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F 000 | INITIAL COMMENTS ' F 000| This plan of correction is submitted
: ag recquired nnder State and Federal
A complaint survey was conducted in conjunction law. This plan does not constitute

with the recertification survay by the Office of . . ' g rge
Healihcare |ieensing and Surveys on 1/20/15 admission of liability on the part of
through 1/23/15, The survey was prompied by the facility and such liability is
complaint intake WY00001928. hereby specifically denied. The

submission of this plan does not

The following comman abbreviations are used constitute agreement by the facility

throughout this docurnant: that the surveyors’ findings or

. conclusions are accurate, that the
Arvrel ‘étr‘;fg"ajlfl’f Da%g"""‘g findings constitiuta a deficiency or
BON- Einlztgr ofLILlrjfslnge .| that the scope or severity regarding | |
LPN- ‘Licensed Pragtical Nurse the deficiencies cited are correctly
MDE- Minimum Data Sat applied, .
RN- Registered nurse -

Less commonly used abbreviations will be - .

annotated in each deficlancy.

"F 157 | 483.10(b){11) NOTIFY OF CHANGES F 157
95=0 | {INJURY/DECLINE/RQOM, ETC) _

A facllity must immediately Inform the resident;
consult with the resldent's physician; and if
known, notify the resident's legal representative
or an intarested family member when there is an
aceident Involving the resident which results In
injury and has the potential for reguiring physician
intervention; a significant changs in the regident's
physical, mental, or psychosoolal status (lL.e., &
detericration in health, mental, or psyehosaclal
status In elther life threatening conditions or
clinical complications); a nesd to alter treatment
gignificantly (i.e., a need to discontinue an
exlsting form of treatment due to adverse
consaquences, or to commenee a new form of
treatrnent); or a decislon to fransfer or discharge

LABORATORY DIREGTOR'S OR PROVIDERISUPPLIER REARESENTATIVE'S SIGNATURE TITLE | {48) DATE
r .
i MQ@% SrrmEar LTS
Any deflclancy staterent ending witfi an astarisk () denotes a deficlancy which the Institution may be excused fram correcting providing It is determined thit
alher safeguards provide sufficlent protaction to the patlshts, (Sea Instructions.) Except for nursing homes, the findings stated above am disclosabla 0 days
followlng th date of survey whethar or not 4 plan of correetien Is provided. Farnursing homes, the abave findings and plans of corraction are disclozabla 14

days fallowing the date theas decumants are made avallable to the facllity, 17 deficlendles mra chad, an appraved plan of aorraction |s roaulsite to continuad
program particigation,
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the resldent from the facility as speuifisd In
§483.12(a),

The faclity must also promptly notijy the residant
and, If known, the rosident's legal reprasentative
or interasted famlly member when there is a
change In room or roommate assignment as
specified In §483,15(e}(2); or a change in
resident rights under Federal or State law or
regulations s specified in paragraph (b)(1) of
this sectlon.

The facility must record and periodically update
the addrass and phone number of the resident's
legal representativa or Interested family member,

This REQUIREMENT is not met as evidenced
by:

Based on observation, medical record review
and staff interview, the facility falled to notify the
physician of a change in condition for 1 of 4
sample residents {#28) with a change in
condition. The findings were;

Observation on 1/20/15 at 3:08 PM showed
resident #29 had visible edema to the lower legs,
eapeclally on the right side, and was complaining
of right leg pain. [nterview with GNA#1 at that
time revealed she had not praviously notad
wdema 1o the resldent’s lags, CNA#1 was then
abserved fo bring the aederna to the attention of
LPN #2.

Review of madical racerds on 1/21/15 at 4 PM
failed o reveal any communlcation to the
resident's physician about the lower leg edema,
Review of the January 2015 physician order
recapliulation shawed the resident did not have

(X4 1D BUMMARY STATEMENT OF DEFIGIENGIES o FROVIDER'E PLAN OF GORRECTION e
PREFIX (EACH DEFICIENCY NUST BE PRECEDED BY FULL PREFIX (EAGH GORRECTIVEACTION SHOULD BE . | combLErion
TAG REGULATORY OR LSC IDENTIFYING INFORMATION) TAG CROSS-REFERENCED TO THE ARPROPRIATE DATE,
DEFIGIENOY) LN
F 167 Continued From page 1 ¥ 157} F157- Dr. Palmer wag notified of < 3/6/ 15)

Resident #29’s bilateral pedal on
2/9/15 with no new orders or
changes in treatment recormended
at this time. Nursing staff will be re-
educated on assessing our residents
for changes in condition and
promptly reporting changes in
condition to the physician at the
2/17/15 all staff meeting, Facility
will have a current assessment
reference book on hand for nursing
staff to review assessment
techniques. Current physician
communication systems will be
reviewed with nursing staff when it
is appropriate to call, when to have
the resident seen at the clinic and
when to send an SBAR
commnnication form. DON and/or
designes will listen to the nurses
taped shift report weekly using an
auditing tool and follow up on any
residents with changes in condition
to ensure the physician notification
process is followed. . Andits will be
weekly x 3 months and monthly
thereafter, DON and/or designee !
will report findings to QASA for
forther review and analysis.
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The facility must promote care for resldents ina

manner and in an environment that malntaing or
enhances each resldent's dignity and respect in

full recognition of hig ur har individuality,

This REQUIREMENT is not et s evidenced
by:

Based on observation, medical record review
and resident snd staff interview, the faaility falled
to malntain the dignity of 2 of 9 sample residents
(#21, #29). The findings wers:

1. Review of the 12/22/14 quarterly MDS
assessimant for resldent #29 showed the reaident
was frequently incontinent. Review of the
rasident's cere plar, updated on 12/26/14,
revealed the resident was “abla to make it {o the
bathroom in time if somabody helps me." Further
review of the care plan reveslad interventions
inclugded ") need limitad assist with transfers,
walking in roam and sihg the toflet’ and "answer
iy calf light promptly and help me to the
bathroom quickly when | ask." Interview withy GNA
#3 an /21715 at 7:50 PM revealed the call light
for the resident’s room had been activated at that
tima. The fallowing concerns were identified;

