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F 000 | INITIAL COMMENTS FOGC| 7his Plan of Correction is Kindred Healthcare,
Inc., Rawlins facility, credible allegation of

The following common abbraviations are used compliance.

throughout this document:
g Preparation and/or execution of this plan of

CAAs (are area assessments correction does not constitute admission or
GCNA Ce:ﬁfied Nurse Aide : agreement by the provider of the truth of the facts
DNS  Director of Nursing Services alleged or conclusions set forth in the statement of
LEN Licensed Practical Nurse deficiencies. The plan of correction is prepared .

A p . and/or executed solely because it is required by the
mgg m;ﬁgig’%’:ﬁamslglf tration Record provisions of federal and state aw.

Less commonly usad abbreviations wili be
annotated in each deficlancy.

F 2251483, 13(cH DD, (c)(2) - (4) F 225 ' !

s5=0 | INVESTIGATE/REPORT ¥225 483,13(c)((ii-)-(iii), (EX2)-£4)-
ALLEGATIONS/INDIVIDUALS Investigative Report/Allegations/Individuals 5/25/2014
The facility must not employ individuals who have Corrective Acfion: ]
bean found guilty of abusing, negiecting, or The facility “adminisirator/designee fax.ed the
mistreating residents by a court of law; o have incident report to the state survey and certification

agency, Carbon County DFS and the Wyoming
Regional Ombudsman, the investigative report
involving residents #22 and #52 on 1/17/14. The
facility administrator will report o the state survey
and certification agency, along with other
appropriate agencies, within 24 hours any alleged
viclations involving mistreaiment, neglect, or .
abuse, including injuries of wnknown source and .
misappropriation of Residents’ property and to
other appropriate officials in accordance with State

had a finding entered into the Siale nurse aide
registry concerning abuse, neglect, mistreatment
of residents or misappropriation of their property,
and report any knowledge it has of actions by a
court of law against an employee, which would
indicate unfitness for service as a nurse aide or
other facility staff to the State nurse aide registry
or licensing authorities,

The facility must ensure that 2 allaged viclations ' law. The results of these investigations will be
!n,volv[ng mllstljeatment, neglact, or abuse, provided to the staic survey and certification
including injuries of unknown source and agency along with other appropriate agencies,

misappropriation of resident property are reportad
immediately to the administrator of the facility and
to other officials in accordance with State law

| through estabiished prag&aires (including to th

-State-survey and certification agency). - - : U-&
LLABORATORY DHRECTOR'S QR PROVIDER/SUPPLIER REPRESENTATIVE'S SIGNATURE ' i TITLE Bya xa) DATE |
Lt b o (74 AL v 2oy, LGt epl Bgrhere Nt [

Any deficieficy statement ending with an asterisk (*) denotes a deficlency whi ¥ the nstitutio ay he excused from ghrrdafing providing it is' determined that
ather .safeguards provide suffieiént \pratection to the atifts, (See Instructions.) Excapt for nuraing homes, the findifigs stated above are disclosable 90 days
following the date of survey whetheT or not a pian ef correction Is provided, For aursing homes, the above findings and plans of correction are disclosable 14 -
diays foliowing the date these docyiments are made aviliabls to the facility. If deficiencies are cited, an approved plan of correction is requisite to continued

rogram participation, 7 A
Prearem paree [ ANy (/ /Z At Aduvinstode 5/2/ 14
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The facility must have evidencs that al! alleged
violations are thoroughly investigated, and must
prevent further potential abuse while the
investigation is in progress. K

The results of all Investigations must be reportad
to the administrator or his designated
represantative and to othar officials in-accordance
with State law (including to the State survey and
certification agency) within B working days of the
incident, and If the alleged viciation is verified
appropriate correciive ection must be taken.

This REQUIREMENT - is not met as evidenced
by:

Based on review of facility investigation
information, and staff interview, the faciilty failed
to ensure 1 of & allegations of resident
abuse/misireatmeant reviewed weare reportad to
the state survey and cariification agency as
required. The findings were:

Review of the faclilty investigation regarding an
incidant between residents #22 and #52 showed
It ocourred on 11714, The details of the
Ihvestigation showed one resident "stabbad” the
other with a fork at the dining table. According to
the investigafion, there was no significant injury to
the resident, and the incident was reparted to
famity and the physicians, However, thers was
nothing reported to the state survey and -
certification agency. Interview with the
administrator on 4/10/14 at 1:40 PM verified this
resident to resident altercation had not been
reported. to the state.agency.

