected by this deficiency, On
10/23/2013, all facTlity rasidents Were
given new fall rigk assessments by the
facility IDT. The care plans of tho
identified residents weore reviewsd for
needed changes and all niow und existing
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glaf! and resident intarview, review of incldent and overal] operations,
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erythemea noled to the left shoulder, The incldent . . .
report noted the Msldent had o tass alarm placed | ;t’:ff;;’;;‘;:gi"“ we implomented
on hishet whaalohe?ltr :%End ataff were ina;r?oﬁegtto Y-
provide "frequent checks to promote safely, )
9:10 PM that evening (9/18/13) the resldent hize) Cg DON or “I?”.E]';“ Wﬂll’“’;ﬁ? o
anothor faf, thls wa In the activity ream, The ftisetion o fudlty mming st on o
incident note showad the resident was O e oo o y
self-transferring from the wheelchalr Eo tha eouch A ﬁpjﬁ;&‘éﬁ“m“ aid proper resident
and a staff mamber Witnessed the fall, The . g
resldent complained to staff-of painin the left hip b, ggal;‘*‘g. “°‘r‘gfﬂ“ {Pﬂ alatrag
fallowing this fall. The physlelan was notfled and g.- D 6 FREDE f Iﬂﬁ lmlgfm .
the resldent was examined that evening! an x-ray - Doenmeited Floucly Rouncs
was scheduled for the following day. Raview of e, Bafoty Int?_mnﬁons, mnonitoring
the x-pay taport, duted 810713, showed two views i‘,“" ﬂpﬁﬂn‘ﬁ
revealed damage to the hip and the existing £ Post Fall Fud, ﬂﬂf .
ortiopadic hardware: "...thare Js more collapse of 8. Communication of updatod residant
the euperlor famaral heed, The screw now fs imtecvertions via pre shift report
broken through e sollapsing cortex.” The fhcility DON or designoo will
0, Gontinued review of Incldents in tha canduor an auditon all falls to ensute
resicalts record showed an uiwiinessed fall on that faciliry fall prevention syazems ato
92013 at 1 AM which reaulted In complaints of i plice and that spprapriafe assesstents
paln to the leff knee, Resulting docurnantation wnd/or inferventions have beon
inetruoted staff to aducate the resident on implemented. The facitity DON or
“gtaying In bed and using the call fght” designee will also conduot daily audits of
o Incident logs showed tha raaldent : i sugervigion mmd eonapliance
- “teontinued-to-fall; oh- 8726113 the resident had any - |- | towards reaident fall prevention -
unwitnessed fall st 4:10 AM. The resident was inferventions.
four Tn hisfer room on histher knees leaning
against the bed with his/her incohtinence bifef off, D) The rosulz of the daily and fall audite
ealling out for help, The note furthar documenled " will be tabulated and reported at the
t4# resident's continued conaplaint of pain n tha Ereility’s monifly Performanoe
it hp. : I
& Observatlon on 10/22/13 at £:40 AM- poovenierl o fion. APPORIEY
showad the resident wheeled hit/hersell away " 7 AT
from the dining foor table without staff Petformanee nprovetment Comuilttee.
assistance. The resident whealad down the
halway and inte arciher Individual's oom. The
rosidant opehad the closel and laoked around the
rootmn. The hallway wae not in'view of the dibing
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* | aesistante feduliet for tollsting, Asibaaguant ™ = |

area, and there ware no staft in the ares until
9:61 AM, when non-certifiod nurge alde (N} #2
noticad fhe resident and gaked him/Mer what sthe
was doing. The resident stated s/he way looking
for the bathiroom, The NA whagled the resldent
out of the room and called to 8 CNA for
assiatance, At 10;06 AM CNA#I1 and the fralning
akle transferred the resident from the wheelchair
to s bad using & full Hoyar mechanlcal (16, Prior
to the transfer the reakient repaatedly etated ahe
hesded the bathroom and to *hury." The aides
fransferrad the resldent Into bed whers histher
Incontinence briefs were changed, As the
resident was balng lakl down, s/he was erylng out
#nd ringfng hisfwer hands. The aldes stataa that
maovement caused pain to resident's laft hip,

f. Review of a nurse's nofe deled 10/22/18
{med at 2:58 PM showed the resident had
another fall on 10/22/45 at "approx" 1 PM., The
fall was unwitnessed and happehed i the dining
roor. Tha notes showed the realdant dld not have
any Injuries, denled pain, and staff were
instructed to "continue to monitor."

g. Review of the ADLs eare plan showed it
was updated oh 3112113 to add extenslva

care plan update on %1213 further added
extensive assistance for gronming, drassing, bad
mobliity, and ambulation. This Jater cars plan
showed the rasident usad awalker and &
wheelohalr for mobliity and had a."peraonal
sl The care plan dld hot address any
iolleting schedule or plan, Review of a 9/26/13
uptalerd care pleh showad fall related
interventions datod 41116712 and 11/20M2
{natructad staff to remind the resklent to call for
help, keep parsonal it in rerch, proviia
hon-gkid footwear, and remind the resldant fo

take big steps If athe was observed with a
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shuffling-galt. As of 10/22/13 theae approaches
ware peeentially unchanged, supplernantad with
afaff Instriolions deted 9419113 to "transfer with
assialance, inetruct to call for halp." The 9/18/13
[ngteuctors were relteraiacd on care plen reviewa
dated 920113, and 928113, Thare-ware no
inferventlons on the resldent's care plan to
identify factors contrlbuting to hls/her falls or to
aciivaly pravent further falls; nelther wes any
information added to the resldent's care plan
ralated to pain and Injury to the loft bip.

h. Intarview with the unit manager, RN #11 ¢n
10/2213 at 3:33 P, verfied tha rasldent waa ot
rigk for falls and stated the resident showd be
supervised In the main ares of the unit and not
laft in the whealdhair in higfher room alone.

2, Review of the caire plan for resldent #30
showad s/t was admitted in April 2013, Review
of the AL portian of the tate plan showed |t was
Initiated on 4/16/13 and there were new
approaches davaloped on 7/18/13 and 10/8/13.
These approaghes showed the restdent was
Incressingly whsteady and requived sssistance to
extensive aseictance for bad moblily, tolleting,”
transferring, locemotion, grooming ahd. dressing.
Review of the 4/4612 care plan showed the
reaidont was at rigk for falls based on ahistory of
| talls, unsteady gait/balance, snd medicatiohs tat
could conttibiite to losg of balance. Thera wWers
no approaches for fall preventioh shown prior to
711813, aven though the resident had a fall and a
Fall-related fracture In May 2043, The oare plen
instruoted staff to promole comfort, provids
transfer with assistance, "Instiict he resident to
call for help (reinforcs the uee of the call light
rather than soreaming et staff)’, assure geod

[ ambutate, The residont was also noted 1o require |

hyglene, asslre adequate pain managemeant,
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placa tha bed in the lower, fooked position, keep
persongl iterme in reach, and 1o anificipate noeds.
The following cancerns were identiflad:

aE Rendew-uf Iih@ medicalhrecur‘d andlzncldenl;;
reports showed the resident had an unwitnessa .
faa!llJ on 8714113 at 10:50 AM, The: fall acourved In This page loft blavk intentlonally
the rarident's raom and was sitributed to the
resldent being “impatient with staff and attempted
to transfar eslf from recliner to bed." The post-fall
invesiigation fallad fo hote if the rasldent's call
Hght wag I reach or had been actvatad,
Actompanying decurnentation showad the
resldent had a skih taar ko the right elbow, No
furthet injuriea or pain wera identified at that time.
Staff were Instruoted to "continue te observe" and
teach the resldent "safe tranafer tachnly wes [and]
ugaof call light,"

b. Review of a radiclegy report dated 515/13
showad the renident wes evaluated for
complaints of pak b the left hip after the B14/13
fall. Diagnostio Imaging ravealed ",..lransverse
stiboeapilal fracture of the left femtr with 50%
cwh[ﬁd dlsplacemant of the shaft in relation o the
hoad.

« @ Review of an incldent datad 84 3/13 ¥
]-- —- |shawedthe residentwas “very argumeantative : e
when Tount kneeling in front of hisfher
wheelchair, The incldent report allegad the
resident 1o state, "[sihe] neads in [his/her]
wheelchair right now, what the fe- 8 aking so
long" and "afhe] hes 1o go to the bathreom, and
Nno diie ever responds to fhe oall bell" There were
no complalits of pain or Injury atirlbuted to this
fall aplaods,

d. Review of & 81713 incident teport showed
the resident had an unwinsssed fall at 5:30 P in
the hisMar toom. The report stated the resident
wasg "trying to get Into [his/her] chalr from tha
| bed." As a result of this fall, staff wers required (o
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edticato the resldent to "use of pall fight,
Instructa yesldent on belng patient on staff when
It comes ta [his/her] nesds,”

&. Review of the care plan related to falls
raveslad updatad approaches dated 8117/13. The
docurnented approach Instrusted stalf to
anticlpate the resident's needs, locate the
realdent near staff when out of bad, fransfer with
asslstance, and instruct resident to call for help.
The care plan falled fo reflact the rasident's
frawtured lett hip. |

f. Obgervation an the evenlng of 10/22/13 at
B:10 PM showed the resident's call light was on
and the resident we yalling loudly for "help." The
residont's room was looated atthe farend of the
hallway and was nat visible fieh the maln areas
of the unit The call tight had &h audlbls tone, but
itwas low In volume and only audible h the
Immediate vicinity of the hurses' station, There
waie no staif readlly avallable In ofther the nurses'
shafion of the area araund the resldent's reom.
Observation and inferview with the resldent et
that lime revealed s/he was sfiling Up in bad with
hiafher feel on the floor, Tha resldent stated sihe
neaded help to go to the bathroom, needed

{-hisfher fneonlinetee biisf changed, needed the -

bed rearvanged, and was cold, The suryayor
asked the resident to walt whils & ataff member
wasa located, The resident axpressad concern
that help took a "long ima," After leaving the
resident’s motn, the surveyor searched fura staff
tnember to assist the rosldent, The oall tons was
still sounding from the nurses' atation, but there
were no staff within heatlng distance of the alar,
A 8:15 EM, three staff were on the securs unil;
ONA#2 was In the malh ares asslsting another
tesidant, another alde was aeslsting a resident
whh 3 shower, and LPN #10 was passing

madicafions. Intarvlew with the LPN ot 8:20 PM
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verifled thare were o CNAg assigned to the hall
whare resident #39 was looated, and both ware
helping cther restdents the LPN confinued
pagsing medivaticna. At 8:20 PM interview with
the residettt revaaled sfhe often welled *...a very
long Hime, they don't care abeut you here. Arount]
here thay don't come for & very long tims,” At
§:30 PN, 20 minutes after the call light had been
sietivated, LPN %40 rosponded to the regldent
when she was mate sware by the surveyor of the

resldent's continuad need.