{X4) ID SUMMARY STATEMENT OF DEFICIENCIES D PROVIDER'S PLAN OF CORREGTION X5}
PREF(X (EAGH DEFICIENGY MUST BE PRECEDED BY FULL PREFIX (EAGH CORRECTIVE AGTION SHOULO BE GOMPLETION
TAG REGULATORY OR LEG IBENTIFYING INFORMATION) TAG CROSS-REFERENCED TO THE APPROPRIATE DATE
DEFICIENCY}
F 157 | Continued From paga 2 F 167
orders for a divratic,
Interview with LPN 93 on 1/21/15 at 8:37 PM
revealed the resident's lower leg edema had been
noted by staff “over the last couple of weeks."
‘The LPN further revaalad the resldent's physician
had not bean contacied about the edema, stating |
“we haven't really addressed It yet."
B8s=p | INDIVIDUALITY

to & room across from the nurses’
station to allow for improved
visualization of needs and improved
access to the bathroom. Care plan
has been reviewed and updated to
ensure resident’s toileting needs are
being met. Resident #21 will be
cleanly shaven and appear clean and
neat looking as indicated in their
plan of care. Staff will be re-
educated on resident dignity at the
2/17/15 all staff meeting. DON or
designee will audit residents to
ensure a neat and clean appearance
daily using auditing tool for 3
months and weekly thereafter.
Dignity concerns will be reported to
DON who will investigate patterns
and report to QA.
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A D SUMMARY STATEMENT OF DEFICIENCIES B PROVIDER'S PLAN OF GORRECTION PG
PREFIX (EACH DEFIGIENQY MUST BE PRECEQED BY FULL PREFIX (EACH QORRECTIVE AGTION BHOULD BE EOMPLETION
G REGULATORY OR LSG IDENTIFYING INFORMATION) TAG QROSS'REFERESQSE,,E,% gy)ﬁ APPROPRIATE BATE,

F 241 | Continued From page 3 F 241

a. Observation of the resident at 7:58 PM
revealad the resident was seated on the side of
hismer bed, Interview of the resident at that time
revealed the resident needed to use the tollet, but
sfhe was unable to becalse the door was lotked
and s/he couldn't "get in thera,"

b. Obzservation at 8,08 PM showad the
resident got up from the bed, ambulated with a
walker to the bathroom deor, and attempted to
open it. Unable to open the bathroom door, the
rasident returned to the bed and continued to walt
for assistance, -

¢. Qbservation at 8;12 PM showsed LPN #4
walked by tha resident's room, and enfered
another room. At B:13 PM, the resident again got
up from the bed, ambulated to the bathroom door
and attampted to open it, Agaln unsuccessful, the
resident returned to the bad, LPN #4 passed by
the resident's room again at 8;16 PM,

d, At 8:21 PM the residerit was cbserved to
ambulate out of hig/her room into the hallway,
The raszldent was visibly upaet at this time, stating
"It's been so Iong. | ehanged it and everything is
all wet," LPN #3 came from the nurses station to
assist the resldent, and interview with the LPN at
that tire confirmed the restdent's bed was wet,
Observation of the computsr monltor at the
nurses' station, which displayed active call lights,
beginning at 7:55 PM revealed the resident's call
light remained activated until LPN #3 assisted the
resident, a period of 31 minutes.

2. Medica) regord review revealed resident #21

had a care plan, with an onset date of 12/13/13

which showed the resident had dementia related
to a history of alcohollsm, Further review showed
the resident “will be kept clean and neat lnoking"
and staff will "set up hygiene supplies to help me
brush my teeth, halr, wash my face, and shave.”
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DERICIENGY)
FF 241 Continited From page 4 F 241
Observation on 1/20/15 at 2:24 PM showed the
resident was ambulating in the hall without an
assistive devige, The resident had a dirty
appearance, was unshaven, had nasal discharge,
and food parficles stuck In his/her facial hair.
Continued obsatvation showed the resident had a
dark area oh the back of his/her pants that
appeared to be wet, At that time CNAH2Z saw the
resfdent ambulating and obtainad a walker for the
resldent, but did not offer to assist the resident
with hygiene needs. Observation on 1/20/15 at
4:20 PM showed the resident remained in the
ut-gropmed state while sitting in'a cammon area
slaeplng.
F 246 | 483.15(e){1) REASONABLE ACCOMMODATION F 246| F246- Resident #29 has been moved | 3/6/15
s8=D | OF NEEDS/PREFERENCES 10 & roomm across from the nurses”
A resident has the right to reside and receive station to allow for improved
services in the facility with reasonable visualization of neads and improved
accommodations of lnﬁivid%a! geeﬁg and oty of access to the bathroom. o
preferences, except when the health or satety ' : . .
the individual or other rasidents would be Residents including #29 will be
endangered. assessed for bladder control concerns
and potential for toileting program,
Care plan will be revised if needed to
This REQUIREMENT is not mat as evidenced futher accormmodate their )
by: continence needs, All locks will
Based on vbservation, medical record review, be removed from bathroom doors 1o
*t’t-‘“d reSide"tdﬂa"tg fézmg‘:?;’vézmt%? flag}}ig’ ;:EL?;& { ensure residents have access to the
0 accommodz
resldents (#29). The findings were! bathroom. Staff has been re-
educated regarding call light
Review of the 12/22/14 quarteriy MDS response times. Management staff
cssceatert for endan 29 shoved e gt incluiog but no imited to; DON,
was ) ) . .
Review of the resident's care plan for ADON and Social Service Manager
Incantinence, updated on 12/26/14, revealed the will carry pagers while on duty with
FORM CME-2507{02-40) Pravious Varsions Qbalste Evont 10: VRV Faility 10 WY0022 i continuation gheet Page 5 of 26
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SUMMARY STATEMENT OF DEFICIENCIES

. | walking in reom and using the toilet” and "answer

resident was "gble to make 1t to the bathroom in
time if somebody helps ma." Interventions
inchided "| need limited assist with ranafaty,

my call light promptly and help me to the
bathroorn quickly whan | ask." An update to the
pare plan for nutrition Issues dated 1/13/16
revealed the rasident had fallen while trying to get
into the bathroom. The following cancarns wers
identified:

a. Observation of the resident on 1/21/6 at
7:58 PM revealed the resident was seated on tha
side of hisfher hed, Interview of the resident at
that time revealed the resident needed to use the
tollet, but sthe was unable to because the
bathroom door was locked and s/he couldn't "get
in thara," ‘

b, interview with CNA#3 an /21715 af 7:50
PM revealed the resldent's call light had been
activated at that tirne, Qbservation of the
computar monitor at the nurse's desk showed the
call light remained activated until 8:21 PM (24
minutes).

