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F 000 | INITIAL COMMENTS : FOon,  F202 Crook County Medical Services
! i District strives to ensure that ali
i RN - Registered Nurse : residents have appropriate
j LPN - Li.\ié:ensed F'racticsat Nurse [ docurmentation in thelr charts upon
: MDS - Minimum Data Set dischargeftransfer,
- GNA - Certified Nursing Assistant | g
ADON - Assistant Diractor of Nursing é : .
DON - Director of Nursing 1) Resident # 31 Is no longer living i

~ADL - Activities of Dally Living . here, Referrals were in place upon
F 202 : 483.12{a)(3) DOCUMENTATION FOR i F 2{)2}' discharge. The family refused them,
88=0 : TRANSFER/DISCHARGE OF RES i . The Physiclan responsible for this

| :
|

. When the facllity transfers or discharges a documentation is no longer

. resident undar any of he circumstances specified : employed at CCMBD. Attempts to

- in paragraph (2)(2){7} through (v) of this section, —1 obtain documentation from said

i the resident's clinical record must bs j ¢ Physlclan have been unsuccessiul,
documented. The documentation must be made ; . 2) All residents will have admission

by the resident's physician when transfar or :
discharge is necessary undsr paragraph (8)(2)())
or paragraph (a)(2)(l) of this section; and &
physician when transfer or discharge is necessary |
under paragraph (a)(2){iv). of this section. :

| and discharge summaries

| conductad by the physician and

J documented in the chart,

] 3) Staff will be educated by the DON
/ADON to ensure that documentation

 This REQUIREMENT Is not met as evidenced | + requirements are understood,
by: i i 4)yThe nursing staff will track all
i Based on medical record review and staif ! Physician dacumentation for |

admission, dischargeftransfers monthly '
for 8 months using an audit tool to ensura
documentation is completed and in

the chart.

. Interview, the facilly faited to ensure discharge
" documentation was completed by the physician
for 1 of 2 sample residents (#31). The findings
" ware,

Ravlew of the madical record showed resident
#31 was discharged from the facility on 4/4/14, i

A
. Review of the medical record revaaied no ' \Q\g\\«\

. discharge summary had been compieted bythe - ;
| physiclan that included the reason for discharge,
 the resident's discharge dispasition, or referrals i f
: for post discharge care. During an interview with ; :

H

LABORATORY DIRELTOR'S ROVIBERMSUPPLIER REPRESENTATIVE'S BIGNATUIRE . TITLE I(Xﬁ) DATE
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Any deficlency staleTmr ending with an astersk (*) denates a deficiancy which the institulion may be axcuset! fram cdﬂ-rer:ting providing it is determined that
other safeguards provide sutficient prolection to the patients, (See inslructlons.) Exaupl for nursing homes, the findings stated above are dlsclosable 90 days
following the date of survey whethsr or not a plan of comechion is provided, For nuraing hatnes, the above findings and plang of comeetion are disclosable 14
days following tha date #hese docurments are made avallahis to the factlity. I doficioncies are cied, an approved plan of cartaction is requisites fo continuad
pragram paricipation,
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8&=0 ! INDIVIDUALITY

The facllity must promote csre for resldents in a
manner and in an environment that maintains or
anhances each resident's dignity and respect in
fult recognition of his or her Individuality. :

This REQUIREMENT s not met as evidenced

by

Based on madical record review, observation,

and slaff interviow, the facility failed to ensure
privacy was maintained for 1 observed

non-sample resident (#9) who required an ;
indwelling urinary catheter. In addition, the faclfity .
falled to ensure assistive devices were kept clean :
for 1 of 4 sample residents (#6) whe required :
assistive devices. The findings wera:

1. Rewlew of the madical record shawed resident
#0 was admitted to the facility on 8/17/12 with
diagnosas including dementia. Review of the
medical racord also identified the resident as
requining an indwelling urinary catheter.
Observation on 828114 from 5:20 BM until 8 P
and again at 7 PM revealed the resident was