3. Review of the medica) racord face sheet
showed resldant #64 wae admitied on 4/26/13,
The resldent lived on the secure unit of the facility
and hetd diagnoses that nclided demantla,

{ Review of the 4/26/13 fall rlelk assessment

revealed the rasident’s fall risk was Influenced by

| decreased safoty awareness, poor feorll and

judgment, Impaired mobkility, balance probloma
when atetding, decroasad miyscular coordination,
and & need for assisiance with tolleting. The risk

| agsessment further showed:the resident hat a

histoty of {alls and had & falf with a fraciure prior
{o mimlsgion. Review of the residenta.cears plan
showed falf rlskewere-included on a 515613
update after the resldent had a fall. Howeaver,

| there were ne interveniions dated prior fo 34243,

when staff wera instrucled to "proactively promote
colnfort Use aesistive devices: wheslchall: for
looomotion,. tranafer with assistanee...low bad
with wiaels locked, keep personal [teime in reach,
provide brighter lighting...comectve eyewser..,"
Supplemental approachgs dated 94243 and
91913 required nurse aides to "anticipate naeds,
locate near staff when out of bed," The fallowing
coresrng wene [dentiflag:

a, Review of the facility fall Ing documentation

showed the tesldent fell 8 imes on 671713, The
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log showed two of those falls were unwithessaed,
the remaining 4 falls were Incompletely
documentad and failed to include details about
the time and location of the falls. Thers were no
Injurles attributed refated to thess falls, The
resident fell twice on 9/12/13, one fall was
witnessed by staff and one was not. Thers ware
no Injuries documented for these falls, The
resident also had another observed fall without
injury reported on §/19/13.

b. Review of fall documentation showed the
resident had an unwithessed fall on 16/21/13 at
11 AM, The resident subseguently complained of
painin the right forearm and right thigh. Staff
ware requirad to "continiie to ohserva” and the
resident was instructed on uge of the call light
and not to seif-ambulate,

¢. Observation on 10/21/13 at 3:22 PM
showad the resident wag whesling him/hersalf in
the hatway closest to the maln entranca to the
secuUre uhit. The resident was obsetved ta go Into
roum 526 and stand parttally up from hisfher
wheslchalr. At that time the resident's tabs alarm
monitor was activated. There were no staff In the
aren af that ime and the alarm sound was
unnoticed by staff, Gontinued observation showed
the resldent sat back down, wheeled around the
room, and eventually returned to the hallway, The
surveyor asked the resident if sthe heard the
sound of the alarm and the resident denied
hearing anything. The surveyor obssrvad the
rasident with the alarm sounding until 3:33 PM
(11 minutes), at which fima LPN #1 came down
the hall and reattached the alarm so it stopped,

d, Review of a nursing note dated 10/22/13 at
9:36 AM showed the resident was assessed and
medicated for "severe” pain in the right wrist, A
5:20 PM nurse's note that day showed the
physiclan was contacted regarding the wrist pain
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following the most recent fall and an x-ray order
was obleined. Review a nurse's note from
10/23/13 at 8:37 AM revealed w-ray findings
showed "an Impacted distal radial frecture with a
transverse and vertioal component,” The note
shawed the physician would be In "ASAP" {as
soan as possible) o assess the resldent and
placs a splint,

4. Raview of the medical record for resldent #32
ahowed the resident was admitted o the faoilty
on 1072713 with dlagnoses [ncluding
non-Alzhelmer's dernenhfia. Revlew of the MDS
admission assessment dated 10M0/13 showed
the resident was cognitively impalred and
regulred extensive assistance with ADL's
inoluding ambulation, Review of the CAA dated
1013113 showed the resldent was getfing up
fraquently unasslslad, was unsteady on hig/her
feet, and was at Hak for falls and significant risk
for physloal liness or injury. Gare plans dated
10/14H3 showad the resident required extensive
assistance with ADL's, was at risk for falls, and
had poor safety swareness relatad to demantla.
Approachesafinterventions updated 10/19/19
included Instructing the regldant o call for halp,
gensor alarms In the bad and chalr, tal alarms
and bed In lower, locked posltion, The Tollowlng
cohoerns were identified:

a. Review of fall documentation showed the
rasldent sustalned unwithessed falls on 10718713,
and 10/191 3. The mesident was observed on the
floor in the 400 hallway on 10/18/13 at 10:30 AM
and complalned of pain In the right bultock,
Actlons taken included continuing to obsarve and
tesiching safe transfer techmiques, On 10M9/13
at 1 PM the resident wasg, "found down™ in higfher
room and complained of pain In right hip. Actions
included "confinue to observe," There wag no

STATEMENT OF DEFICIENGIES (1) PROVIRER/SUPPLIER/CLIA {X2) MULTIFLE CONBTRUGTION (X3 DATE SURVEY
. | AND PLAN OF GORRECTION IDENTIFICATION NUMBER: A BUILDING %}/{, : COMPLETED
. G
LERU L B. WING 10/25/2013
NAME OF PROVIDER OR SUPPLIER STREET ADDRESS, CITY, STATE, 2IP CODE
2009 LARAMIE STREET
E E GENTER
CGOBHEN CAR TORRINGTON, WY 82240
() 1D SUMMARY STATEMENT OF DEFIGIENGIES D PROVIDER'S PLAN OF CORRECTION 0s)
PREFIX {EACH DEFICIENGY MUST BE PRECEDED BY FULL PREFIX {EAGH CORREGTIVE ACTION S8HOULD BE BOMPLETION
TAG REGULATORY OR LBG IDENTIFYING INFORMATION) TAG CROBS-REFERENGED TO THE APPROPRIATE DATE
DEFIGIENCY}
F 323 | Continued From page 36 F 323

This page [eft blank intentionally

FORIV GM5-2587{02-90) Previous Verslons Dbeolets Bvors 10: 72111

Facllity ID; wyabio If continuafion sheet Page 88 of 70




PRINTED: 14/08/2013

DEPARTMENT OF HEALTH AND HUMAN S8ERVICES FORM APPROVED
CENIERS FOR MEDICARE & MEDRICAID SERVIGES OMB NO. 0938-0381
STATEMENT OF DEFICIENCIES (X1 PROVIDER/SUPPLIER/CLIA (X2) MULTIPLE CONSTRUGTION A |t pATE SURVEY
| AND PLAN OF GORREGTION IBENTIFICATION NUMBER: A, BULDING COMPLETED
C
§3A049 B. WING 1072572013
NAME OF PROVIDER OR SUFPLIER ] STREET ADORESS, CITY, STATE, AP CODE
2009 LARAMIE STREET
GOSHEN CARE CENTER TORRINGTON, WY 62240
o Ip SUMMARY STATEMENT OF DEFICIENGIES D PROVIDER'S PLAN OF CORRECTION o
PREFIX (EACH DEFICIENGY MUST BE PRECEDED BY FULL PREFIX {EAGH GORREGTIVE ACTION SHOULD BE comblLiTIoN
TAG REGUIATORY OR LSC [DENTIFYING INFORMATION) TAG GROSS-REFERENCED TO THE APPROPRIATE DATE
DEFIGIENGY)
F 323 | Confihusd From page 36 323

documentation indicafing whether alarms were In
place andfor functloning or If the bed wes In a
jow, locked positlon. A fall risk assessmant was
conducted on 10/19M3 at 2:01 PM, after the
gecond fall, and indleated the resident was at rlsk
of falling related o decreased safely awarenass
and dementia,

b. Revlew of an x-ray datad 10/21/13 showed
the reason for the exam waa due to 2 falls and
gevera pain, The MD radiclogy impression was
an "acute fracture new from September 2013 of
the superior and inferlor publc rami o the right.”

©. Observation on 10/21/13 at 3:25 FM
revealed the resident was seated in o recliner in
hisfher room, Tha sensor alarm was observed

-lying under the resldent's bed, the tab alarm was
lylng oh the resldent's drasser [n the off position
and not atfached to the restdent's clothing, GNA
#22 entered the resldent's room statlng, "l forgot
to put your alarm back on.” The CNA placed the
tab alarm clip.on the resldent's clothing, but clid
not check the alamm and was not awara the alarm
was turnad off untll-informed by the surveyar. The
sansor alarm remained under the resident's bad.
The GNA indicated at the time of the ebservation }
that the resident was supposed to have the tab
alarm on while sitting up. Cbservation on
10/22/43 at 7:60 PM revealed the resldent's
sensor alarm was alarming. LPN #12 was
observed In the hallway at the medication cart
beside the resident's opan door. The LPN walked
away from the medication cart Into ancther
resident's room and shuf the door, CNA#10
responded to the alarm at 7.6 PM, At 767 PM
the resldent's sensor alarm began alarming again
and CNA #10 responded to the alarm at 8:01 PM
and offered fo take the tesident to the bathroom,
the resident decllined. The CNA instructed the

| resident to use the call light for asslstanos,
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Observation on 10/23/13 at 2:10 PM revealed the
resident was seated In a recliner in his/her room.
The resident's tab alarm wag lylng on the badside
table turned off and the sensor alarm was lying
under the resldent's bed, turned off, At 2:18 P
an unidentified staff member walled Into the
rasidant's room stating, *I didn't think she hooked
you up”. The tab alarm wes tumed on and the olip
was aitaohed to the resident's clothing, The
sensor alarm was left lying under the resident's
bed. An intetview with RN #5 at 2:18 PM revealed
staff were preparing to move the resldent to &
room closar to the nursing statlon,

d. Interview with CNA#10 on 10/22/13 at 8:05
PM revealad CNAs and nurgas ware supposed to
check resident alarms prior to the end of thelr
shift to ensure alarms were In place and
functioning. infetview with CNAV2 on 10/22113 at
8:35 PM revealed all staff were responsible for
checking lo see If alarms were in place and
malntenance was responsible for ehsuring alarms
were functioning preperly, Interview with the
IDON on 10/25/13 8t 9;65 AM revesled he
pxpectad all staff to respond to alarms,