¢. Observation at 8:08 PM showed the
resident got up from the hed, ambulated with &
walker to the bathroam door, and attempted to
open it, Unable to open the bathroom. door, the
resident raturnetd to the bed and confinued to wait
for assistance.

d, Observation at 8:13 PM showed the
resident again got up from the bad, ambulated to
the bathroom door and attempted to open It.
Again unsuccessful, the resident returned to the
bed,

. At 8:21 PM the resident was observed to
ambulate out of isfher room inte the hallway.
The resident was visibly upset at this time, stating
"It's been w0 long. | changed it and everything s
all wet." Interview with LPN #3 at that time

1 times exceeds these limits. An andif

X4} ID , o PROVIDER'S PLAN OF CORRECTION (e}
PREFIX (FACH BEFICIENCY MUST BE PRECEDED BY FULL PREFIY (EACH CORRECTIVE ACTION SHOULD BE COMRLETION
TAG REGULATCRY OR L5 IDENTIFYING INFORMATION) TAG CROSS-REFERENCED TQ THE ARPROPRIATE DATE
DEFICIENGY)
LA .
F 246 Continued From page 5 F 246 | notification of call lights still on at

15 minutes. DON and/or designee
will review call light logs for call
lights > 20 minutes while out of the
building (after hours and on
weekends). Follow up with staff will
take place when call light response

will be condueted by Maintenance or
designee to ensure that resident
bathrooms are easily accessible.
Maintenance or designee will audit
all resident bathrooms monthly times
3 months and quartesly thereafter to
ensure resident bathrooms are easily

accessible. All results will be taken
to QA&A for further review and
analysis. _ '
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DEFICIENGY)
F 248 | Continued From page & F 248
confirmed the resident's bed was wet, The LPN
further revealed that the resident was fraquently
lonkad out of hisfher hathroom.
f. Review of nursing notes dated 1721715,
timed 9:14 PM, revealad ",..Resldent requested
assistance to bathroom, as other regldent had
locked the door, 2 comman appaarancf !SIG]'{“':E)
a. Interview with the DON on 1/23/15 at 1: ) \ T
PM revealed the facifity had not attampted any F309- Nursing staff Wl!l Be re- 3/6/15 0
solutions 1o the lssue of the frequently locked educated on the necessity of g X ot
bathreom door, neurological assessments after a fall_} +or esy
309 a?g.zgg-?\?VVIDE GEARE,SERV’GES FOR F 309 and the facility Policy re]ating to M/Q;LUL&\/\-'X
ss=E | HIGH ELL BEING wenrological assessments. Education |+ 1,3 ¥ 11
Euch resident must receive and the facllity must will take place at the 2/17/15 all staff %2 % 2|, # 29 |
provide the necessary care and servioes {o attain meeting and by one on one education
or maintain the highastlpracii;:%b!e physloa), with nursing staff 2/16/15 through 4 k
mental, and paychosoclal well-baing, in . . y
accordance with the comprehensive assessment 3/6/15. The full team. will audit all JQ}, "”/di'{

and plan of eare,

This REQUIREMENT Iz not met as gvidenced
hy:
Based on chservation, medleal record review,
staff interview, residont interview and review of
policy and procedura, tha facllity falled to ensurs
neurological assessments wara completed as
necasgary for & of 8 sample resldents (#4, #9,
#11, #12, #21, #20) who éxperlenced fallg, In
additlon, the faellity falled to ensure the apleal
pulze was pssessed prior to medization
adminiatration of Digoxin for 2 of 2 sample
residents (#11, #20) who used this medication.
The findings were:

1, Policy and Procedura raview for "Fall Risk"

falls at the weekly fall review
mestings to ensure compliance with
the policy recommendations. DON
and/or designee will audit
documentation of falls after euch fall
to ensure compliance with the fall
policy assessment recominendations
inclnding neurological agsessments.
Any deviation from the policy will
be immediately brought to the
nurse’s attention via gither one on
one re-education or telephone re-
education. Compliance rate will be
assessed monthly and brought to QA
meetings for further review and

Fuls

!

analysis,

FORM GMS-2587402:958) Previous Veralons Olaclole

e /€ #

Evani 1D VHKV

Faciiy 1D; WyA022

1f continuation sheet Page 7 of 26

'NdE 1 £0:51-91-T0pusssy



e

i
F

DEPARTMENT OF HEALTH AND HUMAN SERVICES

( L
B
o PRINTED: 02/06/2045

‘ FORM APPROVED
CENTERS FOR MEDICARE & MEDICAID SERVICES OMB NO. 0938-0391
BTATEMENT OF DEFIGIENCIES (%9) PROVIDER/SUPPLIER/GLIA {%2) MULTIPLE CONSTRUGTION (%2} DATE SURVEY
AND PLAN OF GORREGTION IDENTIFICATION NLIMBER; A BUILDING COMPLETED
c
635053 8, WING 012312045
NAME OF PROVIDER OR SUPPLIER STR_E-EﬂDDRESS. CITY, STAVE, 2IF CODE
204 167H STREET
PLATTE COUNTY L NURSING H
MEMORIAL NU OME WHEATLAND, WY 82201
{%X4) 1D SUMMARY STATEMENT OF DEFICIENCIES I} PROVIDER'S PLAN OF CORRECTION {%5)
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DEEICIENCY)
F 302 Continued From page 7 F 309 | Nursing staff will be re-edncated on | 3/6/15

revised on 6/18/14 showed the nurse on duty will
assess for injury by performing physlcal
assessment for all falls, Further review revealed
netrological (neurc) checks should he pefformed:
"on all potential head injury or unwitnessed falls a
the time of the fall, @ [every] 16 min x 4, Q [every]
80 min x 2, Q [every] 2 hrs x 1, and Q [every] 4
hrs x 2 using the neurological assessment flow
sheet." The following resident falls wera identiflad
without the neurelogical assessments completad:
a. Review of nurse's notes dated 12/31714
fimed 7:59 PM showed reafdant #11 had a fall
with head injury. The nurse documented the
resident had a scalp wound, and a small "goose
egg" on the left area of the skull. The physician
and family were notified and famlly wished to
have the resident observed and monitored
overnight. In additicn, the note showed the
resident was assessed and vital signs were
taken. Further review of nurse's notes showead
the next note was made on 1/1/15 at 4:04 AM.
The note shawad vital signs (VS) were taken at
1:48 AM and were within normal limits, further the
note showed the nurge “viewad wound to back of
head and found slze to be conglstent.” Review of
the 12/31/14 and the January 2015 nurses' notes
and review of the medical record failed o show
heuro checks/assessments ware completed.
Interview with the DON on 12118 at 448 PM
verified she was unable to locate any neuro

ohecks/assessment refated to this fall with head

injury,

b, Review of nurse's notes showed restdent
#12 had an unwitnessad fall on 1/42/15, Review
of the 112415 timed at 9,43 PM note showed it
was # "late entry” and the resldent was found on
the floor in hisfher room "at around 1930 [7:30
PM]." According to the rote, the resident stated
s/he was attempting to self transfer and last

the requirement for an apical pulse
and parameters for administration
prior to administering Digoxin for all
residents including residents #11 and
#30. Medication administration ‘
records will be reviewed for any
medications with special
requirements by DON or designee
and pharmacist by medication
reconciliation on 2/26/15. Any
special requiretnents will be added to
the MAR as a reminder for nursing
staff during administration of