*Hm | SUMMARY STATEMENT OF BEFICIENCIES I e FROVIDER'S PLAN OF CORRECTION P
PREFIX (EACH DEFICIENCY MUST BE PRECEDED BY FULL | PREFI | (EACH CORREGTIVE AGTION SHOULD BE | COMPLETION
TAG REGULATORY OR LSCIDENTIFYING INFORMATION) P TAG GROSH-REFERENCED TO THEAPPROPRIATE  : DATE
; i BERICIENGY) :
F 202 ; Continued From page 1 F 202‘? . .
the soclal worker on B/27/14 2t 6:50 PM this . S)The ADON/DON will manitor the
survayor requested the physiclan's discharge audit results monthly for 6 months
arder and diacharge summary. The social worker ; and report guatterly at the QAPI
produced a handwritten progress note that was ! meeting.
datad 4/4/14 stating, "residant discharged into Further follow up actions will be
care of spouse voluntarly. Medications provided | : initiated by the Gl team
par physiclan order..." which was signed by an | : y ' :
RN and the administrater, howevar, the physlejan : 10/10/2014
had not signed the rote. In addition, the social | | :
worker was unable to find a dosumented i
physician's discharge summary.
F 241/ 483.15(a) DIGNITY AND RESPECT OF F 241 Fa41

Crook County Medical Services |
District will promota care for
residents that maintains each -
resident’s dignity and respectin |
fulfl recognition of their |
individuality. This will be
accomplished by: :
1) Resident #9 will be care !
planned, with supportive
documentation to ensure his right
to choose nat to cover his :
catheter bag, Resident #9
refuses to allow staff to
consistently caver his bag. Staff
will continue to attempt to cover
the hag but will respect his right |
to refuse o have it covered,
2) Al other residents with d\\y
catheter bags will have them w 9\
covered to promote dignity,
3)Resident #6's lap buddy was
cleansed.
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F 241 Continued From page 2 F 2411 4) Staff will be Inserviced by
i seated in the main dining room eating the the DON/ADON on importance
f ev;ehni?g T(;‘F&'S‘il. Thebresid&nt's indweliiétg :éETaar'}; i of covering cathater bags and |
i catheter drainaga bag was uncovered and h !
 full of urine, The catheter drainage bag remained | cleantiness of lap buddys to
| uncovered throughout the meal, The resident was ; promola rasident dignity and
; assisted to histher room by staff. Observation heaith.
with the ADON at 7 PM showed the resident was 5} Nursing staff will conduct |
' :fir;ggger:‘ed tf;:etérlr;‘argv Cft?affé 3@'1?'3%2 Eaag random monthly observations |
a em oweve i ;
! remained uncovered and was facing the : for 1 month of catheter bags to
| resident's open door. Interview with the ADON at ; ensure they are covered and
: the time verified the urinary drainage bag should of lap buddys' cleanlinass using
 have been covered with a privacy bag. an audit tool. [f-a bag is not
2. Review of the medical record showed resident ﬁz‘t}i::gngdt?rirlr? : d?:tidy s
. #6 had diagnoses including non-Alzhelmer's L
: dementls. Review of the most current quarterly | In-servicing and corrective
| MIDS assessment dated 8/13/14 revealed the action will be taken.
. resident was moderately cognitively Impaired and | DON/ADON will monitor resutts
. utllized a lap buddy (an assistive cushion placad of this audit and report fo the
| in the front of the wheslchalr) for positioning. QAP! team
- Observations on B/26/14 at 525 PM and 8/27/14 { )
: throughout the day revealed the resident's lap 8) Further follow up actions wil
; buddy was sofled with food stains and debris. be initiated by the Qlteam. |
 Interview with the ADON and MIS coordinator on 10410114
£ 827114 at 2:45 PM revesled the lap buddy was
: supposed to ba cleansed every night, Review of
. an undated cleaning log showed th lap buddy
{ was not included on the list of assistive devicas
thatwere supposed o be cleanad and the ADON
i wag unable to verify the last time the lap buddy i
¢ had been cleanad but agreed it should hava (l |
; baan, l D 9\
F 278 483.20(0) - (j) ASSESSMENT F 278 i 0 /