5. Review of the medical record for resldent #19
showed the resident wes admitted to the facility
on 9/10/13 with diagneses Including dementia
and confusion. Review of the preadmission
gareaning and resident review for nursing fecllity
agmission (PASSR) level || dated 8/27/13
showed, "Recommendations regarding services
that may be needed af the nurelng facility Include:
Ciose supervision to prevent further falls." The
medlcal record further revealed that pricr 1o
admission the resident sustained a fall oh 7/24/13
resulling In a right hip fracture and underwent
aurgical repair with hardware placement, The
admlssion MDS assessment dated 8/20/13
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showed the resldent was sevetely cognitively
Impalred, required extenslve asslstance with
ARL's, used a wheelchair for ambulation, and had
fallen prior to admlssion. Review of the CAA
dated 92013 showed the resldent was at risk for
falling. Review of the care plen datad 9/20/13
showed the reaident had the potential for
trauma/falls related to galtbalance, hlstory of
falls, medications and mental status (poor safety
awareness). Approachas/interventions Included
sehsor alarm, pull tab alarm in bed and chalr, and
to instrisct the resident to call for help, The care
plah was updated on /21713 to Include the
approach, “transfor with aselstence and Instruoct
to call for help.” The following concerns were
jdentified:

a. Review of fall documentation showad the
resident sustained falls on 8/2913, 10/4/13 and
10/6113. Review further showed none of the falls
were observed hy staif. Review of the fall
dopumentation for 10/6/13 showed the resident
had sustained &, "large hematoma [bruise] on the
right side of forshead”, Actlons included continue
to ohserve, Instruct resldent on hesding
assistance with transfers, anticipate neads and ¥
iocate near staff when out of bed, The fall on .

10/6/13 showed actions which included sontinue
to observe, Ice pack applled, vital signs and
neurologlcal checks every 15 minutes for 1 hour,
then every 30 minutee for 2 hours then every hour
for 4 hours, and the resident was instructed on
safe transfer techniques.

b, Dhservatlon on 10/21/13 at 10:20 AM
revealed the resident had a yellow, purple tinged
brulse on the right side of his/her face
surrounding the peri-orbital (eye) area,
Continuous observation oh 10/22f18 from 736
PM uniil 8:07 PM revealed at 7:35 PM the
resident was observed on the 400 hal) at the CNA
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dask seated In a locked recliner that was pushed
up to the desk. The resident's wheelchalr was
observed to the left of the resident with the tab
alarm attachad to the back of the wheslshalr hear
tha right handle, The alarm was turned off and
the clip that attaches to the clothing was wrapped
around the right hendle of the wheelchalr. No
staff was present. The resldent was observed
atanding up and sitting down repeatedly, there
wera no alarms In the recliner ar attached to the
resident's olothing. At 7:40 PM the resldent was
observed getting up out of the recliner and -
atternpting to turn around between the desk and
the recliner. The resident sat back down in the
recliner and put hisfher fael upon the slde of the
desk, and pushed the desk with both faet, Al 7:60
PM CNA10 exited a resident's room and
approached the resldent who was aftempting 0
stand up. The CNA assisted the resident to
transfer to his/her wheelchalr ang stoted, "How
would you like to visit [resldent name]?" The tab
alarm was nof turned on or attached to the
resident's glothing. The CNA wheeled the resident
down the hall into another resident’s room where
LPN #12 was performing a medication,pass, At
7:62 PM an alarm began alatming aoross the hall,
CNA 0 exited the room to respond to the alarm,
LPN #42 exlted the room leaving the tasldent
unattended In another rasident's reom. The
reskiant was observed attampting to stand up |
and was redirected by the other rosldent,
"rasldent name] you nasd fo sit back down, you
are going to fall” CNA#10 reentored the
rasldent's room at 7:56 PM with & nuraing aide
student and proceedsd to apply lotion to the other
resident’s legs and assist the other resldent with
toileting in the presence of residsent #19. An
intervlew was conductad with CNAY0 at the
flme of the observation and &/he was made aware
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the resldent's tab alarm was turned off and not
attached to the resldent’s clothing. The GNAwaes
unaware the resident was supposed to have a
sansor alarm in the seat of the wheelchair,
Interview further revealed CNAs and nurses were
supposed to check resident alarms prior to the
end of thalr shift to ansure alarms were In place
and functiohing.

¢. Subsequant observation mads on 10/23/13
at 8:60 AM revesled the resldent was In & recliner
at the 400 hall CNA desk, Thete was no tel alarm

‘attached to the resident's dlothing or on the

recliner, and there was no sengor alarm in fha
saeat of the recliner,

8. Review of the medical record for resident #86
showed the resident was admitted to the faclllly
on 1/4/06 with dlagnoses Including
non-Alzheimer's dementie. Review of the annual
VDS azeessment dated 10/15/13 showed the
resident was moderately cognitively impaired and
had & history of falls. Revlew of the care plan
updated 10/23/13 showed
approachesfinterventions Including Instruct to rise
slowly, Instruct to call for help, encaurage asking
for asslstance, anticipate needs and locats near
stafl when out of bed. Review of the fall
docurmentation revaaled the resident sustained
uhwithassad falls on 82313, /2113, 10/14/13,
10/15H3, and 10/28/13, The following concern
was identified:

Interview with the resident on 10/24/13 at 4:30
FM revesled afhe was able to reoall falling in the
AM of 10/23H1 3. The resldent stated, "it was early
In moming before breakfast and | had o go to the
bathroom so ) put my call fight on and after
nobody came, | got up to go to the bathroom, lost
thy balance and fell." The interview further
revealed the resldent had to walf, "at least 16
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minutes, sometimes longer, before someohe
comes to anawer the call light." The resident was
able o recall falling saveral times In the last
month but was unable fo recall spacific dates, This page left blank intentionall
and complained of, *| hurt my right hand, but It is pee e Tolentonaty
batter now."

-

7. Review of the medical record for resident #4
showaed the resldent was admitted to the facility
on 713113 with diagnoses including
non-Alzheimar's damentia. Review of the
admisslon MDS assessment dated 8/7/13
showed the resident hat wandering behaviols,
was mederataly cognitively Impaired, and
required supetvigion from staff when ambulating
with a walker. Reviaw of the CAA dated 8/1/13
showed the rasident was at risk for falling and
had a fall on 8/1/13 and the resldent's, "galt Is
choppy and [s/he] slides fest at Umes”, Review of
the care plan updated 8/15/13 showed the
resident had potential for trauma-falls related to
impaired balanoe, unsteady gait, and use of
devices for walking and fall In recent past, The
care plan approaches were updated on 10/24/13
with Interventions including, proactively promote .
comfort, Instruct to rise slowly, Increase
asslslance and survelllance, Review of fall
documentation showed the resident sustained
unwitnessed falls on 8/1/13, 8/31/13, 9/16/13,
9/21/18, and 9/23/13. The following concems
were Identified:

a, Further review of fall docuntentation
revealed the resident complalned of pam In the
loft ribs from the fall on 8/3143, and continued on
§/1F13 to have, "eft sida paln with a protruding
area on left lower rlbs.” An x-ray of the ribs was
done on 9/3/13 and the Impression showad no
avidence of a displaced rb frasture, The fall on
9/16/13 showed tha resident was disorlented and,
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“found down from sltting in another resldent's

wheelchalr." The resldent sustalned a hematoma
to the bagk of his/her head, The fall on 9/21/13
showed the resldent sustalned an abraslon to the
right knee. The fall on $/23/13 showed the
resident already had abrasions on bofh kness
and the right knee was bleading and reguired a
drassing. Actlons afler fulls included continue o
obsorve, monitor vital slghs and perform
neurologlcal assessments, and the resident was
Instructed on safe use of assistive devicas and
using the call light,

b, Observation on 10/22/13 at 7,05 PM
revealed the resident ambulating with the
asslstance of a rollihg walker on the secured unit,
The resident was walking in the main dining area
hohind seated staff and into the hall to the left of
the maln dinlng area out of the line of sight of
staff. The resident was unsteady with turning the
walker and at times picked the walker up and
carrled It Observation on 10/25/13 at 9:07 AM
revealed the resident was In the main dining area
on the secured unit. The resident was standing by
a reclining chair, picked up his/her walker and
turned it upside down examining the wheels, The
resident then turned and sat in the recliner,
picked up the walker and placed It ih histher lap.
At 2:10 AM the res(dent wes rediracted by RN #9,

¢. Review of the medical record showed there
was no assessment of the resident's abllity to
safely ambulate with the rolllng walker,

8. Review of the care plan for resident #i1
shawed $/he had dagnoses of Alzhelmers
disease and was at risk for falls due to Impalred
balance. Care planning for falls was Inltisted oh
9/2112 and included approaches dated 7/1/13,
9/7113, and 1071713, these approaches reguirad
staff to provide assfstance with fransfors, insiruct
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the resident to call for help, antlclpate the
resident's needs, and locate near staff when out
of bed. The care plan algo addressed the
resident's wandering behavior In & note dated
10/3/12. The 10/3/12 approach required staff to
record behaviors and malntain the safely of the
resident and others around the resident, There
were no detalls explalning how thls maintenance
of safefy would be provided. The 10/1/13
approach further showed when the resident was
"aoling out" staff were directad to vielt with
him/her. Obsarvation on 10/24/13 tdentified the
following concern relatad to fall riaks and
supsrvislon:

8, At 3:26 P the resident was wandering In
the haltway and Into othet residents' rooms, The
resident ambulated without staff assistance and
without any asslstive devices. During this time
thars wars no staff In the hallway and the hallway
was hot visible from the miain dining and
televislon areas whare staff were locaied.

b, At 3:33 PM the tub/shower room door wag
observed gjar. The room lighte were off and the
door was noted to have a key pad lock, Two
spray bottles of chemical cleaner labeled "Virex" '
ware seen oh a counter inside the room,
GContinued observation showed the tub/shower
room remained opeh and unoccupied until 350
PM, when the IDON came Into the unlt an the
surveyar asked about the door being opened.
The IDON stated that the door should be closed
and, when closed, required a key pad code to
unlock and opeh,

¢. At 3:43 PM the resident was noticed by the
surveyar fo be missing from the hallway and the
maln areas of the unit. When asked at 4 PM
hurse aide #1 stated she had notf seen the
resident and did not know where e/he was, This
alde inquired of ancther CNA who did not know
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the resldent's whereabouts, At 4:30 PM (47
minutes aftar noticed missing) unit manager, RN
#11 went room to room down the hallway looking
for the reeident. The resident was found In
another resident's rovm aslesep In an armehair,

0. Review of fall documentation for resldent #23
showed the resident experlenced falls on 5/23/13,
6/10/13, BH8/18 and 10/18/13, Review of the
care plan showed the resident was at risk for falls
baged on Impaired halance, an unsteady galt, and
falls in the recent past, The care plan was
inttiated on 10/26M2 and was updated on
719113, 9/18/13 and 10/18/13 after additional
fails. The approaches were for staff to ensure the
call button was within reach, fo asslst the resident
with ambulation, tollsting and transferring, to
antleipate needs, and to locate the resldent near
staff when out of hed: These approaches
remained the same after each fall. Beginning
10/22/13, resklent medical records and facllity
falls records were reviewed in detall, From these
data it was discovered that resldent #23 fell 3
fimes bstween 8/26M3 and 10/18/13 (8/26/13,
82713, 10/18/13; all without Injury); s/he also.
had 2 falls in Aprll 2013 {noled In Care Plan note
dated 5/8/13), From the reskient's care plan it
wasg further documentad that s/he had poor safety
awareness, was hotinclined to use her call light
ot ask for asslstance, and contlinued to show
deciined cognition and Ingreased confusion. For
each of the falls noted, facliity staif listad
interventions to " ,..Instruct to use call
light...teach resldent 1o request assistance...place
call button In reach...anticlpate needs.”

Interview with LPN #11 on 10/23/18 at £:20
AM confirmed tha realdant's declining mentat
platus and falls history, The LPN acknowledged

the resldent was not a good candldate for
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teaching and might not assoclate the call button
with the need to transfer or reposition, Furthar
interview with the MDBfCare Plan coordinatar ¢n
10/29/12 at 2:20 PM confirmed the resident had
ghort-term and long-term memory preblems and
was not always able o retain new information.
She acknowledged intervantions based on
Instructing, teaching, and cognltive assoclation
would not be conslstently effective for this
resident. She did not know why fall prevenfion
Intervantions ware not individuzlized for thia
reslident.

10. Based on facllity falls data and medical racord
raview, it was discovered resident #16 had 13
falls sihce admission on 10/9/13 (4 falls on
10/9113, 2 falis each on 10/10/13, 10112113,
40/16/13, and a single fall on 10/20¢13; all without
injury). \n each case, post-fall assessment and
intervantions stated "transfer with asslstance,
insfruct to call for help” and "anticipate neads,
locate near staff when out of bed." Obgervations
on 10/23/13 and "10/24/13 revealed the residant
was seated n the 200 unit hallway in the vielnity
of the nurses' station, but staff were not
consistently in the area; 4 observations ranging
from 36 to 71 minutes showed stafl wera not
near, nor In fne-of-aight, should the resfdent head
assistance or attempt to selfiransfor o stand,
The resident's care phan further stated she
exhibited cognitive decline, memory loss, and
gdementia. There was nothing In the care plan to
address the resident's recent admission fo tha
facllly or his’her adjustment to the naw lving
environment. Interview with the MDS/Care Plan
coordinator on 10/23/13 &t 4:06 PM confirmed the
resldent was a high risk for falls since hisfher
admisaion two weeks ago. She acknowledged the
planned interventions were unsuccessful and an
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Individualized approach might be helpful in
reducing further falls.

11, Review of the medical record for resident #6
showed s/he had diagnoses of dementla and a
history of translent lschemlc attack, Review of a
tall risk asgessment dated 10/13/13 rovealed s/he
was at risk far falls due to poor recall, judgement,
and safely awareness, poor vision, balance
problems and decreasat muscular coordination,
Review of the resident's care plan revealed a plan
for falls last reviewed on 8/21/43. Interventions
Iheluded providing assistence with transfers, to
Instriict the resldent to call for help, to assist the
resident with ambulating, traneferdng and tolleting
(if sfhe would allow), to anticipate needs, and
locate hear staff when cut of bad, The following
concerns were identifled for the resident related
to fall risks and supervision:

a. The goal initiated for the falls care plan,
dated 6/24/13 was "minimal infory from falls"
rather than preventing falle, This goal was then
deemed met on 8/21/13, sven though the
resident had suffered 2 falls In the Inlervening
time with one of thoge fall tesulting In "minor
Injury,”

b. Review of facility incldent logs revealed the
resident had suffered falls most recently on
10/8/13 and 10/21/13. The resldent's care plan
was updated on both of those occasicns with
"Transter with-aasistance” and "Insfruct to call for
help.”

¢. Review of the resident's 8/15/13 annual
MDS assessment revealed the resldent had a
BIMS score of 3, indlcating severe cognitive
Irpairment. Interview with the MDS coordinator
on 10/23/13 at 2:20 PM confirimed that
interventions based on instruction and teaching

would not be effactlve for a resident with savere
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cognitive Impairment,

d. Observafion of the secure unlt commen
area on 1012213 at 7:26 PM showed the resident
wheeled him/herself over o the kitchen-area gate
In hisfher wheelchalr, She then proceeded to
unlatch the gate, and wheel himvherself Into the
kitchen area. At this time, the resident was hoted
to be in the direct line-of-slght of three aides In
the area. The resident was observed to spend 10
minuteg propelling hitnsherself around the
kitehen, and pulling himfherself up out of his/her
whealchalr to rummage in containers on the
counter. At 7:35 PM tha resident left the kitchen
area without once belng engaged by any of the
staff prasent in the area.

12. Raview of the data provided by the facillty
govering the nterval from May through October
(10/23113) 2013, showed resldents experlenced
197 falls, Of 48 residents identifled as having
falls, 24 (50%) were notad to have multlple falls
within the §-month time frame; 22 (48%)
expetlonced multiple falls within the past 90 days.

Buring this same 8-month nkerval, the faclity
recordsd 14 instances of falla resulting in skin
tears or abraslons, 16 with swelllng or bruising, 3
with lacerations, and 4 with fractures identifled by
diagnostic Imaging; 2 of the falls with fractures
ooourred within the past 2 weeke. There ware &
instances of resident falis whan facllity staff falked
to document the presence or absence of injury
following the fall.

13. Interview with BN #12 and the MDS
coordinator on 10/22/13 at 2 PM revealed the
number of resident falls had heen tdentified as a
concern back In August 2013, Both stafed & new
process was heeded and part of the problem was

hot having adequate Information about the
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resident falls to complete post fall evaluations.

On[1|0f23f13 z?t 9:3((}]I lAM, the administrator was
notifled of an immadiste jaopardy shuation in the . _ N

area of pafient safely related to falls. The facilty's This page left blank intentionally
action plan included the followlng immediate
changes

a. Pyovide supervisors on the floor to
augment current staffing levels to assist with
supervision, care dellvery and overall operations,

b. The facility will creste an interim staffing
schedule that detalled how care delivery wili be
maintalned until & more permanent solution can
ke discovered,

¢, Nursing adminisiraiion will complete @
newly devised hourly rounding procedurs to
snsure proper supervision and care delivery of all
resldents.

d. Dirsct care staff will ensure all safefy and
fall Interventions are fully implemented,
Administrator or deslgnee will conduct alidits to
evaluate the environment is sefe for residents
with the Intent to correct if lssues are notlced.

e, Adminkstrator or designes will conduct
aducationftralning on resldent safety with 100% of .,
scheduled staff at the beginning of each :
employee's shift. The tralning wili Include general
obsetvation and awarenees of all residents, the
talling star program, facility wide urgency toward
responding fo alarms, hourly rounds and
monitoring safety intervention compliance, post
fall huddles, and communlcation of updated
resident interventions via pre sitift report,

f. The faclity will complate a new falls risk
assassmant for 100% of residents,

g, ldentified residents’ care plans will be
reviewed for needed changes and updated
interventions. All new and existing Interventions
will be implemented immediately.
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h. Ongolng monitoring by the licensing office
by the facllity submitting nursing schedules and
incldent data for the previous 7 days sach Friday
untll the revisl survey,

The action plan was accepted on 10/24/13 at
2:47 PM, and based on implementation of the
plan, the immedlate jecpardy was abated on
10/26/13 at 413 PM, Howaver, deficient practice
remained at a scope gnd severlty of H {actual
harm that I8 nof immediate jeopardy).

483.25(0) DRUG REGIMEN 18 FREE FROM
UNNECESSARY DRUGS

Each realdent's drug regimen must be free from

unnecsseary drugs. An unhecessary drug la any |

drug when used in excesslve dose (including
duplicate therapy); or for excessive durstion; or
without adequste monitering; or without adequate
indicatlons for its use; or in the presence of
adverse consequences which indlcate the dose
should be reduced or discontinued; or any
combinations of the reasons above.

Based on a comprehensive assesstheht of a
resident, the facility must ensure that resldents
who have not wsed antipsychotic drugs are not
given these drugs unless entipsychotic drug
therapy Is necessary to treat a specific condition
as diagnosed and documented in the clinlcal
record; and residents who use antipsyohotic
drugs recelve gradual dose reductlons, and
behavioral interventions, unless clinically
contraindlcatad, In an effort to discontinue these
drugs.