- madications. EMR has been
purchased and implementation of
aMAR and eTAR is scheduled to
take place the week of March 9"-
13%, Safeguards are set up in the
EMR software to ensure spacial
requirements are met prior to
medication administration, DON
and/or designee will review MAR
and/or medication administration
reports using an anditing tool to
ensure medications with special
requitements are admindstered
appropriately. Audits will be done
weekly for 3 monthe and bi-weekly |
thereafter and brought to QA&A for
further review and analysis.
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F 302 | Gontinuad From page 8 F 308

balanoe, further, the hete showed the resident
denied hitting hisfher head. Continued review of
the medical record showed a neura check was
completed after the fall on 1/12/15 at 8:56 PM,

1 however, the record falled to show any additionsl
neuro checks/assessments were comploted.
Interview with the DON on 1/21/15 &t 3 PM
verified the policy and procedure should have
been follewed for this resident because the fall
was unwitnessed,

¢. Medical regord review for resident #4
revealed the resident had a fall risk assessmant
completed an 12M10/14 with a score of 16
indicating sfhe was high risk for falls. Further
réview showed that the resident had & fail on
1121116 at 1:06 AM and was found on the floor.
Neuro check records receivad from the facility on
1/21M5 at 2:05 PM revealed that neuro checks
were performed at 1,10 AM, 2:30 AM, and 2:45
AM. tnterview with the DON on 1/21/15 at 2:05
PM revesled there were no ngura checks
avallable betwaan the inltlal check performead at
1:10 AM and the check performed at 2:30 AM.
Continuad intarview also showed that no heura
checks had been documentad for the day shift at
that time,

d. Medioa) Record reviaw for regident #21
ravealed the resident had a fall risk assesament
completed on 12/3/14 with a score of 19
indlcating sfhe was high risk for falls. Further
review showed the fall was not winessed,
Interview with the DON on 9/21/15 at 2:05 PM
rovealed neuto chacks were not parformed
because the rasident stated he did not hit his
head.

e, Observation on 1/20/15 at 3:08 PM
showed resident #29 was found on the flaor by
staff. The resident stated s/he had hit his/her
head during the fall, and was holding hisfher hand
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¥ 308 | Continued From page 9 F 308
up te the left side of his/her torehesd, Review of
tha neurological evaluation flow sheet started
1/20/15 &t 3:30 PM showed the resident was
agsessed for changes In neurcloglcal stalus a8 |
330 PM, 4 PM, 4:15 PM, 4:45 PM, 5115 PM, 5:45
PM and 8:50 PM, No further neuralogioal
evaluations wera recorded. Interview with the
DON on 1/23/15 at 10:06 AM confirmad no
further neurclogical assessments had been
completed. Review of nursing notes showed
resldent also fell an 1/13/15, and hit histher head
on a hedside table. Review of the medical record
failed to show avidence any neurologloal
asgessments were completed on the resident
after the falk. Interview with the DON on 1/23/15 at
10:08 AM conflrmed no neuralogical
assessments had been completed atter this fal,

f. Review of nursing notes shawed resident
#8 had an unwithessed fall on 12/2/14 at 4:38
AM. Review of the neurological evalvation flow
sheet dated 12/2/14 shewed a single neurologival
assessment was completed at 4:40 AM., Interview
with the DON on 1/23/15 at 10;08 AM confirmed
ng further neurologleal assessments had been
completed after this unwitnessed fall.

2. Review of the reference provided by the facility
uged as their standard of care showed it was
from the Lippincott, Willlams, and Wilklns,
"Nursing 2013 Drug Handbook." This raference
showet! "Excessively slow pulse rate (60
bests/minute or leas) may be a sign of digitatis
{oxicity, Withhold drug and natify preseriber” The
following concerns wera identified:

a. Observation on 1/22/15 at 12:10 PM
showed resident #30 was given Digoxin (a '
medication to treat certain heart condiflons) 0.25
mg by mouth, with water. A pulse wag nat
obtained by RN #1 prior ta administration of the
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Continued From page 10

medlication, Review of the madical record shewed
there was no apical pulee recordad. Interview with
the DON on 1/23M5 at 9:55 AM revealed the
apleal ptlse should be documented on the MAR
and the nurss should hold the medivation if pulse
is less than 60 beats per minute,

b. Review of the January 2016 MAR showed
resident #11 had orders for Janpxin 0,125 mg
daily, The nurse documentation on the MAR from
11115 to 1721115 refated 1o adminlstration of this
medication showed 11 of the 21 days when thers
was 1o gpleal pulse recorded.

¢ Review of the MARSs for the months of
Decamber, 2014 for resident #30 showed an
order for Digoxin, 0.125 mg to be glven by mouth
daily. Further review of the December, 2014 MAR
showed & pulge rale was recorded only 7 of the
31 timies the medication was administered
{22.6%). Raview of the January, 2015 MAR
showed the month hegan with the same order for
digoxin, and slso showed the order was changed
on 1M8/15 to digoxin 0,28 mg by mouth evary
other day, alternating with digoxin 0,125 mg by
mouth, Further review of the January, 2015 MAR
showed a pulse rate was recorded only 12 of the
21 timas the medication was administered (57%).
483.25(d) NO CATHETER, PREVENT UTI,
RESTORE BLADDER.

Based on the rasident's comprehensive
assessment, the faclity rust ensure that a
resldent who enters the facllity without an
Indwelling catheter is nat catheterlzed unless the
resident's clinical condition demonstrates that
natheterization was nacessary; and a resident
who is incontinent of bladder receivas appropriate
treatment and services ko prevent urinary fract
infections and to restore as much normal bladder

F 208

F 313

FORM GWS-2567{02-09) Pravious Versions Obaclets Evarit D VHKV1

& /L1 #

Fagility ID; W02z

If sontiniation sheat Paga 110125

‘WdE11€0:91-8|-T0Puasay



. ﬂL/ 7
: )
! al! ,
i ‘ 4}\\ PRINTED: 02/06/2016
! DEPARTMENT OF HEALTH AND HUMAN SERVICES - FORM APPROVED
CENTERS FOR MEDIGARE & MEDICAID SERVICES DMB NG, 0938-p3a1
STAYTEMENT OF DEFICIENCIES (%1) PROVIDER/SURPLIERIOLIA (X2) MULTIPLE CONSTRUCTION {X3) DATE SURVEY
AND PLAN OF CORREGTION IPENTIFIOATION NUMBER: A SUILEING COMPLETED
G
; 535052 B. WING 0472312015