|
i
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F 278 Continued From page 3 b Fevs- F278 :
| i CCMSD will ensure that
- Aregistered nurse must conduct or coordinate E i assessments accurateiy reflect the
. each assessment with the apprapriate I resident’s status,
: participation of health professienals, l 1) Resident #31 Is no longer a
| '
: A registered nurse must sign and certify that lha ! resident In this faclllty.
' ggsessment is completed. I 2) All staff parficipating In the MDS
‘ * process will be in-serviced on section
+ Each individual who completes & portion of the E of the MDS using the MDS 2.0
assessment must sign and certlfy the acourany of Manuel and the importance of i
that portion of the assessment. atcurate assassment of a resident's
 Under Medicare and Medicaid, an individual who ' status,
wiiifully and knowingly certifies a materlal and 3) Audits will be conducted using an!
false statemant in a resident assessment is audit tool by ADON/DON/MDS i
subject to a civil meney penalty of not more than ¢ !
$1.000 for each assessmant; or an individual who | I coordintal:ot mor;thlyét;r :;momhs to !
willfully and knowingly causes another individual ! enstire that seclion = 1 done ;
to certify & material and fatse statement In a I accurately. Audits will be s'
! resident assessment |s subject lo a civil monay | reviewed by ADON/DON monthly
i panalty of not more than 35,000 for each and reported to QAP quarterly.
assessment. 4) Further follow up actions will
' Clinical disagreement does not constitute a ba Inltiated by the QAP team.
: material and false statement. -1010/2014)
This REQUIREMENT s not met as evidenced : i
by , | i ‘
. Based on medical record review and staff I |
; interview the facllity failed to ensure resident i : 5
| asgessments acourataly reflected resident status | i I D aﬂ
i for 1 of 6 sample residenta (#31), The findings I !
| were; ! W
I ! i
" Review of the medical record showed resident | :
: #3171 was admilled to the facility with diagnoses
S including dementia. Review of the admission
-MDS assessment dated 12/10/14 and the most ; :
FORM CMB.2587(07 98) Pravious Varsions Ohstiate Evenl G ATRS 11 Facllity 10; Wyonoo If continuation sheet Page 4 of 12
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F 278 | Cantinued From page 4 F 278
- recent quarterly MDS assessment dated 3/12/14
 Identified the resident as having no behaviors, !
Hewever raview of the medical record progress
i notes dated 12/3/14 through the resident's 9
 discharge on 4/4/14 revealed 33 documented i
 antries by various staff of resident behaviors ;
: including wandering, yelling, and sexually
§ inappropriate comments, Interview with the sociat
i worker on 8/27/14 at 7.05 FM verified the
! resident had displayad numerous increasing ; : ;
 behaviors, ; :
F 279 | 483.20{d), 483, 20(k){ 1) DEVELOP i Fore F 279

- REHENSIV LANS
SR DJ COMP IVE CARE P GCMSD will develop a

i

| Afacility must use the resulls of the assessment | comprehensive care plan for each
 to develop, rgeview and ravise the residani's care area assessment that is
i comprehensive plan of care, identified In the comprehensiva

[

! Tha facility must develop a comprehansive care
{ plan for each resident that includes measurable

assessment, !
1} Resident #11's Care plan was

ob}ectwes and timelables to meet & resident's corrected,
medlcai nursing, and mental and psychosaclal 2} All staff participating in the
 needs that etxre identified in the comprehensive MDS/Care planning process wil
; Bsdessment be in-serviced on Care Area :
[ The care plan must describe the services that are ; Assessments and resulting care |
. to be furnished to altain or maintain the resident's plan development to enswre all |
: highest practicable physical, mental, and é triggered areas have a resulting i
i psychosocial welk-being as required undar : Care plan item to ad ;
+ 5483.25; and any services that would otherwise o lam 10 address aach | A\l A
"ba required under §483.25 but are not provided sidents needs. . lo a
| due to the resident’s exercise of rights under - 3) Care plans will be audited |
5483 10, inciuding the right to refuse treatment monthly for 3 manths by the !
| under §483.10(b)(4), DON/ADON/MDSG, using and audit W
; - teol, to ensura that they are