Identification of Others Potentially Affected by
Same Deficiency:

The Administrator will review the facility’s Abuse
and WNeglect log, the Wyoming Reporting
Requirements for Skilled Nursing Facilities, and
the Kindred Healthcare Health Services Division
“Reporting Guidelines for Suspected Cases of
Abuse, Neglect, Misappropriation, Endangered
Adults, or Death by Unnatural Causes” for
compliance. No further Residents were identified
who were affected by the same deficiency.

Systemic Changes:

survey and certification agency, along with other
appropriate’ agencies, within 24 hours any alleged
violations involving mistreatment, neglect, or
abuse, including injuries of unknown source and
misappropriation of Residents’ property and to
other appropriate officials in accordance with State
law. The results of. these investigations will be

provided to the state suwrvey and certification
agency along with other appropriate agencies,

Monitoring: N
" Allegations of abuse/mistreatment will be audited
monthly for timeliness of reporting, The results of
the audit will then be presented to the Performance

Improvement Committee

The facility administrator will report to the state -
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The faclity must provide madically-relatad social
services to aftaln or maintain the highest
practicable physical, mental, and psychosocial
wedll-being of each residant,

This REQUIREMENT is not met as evidenced
by '

Based on medical record review, observation,
and resident and staff Interview, the faciiity failed
fo evaluate an increase in signs and sympioms of
depression for 1 of 9 samuie residents diagnosed
with depression (#43), The findings were:

Review of the medical record showed resident
#43 was adimitted to the facliity oh 12/30/13 with
diagnoses that included anxiety disorder,
depression, generalized pain and alcohol-induced
persisting amnestic disorder. Observation and
interview with the resident on 4/7/14 at 4:27 PM
revealed sthe dasired to leave the facility, and
asked dbout a list of affordabie housing. At that
time, the resident was noted to be disheveled,
with soiled clothing, and a dirty face. Raview of
the resident's care plan revealed s/he had
depression related to lifestyle and long term care
placement, Goals for this focus, Initiated on
114414, included the resldent "will remain free of
sfsx [sighs and symptoms] of depression, anxiety
or sad mood by/through review date."
interventions included "Monitor/documentfreport
to Nurse/MD s/sx of dapression Including:
hopelessness, anxiety, sadness, insomnia,

_anorexia, verbalizing, negzative siatements, .

repetitive anxious or health-related complaints,

MEDICALLY RELATED SOCIAL SERVICE

5/25/2014

Correctiive Measuares 3

On 4/30/14 Social Services reevaluated Rt #43's
mood as part of MDS PHQ-5 interview. The mood
state score improved from 27 to a 15, Education
provided to SSD and staff regarding inferventions
for residents exhibiting s/sx of depression
Interventions for Res #43 will be carc planned and
followed. ' '

Identification of Others:

Current resident PHQ-9 scores have been audited
against previous MDS scores to evaluate for
changes. Residents identified with significant
change will be re-evaluated and interventions will
be added to care plan and followed.

Measures/Systemic Changes:
85D will maintain log-of PHQ-9 scores for current

residents. This log will be updated with scores as
the MDS is complete, Interventions will be care
planned and follow through on. Staff will be
educated regarding dignity and recognizing sfsx of .

| depression. Facility will set up services with Tele-

health to aid with psychosocial svaluations and
treatment for residents. ‘

Monitoring:
Social Services will coordinate with MDS Nurse

over residents’ State of Mood.

Social Services will bring identified concemns of
Mood State to work with IDT team for potential
changes of condition. Mood state wil) be discussed
at . monthly. P1 meetings for. review. and

recommendations, 1
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Continued From page 3
tearfulness.”

Review of the resident's admissicn MDS
assessment, dated 1/6/14, revealed a score of 5
on the patient health questionnaire (PHQ-9),
indicating miid depression. Review of the
resident's quarterly MDS assessment, dated
3/12/14, revealed an increase In that score to 24,
indicating severe depression. No changes were
made fo the resident's care plan subsequent o
the quarterly MDS assessmant, and review of
nursing notes and physiclan notifications revealed
no Indicatlon the resident's physician was nofified
of the increased depressicn score.

interview with the social services directar on
4/10/14 at 2:50 PM confirmed no specific actions
were taken with regard to the increase In the
residerit's depression scorg, and the resident's
physician was not notified.