NAME OF PROVIDER DR SURRLIER
FPLATTE COUNTY MEMORIAL NURSING HOME

STREET ADDRESS, GITY, STATE, Z1P CODE
204 16TH STRERT
WHEATLAND, WY 82201

This REQUIREMENT is not met as evidenced
by:

Based oh observation, madical record review
and rasident and staff intarview, the faciiity falled
to provide services to majntain as mueh normal
biadder functlon as possible for 1 of 6 sample
residents (#29) with Incontinence. The findings
wera;

1. Review of the admission MDS assessment
dated 6/28/14 for resident #29 showed the
resldent was continent of bladder and
occaslonally incontinent of bowel, Raviaw of the
12/22114 quarterly MDS assessment showed the.
resident had become frequently Incontinent of
both bladder and bowel. Review of the resident’s
care plan, updated on 12/26/14, revealed the
resident was "able to make It to the bathroom in
time if somebody helps me." Further review of the
gare plan revealad interventlons included "l need
limited assist with transfers, walking in room and
using the toflet” and "answet my call light
promptly and help me to the bathroom quickly
when | ask." The following concerns were
ilentified:

a. Interview with CNA#8 on 1/21/15 at 7:50
PM revealed the call light for the resldent's roam
had been activated at that time, Obsarvation of
the resldent it 7:58 PM revealed the resident was
seated on the side of hisfher bed. Interview of the
resident at that time revealed the resident neaded
1o use the tollet, but s/he was unable to because
the door was loeked and s/he couldn't "get in
there."

b. Observation at 8;08 PM showed the
resident got up fram the bed, ambulated with a

station to allow for improved
visualization of needs and improved
access to the bathroom. Resident
#29’s care plan has been reviewed
and updated. Resident #2% was
started on a restorative program to
strengthen pelvic floor and core
munscles to atternpt to improve
bladder eontrol ox 2/6/15 and will be
reassessed for toileting program.
Staff will be educated on 2/17/15 on
residents receiving the appropriate
treatments and service to prevent
incontinence. MDS Coordinator or

designee will andit voiding roster of
all residents (generated by CNAs
computer documentation of toileting)

{ to identify frequent incontinence

with residents on 2/13/15, MDS
Coordinator or designee will audit
voiding roster of all residents weekly
times 3 months and quarterly
thereafier to assess for hladder
program candidates. All results will
be taken to QA&A for further review
and analysis

P4) 10 SUMMARY BTATEMENT OF DEFICIENGIES Io PROVIDER'S FLAN DF BORREGTION {xa
PREFIX (EAGH DEFICIENGY MUST BE PREGEDED BY FULL PREFIX (EAGH CORREGTIVE ACTION SHOULD BE COMPLETION
TAG REGULATORY OR LC IDENTIFYING INFORMATIEN) TAG CROSSHEFERENCED TO THE ARPROPRIATE nAY
: . DEFIGIENGY)
F 315 | Continued From page 11 F318| F315-Resident #29 has bean moved | 3/6/15
function as possible, to a room across from the nurses’
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£ 816 | Continued From page 12 F 315

walker fo tha bathroom door, and attempted o
opan it Unable to npen the bathroom door, the
resident returned to the bad and continued to wait
for assistance.

¢, Chservation at 8;12 PM showed LPN #4
walked by the resident’s room, and entered
ancther room. Al 8:13 PM, the resident again got
up fror the bed, ambulated fo the bathroom door
and attempted to open it Again unsuccessful, the
resident retumed to the bed, LPN #4 passed by
the resident's room again at 816 PM.

d. At8:21 PM thé resident was observed to
ambuiate out of his/her room Into the hallway.
The resident was visibly upset at this time, stating
"t's been so long. | changed it and averything is
all wet” LPN #3 caine fram the nursg's station to
asslst the resldent, and interview with the LPN at
that time confirmed the resident's bed was wet,
and furthat revesled the resident was fraguently
locked out of the bathroorm. Observation of the
gomputer menitor at the nurses' station, which
displayed active call lights, beginning at 7:66 PM
revealed the resident's call light remained
activatod untll LPN #3 asslated the resident, a
pariod of 31 minutes.

. Review of nurging notes dated 1/21/15,
timed 9:14 PM, revealed "., Resident requested
assistance to bathroorm, as other feskdent had
locked the door, & common appearance [sicl...”

f. Interview with the DON on 1/23/18 at 1:156
PM revealed the facllity had not attémpted any
solutions to the issue of the frequently locked
bathroom doat.

F 323 | 483,25(h) FREE OF ACCIDENT F 323
85=a | HAZARDS/SUPERVISIONIDEVICES

The facility must ensure that the resident
ahvironment remaing as fraw of accldent hazards
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F 323 | Continued From page 13 F823| F323- The CNA assisting resident | 3/6/15

a3 is possible; and each resident recelves
adequate supervision and asslstance devices to
pravent accldunts.

This REQUIREMENT s not met as evidenced
by:

Based on medical record raview and staff
intarview, the facliity failed to provide supervision
to prevent falls for 1 of 8 sample residents (#40)
with falls, This lack of supervision reautied Ik the
resident susinining rib fractures. The findings
were!

Review of 3 facility Incident report dated 10710114
showed the resldent had fallun while in the
bathroom. The residant failed to use the call light
whien done, and fell while atternpting to
gelf-transfer. Review of tha hospita) digcharge
summary dated 10/14/14 showed resident #40
had been admitted to the hospltal on 10/11/14
after experiencing vomiting and "unsteadiriess
and falls." The resldent was found o have a right
lower lung pheumonla, and was discharged back
to the nursing home with orders for antibiotic
treatments. Review of nursing admisslon notes
dated 10/14/14, timed 3 PM, revealad the
resident required a staff assist of 1 for toilleting.
The follewing conserns were [dentified:

a. Roview of nursing notes dated 0/20/14,
fimed 9 PM, showed the resident was “weak
fonight and unable to walk to and from dinner,
Required one parson assiat with transfers,
toileting, ADLs and stand by forlocomotion via
walker,"

b. Review of hursing notes dated 10/21/14,
timed 8:15 AM, revealad the resident had fallen,