. This REQUIREMENT s not mat as evidanced : complete. Audit resufts will !
: by: be reported to QAP team quarterlyi

- i
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GOMPLETION
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Fa7g’ Contfinugd From page §

i Based on medical record review and staff
interview, the facility falled to ensure
comprehansive care plans were completed ta
include all the individualized needs for 1
non-sampla resldent (#11) raviewad for ADLs.
The findings ware;

Review of the medical record showed resident
; #11 was admitted lo the facility on 7/3/14 with
; dlagnoses Including senile dementia and diabetes
s melfitus, Raview of the admission MDS
assegsment dated 7/11/14 identified the resident
as being moderately cognitively impalred and
requiring limitad to extensive asstatance with
ADLs including transferring, bathing, hyglene, and
 dressing.Review of the care area assessment
“indicated the resldent should have had a care
! plan devaloped related to assistance with i
i completing ADLs. Review of the resldenl's care
plan dated 7/11/14 revealed no care plan for i
ADLs had been complated. Interview with CNA#1 -
1on 827014 at 1:25 PM verified the resident |
: required assistance with completing ADLs such ¢
- B fransferding, dressing snd bathing. CNA 1
. was unsure where 1o find documentation anthe .
level of assistance she was supposed fo provide
for the resldent's she assisted. She said that it
- was passed along by other staff members,
F 281: 483.20(k)(3)()) SERVICES PROVIDED MEET
55=0 - PROFESSIONAL STANDARDS

The services provided or arranged by the facifity
must meet professional standards of quality.

This RECHHREMENT is not met as gvidenced -
i by:
 Based on medicel record review, staff interview, |

]
1

F279 4 Further follow up action will be

initiated by the Ql team.
10/10/2014

F281 ,
CCMSD wiil provide services that meat

or exceed professional standards, f L\,
\0\9{\ \

1, Resident #7's wound is currently

F 281

closed with no open skin areas,

2. All residents with open skin areas
will be assessed, measured and
documented (per WOCN nurses

FORM CMS-2507(02-88) Pravious Verslons Obsolalg Event 1D:47RE1
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, and current standards for practice the facility

i falled to ensure wound assesaments were

i completed with descriptions and consistent

; measurements wera recordad for 1 of 2 sample

| ware;

: Review of the medical record showed rasident #7
i raquired extenslve assistance from staff for ADLS
including mohility. Review of nurslng :
| documentation showed a nursing note dated
i /2114 which reveated the resident had 3, "sore
+ on [hisfher] butt." No description or
: measyrements were included. Further review of
wound decumentation showed a wound graph
; dated 4/7/14 which outlined the wound, however,
! there was no identification of where the wound
fwas located or the appearance or depth of the
! wound, There were 2 undated wound graphs that .
i oullined wounds on on the gragh, one was
 labeled, lelt buttnck, the olher was not fahaled
wuth 4 lpeation, and neither note dascribad: the
| appearanca ar dapth of the wound, Review
 showed 1 graph dated 5/30/14 which Identified
: the-wound was an tha left buttcoks and described ;
i the wound as, "several layers of skin missing."
| There was no additional wound documentation
: showing the prograssicn of dectine of the woung.
+ Intarview with the sccial worker on 8/27/14 at
: 7:15 PM showed the wound graphs were kept in
" a notebook under lhe residents name and
I nursing staff were responsible for foflowing

: additional wound documentation was available.
| According ta recommendations by the WOCN

| nurses' association publication dated 2010,

1 "Assessment and documentation of wound status
I which includes comprehensive !