483.20(b)(1) COMPREHENSIVE
ASSESSMENTS

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

A facility must make a comprehensive
assessment of a resident's neads, using the
resident assessment instrument {RA!} specified
by the State. The assessment must include at
least the following:

identificatlon and demograghic information;
Customary routing;

Cognitive patterns;

Conmmunication;

Vision;

F 250

F 272

| | ]

F272:483,20(b)(1) COMPREHENSIVE

ASSESSMENTS 52512014

Corrective Measures for Identified Residents:

Residents will have a2 comprehensive assessment
completed with their next scheduled assessment for
the following Residents identified in F-272:
#35,#44 431 #1 1,425,432 342 #43, #45

Identification of Others:

Comprehensive assessments performed  after

4/21/14 have been monitored and completion of

CAAs that required RN oversight/performance -
have been completed by DNS/designee,
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Mood i . Measures/Systemic Changes: -
PSO and ?Ehawor pattéms' 4/21/14 MDS nurse and social service director ware
ychosodlal well-being; ducated by DNS o e of CAA’s and
Physical functioning and structural problems; cduearsd by DINS on pe e ey
Continence! n;edeq mfo;lrnatlon. ACtl:’lty 1rlen':tor dE}s r?cewed
Disease diagnosls and health conditions: z/;;ﬁtfn om corporate actvily direc oron
Df;ntal an(il'lnutrlltlonal status; Agsessments done since 04/21/2014 have been
S n F:ond tIOHSI., monitored by DNS/ RN designee. Nursing
ACtl\flty Purslu“' assessments have been completed by RN, MDS
Medications; assessments will be andited by DNS/SDC/designee
Specal traatmen?s and procedures; for completion and accuracy. Assessments
Discharge potential, o requiring completion-by RN will be completed by
Documentation of summary information regarding DNS/SDC/designes.
the additional assessmant parformad on the care
areas triggerad by the completion of the Minimum Monitoring:
Data Set (MDS); and MDS nurse  will monitor and report on
Documentation of participation in assessment, comprehensive assessmemts af Pl commiitee
: meeting once a month,
This REQUIREMENT is not met as evidenced
by:
Based on medical record review and staff
interview, the facility faited to ensure
comprehensive assessments in & variety of areas
for 9 of 12 sample residents (#11, #25, #31, #32,
#35, #42, #43, #44, #45). The findings were:
interview with the MDS coordinater on 4/9/14 at
2:'15 PM revealed she had been working in the
position for approximately one year. She was an
LPN and was responsible for completing the CAA
analyses. She further stated a registered nurse
‘reviewed and signed" the completed-MDS
assessments. She acknowledged some of the
GAAs were tacking detailed analysls and were not !
FCGRM CMS-2667(02-99) Previous Verslons Obsolete Event I 136F 11 Facifiy I6: WYQ028 If continuation sheet Page 5 of 16
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comprehensive. The following residant
assessments were identified:

1. Review of the 2/3/14 admission MDS
assessment for resident #35 showed the resident
triggered for multiple areas which required
addltional comprehensive assessment, These
areas Included: Cognitive loss/Demantiz,
Nutritional staius, and Activities. Review of the
corresponding CAAs for these areas showed an

.| assessmeant/analysis of the findings was not
comprehensive,

2. Review of the 3/17/14 admission MDS
assessment for resident #44 showad the resident
friggered for mulfiple areas which required
additional comprehensive assessment. These "
areas included: Cognitive loss/Dementia,
Activities, Nutritional status, Dehydration/fiuid
maintenance, and Actlvities, Review of the
corresponding CAAs for these areas showed an
assessment/analysis of the findings was not
comprehensive,

3. Review of the 8/24/13 significant change MDS
assessment for resident #31 showed the resident
triggered for multiple areas which required

| additional comprehensive assessment. These

| areas Included: Nutritional status, Activities, and

; Communication- Review of the corresponding
i CAAs for these areas showed an
assessment/analysis of the findings was not
comprehensive,

4. Review of the 2/17/114 admission MDS
assessment for resident #11 showad the resident
triggered for-multiple araas which required
additional comprehensive assessment, These

| areas included: Nutritional status,

FORM CMS-2667(02-99) Previous Versions Obsoigie Event [0: 136F 11 Faciflty ID: WY0029 If continuation shest Page 5 of 16
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_| the corresponding. CAAs for these areas showed

! Incontinence, Falls, Nutritional Status, and

Dehydraticn/fluid maintenance, Astivities, and
Psychoiropic drug use. Review of the
carresponding CAAs for these areas showed an
asspssment/analysis of the findings was not
comprehensive,

5. Review of the 3/17/14 significant change MDS
assessment for resident #25 showed the resident
triggered for multiple areas which required
additional comprehensive assessment, These
areas included: Cognitive loss/Dameritia,
Nutritional Status, and Pressure Ulcer. Review of

the assessment/analysis of the triggered areas
was not comprehensive,

§. Review of the 4/3/13 admission MDS
assessment for resident #32 showed the resident
triggered for multiple areas which raquirsd
additional comprehensive assessment, These
areas included: Delirlum, Cognitive
loss/Dementiz, Communication, ADL
Functional/Rehabilitation Potential, Urinary

Pressure Ulcer. Review of the corresponding
CAAg for these areas showed the
assessment/analysls of the triggered areas was
not comprehensive.

