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{ALF) Care Servicas

(b) ResidentAssessment and dervices, The
stafflcontract Registered Nurse (RN) shall
conduct inillal and, at @ minimum annually, ah
accurate, standardlzed, reproducible assessment
of each resident's funclional capacily, physical
asgessment and medication review.

(v} Frequency of assessment, An
assessment musl be conducled:

(A} No sarlier than ong (1) week prior to
admission;

(B) Immediately upon any signiflcant
change in lhe residenl’s mental or physical

- condition; or

{C) No less than once every twelve (12)
months,

This State Rule and Regulation is not met as
evidenced by.

Based on medical record review and staff
Inlerview, he facility failed to perform a resident
assessment after a changa of condlllon for 2 of 7
sample residants #27, #32). The findings were.

1. Review of the medical record for resldent #32

showed s/he'was admitted to he-facility-on 8/7/13

with a history of general decling/failura to thrive.
Nursing notes daled 9/13/13, fimed at 9:30 AM,
revealed “Nights [night ghifl] slated resident found
on floor, Abrasion R [right} shin, skin lears both
elbows scabbed area R ayebrow..." Thers was no
evidence of a nursing assessment completed at
the time of the fall. The resident had a previously

 scheduled appointment with hisfher physician the
aftemoon of 913113, Interview with (he faclity
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Policy: Any resident that has a significant
mental or physical change of condition
will be reported to the Nurse and an
assessment must be completed. The
resident’s physician will be notified by

‘telephone or fax.

Who; Floor nurse and/or Director of
Nursing.

How: A nursing department meeting will
be conducted January 2014 to educate
pursing staff on the pew Change of
Condition form and example of change of
conditions. The change of condition form
and rules are now posted at the nurses’
station. Resident #27 was sent to her
physician on 10/16/13 and 10/29/13.
Resident #32 has passed away, therefore
no action could be taken. Resident #6 was
sent to her physician on 11/15/13.