- population. Education will take place

#40 on 10/21/15 has been educated
on fall risk and leaving a high risk
resident upattended. Nursing staff
will be educated regarding the fall
policy, resident safety, and resident
supervision to better prepare tham
for the possibility of falls in our

at the 2/17/15 all staff meeting and
by one on one education with
nursing staff 2/16/15 throngh 3/6/15.
All nursmg staff will be educated by
March 6%, 2015. The care plan team
will review the residents currently at
risk for falls to ensure the care plan
addresses the risks and interventions
are in place to minimize the risk of
injury related to falls, All residents
will be reviewed by 3/6/15. The
facility fall policy will be reviewed
and revised by 2/17/15, Residents
noted to have a change in condition
causing a higher risk for falls will be
identified by charge nurses and/or
nursing staff and added to the daily
shift report and communication
book, Risk management teamn will
review all residents by 3/6/15 for fall' |
risk to ensure any at risk resident is
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F 323 | Continued From page 14 F 323| identified and care planned -
and was complaining of pain "to lefl tiks." Review apptopriately. Any resident
o:; nursing notesddat,e;l 10/20/14, tIrFecI 7:;110 EM, sustaining a significant injury froma |
showed the resident had fallen saller it the da . :
and had sustained a rib fracture. Y fa!l will be reviewed for cause by the
¢. Review of & facility incldent Investigation of Rigk management team. Members of
the resident's 10/21/14 fall showed the resident the administrative team including but
wag being ass!st%d ri1n the ikéathro?nh'u Iby g CNA, not limited to DON/ADON/ MDS
The CNA assisted the resident with lawering . .
his/her pants o the resident could stand at the coordinator will perform xegular
tollet and urinate. The CNA then steppad out of weekly rounds to question floor staff
the bathroorn to speak to another resident. The about residents on “high alext” for
regid?t fell & short tl'me :jater, h'ctting)z'nlsiher left falls, Any incorrect or unclear
side, X-rays ware orderad, and "the Xray report ] . .
from 10/21/14 stated '| worry about nan-dlisplaced responses will be immediately
fractures to the Sthoand oth tbs.” clarified. Responses will be logged
d. Reviaw of nursing notes dated 10/22/14, wsing an auditing tool and brought to:
timed 4 M, showed the resident's nail beds and QA&A for further review and
lips were cyanotic, and the resldent's oxygen alvsi
saturation tmeasuremant was 79%, Further | ADALYSIS,
review of nursing notes revealed the rasident was
transforred to the emergancy department at 4:45
PM. Nursing notes dated 10/27/14, untimed,
revealed the resident "died in acute care this AM."
&, Intarview with the DON on 1/23/15 at 1:18
PM revealed facllity staff should not have left the
resident standing in the bathroom unattended,
and should have seatad the resident on the tollet
before leaving the room, The DON further
revealed that no staff training on supervising
residents in the bathroom had been offered to
staff after the resident's 10/21/14 fall,
F 328 | 483.25(k) TREATMENT/CARE FOR SPECIAL F 328
s5=D | NEEDG
Tha facility must ensure that residents recelve
praper treatment and care for the followlng
special sepvices:
Injections:
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Parenteral and enteral flulds;
Colostormy, uraterostomy, or leostomy carg,

Tracheostomy care; L .

Trachaal sucts{oning'; which time the resident’s oxygen
Respiratory cara; usage was addressed, Resident
Foot care; and “flatly refuses to wear oxygen” as
Prostheses.

This REQUIREMENT g not met a8 evidenced
by:

Baged on observation, medical record raview
and staff interview, the facility falled to provide
ordered respiratory care for 1.of 5 sample
resldents (#28) who had orders for supplemental
axygen. The findings were:

Review of the face sheet for resldent #29 showed.
the resfdent had diagnoses that included {ron
deficiency anemia, Review of nursing notes
reveated the resident's fron deficiency anemia
was treated with B12 injections and blood
transfusions, Review of the January, 2016
physigian order recapitulation showead the
resident had an order dated 6/20/14 for
supplemental axygen to be administered via
nasal cannula at a rate of 2 ltare par minute to
keep the resident's oxygen eaturation levels
greater than 90%. Review of the resident's care
plan for falls and Incontinence, last updated on
1212644, showed Interventions that included
"Make sure | have my oxygen on and my oxygen
level is at least H0%." The following concarns
were identified:

a, Petiodlc ohsearvation of the resident from
1/20/15 through 1/22/18 showed the resident did
not recelve supplemental axygen. Observation on
1/20/15 at 3:08 PM showed the tesident had
fallen, and staff did not offar the resident

CENTERS FOR MEDMCARE & MEDICAID SERVICES OMB NO. 0838-0381
STATEMENT OF DEFICIENGIES (%1) PROVIDERISURPLIERICLIA (X2) MULTIPLE CONSTRUCTION (X8 DATE SURVEY
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F 328 | Continued From page 16 F 328| F328- Resident #29 has been 3/6/15

evaluated by the physician during
nnrsing home clinic on 2/4/15. At

resident discussed with facility
moedical director. Oxygen
supplementation was discontinued
and iron supplementation was
ordered. . The care plan team will
andit current resident respiratory care
by visual inspections to ensure
proper treatment. Nursing staff will
be educated at tha 2/17/15 all staff
meeting regarding follow through,
implementation and clarification of
physician orders, Residents noted to
have a change in condition and/or
frequent refusals of treatment, will
be identified by charge nurses and/or
nursing staff and added to the daily
shift report and communication
book. Care plan will be updated as
needed. DON or designee will audit
respiratory care orders to ensure that
they are being administered correctly
weekly times 3 months and quarterly
thereafter. All results will be taken
to QA&A for review and analysis,
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supplemental ox‘vgen, or encourage the resident
to wear the nasal cannula at that time,
Observation on 1/21/15 at 8:40 PM showsd the
resident was being assisted to bed, Staff did not
affer the resident supplemental oxygen at that
time, or encourage the resident to wear the nasal
cannuia,

b. Reviaw of the resident's medical record
failed to show regular monitoring of the residant's
| oxygen saturation levels desplte the physiclan
order specifying the resldent's oxygen saturation
levels were to be kept greater than 90%.

. Review of the January, 2015 MAR showed
the resident's supplernental oxygen was initialed
as being administered on all threa shifts on
120115, 1{2115, and 1/22/15. There was no
indieation the resident refused the supplementsl
oxygen.

d. Interview with the DON on 1/23/15 al 1116
PM confirmed oxygen saturation levels cannot be -
titrated without regular monitoring of the
resident's oxygen saturation levels, The DON
further canfirmed when 2 resident refuses
supplemental oxygen, the refusal should be
documented on the MAR.