F 323

F 328

Bagoed on a comprehensive assessment of
a resident, the facility must ensure that
residents who have not used
antipsychotic drugs are not given these
drups unless antipsychotic drug therapy
is necessary to treat a specific condition
as diagnosed and documented in the
clinical record; and residents who use
antipsychotic drugs receive gradual dose
reductions, and behavioral interventions,
unless clinically contraindicated, in an

(| effort to discontinue these drugs. This
will be accomplished by:

A) Resident #19 will have complete
medication regimen svalunted by a
licensed pharmacist for suggestions that
may include changes in medications
and/or gradua) dose reductions,
Resident #19 will also receive & new
AIMS assessment by fhoility nutsing
staff. Changes in Resldent #19°s carg
plan will be initiated if found necessary.
B) All regidents who receive
antipsychotic drog therapy have the
potential to bo affected by this
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: deficlency. The Faoility IDT will
This REQUIREMENT Is not met as evidenced conduct a facility wide audit on all
by: resid'enf.‘e who are on antipsychotlc
Basod on observation, medical resard review, medications to ensure that their drug
and staff Interview the facllity falled 10 ensure regimen is appropriate. The Facility IDT
resldents were frae from unnecessary drug will a]go conduct a fac.llity wide audit on
theraples for 1 of 21 sample residents (#13). The all residents who require an AIMS
findings were: assessment to ensure that the assessment
has been completed acourately and
Review of the medical record for resldent #59 thoroughly. Any issues identified in
showad the resldent was admitied {0 the facllity these audits will be corrected
on 8/10/13 with diagnoses including dementia immediately, _
and confusion, Review of the MDS admission C) DON ot designee will provide
assessment dated 8/20/13 showed the resident oducation to Licensed Nurses on
wag cognitively Impalred and had hallucinations antipsychotic medication use and on the
and deluslons, The care plan dated 9/20/13 AIMS assessment, The Facility DON or
dafinad chronic paln and psychatropic medication designee will conduct weekly chart
usé ae problems. Approachesfintarventions andits of 5 regidents to ensure that
Included administering pain medications and apptopriate drug regimens are in place
noting effectiveness and advarse effects and for and that the ATMIS assessment is being
ataff fo use a verbal pain assessment tool to completed appropriately.
agpess paln, monitor for impalrment of daytime D) The results of the weskly audits will
functionlng, and evaluate for effectivenase and be tabulated and reported at the facility’s
1 adverss effects of medication, Review of the monthly Performance Improvement
medlcal record afso showed dosumantation the Committee, Appropriate follow up
rasident racurrently had rigid posturing. The actions will be initiated by tho
following concerns were identified: Performance Improvement Commitiee. 12117413
a. Review of the medical record showed the
resident had physlcian admission orders for ihe
following pain medications: Acstaminophen 600
mg (1) tablet by meouth every 4 hours as needad
for pain, Acetaminophen 500 mg (2) tablets by
mouth every 4 hours as needed for pain, Ultram
(Tramadol) 50 mg {2} tablots every 6 hours as
neaded for pain (give first before Percocet as
headed for pain), Roxanet (morphlne sulfate
Jguld narcotia pain medication} 20 mg/ml give
(0.6miH Omg) by mouth every hour as needed for
FORM CME-2607 (02-08) Provious Vorstons (lsolets Event 1D;7E2L11 Faollfy ID: WY0010 If continuation shest Pags 51 of 70
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pain, Fontanyl (a fransdermal narcotio pain patch
that s applied and ebsorbed through the skin)
100meg (microgramsifhour apply (1) patch every
3 days for moderate to severs chronls paln,
Fentanyl 26 moeg/hr. apply (1) patch every 3 daya
for moderate to severs chronie pain, and
Parcocet (a narcotic pain medication containing
acetamlnophen} 6/325 mg give (1) teb by mouth
every 4 hours at midnight, 4 AM, 8 AM, noon, 4
PM, and 8 PM for moderate to'severe paln.

b, Review of the MAR for September 2013
showed the resident had recelved 2 doses of
Acetaminophen 1000 my and 1 dose of
Acetaminophan 1000 myg, & doses of Uliram 100
mg, 57 doses of Parcocet 6/325 mg, and both
Fentanyl patches tofaling 126 meg/hr were
applied 7 imes during the month. In October
2013 the resident recelved 6 doses of Ultram 100
mg, 7 doses of Raxanol 10 mg, 82 doses of
Percooet 51326 mg, and both Fentanyl patches
totaling 126 mgfhr were applied 7 timas during
the month.

c. Observation on 10/23/13 reveslad the
following concerns: At 8:50 AM the resldent was
asleep seated In a gerl chalr at the 400 hall CNA ¥
tesk, Observation fram £:50 to 10:00 AM
showed the resident was cheerved In the same
gpot In the gerl chalr asleep and the interim DON
was ohaerved trying to rouse resldent by sitting
the resident up In the chair, The resident was very
letharglc and kept nodding off, the resldent had
hisiher arms crossed and had rigld posture of
arms and logs. Observation at 11:35 AM revealed
the resident was in the maln dinlng room seated
at a table asleep. Staff were obsgived frequently
rousing the resident and encotraging him/her to
gat, Observation at 6;35 PM revasled the resident
wasg In a wheelchair pushed up to the CNA desk
on the 400 hall. The rasident was skumped over
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aslaep with his/her chin on chest, At 6:52 PM the
resident continued to be sluhmped ovar gslesp In
the wheelchalr and hisfher head fall forward and : PR
bhumped the desk, The resident folded har arms This page left blank intentionally
under her haad and continued to sleep at the
desk, Intarview with CNA#9 at the tims of the
ohsarvation revealed this was, "hormal” for the
resldent,

d. Interview with the registered dletitian on
10/24113 at 4:20 PM revealed the resldent goes
through periods of drowsinass svery couple of
days and doasn't eatwell,

@. Review of the medlcal record further
showed that In addltion to duplicats pain
medications the resident aiso received Serogquel
{(an anfipsychotic medication) 50 mg by mouth
twice dally at ¥ AM and 7 PM for anxiety,
Alprazolam 0.5 mg by mouth twice dally at 1 PM
and 1AM for anxiety, Retmeron 16 mg by mouth
once daily at 8 PM for anxlety and Haldol (an
antipsychotic medication) § mg Intramuscularly
overy 30 minutes as needed for confusion (the
resident received 3 doses In Qctober), Zyprexa
{(an antipsychotic madleation) 2.6 mg by mouth
daily as needed for agitation, The resldent
recelved the Zyprexa 16 timas in September
2013 and 10 fimes In Octobat 2013 prior to the
medloation belng discontinued on 10/19/13.

f, Interview with the MDS coordinator on
10/24/13 at 3:50 PM revealed (he resident had
not had an ebnormmal Involuntary movement scale
{AIMS) assessment performad. The AIVS
assasament Is used to detect [nvoluntary
mavements, including rigidity, assoclated with the
use of antipsychotic medications.

g. Interview with the IDON on 10/26/13 at
8:56 AM verified the resident had rigld posturihg
but attrlbuted this to the resident being, "a hard
slaeper, Interview further revesled, "staff were
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probably using pain medicatlon inappropriately at
times", related to the resident's multiple
behaviors.

h. Interview with the pharmaclst on 10/25f13
at 12:55 PM revealed staff were not conslstently
documenting behaviors or sice effects of
medications and was unaware the resldent was
displaying rigid posturing. The pharmaoist was
unaware the AIMS assessment for the rasident
had not been performed, but did indicate Zyprexa
had heen discontinued as o result of the
pharmacy raview pstformed thls menth. The
pharmacist then verlfied the realdent had
duplicate paln medication therapies to manage
chronlc pain.

F 353 | 483.30(a) SUFFICIENT 24-HR NURSING STAFF F 363
g8=K | PER CARE PLANS

The facility must have sufficient nursing
staff to provide nursing and related
services o attain or maintain the highesi
practicable physical, mental, and
paychosocial well-being of each resident,
ag determined by resident assessments
and individual plans of care. This will

be accomplished by:
The faollity must provide services by sufficlent A) On 10/23/2013, the Facllity staf?

numbers of each of the following types of o : ”
personnel on a 24-hour besis to pravide nuraing ﬂm']';irﬂ(;‘:?diﬁ ﬁzgﬁﬂitgﬁt&he floot io
care to all residents in acoordance with resldent angment ourrent stafting levels fo

cafe plans: asgist with supervision, care delivery
and ovorall operations.

b. Croated an interim staffing schadule
detailing how care delivery would,
be maintained uniil a more
permanent solution could be
discovered.

The faclllly must have sufficlent nursing staff fo
provide nursing and related services to attain or
mizintain the highast practicable physical, menfal,
and psychosocial well-being of each resident, as
detetminad by resldent assessments and
individual plang of care.