7. Review of the 2/3/14 admission MDS
assessment for resident #42 showed the residant
triggered for multiple arsas which required
additional comprehensive assassment. These
areas included: Cognltive loss/Damentia, ADL
Functional/Rehabilitation Potential, Urinary
Incontinence, Falls, Nutritional Status, Pressure
Uleer, and-Psychetropic Drug Use. Review of the
corresponding CAAs for these areas showsd the
assessment/analysis of the triggersd areas was
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- | not comprehensive,

B. Review of the 1/6/14 admission MDS
assessment for resident #43 showed the residant
triggered for multiple areas which required
addltional comprehensive assessment. These
areas included: Cognitive logs/Dementia,
Psychosocial Well-Being, Behavioral Symptoms,
Nutritional Status, and Psychotropic Drug Usa.
Review of the corresponding CAAs for these
areas showed the assessment/analysis of the
triggered areas was not comprehensive,

9. Review of the 10/18/13 significant change
MDS assessment for resident #45 showead the
resident triggered for multipie areas which
‘required additional comprehensive assassment,
These areas included: Delirium, Cognitive
loss/Dementia, Communication, Lirinary
Incontinence, Mood State, Behavioral
Symptoms,Activities, Falls, Nuiritional Status,
Pressure Ulcer, and Psychotropic Drug Use.
Review of the corresponding CAAs for these
areas showed the assessment/analysis of the
triggered areas was not comprehensive,

F 281 483.20(k)(3)() SERVICES PROVIDED MEET F 281
88=F | PROFESSIONAL STANDARDS

The services provided or arranged by the facility
must meet professicnal standards of quality..

This REQUIREMENT s not met as evidenoed
by

Based on medical record raview and staff
interview, the facility failed to obtain vital slgns,
including oxygen-saturation, biood-pressure and
 pulse medsurements as ordérad by a physician

i
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‘standards for 12 of 12 sampla residents (#2, #3,

#32 was admitted to the facifity on 8/23/10, afid

! Review of physician's orders revealed an order

were completed In accordance with professional

#11, #25, #30, #31, #32, #35, #42, #43, #44,
#45). The findings were:

1. Review of the medical racord revealed resident
#25 was admitted to the facility on 3/18/11, and
had diagnoses that included anemia. Review of
physiclan's orders revaaled an ordsr dated 1/3/13
far *02 sats [oxygen saturations)] fo be checked
every week and as needad." Raview of the care
plan revealed the resident received oxygen
therapy refated to shortness of breath.
Interventions dated 2/25/13 included, "Monitor for
sfsx [signs and symptoms] of respiratory distress
and report to MD PRN [as neaded]; Respirations,
Pulse aximelry [a tool for measuring oxygen
saturation], increased Heart Rate,. " Review of
racorded oxygen saturations for tha resident
between 6/1/13 and 3/31/14 revealsd oxygen
saturations for the resident were anly recorded
once in Jung, 2103, 0 times in July, twice jn
August, 2013 (on the same day}, 0 times in
September, 2103, twica in October, 2013, ance In
November, 2013, once in December, 2013, once
In January, 2014, once in February, 2014 and
once in March, 2014, Of the 43 weeks in the time
period between 6/1/13 and 3/31/14, oxygen
saturations were recorded on only 8 weeks
{21%), Interview with tha DNS on 4/10/14 at 1:15
PM confirmed the missing vital signs for resident
#25,

2. Review of the medical record revesied resident

had diagnases that included hypertansian.
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for 3 of 12 sample residents (#25, #32, #44). In F 281: 483.20(k)(3)(i) SERVICES PROVIDED
addition, the facility falled to ensure assessments MEET PROFESSIONAL STANARDS

5/25/14

Corrective Measwres for Identified Residents:
Reviewed records of the identified residenis. We
loocked at documented vital signs, oxygen
saturation, blood  pressure, and pulse,
Documentation sent to MD for evaluation and
orders received.

#25 oxygen saturations were sent to MD and
orders changed due to stable readings, #32 blood
pressure and pulse reading sent to MD and orders
changed due to stable readings. #44 blood pressure
readings sent to MD and orders received for change
in medieation and monitoring o twice a day.
CAA’s will be completed by BN with future MDS
completions. #2, #3, #11, #25, #30, #31 32, #35
HA2 #43, #4445, MDS, annual assessmment, will
be open and completed by May 25th. CAA’s will

be completed by IDT team with & RN completing
needed assessments.