QA: Executive Director and Director of
Nurging will review doenments each
month for compliance. A new DON
started in January and Js reviewing every
vesident file to ensure no additionat etrots
have been identified. .
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director of nursing (DON) on 12112113 at 2:60 PM
revealed the resldenl was senl frem Lhat
physician's office to lhe hospital, where s/he was
admit{ed for lrealmenl of pneumenia and
fractures {o the arm and ribs. The resident was
subsequenlly admitted to hogpics, and expired on
917n3. Policy: Any resident that has a significant
Interview with (he facility administrator and DON mental or physical change of cond(;tlon ,?} m/ ]71
on 1211313 at 9:30 AM confirmad Ihe faek of will be reporfed lo the Nurse and an
nursing assessment at {he time of the 9/13/13 i assessment must be completed. The
fall. resident’s physiclan will be notified by
' ) telephone or fax.
2. Raview aof lhe medlc:al record fqr rt::-fsldent War Who: Floor nurse andfor Director of
showed s/he was admitted to lhe facility on Nutsing
6/25/08 wilh a history of stroke. Nursing notes T . .
dated 917113. timed at 10:30 PM, revealed " Was How: A nusing depal'tment meetlng will
reported to me that res, [resident) had slumed be conducted Janvary 2014 to educate
speech, drooping mouth with drool on L |left] side nursing staff on the new Change of
early this afternoon. V.5, [vilal signs] were taken Condition form and example of change of
uitd WNL (within normal limits], Res. will bo conditions. The change of condition form
walched closely over next few days. Tonight and rules are now posied at the nurses’
denies any H/A {headache), blurred vision, or fation. Resident #27 was sent fo her
weakness,” There were no nursing notes fram the Statlon. Residen § s
6 AM to 2 PM shift or Ihe 2 PM to 10 PM shift on physician on 10/16/13 and 10/29/13.
that day. No evidence of a nursing assessment Resident #32 has passed away, therefore
completed in the aftarnoon (when (he symptoms no action could be taken. Resident #6 was
occufred) was found. sent to her pliysician on | 1/15/13.
. o - QA: Executive Director and Director of
Interview wilh lhe fagllily administrator and DON  Nyreing ol :
on 12413113 at 9:30 AM confirmed he lack of | Nutsing will review douments el
nursing assessment at the lime the symploms month for compliance. A new DON
oecuired, started in January and is reviewing every
resident file to ensure no additional errors
850241 Ch 12 Sec 7 (bXv)(A) Assisted Living Facility s6024  have been identified.
(ALF) Core Sevices
(") Resldent Assessmen! snd Senvlces. The
stafficonlract Registered Nurse (RN) shall
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conduct Initial 4nd, at a minimum annually, an
accurale, standardized, repraducible assessmeni
| of each resident's functianal capacity, physical
assessment and medication review.
(v) Use of the assessment.
_ Paolicy: Any resident thal has a significant
(A) The resuils of lhe assessment are mental or physical change of condition
used o develop, review, and revise lhe residenl's | ted to the N d ) D[ ’
individuaiized assistance plan. will be reported to the Nurse and an 2|
assessment must be completed. The
This 5late Rule and Regulalion is nol met as resident’s physioian will be notified by
evidenced by: tetephone or fax.
Based on medical record revisw and staff Who: Floor nwse and/or Director of
interview, the facilily falled to notify the residenl's Nursing
physioian of a change of conditlon for 3 of 7 s 3 oot . ;
sample residents (#6, #27, #32), The findings How: A nursing department mosting will
wera: be conducted Jamuary 2014 to educate
nursing staff on the new Change of
1. Review of the medical racord for resident #32 Condition form and example of change of
showed sfhe was admitled to the facllity an 8/7/13 conditions. The change of condition form
willt a history nfgenaralde:;llnglfailure to thriva. and rules are now posted at the nurses’
Nursing notes dated 5/12/13, llmed 4:30 AM, station. Resident #27 was sent fo her
fevealed the resident had been found on the floor . . /16/13 d 29/]:
in hisfher badroom “lhis AM" and was noled fo phy:;scnan on 10/16/13 and 10/29/13,
have an oxygen saluration level of 76%. Resident #32 has passed away, thel.'afore
Notification of the fall was senl to the resident's no action could be faken. Resident #6 was
physician via fax, howevar, the abnormal oxygen sent to her physician on 11/15/13.
saturation leved was not mentioned in Lha fax. QA: Executive Direcior and Director of
| Additional nursing notes from thal same date, wing will review
am and worked with resident. During exercise (32 . .p 4 ot
sats {oxygen saluralion] decreased to 88% RA S‘ﬂl:'ﬁd in January npd 18 reviewing every
troom air). Will continus to manilor.” No resident file to ensure no additional ervors
nolification of 1his abnormal oxygen saturation have been identified
level was sent lo lhe physician,
Nursing notes dated 9713/13, imed at 9:30 AM,
revealed "Nighls [night shift] stated resident found
on {loor. Abrasion R [right] shin, skin (ears both
Wyoming Dapl of Heallh, Aging Diviglon, Haallficere Licensing and Surveys
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albows scabbed aren R eyebrow..." The resident
had a previously scheduled appointment wilh
hisfher physician the afternoon of 9/43/13,
Interview with the facility director of nursing

| (DON) on 12112113 at 2:50 PM revealed the

resident was sent from that physician's office to
the hospilal, where s/he was sdritled for
treatment of pneumonia and fractures to the arm
and ribs. The resldent was subsequenily admitled
lo hospice, and expired on 917114,

Interview with the lacility administrator and DON
on 12/13/13 al 9:30 AM conlirmad the lack of
physician nolification of the resldent's abnormal
oxygeh saturallon lavels.

2. Review of the medical record for resldent #27
showed sthe was admilted to the facllity on
625109 wilh a hstory of stroke. Nursing notes
dated 9/7/13, imed at 10:30 PM, revealed "...\Was
teportad lo me (hat res. [resident] had siurred
speech, drooping moulh with droo) on L [fefl) side
early this afternoon. V.S, |vital slgns) were laken
and WNL {within normal limils], Res, will be
watched closely over nexl fow days. Tonight
denies any H/A [headache), blurred vision, or
weakness." Review of the medical record showed
no evidance the resldent's physician was notified
of these symptoms,

Interview with the facillty adminlsirator and DON

on 1211313 at 9:30 AM confirmed the lack ol
physician nolificallon regarding lhese symptoms.