Except when walved under paragraph {c) of thls
sootion, licensed nurses and other hursing
parsonhal,

Except when walved under paragraph (e of this
saotion, the faclllty must desighate a Hicensed
nurse to serve as a charge nurse on each tour of
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| duty.
¢. Initiated a newly devised hourly
; rounding procedure to ensurs proper
g?‘ls REGQUIREMENT g not met as evidencad care dolivery for all residents,
Based on observation, review of medical 4 C°?;eu°tedfedu°ag°n/h'ami“33 N
rocords, nurse staffing schedules and incklent T00% nthﬂ Etjés? v wit
documentation related ta Talls, as well as staff, bopimmins of cack etanlovos’s shi N
resident and family Interviews, The facillty failed to Thi eg“%“‘.‘;.g t‘;de.a" 3’“}’ oyooe's Shttl.
ensure sufficlent numbers of qualifisd nursing ot iitiatec n ob 3111:0 ensure
stoff wers avallable to meet resldents' needs and N e"t“t'afsl‘;p?f‘"‘f m“’%‘mm #F{I ;n;’;’,;‘s to
to provide adequate supervision for 11 of 18 i, #32. #;9";;?%3 ui oon
sample residents ({4, #8, #16, 18, #23, #32, B All fa= 0 2 {’1 lh : n '
#30, 51, #84, 186, #88) ldentifled at risk for falls, ) All faci ‘E"'}’; “'“ésb ﬂ"f." ¢
Serlous Injurtes related to falls ocourred to Iéoﬁtml to be affecte ytu;
sample residents 188, #39, %54, and #32, In eficlency. Tacility NF{A or deslgno
addition, of 48 resldents ldentified as having falls will evaluale current staffing patterus for
In the laat 6 months, 24 (50%) were noted to have effectiveness regarding resident
multiple falls, At the tirme of survey, the faclllty supervision and fall prevention. Any
censtis was 95. This failure to provids adequate identified changes to staffing patietns
numbets of nursing staff to supsrvise fall-prone will be made immediately.
residents resulted In a determination of C) DON or desighee will provide
immediate jeopardy. The findings were: cducation to nursing staff on
expectations regarding appropriate
1. Refer to F323 for detalls regarding the faoility's staffing and resident supervision. The
fall data and fallure to provide the required education will include: :
hursing stipervision and interventions to promats . Tho continued utilization of
an environment of safely for fall-prene resldents documented hourly care giver
Ihcluding sample residents #4, #8, #15, #19, #23, raunds. . ,
#32, #39, #51, #84, #86, and #88, Serious b. Ac(ndﬂln? prevention and resident
Injurles related to falls cocurred to sample supervision,
regidents #88, #39, #84, and #32, This fallure ¢. Facility specific fall prevention
resulted In a deferminafion of immediate jacopardy systoms, ' .
related to resident safety, "The Facility DON or designes will
conchuct daily audits of facility staffing
2. Review of the daily nursing staffing schedules levels and supervision to ensure that the
for September and Oatober 2013 showed thete facility is meeting the needs of its
was hot a conslstent pattern for staffing. The residents. Results will be reported daily
schedule was divided Into 4 unlts (200, 300, 400
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&nd 600 halle). The number of staff per unlt per
shift variad from day to day, Thete ware 53
unfilled GNA shifts from 9M1/13 to 10/23/13. In
addition, thera were 22 shifts when schaduled
CNAg falled to show up for worl and were not
replaced, There wete an additional 5 licensed
nurse shifts shown as vacant with no
replacements.

3, Interview with the IDON on 10/21/18 &t 2:50
PM revealed the facility currently had "staffing
problems.” He further stated he had worked as a
fioor nurse the previous Friday and would cover
shortages again that evening for 7 hours,

4, Interview with 10 alert and orlented residents
on 10/22/13 at 2:30 PM revealed not enough staff
was present |n the facillly to accommodate the
residents’ needs. Resldents that ragulred
assistance expressed having to walt in excess of
a0 minutes to have cad lights answered, this
oceurred on a dally basls duting varlous shifis.
Tha interview further revealed resident's had
taken their concerns to administration about &
month age and had not yet received a response.

5, Interview with training aldes #1 and #2 on
10/22113 at 8:33 PM revealed It was common to
have 1 or 2 CNAs worklng each shift oh the
secure dementia unit where 26 residents resided.
There were usually 1+ 2 non-vertified aldes also
working; howsver, they had to work diractly with a
CNA to provide care to residents.

8. Interview with a famlly mamber on 10/24/13 at
5:30 PM revealed sthe cama to the facllity a
couple of timas weekly. The family member
stated residents "definltely need more
aupervislon, If you need somaone you Usually

F 363

to the fheility NHA.

D) The results of the daily aucits will be
tabulated and reported at the facility’s
monthly Performance Improvement
Committee, Appropriate follow up 1217413
actions will be initiated by the
Performance Improvement Committee,
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can't find anyone." §/he stated during this survey
was the first ime sfhe had seen a0 many staff
working. Another family member stated in
interview an 10/24/13 at 8:60 PM that s/he was
dissatisfied with staffing levals. The famity
mermber stated that poor staffing and repeated
resident falls caused signlificent conoern for
resident safety. The family member statad sfhe
vislted dally to provide oare and feared thelr
famlly membar would not be sared for adaquately
by the facllity, The family member stated the
ooncerns were discussad with the administrator;
however, the promises of Increassd staffing had
not been accomplighed. This family member
furthar stated that since the survey team had
come into the bullding, there was more staff
working than usual,

On 1072313 at 9:30 AM, the administrator was
nolifisd of an Immediate jeopardy situation in the
area of Inadeguate numbers of quaifled nursing
staff related to resident supervision and falls, The
facility's actlon plan required the following
immediate changes: .

a. Provide supervisors an the floor fo .
augment current staffing levels to assist with
supervision, care delivery and overall operations,

b. The facility created an interim staffing
schedule that detalled how care dellvery would be
maintained until @ mare permaneht solition could
be dlscovered.

6. Nursing administration completed & newdy
devised hourly rounding procedurs to ensure
proper supervigion and care delivery for all
residents.

d. Adiministrator or designee will conduct
educationftraining on resident safety with 100% of
scheduled alaff at the beginning of each
gmployss's shift. The training will Include general
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ohservation end awarensss of all residents, the
falling star program, facllity wide urgency toward
responding fo alarms, hourly rounds and
rmonitoring safety intervantion compliance, post
fall huddles, and communication of updated
resident interventions via pre shift report.
@. The Facllity will submit huraing schedules
and incident data for the pravious 7 days to the
licensing offloe each Friday for ongolng
monftoring.
The action plan was accepted an 10/24/13 at
2:47 PM, and baged on the facilily's
implementation of the plan; the immediate
jeopardy was abated on 10/26/13 at 4:13 PM,
Meowover, deflclent practice remained at a scope
and severlty of £ (no actual harm with potential
for more than minimal harm that [ not Immediate
juopardy).
F 371 | 483.835()) FOOD PROCURE, F a7 v .
se=E | STORE/PREPARE/SERVE - SANITARY The facility will ensure food preparation
and service equipment is in a cleanable
The facility must - condition, This will b accomplished
(1) Procure food from sources approved or by: o
considered satlsfactory by Federal, State or local | A) The plastic cutting board attached to
authorities; and the sandwick properation table in the
{©) Store, prepare, distribute and serve food kitohen will be replaced. 'The plastie
under sanitary conditions cuiting board attached to the sandwich
preparation table in the kitchenette will
bhe replaced. Any plates identified as
chipped will be teplaced. Plates will be
ordered by November 30, 2013,
- B) No specific residents nofed on form
This REQUIREMENT s not mot as evidenced CMS 2567. All residents have the
by: potential to be affected by this
Based on observation and staff interview the deficiency.
facliity failed to ensure food preparation and
servico equipment was in a cleanable conditlon In
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2 of 3 kitchah zreas (the production kitchen and . .
. C) RD or designee will provide
maln Kilehenetts), The findings were: education to facility culinary staff on the
Chbservation ot 10/21/13 at 10:45 AM showed a cleaning of cutting boards and
plastic cutting board altached to a sendwich replacement of chipped dishware. The
preparation table was discolored and scored. facility RD or designee will conduct
Observalion on 10/23/13 at 4:45 PM showed the audits on the cleanliness of outting
autting board on the sandwloh preparation table in bourds and the conditions of plates 2
the main kitchenette was also discolored with times pet week. o
brownish atains and was soored from cutting on D) The results of the weekly audits will
ihe surface. Additianally, in the main kitohenette be tabulated and reported at the facility’s
at ihet tima the plates used to serve the residents' monthly Performance Improvement
meals for the evaning were noted to be ohipped Committee. Appropriate follow up
on the outside edges of the eating surface. There actions will be initiated by the 12/17/13
ware 11 plates noted to have thege chipped Performance Impraverent Commitice,
adges, Intetview with server #1 on 10/23/13 at
5:20 PM verlfiad these were the plates used on a
duily basis. Interview with the registered distitian
on 10/23/13 at 5:20 PM veriflad the chipped
plates and the cutiing boards should be replaced.
According to Food Code 2009, U8, Public Health
Service: 4-202.11: "(A) Multiuse
FOOD-CONTACT BURFACES shall be:
(1) BMOOTH; :
{2) Free of breeks, open seams, cracks,
chips, Ihelusions,
pits, and similar fperfections;
(3) Free of sharp Internal angles, cormers,
and crevices,
(4) Finlshad o have 8MOOTH welds and
Joints..."
F 426 | 483.60(a),(b) PHARMACEUTICAL SVG - F 425
sa=D | ACCURATE PROCERURES, RPH
The facility must provide routine and amergency Tag 425 to begin on next page
drugs and blologleals to Its residents, or obtaln
them under an agreement desoribed in
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§483.75(h) of this part. The facillty may permit
unlicensed personnel to adminiater drugs if State
law permits, but only under the general
supervislon of a licensed nursg,
‘The facility will ensure that physician
Adfacility must provide pharmaceutical services ordered medications are availabls to
{including procedures that assure the acourate vesidents. This will be accomplished by
acqulring, recelving, dispensing, and A) Resident #6 will have prescribed pain
administering of all drugs and biologlcals) to meet medication available in the facility.
the naeda of each resident, B) All residents who have physician
prescribed medications have the
The faollity must employ or obtain the services of potential to be affected by this
a licensed pharmacist who providas vonsultation deficiency. Resident medication supply
on all aspects of the provislon of pharmacy will be verified by facility Licensed
services in the faclllty. Nurses following medication delivery to
validate adequate supply. Any
medications that are not available will be
re~ordered/obtained per facility policy
and any delay in availability will be
This REQUIREMENT % hot met as evidenced promptly relayed to facility DON or
%) designes,
Basead on medical record revievt and staff C) DON or designee will provide
Interview, the facility faited to ensure the education to nutsing staff in relation fo
avallability of physlkian ordered medication for 1 facility procedures for verifying
of 24 sample residents (#8), The findings were adequate supply of medications, ordering "
new or refilling medications, and the
Resident #6 was admitted to the facility on obtaining of medications ouiside of local
11/26/18 with diaghoses Including pharmacy hours. DON or designee will
non-Alzhaimer's dementia and arthropathy. audit the MARs of 8 residents per week
Review of physlcian's ordars revealed an order to ensure that the prescribed medications
dated 8/13/13 for Fentﬁﬂw (E’I harcotic pain were gvailable for resident use.
relievar) 12 mogihour patch to be applled every 1) The results of the weekly audits will
three days. Review of the resident's care plan, be tabulated and reported st the facility’s
[ast reviewad on 8/21/ 13, revealed inferventions anI’lthly Performance Improvement
for diE‘-rupti\ra thEVfDI’ pmb[ems il’lC|UdE¢d Conunittee. Appl'opriate follow up
"Adminislﬂl‘ madications as OrderEd", actions will be initiated by the 12417113
"Assossftroat pain”, and "Report pain Indicators." Performance Improvement Committee,
Interventions for falls Included “"Assure adequate
pain management.” The following concerns wers
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Continued From page 50
Identifled:

a. Review of the resident's MAR revealed the
Fentanyl patch was held on 9/28/13 because the
medication was unavallable. Thera was no
dosumantation to ndlcate the pharmacy was
notified of the omission, or that the medication
was pravided {o the resident on 8/28/13 or
Q/30M8.

b, Interview with the IDON on 10/26/13 at @
AM revesled a history of problems with the
resident's pharmaay. At that time the IDON
further revealed the facility's expectation when
medications were unavailable was that staff
would contact the pharmacy and make additlonal
atternpts to administer the medication, rather than
wait until the next time the medication was
scheduled to be adminlstered.