I 374 | 488.36()) FOOD PROCURE, F 371
g5=F | STORE/PREPARE/SERVE - SANITARY

The facllity must -

(1) Procure food from sources approved or
considered satisfactory by Federal, State or looal
authoritles; and

(2) Store, prepare, distribute and serve foed
urider sanitary conditions
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'ghis REQUIREMENT is not met as evidenced

Based on obsepvation, and staff Interview, the
facility falled to ensure a sanitary environment
was maintained In 1 of 2 kitchena {maln kitchen).
The findings were:

1, Observation on 1/20/15 at 10:35 AM showed
the floor underneath the dry storage shelving near
the back door, and the floar ih the walk-in-freezer
were in nead of cleaning. Both flkors required
sweeping fo remave bits of paper and tood
erumbs, Qbservation on 1/22/15 at 10:50 AM
showed the floors remainad in the un-swept
condition.

According to Food Code 2013, U.8, Public
Health Sarvipe; 4-601.11 "...(C) Nonfoed-¢ontact
surfaces of aquipment shall be kept free of an
acrumulation of dust; dirt, food resldue, and other
debris." _

2. Observation on 1/22/15 at 10:50 AM showed
plastic beverage pitchers whish were stored on a
ghelf. Seven of these pitchers.ware noted to have
fissures and gracks throughout the plastic which
would prevent effective cleaning and sanitation, In
zddition, on the same shelf there were two eltting
boards which were discolored ang scored, unable
to be effectively cleaned and ganitized.

Acocording 1o Food Code 2013, U,S. Public Heslth
Service: 4~101.11 "Materials that are used in the
construction of UTENSILS and FOODR-CONTACT
SURFACES of EQUIPMENT may not allow the
migration of deleterlous substances or impart
colors, odors, or tastes to FOOD and under
normat use conditions shall be:

the walk-in-freszer floor has been
cleaned. The seven pitchers with
fissures and cracks have been
removed from the facility, along with
the two discolored and scored cutting
boards, The non-disposable
fingernatl brugh has been removed.
An audit will be conducted by the
administrator or designee to engure
that non-food contact surfaces shall
be kept free of dust, dirt, food
residue, and other debris. An apdit
will be conducted by the
administrator or designee to ensure
that fingernail brushes are being nsed
and disposed of properly. Staff was
educated on 2/10/15 about sanitation
and cleaning of the kitchen.

Random audits will be conducted by
the administrator or designee 3 times
a week times 3 months and weekly
thereafter to ensure to ensure proper,
sanitation is being met. All results .
will be taken to QA&A for further
review and analysis
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F 371| Contlhued From page 18 F 371
(A) Safe;

(B) Durable, CORROSION-RESISTANT, and
nonabsorbent;

(G} Sufficient in weight and thickness to withstand
repeated WAREWASHING;

(D) Flnished to have # BMOOTH, EASILY
CLEANABLE surface; and

(€} Resistant to pitting, chipping, crazing,
scratching, scoring, distor{ion, and
decomposition.”

3. Observation of the hand washing sink on
1122118 at 11:35 AM shawed an unlabeled
nen-disposable fingernall brush was available fot
Lge, |

According to the 2013 Food Code, LS. Public
Health Serviea, Hands and Arms, 2-301.11, Clean
Condition: "The hands are particularly impaortant
in transmitting foadborne pathagens. Food
employees with dirty hands and/or fingarnails
may contaminate the food being prepared......
The greatest concentration of microbes exists
around and under the fingarnails of the hands.
The arga under the fingernalls, known as the
Ysubuppual space," has by far the largest
conceniration of microbes on the hand and this is
also the most difficult area of the hand to
decontaminate, Fingernail brushes, If used
properly, have been found to be effective tools in
decontaminaling this area of the hand. Proper
use of single-use fingernail brushes, or
designated individual fingernall brushes for each
employee, during the handwashing procedure
can achieve up to a &-log reduction in
mieroarganisms on the hands."

4, Interview with the Reglstered Dietitian on
1722116 at 2:42 PM revesled she was unaware
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F 371 | Continued From page 19 F a7t
the nalibrush was for sing's usa and could not be
shared, Further, she verified the floors should be
cleaned and equipmant that was damaged
needed to be replaced, ‘ i
F 441 | 483.85 INFECTION CONTROL, PREVENT F 441 F441-Dining room assistant 1 was 3/6/15
55=p | SPREAD, LINENS | . & foOm £ :
given 1 on 1 education specific to
The facllity must establish and maintaln an oppottune times to wash hands,
Infection Control Program designed to provide a specifically after handling garbage on
safe, sanftary and comfortable enviranment and 2110715, All staff will be re-educated |
to help prevent the development and transmisslon on the proper opportunities for hand
of disease and infection, | ; :
hygiene during the all staff meeting on
(2) Infeution Gontrol Pragram Febroary 17, 2015, Random
The faoility must astablish an Infection Centrol opportunity hand washing will be
Program under which It - andited weekly times 3 months and
(1) Investigates, controls, and prevants Infections 1 Y .
in the facllity; then quarterly thereafter by Infection
(2) Detldes what procedures, such asdis»:uIeatit:n":l| . Control Nurse and/ot designee to
should be applied to an individual resident; an ensure proper hand washing at
(3) Malntains a record of incldents and sorrgetive o . '
actions relatad o Infactions. . |appropriate times. All results will be |
taken to QA&A for further review and
(b} Preventing Spread of Infection analysis,

(1) When the Infection Control Pragram
determinas that a resident neads isolation to
prevent the spread of infection, the facllity must
isolate the resident,

(2) The facility must prohlbit employees with a
communicable disease or infacted skin lesions
from direct contact with resldents or thelr food, If
direct contact will transmit the disease.

(3) The facility must raquire staff to wash thelr
hands after each direict resident contast for which .
hand washing is indleated by ascepted
professional practice.

{c) Linens
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F 441{ Continted Fram page 20 F 441

Personnel must handle, store, process and
transport linens so as to prevent the spread of
Infaction,

This REQUIREMENT is not met as evidenced
by:

Based on observation and staff interview, the
facllity fafled to ensura adequate hatid hyglene
during one random observation. The findings
ware:

Observation in the main dining room on 1/20M15
at 11:58 AM showed dining room assistant #1
was pauring drinks for residents and delivering
them to the fables. During the observation the
assistant pleked up a discarded paper placemat
and napkin fram the floor and disposed of the
garbage In the waste can, Without any hand
hygiene the asalstant procesded to pour drinks
for residents. Interview with the infection
preventionist on 1/23/15 at 8:45 AM verifled the
staff member was expacted to wash thelr hands
after handling the garbage.