4/29/14 LN meeting . with information and
education given. Reviewed findings of survey and
responsibility of LN with completing audits.

Ideniification of Others: All resident’s orders
reviewed by DNS/designee for orders and worked
with MD to siructure process with delivery of
information, Vitalsfoxygen saturation  was
reviewed on all residents. Ordered vitals/oxygen -
saturation status was sent to MD for evaluation and
new orders recetved,
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dated 3/13/13 fo "Monitor BP [blogd pressure] &
puse every week on Wednesday evening to
monitar effectivenass of lisinoprit and clenidine
[medications to treat high blood pressure],”
Review of recarded blood pressure
meastrements for the time period between
91713 and 3/3114 revealed, while there were 30
Wednesdays in'that fima period, blood preestra
was recorded only 14 times, and only 7 of those
blood pressure measurements wars recorded on
a Wednesday. Review of recorded pulse
measuraments for the same time period revealad
that pulse measurements were recardad only 7
times, with only one of those fimes being on a
Wednesday. Interview with the DNS on 4/10/14 at
1:15 PM confirmmed the missing vital signs for
resident #32.

3. Review of the medical record for resident #44
showed a physleian's ordar dated 11/26/13 for
blood pressures 1o be taken every elght hours,
Further review showed the reasan to take the
blood pressure was refated to the 11/24/13 order
for "Clonidine HCL 0.1 myg as needed avery hour
for systolic blood pressure greater than 160"
Review of the March 2014 MAR showed 28 Himss
when the blood pressure was not initialed on the
MAR as being taken. Reviaw of the electronic
record "Blood Pressure Summary" for March
2014 also falled to show the biood pressures
were taken or recorded as ordered. interview with
the DNS on 4/10/14 at 1:15 PM verified the blood
pressures needed to be taken and recorded as
ordered to allow for proper administration of the
medication, '

4. According tothe Wyoming Nursing Practics

{ Act'of July 2006 and the Administrative Rules and

| Regulations of November 2003, nursing must

STATEMENT OF DEFICIENGIES (X1) PROVIDER/SUPPLIER/CLIA (%2 MULTIPLE COMSTRUCTION (%3) DATE SURVEY
AND PLAN OF CORREGTION IDENTIFICATION NUMBER: - COMPLETED
£, BUILDING
C
535038 B. WING 04/10/2014
NAME OF PROVIDER OR SUPPLIER STREET ADDRESS, CITY, STATE, ZiP CODE
542 16TH STREET
KINDRED NU D ATION - RAWLINS
! RSING AND REHABILIT, IN RAWLINS, WY 82301 |
{X4) 1D SUMMARY STATEMENT OF DEFICIENCIES D PROVIDER'S PLAN OF CORREGTION (X5)
PREFIX (EAGH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX (EACH CORRECTIVE ACTION SHOULD BE COMPLETION
TAG REGULATORY OR LSC IDENTIFYING INFORMATICN) TAG CROSS-REFERENGED TO THE APPROPRIATE DATE
DEFICIENCY)
F 281 | Continued From page & F 281

Measures/Systemic Changes:
Cn 4/25/14 Educated LN and on 4/28/14, educated

CNA's on vitals and oxygen saturation findings.

Reviewed documentation puidelines per Kindred

Healthcare, Inc. and following MD orders. We

reviewed the importance of documenting findings.

Educated staff on reporting results to provider

when findings are outside the norm.

4/21/14 changed all MDS that require CAA’s o

have DNS/designee that is an RN complete

assessments,

Will have nurses complete a daily audit of
vitels/oxygen saturation form with verification of |
completeness of gathered information. WIill have
DNS/SCDY/ or designee monitor and caleulate
information with report given at PI committee
meeting.

Will evaluate all admission, change of condition,
anual MDS’s for RN completing all nursing
assessments. Will report o the PT commitiee once
a month with the information monitored,
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function undar the direction of a licensed
physician.

5. Review of the following MDS assessments
revealed the CAAs were completed by an LPN,
and not an RN:

a, The 2/10114 admission MDS assassment
for resident #2

b, The 9/24/13 significant chahge MDS
assessment for resident #3

¢. The 2/17/14 admission MDS assessment
for resident #11

d. The 3/17/14 significant change MDS
assessment for resident #25

a. The 12118/13 annual MD& assessmeant for
resident #30

f. The 8/24/13 significant change MCS
assessment for resident #31

g. The 4/3/13 admission MDS assessment
for resident #32

h. The 2/3/14 admission MDS assessmeant
for resident #35

i, The 2/3/14 admission MDS assessmant for
resident #42

j. The 1/6/14 admission MDS assessment for
resident #43

K. The 3M7/14 admission MDS assessment
for resident #44

| The 10/18/13 significant change MDS
assessment for resident #46

Interview with the MDS coordinator on 4/9/14 at
2:15 PM revealed she had been warking in the
position for approximately one year, She was an
LPN and was responsibte for camplating the CAA
analyses. She stated a registered nurse, reviewed
and.signed the completed MRS assessments, -
and was not aware it was not within her scope to
complete the analyses on the CAAs, Furiher, she