483,65 INFECTION CONTROL, PREVENT
SPREAD, LINENS

The facllity must establish and meintaln an
Infection Control Pragram designed to provide a
gsafe, santiary and comfortable environment and
to help prevent the development and transmission
of disease and infection, +

{a) Infection Control Program

The faoliity must establish an infecticn Control
Program under which it -

(1) Investigates, cortrols, and prevents Infactions
in the facilty,

(2 Dacldes what procaedures, such as lsolation,
should be applied to an Indlvidual resident; and
{3) Maintaing & record of Ineldents and corrective
actions related to infestions,

(b) Preventing Spraad of Infection
(1) Whan the Infecfion Control Program

I 426

F 441

The facility must establish and maintain
an Infection Conirol Program designe
to provide a safe, sanitary and
comfortuble environment and to help
prevent the development and
transmission of disease and infection,
This will be accomplished by:

A1) Personal hygiene products found in
the same mmediate lo¢ation as sofled
Tinens and trash were immediately
removed on 10/22/2013.

A2) Resident 776 was placed on Tacility
precautions per facility policy. After
reviewed by facility Infection Control
Nurse, it was determined that the
regicdent was not infectious and no care
plan changes were neaded.

A3 Through reading equipment
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determines that a resident neads istlation to I . ",
prevent the spread of Infection, the facllity must E‘;“‘f“f‘“"“s on thf cleaning of facility
Isolate the resident, di:t?ov%rggo’;nea’]cl;zgrfiotlt;?‘,sllt‘;;flﬁi‘red a8 10%
2) The facllity must prohiblt employesas with a . s . g
E;o)mmunluable diseass or Inﬁsotad):akln lesions bleal"h Hype ‘1?{?1’&  Hype Wipes wore
from direct cantact with resldents cr thair food, if stocked on eao "
direct contact will transmit the disease. E’ 1) RBS‘degtS thl 1ave perso:;al "
{3) The faclity must require staff to wash thelr yglene products that are stored outside
hands after each direct resldent contact for which of their room have the potential to be
hand washing is indicated by accepted affected by this deficiency. A facility
profeselonal practice. W{de audit of all resident storage areas
will be conducted to ensure resident
(¢) Linens persenal hygiene.productst are not stored
Personnel must handle, stote, process and in the same location as splled linens and
franaport linens so as to prevent the spread of trash. Any items found in these areas
infoction. will be immediately removed.
B.2) All residents who require
precavtions based on facility infection
conirel policy will be reviewed for
This REQUIREMENT I8 not met as evidenced appropriate approaches/interventions on
by; their interim care plan. Any issues noted
Based on observation, staff Interview, and review In the care plans will be corrected by
of Infattion prevention activities, medloal records, facility Infoction Control Nurse or
and manufaciurers Instructions, the facllity falled designee and staff will be educated to the
to malntaln a sefe and sanitary environment in resident’s specific plan of care,
of 4 solled utillty rooms and further failed to adopt B.3) SuroStopFlex Glucometets will be
care plans for 1 of 1 sample resldents (#786) for replaced by a Nova biomedical device
infection precautions. In addition, facllity staff that requites cloaning with an alcohol
failure to properly dean and disinfect 1 of 3 OR 10% bloach wipe. _
glucose test meters (glucometers). The findings C.1}DON or designee will provide
wera: education to facility nursing staff on the
proper storage of resident personal
1. Observations in the solled utllity room on the hygiene produets. 3 random audits of
secure unit on 1028713 at 2:10 PM revealed storage rooms will be conducted weekly
persohal hyglene producta {(soap, shampoo, by DON or designee.
electtic rezors) werg gtored in the sama C.2) DON or designee will provide
immediats losation as soiled lnens and trash. education to facilily nursing staff on the
CNA K9 stated in interview during the responsibility of initiating an interim
observation that peraonal care products should
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ot be stored In & ity room. care plan for residents placed on
2, Observation while touring the facility on precantions, DON o designea will
10/24113 gt 2140 PM showed room 243 was conduct a weekly audit of all remdel?ts
posted with a "Droplet and Contact Precautions” placed on precautions to maks cortain
slgh; personal protactive eguipment was located that the intetitn care plan has been
on a cart outside the resident room, The sighage initiated and mests the needs of cach
advised staff and visitors to perform spproptiate specific resident. .
Infection prevention practices when entering the C.3) DON or designee will provide
raom. Further investigation revealed the education to _famhty nursing staff on the
following: - proper cleaning of the new glucometers,
8. On 10/22/13 resldent #76's medical record DON or designes will conduct audits 3
was reviewed. It was discoverad that on 10/18/13 times per week to ensure that the
the resident experienced nauses, diarrhes, anc cloaning of the glucometers meets
vomiting: these sighs and symptoms prormpted expectations, o
posting precautions on 10/19/18, The cause of D) ‘The results of the weokly audits will
the resident's liness was unknown and be tabulated and reparted at the facility’s
precautions were posted fo reduce tha risk of monthly Performance Improvement
transmission to staff and other residents. The Committee. Appropriate follow up
precautions restricted resident #78 from leaving actions will be initiated by the
hisfher room and required staff to don mask, Performance Improvement Committes. 12717113
gloves, and diaposable gowns when entering
roorn 213 and interacting with the resident.
b. Interview with fhe infection preventionist
(iP) on 10/22/18 &t 2:20 PM conflrmed resident .
{¥16 was placed on tranamissloh-based
precautions, In particular related to epigodes of
projectile vomiting and coughing. The IP
confirmed the resident's mevements about the
facliity were restrictad to protect hisfher health
and the health of other residents,
¢. Further raview of the resldent's medical
racord falled to uncover evidence that staff
devalopad an interim care plan t outiing the
residents restrictions, adapt interventions and
goals In light of the infection precautions,
taaching or information for the resident to explain
the precautionary status, or sodial Interactions to
minimize concerns the resident might
Facllity 1D: Wyooin ir continuation sheat Page 63 of Y0
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experienced s a result of the precautions.

o, Observation on 10/22/13 at 11:40 AM
showed that precaution signage was removed
from room 213. Interview with the IP on 10/24/13
at 8:20 AM confirmed the resldant was no longer
symptomatic and precautions wers removed on
10/22/13,

& The MD8/Care Plan coordinator confirmed
Irs Interviow on 10422113 at 2:50 PM that the
resident's care plan had not been updated to
reflect Infection precautions, She stated cara
plans should be, and generally were, modifled for
infaction precautions; but acknowledge it had not
heen dong in this instance,

3. Observation on 10/23/13 at 330 PM with RN
#7 on 300 hall revealed glucomaters were
cleaned with alcohol between resident uses.
Observation further revegled glucometars had a
removable test strip holder that, when rermoved,
was found to have a small amount of dried
rust-colored matter betwaen the cover and base,
RN #7 was unaware tho test sirip hoider neaded
to be removed and claanesd, Review of the
facllity's policy entitied, "Cleaning of Glucose
Meters" dated June 2012 showed stafl was
supposed to clean the external surface of the
meter after every patient use and this reflected
the manufacturer's recommendations, there was
no referenca to cleaning the test strip holder
cover, base or lens, Review of the manufacturer's
reference guids located with the glucometer
instructed the usar to remove the test sirip holder
and wipe the strip holder ovar, base, and lang
with a cotton swab dampenad with a 10% bleach
solution and cautioned the usar not to use aloohol
{page 15 and 16 of the roference guide).