i
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} T
i
k281, ; Continued From page 6 F281

| residents (#7) assassed for wounds, The findings

i wounds, The interview furlher revealed no v

asseciation publication 2010) in the |
medical record weekly. ;
3) All Long Term Care nursing staff:
will be In serviced by ADON/DON
on the proper procedure and
frequency to assess, measure and i
k document wounds. g
! 4) All residents with compromised
skin will be discussad in the weekly !
Interdisciplinary Team Meeting to §
ensure interventions are effective [
and documentation is completed. :
8) Audhts will be conducted using ;
an audit tool ADON/DON/MDSG to
ensure that documentation is ;
complete on a monthly basis for 3
months and will report them to the
QAP! team.
4} Further follow up actions will
be initiated by the Q team,

10/10/2014

A\

F.sn Wintoe

[
|
1

i

FORM GMS-2567(02-99} Previous Yeratons Obsolele Evant ID:47R611

Facility - WYD009 If continuation ahwl Page of 12




3072833979

DEPARTMENT OF HEALTH AND HUMAN SERVICES

11:12:28 a.m,

10-20-2014

9/13

PRINTED: (8/11/2014
FORM APPROVED
OMB NO. (938-0351

_CENTERS FOR MEDICARE & MEDICAID SERVICES

STATEMENT OF DEFICIENCIES {X1) PROVIDER/SUPPLIERICLIA {X2) MULTIPLE CONSTRUBTION (X3) UATE BURVEY
AND PLAN OF CORRECTION IDENTIFICATION KUMBER; COMPLETER
A BURDING
C
536029 B, WING DBI27(2014

MAME OF PROVIDER OH 8UPPLIER
GROOK GO MEDICAL SERVICE DISTRICT LONG TERM CARE

STREET ADDRESS, CITY, STAYE, ZIF CODE
713 OAK STREET
SUNDANCE, WY B2729

SUMMARY STATEMENT OF DEFICIENCIES i
(EACH DEFICIENGY MUSY BE PRECEDED 8Y FULL
REGULATORY OR L5C IDENTIFYING INFORMATEIN)

(X4} 13
PREFIX
TAG

PROVIDER'S PLAN OF GORREGTION
{EACH CORRECTIVE ACTION SHOULD BE
CRQGS-REFERENCED TQ THE APPROPRIATE
DEFICIENGY}

8]
PREFIX
T
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" COMPLETION
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F 281{ Continued From page 7

clinical data demonstrating evidence of progress
in healing or failure to heal,
: Paramedters for comprehensive wound
{ | assessment include: dimensions and depth;
i presence, location and depth of any sinus tracts
or undermining areas; status of the |
E wound bed (granulating or epithelializing vs. c!e:an !
- but not granulating vs. avascular); i
- volume, color, and odor of exudate; evidence of |
. infection in surrounding tissues :
{erythema, induration, crepitance); and status of
~wound edges {closed and ;
“nonproliferative vs, open and proliferative). Such
: dalag, when sequentially recorded ;
} over time, can be used lo objectively track the
i | progress of wound haaling,
| The use of wound descriptors to accurately
. convey the frue state of the wound In ;
. addition to documenting the stage of the wound”
F 309 483.25 PROVIDE CARE/SERVICES FOR
58= G | HIGHEST WELL BEING

Each regident must ragsive and the faclllty must
. provide the necessary care and services to attain
» or maintain the highest practicable piws cal,
“mental, and psychosogial well-being, in

! accordanca with the comprahensive assessment
and plan of care. '

|
l
|
1
t
i

: This REQUIREMENT is not met as evidenced

[ hy; i

. Based on observation, medical record review,

i and staff interview the facility failed to ensure {
- wounds were reported to the physician for 1 of 2
“sample residents (#8) wha had wousds, The

, fndings were;

F 231

F 309 CCMSD will promote caref

1. Rasident #8 has pending
appointmenis for cardialogy

of resident #8's wounds hay
been initiated and will

‘ resolved.
areas will be assessed,

measured and documentad
{per WOCN nurses

services for highest well-bainJ.