3. Raview of the medical record for resident #6
showed sfhe was admitied to the faciity on
9/28113 withy a history of hyperlension. Nursing
notes dafed 11/6/13, timed at 11:15 AM, revealed
“This am resldents pulse was 76 and B/P [blood
prassure) 108/61 - on 11/4/13 BIP was 182/80.

é‘sent to her physician on 11/15/13.

Policy: Any resident that has a significant
mental or physical change of condition
will be reported to the Nurse and an
assessment must be completed. The
resident's physician wifl be notified by
telephone or fax.

Who: Floor nurse andfor Director of
Nursing.

How: A nursing department meeting wil
be conducted January 2014 to educate
nursing staff on the new Change of
Condition form and example of change of
condlitions, The change of condition form
and rules are now posted st the nurses’
station, Resident #27 was sent to her
pbysician on 10/16/13 and 10/29/13.
Resident #32 has passed away, therefore
no action could be taken, Resident #6 was

ol ol

QA: Executive Director and Director of
Nursing will review documents each
month for compliance. A new DON
started in January and is reviewing every
resident file to ensure no additional etrots
have been identified.
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Bon reporls hat resident has times where B/P
goas high then will come back down, WGTM [will
conllnué 1o monitor] and report to MO
[physician)." Review of the vital slgns and weigh|
record for this resident revealed elevated blped
pressures on 10730713, 10/31/13, 11/4713,
1146113, and 1411313, However, there was no

Policy: Any resident that has a significant
mental or physical change of condition
will be reported to the Nurse and an
nsgessment must be completed, The ;)'] IO[ I

resident’s physician will be notified by f.
telephone or fax.

Who: Floor nurse apnd/or Director of
Nursing.

How: A nursing department meeting will
be conducted January 2014 to educate
musing staff on the new Change of
Condition form and example of change of
conditions. The change of condition form
and rujes are now posted at the nurses’
station. Resident #27 was sent to her
physician on 10/16/13 and 10/29/13.
Resident #32 has passed away, therefore
no action covld be taken. Resident #6 was
sent to her physician on 1/15/13.

QA: Executive Director and Direclor of
Nursing will review documents each
month for compliance. A new DON
started in January and is reviewing every
resident file to ensure no additional errors
have been jdentified.

evidence staff nolified the physloian of the
glevaled blood pressure.

Interview with the facility administrator and DON
on 12/15/43 at 9:30 AM confirmed the [ack of
physictan notllficalion regarding this resldent's

{ elavaled blood pressures.

Wyaining Dapt of Heallh, Aging Olvislon, Healihcare Licenelng and Surveys

STATE FORM 6850

HXWU1 Il continyalion shasl & of 4

L4 v4EE "oy NOTLYLS SISUNN ISO¥NTHd  W4E0:C w100 0T 94



" W
Change of Condition Form MC?@

Date:

Resident name:

Change of Condition:

Registered Nurse notified |:|

Name of nurse notified:

Date:

Time:

Method of notification:
Physician Notified |:]

Name of physician notified:

Date:
Time:

Method of notification:

Incident report completed if applicable L—_|
Charted in nursing notes I:l
Vital signs charted [ |

Signature of nurse completing this form:

Please glve completed form to the Director of Nursing.
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Change of Condition

New diagnosis from physician (usually noted with new meds)

Any hospitalization

A new identified risk

New interventions or removal of an intervention

Any event that results in an injury

Fall

Pattern of increasing falls (i.e. 1 per month for 3 months)

Changes in refusals of medications, services, treatments

Weight loss or gain (per policy)

Admit to Hospice

Admit to a 3rd Party Provider (PT, OT, 8T)

Pattern of change in social participation

Death of spouse or child

Pressure wound (including stage I)

Increased service needs or services being provided by community staff

because a previously involved family member is no longer assist in the

provision of the service(s)

» Decreased service needs as a result of significant improvement

» Increased service needs due to a resident's increasing confusion and
disorientation

e Any abnormal reading of vital signs pertinent to a current or past condition

If there is any change in the resident’s condition that prompts you to put them on
acute charting or causes you to feel the need to monitor them more closely, please
complete the CHANGE OF CONDITION FORM,
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