F 281

FORM CMS-2567{02-99) Previous Versions Obsolete Event ID: 126F 11

Facility ID: WYD028

If continuation sheet Page 11 of 16




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

PRINTED: 04/24/2014

FORM APPROVED

OMB NO. 0838-0381

STATEMENT OF DEFIGIENCIES {X1) PROVIDER/SUPPLIER/ICLIA
AND PLAN OF CORRECTION

IDENTIFICATION NUMBER:

535036

{%2) MULTIPLE GONSTRUCTION

A. BUILDING

B, WING

(X3} DATE SURVEY
COMPLETED

G
04/10/2014

NAME OF PROVIDER OR SUPPLIER

KINDRED NURSING AND REHABILITATION - RAWLING

STREET ADDRESS, CITY, STATE, ZIP CODE
542 16TH BTREET
RAWLINS, WY 82301

(%4) ID
PREFIX
TAG

SUMMARY STATEMENT OF DEFICIERCIES -
(EACH DEFICIENCY MUST BE PRECEDED BY FULL
REGULATORY QR LSC IDENTIFYING INFORMATION)

1D
PREFIX
TAG

PROVIDER'S PLAN OF CORRECTION

(EACH CORRECTIVE ACTION SHOULD BE COM;I\:;EI;I‘ION

CROSS-REFERENCED TO THE APPROPR
' DEFICIENCY)

(%5)

IATE

F 281

F 309
55=D

Continued From page 11

acknowledged some of the CAAs were tacking
detailed analysis and were not comprehensive,

According to the Wyoming Board of Nursing,
Chapter 3, Scape and Standards of Nursing
Practice and CNA Rala:

Section 3. Scope and Standards of Nursing
Practics for the RN,

(d) The RN shall implement the nursing process.
{1y Conduct a cemprehensive health assessment
that is an extensive date coliection (initial and
ongoing) regarding individuals, families, groups,
and communities; and

Section 4, Standards related to the LPN's
contribution to the nursing process.

{i} Contvibute o the nursing assessment by
collecting, raporfing, and recording objective and

subjactive data in an accurate and timely manner,

Data coliection includes observations about the
conditian or change in condition of the cllent.
483.25 PROVIDE CARE/SERVICES FOR
HIGHEST WELL BEING

Each resident must receive and the faciity must
provide the necessary care and services io atiain
or malntain the highast practicable physical,
mental, and psychosocial well-being, in
accordance with the cornprehensive assessment
and plan of care.

This REQUIREMENT is nat mat as evidenced
by:

. Based on medical racord review and staff

interview, the facllity failed to evaluate the

F 281

F 308

F309; 483.25 PROVIDE CARE/SERVICES FOR

HIGHEST WELL BEING

Corrective Measures for Tdentified

Evaluate #43 for pain documentation and follow up

5/25/14

Residents:
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effectivness of as needed pain medication for 1 of
5 sample residents {(#43) who had pain. In
addition, arders for 1 of 1 sample residents (#44)
with specific hlood pressure parameters wera not
followed. The findings were:

i. Review of the medical record for resldant #43
revealed s/he was admitied to the facllity on
12/30/13 with diagnoses that inciuded anxiety
disorder, and generalized pain. Review of the
resident's care plan revealed the resident had
acute pain related to alcohol withdrawal and
generalized pain, Interventions on the care plan
included "Administer madications as
ordered...Monitor for effectiveness and side
effects.” Review of the physician orders
recapitulation for the month of April, 2014
revealed an order dated 2/12/14 for Oxycodons
[an oplod pain medication] extended release 5
mg by-mouth every 4 hours as needed for pain,
Review of the resident's MAR and pain
monitoring flow sheet for March, 2014 revealed
the resident recetved Oxycodons on 3/1/14,
3720114, 3121714, 324114, 3125114, 3/25/14, and
327114 with no corresponding assessment of the
restdent's pain before and after administration
recorded on the pain monitering flow sheet,
Additionally, on 7 occaslons, while a
pre-administration assessment of pain ievel was
recorded on the paln manitoring fiow sheet, thers
was no post-administration assessmeant.
Interview with the DNS on 4/10/14 at 1:15 FM
verified PRN medications wera expected to have
follow-up assessments,