483, 75(f NURSE AIDE DEMONSTRATE

F 441

F 498

Tag 498 will begin on the next page
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§64E | COMPETENGY/CARE NEEDS The Facility will ensure that education
The faolllty must ensure that nuree ldes are able la)nd °°m11’ef?°y of skills 1;011; CI.‘!A.SI,]“T'"
to demonstrate competericy In ekllls and ?]?%mp e O'II.EE’ gr;)nula aals, s
technlgues necessary to care for residents’ X’ - ¢ ac"_‘.’f.’?‘p 15 .d" ty'. Jettfind n th
needs, as identified through resldent CMS";SIE’,;‘ The residents idenittied in the
assessments, and descrlbed In the plan of care. B, All residents in the facility have the
potential to be affected by this
deficfency, Facility DON or designes
'g;ls REQUIREMENT Iz not met as evidencad will con duct an it o 7 all existing
Basad on staff interview and review of employee Certified Nursing ASS‘Sta“lts o evaluate
aducation files, the facillty failed to ensure completion level of annua .
aducation and competence of nurse aides on an competencies, Facility DON or dasigneo
annual basis, At the time of survey, the facility will condugt Certified Nursing Assistant
employed 32 CNAs and 6 level Il CNAs, The competencias for those employees found
findings were: not in comphan‘ca. ' '
C. DON or desipnee will provide
Interview with the IDON on 10/26/13 at 9:50 AM edycation to Nursing Administsation
verified it was difficutt to keep stable GNA staff, toam on the importznce of anmal
He then staied the orlentation and education competencies and facility competency
system was "not good." The compatency chocks systems. The Facility DON ot designee
for CNAs were axpectag to be completad by the will audit the competencies of all newly
unlt managers. When asked to provide the hired Certified Nursing Assistants at the
sompetency education for CNAg, the IDON was end of thelr precoptor load floor
unable to locate the files, On 102513 st 3:30 PM orientation. All exisiing staff will be
the administrator provided two CNA files, and requited to have completed their annual
verifiad the other files were not able o be localed, competencies as part of thelr yearly
Roview of these flles showed CNA #5 had not evaluation. The Facility DON or
had competencles checked for providing resident designee will conduct a monthly audit on
care since 2011, The file for GNA #24 showed It existing Coertified Nursing Assistant Staff
was Incomplete. The areas lhat ware not to evaluato the completion of annual
completed Inoluded the check Jist for vetification competencies. o
of CNA sklls for providing resident vare including D. The results of all audits will bo
measuring vital signs, performing parsonal care, tabulated and reported at the facility's
rasldent rights, assisting residerts with safe monthly Performance.Improvement
transfers, performing range of motioh exerclges, Comimittee, Appropriate follow up
asslsting residents with ating, monitoring and actions will be initiated by the
reporting behaviors, and expectations fo yeport
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858=D | RECORDS-COMPLETE/ACCURATEIACCESSIB

The facility will ensnre that all clinical
records are accurately documented. This
will be accomplished by:

A1) Regident #19, #32, and #39 will
roceive showers 2 times weekly,
Additlonal attempts will be mede In case
of refusal. Showers and refusals will be
documettted completsly and nccurately,
A.2) Resident #19 was placed on
comfort care and a1l medications except
Hquid Morphine, Ativan and Atroping
drops were discontinued. Medication
documentation for residents £19 and #39
will be complete and accurate including
documentation for pain medications that
identify pain levels, location and

LE

The facilify must maintain clinloal records on each
reskdent in accordance with acvepled profassional
gtandards and practioes that are complate,
aceurately documented; readily asosssible; and
systemetically crganized.

The clinical record must contaln sufficlant
information to ldantify the resident; e record of the
rasldant's asseasments; the plan of care and
services provided; the results of any
preadmission screaning conducted by the State,
and progress notes.

i effectiveness of intervention.

g}llls REQUIREMENT is not met as evidanced B.1) Al cf‘acility re]s(,idents who are

Baged on record review and staff Interviaw, the scheduled for wockly showers/baths
faclity failed o ensure clinical records were have the potanitial to bo affected by this
accurately documented for 3 of 21 sample deflelency, The Facility DON or
residents {#19; #32, #36). The findings were: designoe will vanduct a facility wide

. andit on the accuracy and completeness

1, Review of the medical record showed resident of resident bafhing documentation. Any
#19 was admitted on 9/10/18. The record further lssues discovered in result of this audit
showed the resident was supposed lo receive will bo immediately cotreted.
showers 2 times weekly on Tuesdays and B.2) All facility residents who recsived
Fridays. Review of CNA documentation showed pain medication have the potential to be
showers were not documented as balng glven on affected by tivls deficlency. The Facility
8M713, 9/2018, 9127113, 10H113, or 10/18/13, DON or designee will conduct a facility
Further raview of the resident's medical record wide audit resident Medication
showed the resldent received $cheduled pain Administration Records for aceuracy and
medlcation, Percocet (a narcotic paln medication) completeness. Any issues discovered in
/326 myg (1) tablet by mouth every 4 hours, result of this audit will be immediately
however, documentation on the MAR was blank corrected,
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10 times |n September 2013 and 8 times In
Cctober 2013, In addltlen, the re\?ldent was
supposed to recalve Alprazolam {an antlanxiety FaedTis ot ;
medication) 0.5 mg twica dally, Review of the Iuctlly standards for bating schedule
MAR showsd blank documentation 3 times In an y ?““mmt?ﬁ“’n{'i.rrbathf‘“ ty DON
September 2013 and 6 times In Ootcber 2013, 2‘ “S’gn?e_iw’ audit bating

Tha resident was elso recelving Ergovalciferol ocumentation 3 Enes par ek 10
50000 unlis, {1} capsule every three days for evaluats Nursing Staff compliance to

! rosls, th expectations,
gﬁ:gcftﬁooctoier gohqgﬂ showed this was blank 1 C.2) DON or designee will provide
' education to facility Nursing Staff on

2. Review of the medical record for resldent 482 facility documentation standards for
showad the resident was admilted 1o the facillty medication administration. The Facility
on 10/2/13. The record further showed the DON or designee will audit the

resldent was supposed to receive showers 2 Medlcatlou Administration Recqrds 3
timas weekly on Saturdays and Wednesdays. times per week to evaluate Nursing Staff
Review of the CNA documentafion showed complignce to expectations,
showers were not documented as given on D) The results of the weekly audits will

C.1) DON or designee will provide
education to Facility Nursing Staff on

10/5/13, 10/9113, 10193, or 10/23/13, Interview be tabulated and reported at the facility’s

with the IDON on 10/25/13 at 9:55 AM revealed monthly Performance Improvement

he expected staff to document when showers Cozmmlte.e. A]}p}'?pnate follow up

were given or If the resident refused document actions will be tnitieted by the 2113
the reason and attempt to assist with bathing Performance Improvement Committee,

anather fime. The interview further revealsd the
IDON expacted the MARs to be fllled out .
complately.

3. Raview of the care plan showed resident #39
had multiple care areas whers pain was
addrensed. Review of nursing palh assessments
for 1071413 10 10/23/13 showed the resident was
agsessed and treated for pain multiple tines
deily. The asseasments falled to decumant the
paln levels, losation of the paln, or effactiveness.
The resident recelved Norco b mg-325 mg tablet
andfor acetaminophen 500 mg tablet multiple
times most days. [ntarview with the IDON on
10/25/13 at §:50 AM revealad that when paih was
assessed, the expeotation was to dosument the
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pain rating and location to show the medieation
was neaded. The nurse was also expected to
dooument the effectiveness of the medication.
F 520 | 483.75(0)(1) QAA F 520
8= | COMMITTEE-MEMBERS/MEET

QUARTERLY/PLANS The facility trust malntain a quality

asgessment and assutatice committee
consisting of the director of nursing
services; n physician designated by the
Tucility; and at least 3 other members of
the faoility staff. This will be

Afacllity must maintain a quality assessment and
assurance committee consisting of the director of
nursing services; a physiclan designated by the

- accomplished by:
;:g:l[;:y"sagtg f?t least 3 other members of the A) No specific tesidents identified in the
y ‘ CMS 2567

B) All residents have the potential to be
affected by this deficiency. On
10/23/2013, the facility Instituted
nursing staff howly rounds to be
condueted on all residents on all units in
otdler to ingrease resident supervision
and prevent resident falls. On
10/24/2013, the facility instituted the
“Fyll Stars” program which identifies
residents on the basis of falls risk and
educated facility staff on the

The quality essessment and assurance
committee meets at least quarterly to identify
issues with respect to which quality assessment
and assurance aclivilies arg hacessary; and
develops and implements appropriate plans of
action to correct Identifled quality ceficiencies,

A State or the Secretary may not requirg
digclosure of the reconds of such committee
except Insofar as such disciosure I8 retated 1o the
compliance of such committee with the x

: ls seeton. fundamentals of the program.

reqirements of this seation C) NHA or degignee to provide

Good faith atterpts by the committee to Identfy education to Facility IDT an the

and correct quality deflclencles will not be used as importance and fundamentals of the

a basls for sanctions. Quality Assessment and Assurance
Program. NHA or designee fo track and
trend falls numbears on the basis of

This REQUIREMENT {& not met as svidenced location, time, frequency, obsetvation

by: status, Injury and activity. These

Based on review of falls documentation and etaff numbers will be reported and analyzed in

Interview, the facliity falled to snsure an effective the nowly esiablished monthly falls

quallty assurance and performance Improvement committee for evaluation and potential

(QAPI) program was lin place, The failure to have preventative actions.
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Review of the data provided by the fasillty
covaring the Intarval from May through October
(10/23418) 2013, showed resldents experlenced
197 falls. Of 48 residents [dentifisd as having
falls, 24 (50%) were noted Lo have multiple falls
within the 8-manth time frams; 22 {46%}
experienced multiple falls within the past 90 days.
The census at the times of sutvey was B8
residents. .

During this same 6-month Interval, the facllity
recorded 14 instances of falls resulting in skin
tears or abrasions, 16 with swelling or brulsing, 3
with lacerations, and 4 with fractures ldentifled by
diagnostic imaging; 2 of the falls with fractures
oceurred within the past 2 waeks, There were 6
Instances of resident falls when facility staff falled
to document the presence or absence of Injury
following the fall,

Tntarview with the administrator on 10724713 at
1:43 PM varified the facllity had [dentifiod &
problem with falls baginning in July 2013, He
gtatad the members of the QAP! committes were
discussing a program to reduce the incidence of
falls. Howaver, at the tme of survey, they had not
Implemented any action plane fo reduce the
incidence of resident falls. The administrator
acknowledged the fasliity lacked trending analysis
to svaluate reskient falls or monltoring for
postfall assessments and cara plan
Interventions, In addition, there was currantly no
data being collectad or analyzed related to the

regldonts' quality of fife Issues or the slectronlc
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an effective plan Impacted resident oare and
quality of life related to safety and supatvision, E&gﬁ: ﬁggﬁnﬁﬁ%ﬁﬁﬂ?ﬁg alll_ +
acfivities, and the integrity/accuravy of medical Assossmon nf‘ s c’" ‘;ta 1ty :
record documentation, The findings were: y uranco S OMmies 12/17/13

for further monitoring and actions,
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madlcal records aystem. The administrafor
acknowledged there was hot a formal written
QAP plan |n place. The program was ih the

process of "belng created end defingd.” This page left blank intentionally
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