i
1
|
i
|
1

| and surgery. Documentation

[ continue untll the wounds are

2. All residants with open skin

éo iy y
W

in the medical record weekly.

association publication 2010} l
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- Review of the madical record showed resident #8
- was admitted to the facility on 5/13/14 wilh

' diagnoses including partial ampuatlon of the left

- foot and diabetes. Review of the nursing

t admission assessment datad 5/13/14 revealsd
the resident had swelling in the right foot,
however, there ware no open sreas. Review of
nursing notes showed a note dated 5/28/14 that
the nurse, "noticed resldent had a large blood
spot on [histher] sack on the right foot...lopked
and pinky tog was bloody and lonked like the foe
nalll was missing." There was no documentation
the physiclan was notified. Subsequent review of |
the medical record showed no documentation of
- the right pinky toe untll a nursing note dated

- 6/8/14 that the resident's small toe was black and
there was an apen area belween tha 4th and 5th
loes. The nurae also noted hisfher lower lag was
tvery red and swallen. The physiclan was notified .
i and gave verbai orders for the resident 1o be sent |
: to the hospital where s/he was admilted for a ;
diagnoses of cefulitis (skin infection) of the right |
] foot, !

| Review of a physician's progress note dated {
1 5/19/14 indicated the resident was supposed to
J[ follow-up with podiatry and the physician would
: cantinue podiatry Invalvement fn the resident’s

" care due to his/her ongaing foot infections,

. Review of the medical records showed no

- documentation the resident was referred to

: podiatry for follow-up until 7/31/14, According to
_an inferview with the social worker on 8/26/14 at
~7.40 PM the podiatry appointment scheduled for |
- 7131714 was cancelled by the facillty because the |
. tesident saw the orthopedic surgeon on 7/30/14, |
“and a recommendation was mads by the |
: orthopedic surgeon to perform a partial
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; DEFICIENGY) i
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: i |
F 809 Continued From page 8 F 309 3) All Long Term Care nursing staff |
L

will be in serviced on the proper way
to assess, measure and document
wounds, :
4) Al residents with compromised
skin will be discussed in the weekly
Interdisciplinary Team Meeting to
ensure interventions are effactive
and documentation is completed,

5)  Audit will be conducted using an
audit toal by ADON/DON/MDSC
monthly for 3 months io

i ensure that documentation is
complete. Audit results will be :
: reported ta the QAPI team quarterly, :
4) Further follow up actions will
be initiated by the QI team,

1010/2014

\D gﬂ M

(154

!
i
!

i
i
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F 309; Continued From page 9
 amputation of the right foot,

; Observation of the wound on the resident's right
! foot on 8/27/14 at 8:45 AM revealed the resident
1 had an extensive wouid with two exit sites on the
top and bottom of the right foat, the wound had a |
slight foul odor and yellowish/graen drainage. The
: resldent was alert and orlented and verified s/he
was supposad fo have part of the right foot
removed after the cardiclegist clearad him/her for
1 surgery,

F 312 483.25(a)(3) ADL CARE PROVIDED FOR

asap | DEPENDENT RESIDENTS

Aresident who Is unable to carry aut activities of i
dally living racelves the necessary services to
maintain good nutrition, grooming, and personat
and oral hyglene.

L

{ This REQUIREMENT is not met as evidented
‘hy:

. Based on observation, medical record review,

; and staff interview, the facility failad to ensure

1 residents who required extensive assistance
 performing ADLs recelved assistance with

* hrygiene for 2 of 4 sample residents, #5, #6)and
. 2 non-sample resident's (#9, #10) Identified as

: reguiring extensive assistance, The findings :
¢ weren i
i

H

| 1. Review of the medical record showed resident |
| Review of the most recent MDS assessmant

: dated 8M14/14 dentified the resident as belng
+ severely cognitively Impaired and requiring

E #5 had diagnosas including Alzheimer's diseass. 1

F 309

Fa12 F312

CCMSD will ensure ADL cares are
providad for dependent residents 1
1. Resldent #6 and #5,#10s' nalls |
were cleaned and trimmed. Resident !
#9 had his beard trimmed, hair '
combed and nails cleaned and
trimmed.