2. Review of the medicai record for resident #44

1 showad a physiclan's order dated 11/26/13 for
blood pressure to be taken every eight hours,

Further review showed the reason to take the

{4y ID SUMMARY STATEMENT OF DEFICIENCIES 0 PROVIDER'S PLAN OF CORRECTION (%5)
PREFIX {EACH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX (EACH CORRECTIVE ACTION SHOULD BE COMPLETION
TAG REGULATORY OR LAC IDENTIFYING INFORMATION) TAG CROSS-REFERENCED TO THE APPROPRIATE DATE
. DEFICIENCY)
F 309 | Continued From page 12 F 309

evaluation. Notified MD with findings and new
orders received,
Evaluated #44 for blood pressure results. Weekly
monitoring was performed since survey. Findings
sent to MD and new orders received with changes
in monitoring and medication,
#44 chart, reviewed medical records on 3/13/14 and
3/23/14 for missed medication administration.
Evaluated findings with the nurses and wiil have an
action plan in place by 5/15/14 to monitor
" medication administration, Will report findings in
PL
#43 chart, reviewed medical records on 3/1/14,
3/20/14, 3721114, 3/24/14, 3/2514, 3/726/14,
3/27114, for missed documentation on main, We
had nursing stodents in the building and three deys
were missed by student. Will educate mursing
insiructor on pain documentation by 5/15/14, Will
have the nurses that missed the documentation
complete an action plan by 3/15/14 to improve on
pain documentation. Wil report findings in PL

Identification of Others: DNS/SCD/designes
reviewed all resident’s medical orders, documented
vitals, and blood pressures. Reviewed pain

assessments and completeness of data collected.
MD notified of findings with changes made as
prescribed.

Measures/Systemic  Changes: On  4/29/14,
educated LN on collecting and documenting vitals
and pain assessments. Introduced to LN, our new
audit forms that will need to be completed by them
at the end of their shift.

o |
| | |
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blood pressure was related to the 11/24/13 order
for "Clonidine HCL 0.1 mg as needed every hour -
for systolic blood pressure greatar than 150." Monitoring: Wil have each nurse complete an
Review of the March 2014 MAR showed 28 times audit form at the end of their shift. The
with no initials on the MAR to show the blood DNS/SCD/designee will evaluate findings and
pressure was taken as ordered. Review of the educate w!]cn resulFs demonsirate  incomplete
electronic record "Blood Pressurs Summiary” for documentation.  Will report findings to PI
March 2014 also failed to show blood pressures committee meeting once a month.
ware taken ar recorded as ordersd. The foliowing ‘
concems were identified:
a. Review of the 3/13/14 fimed at "22 hr 15
min" blood pressure summary report showed the
resident had a BP of 150/80. Review of the
corresponding MAR for the administration of the
Clonidine HCL showed the medication was not
documented as being administerad,
b. Review of the 3/23/14 timed at "20 hr 19
int
min" blood pressure summary report showed the F 386 483.40(b) PHYSICIAN VISITS-REVIEW
resident had a BP of 171/92. Review of the CARE/NOTES/ORDERS 52512014
corresponding MAR for the administration of the
documentut 5 boing pdraniserat e Comuctive Agion:
ented a8 heing acmin ‘ A copy of the progress notes was requesied from
¢. interview with the DNE on 4/10/14 af 1:18 the ph);sician’spofﬁgce on 4/9/14 for Iq{esidcnt #42
PM verified these physician arders were not being and a copy of the progress notes was put into
consistently followed. _ Resident #42's medical record on for the visit on
F 386 | 483.40(b) PHYSICIAN VISITS - REVIEW F 386 1/31/14.
55=D | CARE/NOTES/ORDERS . ,
Progress notes from the physician’s visit on |
The physiclan must review the rasident's total 2/217/14 "and 3/27/14 to Resident #35 were-
program of care, including medications and requested on 4/9/10 and a copy of each visit was
treatments, at each visit required by paragraph (c) put into their medical record,
of this section; write, sign, and date prograss
notes at each visit; and sign and date all orders The Medical Records Clerk/designee reviewed
with the exception of influenza and pneumococcal Federal Regulations F 386 483.40(b) on Physician
polysaccharide vaccines, which may be Visits and F ‘3§7 4$3.40(c) R_egardmg F_requcncy of
administered per physician-approved facility Physician Visits with the facility administrator,
policy after an assessment for cantraindications, J
|
|
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"this REQUIREMENT is not met as evidenced
Vi

Based on medical record review and staff
interview, the facility failed to abtain physician
progress netes to be included in resident medical
recerds in a imely manner for 2 of 12 sample
residents (#35, #42). The findings were:

1. Review of the medical record for resident #42
revealed s/he was admitied to the facility an
H28/14, howaver, no record of a physiclan's visit
before 3/14/14 could be located in tha record,
Following a request by surveyars, physician
progress notes dated 1/31/14 were faxad to the
facility from the physician’s office, and added to
the record. interview with the DNS cn 4/10/14 at
1:15 PM confirmed the progress nates had not
been In the resident's medical record, and had to
pbe obtained from the physician's office.

2, Review of the medical racord showed
reference of two physician visits for resident #35,
on 2/21/14 and 3/27/14. Further review of the
medical recard falied to show any progress notes
from these vislis. Interview with the DNS on
4/10/14 at 1:15 PM revealed the notes had been
requested on 4/9/14 from the physician and on
that day a copy was included in the residant's
medical record,

F 502 483.75())(1) ADMINISTRATION

: [
Identification of Others Potentiallty Affected by the

F 388! Same Deficiency: . . '
Medical Records Clerk/designee will review

monitor that progress notes for the physician visits
have been written, signed and dated at placed into
the charts within the time frames of the regulations.
Missing progress notes will be requested from the
physician and put into Resident charts as identified.

Systemic Changes:
Medical Records Clerk/designee will put into place

a tracking form for all physicians to utilize in order
to ensure proper, updated and tracked information
for each Resident who has been visited that same
day. This form will also serve as a tracking tool for
communication with physician offices on a weekly
basis to assure recovery of any misplaced, signed
and/or dated resident progress summaries to assure
that progress notes and documentation are received
and filed according to regulation. The MGd:lCﬂ.]

Records Clerk/designes will alert the physician if
progress notes are not written, sipned, dated and
placed into the Resident charts on a weekly basis
until notes are in compliance.

Monitoring: .

Medical Records Clerk/designee will report to the
monthly Performance Improvement Committes on
any progress nofes that are not written, signed,
dated and placed into Resident charts. Monitoring
of progress notes will oceur on a weekly basis. The
procedure outlined to track and conmtact the
F 5O phrysician will be followed by the PI Committee to
ensure that compliance of this regulation is met,

current Resident charts for physician visits to

§5=D
- - . . : i ill follow this procedure or will
The facility must provide or obtain labaratory The Comumities will follow this p
ser_\{icgs to meet the neads of its residents. The : fﬁ;?;ﬁ;%ﬂﬂ?&aﬁSagsﬁgngcﬁegggifi{;:;ﬂsmc that
facility is responsible for the quality end timeliness '
i of the services. !
| |
i i
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This REQUIREMENT Ia nat met as evidencad
by

Based on medical record review and staff
interview, the facility falled to obtain obtain
laboratory testing far 1 of 12 sample residenis
(#45) in a timely manner. The findings were:

Review of the medical record showed resident
#45 was most recently re-admitted 1o the facility
on 6/1/09, and had diaghoses of non-Alzhelmer's
dementia, and aicohcl induced persistant
amnestic disorder. Review of physician's arders
revealed an order dated 8/2/10 for "Risperdal
{rlsperidone) fan anti-psychotic medication] 0.5
myg PO evary night at bedtime, and an order
dated 5/16/13 for "CBC [comptete bicod count]
every six manths (June/Dec) D/T [due to]
risperidone adminigtration." Review of the
resident's care plan revealed the resident was at
risk for adverse effects related to the use of
psychoactive drugs including Risperdal. Care
plan interventions dated 1/31/13 included, "Labs
as ordered by MD [medical doctor].”

Further review of the madical record did not
reveal any results of CBC festing from the month
of December, 2013. Intarview with LPN #1 on
4/10/14 at 12:50 PM confirmad the CBC had not
been completed as ordered, and would be-
completed that day.

F502| F 502: 483,75(j)(1) ADMINISTRATION

Correciive Measures for Identified Residents:

CBC was drawn on 4/10/14 on resident #45. MD
notified of results with no changes in orders,

- Xdentification of Others: -

SCD/designee on  4/28/14, reviewed ouwrrent
residents physictan orders for scheduled lab orders
to monitor that they were complete for the monih of
March and April. Labs completed and MD notified
of results,

Mensures/Systemic Chanpes:

Night shift LN will audit MARS/TARS for lab
draws due and will report the labs to be drawn to
SDC/designee using a lab tracking  form.,
SDC/designee will create an ongoing tickler file to
organize future lab draws by month they are due.

SDC will update list with additional review of
physician orders at the end of the month,

Monitoring:

SDC/designee will audit MARS/TARS at the end
of the month for completion, The audit will be
conducied monthly and the results will be reported
to the PI committee meeting,

5/25/2014
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