2. ALLTC nursing and activity staff
will be in-sarviced on the importance
and proper way to conduct nail care.
3. All residents will receive weakly
nail care from nursing on thelr bath
day or the activity department in a
Nail Salon Activity. Al residents

will have their nalls Inspected and
cleaned daily and PRN,

4, Beard and hair combing/brushing
will ba dene once dally and PRN

5. Nursing staff will conduct random
monthly observations of fingernail
cleanliness and condition using an
audit tool for one month,

DA\

o~
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F 3121 Continuad From page 10 . Fan2 i rklalls are found to be
extensive assistance from staff (o complete ADLs - urtkempt or dirty, immediate
including hygiene and bathing. Review of the care - in-servicing wilt be conductad
! plan revised 1/24/14 revealed the resident hed an Immediately and the sltuation
AL sgif care performance deficit retated fo rectified, Results of audits will
- gonfusion, impairad balance, and dementia. be reporied to the QAP team.

: Interventions included staff checking nail length, 6. Further f
; trimming, and cleaning fingernalls on bath days. : - Furthar follow up actions
' Observations on 8/26/14 gt 5:25 PM and 8/27/14 will be initlated by the QAP
: at §:30 PM showed the resident had long, jagged team,
fingermails encrusted with brown matter, |
, 10/10/2014
2. Review of the medical recard showead resident | ;
"#8 had disgnoses including non-Alzheimer's
: dementia. Review of the most current quarterly
MD$ assessment dated 8/13/14 revealed the
resident was madarately cognitively impaired and
required extensive total assistance from staff to
complate bathing and hygiene, Review aof the
care plan updated on 1/17/14 showead the
resicent had an ADL self care performance deficit |
fand Interventions identified the resident as j
raquiring total assistance from staff fo complete ; :
| personal cares. Observalions on 6/26/14 al 5:38
: PM and 827114 ot 5:45 PM revealed the rasident ;
: had unaven fingernails encrusted with brawn
i matter. Ohservations further showed the resident |
was using histher hands to eat during the evening ; :

meals, \0 9{‘\ \lf

3. Review of the most recent guarierly MDS : '
assessmiant dated 871814 identified resident #9 ‘ (
a8 being seversly cognitively impaired and :
: requiring extensive assistance with athing, The

: care plan updated on 7/2/14 revealed the resident
Tad & ADL self care performance daficlt and
interventions included staff participation with
persenal hygiena and bathing, Observations on

1 B/26/14 at 5:20 PM and 8/27/14 at §:30 PM _
I showed the resident was in the main dining room °
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DEFIGIENCY)

F 312 ! Continuad From page 11

!
]

| eating the evening meal, The resident's

: fingernails were long, Jagged, and nallbeds were .
{ encrusted with thick brown matler, The residant's

; hair was unkermpt and hisfher beard was

untrimmed.

: 4, Revlew of Ihe mest recent quartarly MDS

- assessment dated 6/11/14 showed resident #10
“was severely cognitively impaired and raquirad

; extensive assistance from staff to complete

i bathing and hyglene. Review of the care plan

| updated 3/30/14 revealed the resident had an

! ADL self care parformance deficlt and

s Interventions identified the rasident was totaly

. dapendent on staff for hathing, Observatlons on
| B/26/14 at 5:30 PM and 8/27/14 al 5:20 PM

: showed the resident had long fingernails that

i were encrusted with thick brown matter.

Intarview with the ADON on 8/27/14 at 1:30 PM |
verifled CNA's were supposed to assess resident |
fingemalls durlng baths. 8he further ravealed the |
CHNA's were supposed ta trim and clean the
resident’s fingermails 25 nesded.

F a2
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