F 463 | 465.70() RESIDENT CALL SYSTEM - F 468
s55=£| ROOMS/TOILET/BATH

‘The nurses’ station must be equipped o receive
rasident calls through a communication system
fram resident rooms; and tollet and bathing
fagilities,

This REQUIREMENT s not met as evidenced
by

Based on observation, policy and pracedure
raviaw, and resident and family and staff
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F 483 | Continued From page 29 F 463| F463- The call light systems was 3/6/15
Inten.;law. the Tacliity failed to provide a | fixed by maintenance on 1/23/15 o
functioning call system to recelve resident calls : R
on 2 of 2 haliways, The res/dent census was 39. that the c!:argc NRISES recelve gpaga
The findings were; after 5 minutes. The speakers for the
. ' call light system where plugged back
1. Pollo’y ar|1d procedure rehliew tltllec:i "Pafsglng t in on 1/22/15 so that staff would be
system/Call ight response” revealed staff was to ' " .
"answer call ights promptly" and CNAS are paged notified by an audible voice. On
immediately, nurses are paged 5 minutes after 2/10/15 the speaker cable was move
initial call.” The fellowing concerns were so that there would less chaoce of it
identified: el ai
&. Interview with resident #38 on 1/21/13 at b mgluill::iluggadéigvl P ?;ens:f!ce ¢
4:20 PM revealed "at times it takes 20 to 30 compieled an andit of tae call system
minutes" to anawer call lights and "it takes longer on 2/13/15 to ensure the message
after dinner." boards, audio, and pagers were

b. Group interview with 10 residents on

1424745 at 1:30 PM reveaied al attending working correctly. Staff will be

residents felt staff were slow to respond to call educated on 2/17/15 on pager
lights. functions, battery replacement,
0. Observation on the EVBﬂinQ shift on message board display, and andio

1/21/15 from 7:38 PM to 8 PM showed the

resident call system was not functioning as functions of the call Tight system.

dasigned, The call system did not have any Tl}ﬁ Director of N‘:‘fSiﬂg or designee
sound at the nurses' desk, and the two display will randomly audit employees to
hoards {one on each hall} displayed the room | ensure they understand how the call

when the call was Initfally activated and then

would not continue to show the resident rooms systern works 3 times a week times 3

until the calls were answered, In addition, months and then weekly thereafter.
interview with CNA#4 st 8:30 PM revealed she Maintenance or designee will audit
ves i sl conaradAighe || call gt sysem veckly o
activate . . .

coyried a digltal pager; however, it was difficult ta SIS t,hat 1t1s fur.lcuomng properlyl.,
datermine which calls ware stlll active. She stated .| All andit results will be taken to
it was not an effective system and she usually QA& A for further review and

went to the nurses' station to see which rooms analysis,

were still In need of attenton by looking at the

gomputer screen.

2. Review of the 12/2214 quartarly MDS
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| hisfher bed, Interview of the regident at that time

assessment for resident #29 showed the resident
was freguiently Incontinent. Review of the
resident’s care plan, updated on 12/26/14,
revealed the resident was "able to make tio the
bathroom in time if somebody helps me." Further
review of the care plan fevesled interventions
included "I need limited assist with transfers,
walking in room and uzing the tollet" znd "answer
my call light promptly and help me to the
bathraom quickly when § ask." Interview with CNA
#3 on 12115 at 7:50 PM revealed the call light
for the resident's room had been activated af that
time. The following concerns were Identified: :
a, Obsarvation of the resident &t 7:58 PM
revealed the resident was seatad an the slds of

revedled the resident needed fo uae the toilel, but
s/he was unable to bacause the door wag [pokaed
and s/the couldn't "get In there."

b, Observation at 8:08 PM showed tha
resident got up from the bed, ambulated with &
walker to the bathroom door, and attermpted to
open It Unabie to open the bathroom door, the
rasident returned to the bed and aontinued to wait
for agsistance.

¢. Observation at 8:12 PM showed LPN #4
walked by the resident's room, and entered
ancther rogom. At 8:13 PM, the resident egain got
up frorm the bed, ambu'ated to the bathroom doer
and attempled to open I Again unsuccessiul, the
tesldent returned to the bed, LPN #4 passed by
the resident's foom again at 816 PM.

d, At 8:21 PM the resident was observed to
ambulata out of hisfher roam into the hallway.
The resident was vislbly upset at this fime, stating
"It's been 50 long, | changed itand averything is
allwet." LPN #3 came from the nurses' station to
assist the resident, and interview with the LPN at
that time confirmed tha resident's bad was wet,

BTATEMENT OF DEFICIENGIES (%1} FPROVIDER/GUPPLIERICLIA (#8) DATE SURVEY
AND PLAN OF GORRECTION (BENTIFICATION NUMBER: A, BUILOING COMBLETED
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F 463

1 room #1120 bed Awas activated. Obsefvation

Continued From page 23

Observatlon of the computer monitor at the
nurses' station, which displayed active call lights,
beginning at 7:55 PM revealed the resldent's call |
!Ight remnained activated until LPN #3 assisted the |
resident, a period of 31 minutes.

e. Observation on 172115 of the nurses'
station call system display at 8:04 PM showed

showed the ¢all was answered 26 minutes later at
B:3G PM by CNA#1

f, Interview with LPN #1 on 1/22/18 at 8:20
AM revealed the call 5 g'stem initially sent & signal
fo the CNA pagers and, If the call light was not
answered after 5 rnlnutes sent a second slert to
the nurse's pager,

g. Obeervation of & call system tost on
112215 beginning zt 9:32 AM showad LPN #1
had to raplace the batteries In the digital pager on
the nurses' medication cart hefore the test could
beqin, The call systam was then activated, and
turned off 8 minutes later, Interview with LPN #1
at 9:40 AM confirmed her digital pager did not
receive an alert, Observation with the DON during
this same time perlod showed the maln speakers
at the nurses' station had been disconnectad
from the comptiter, =0 no audible alerts could be
heard, The DON was observed to plug the
speakers in to the eemputer, and the system
immediataly began to produce an audible alert
notifying those in the area that a call light was
actlve. _

h. A second test was condugted an a call light
that was initflated on 1/22/15 at 9:35 AM and staff
was asked to leave the light on o check the
systern function. The test was concluded at .67
AM, LPN #1 stated at that time that her digital
pager did not sound untll just befors the system
tast conoluded (over 20 minutes after test bagan),

F 483
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(X4} 1D SUMMARY STATEMENT OF DEFICIENCIES " PROVIDER'S PLAN OF CORREQTION (%]
PREFIX (EAGH DEFIGIENGY MUST BE PREGEDED BY FULL PREE (EACH CORRECTIVE ACTION SHOULD BE | COMPLETION
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‘ DEFIGIENCY)Y
‘; g::: S;Qf;"s‘zsa ’;fR“é“SP“’QE 24 If:gli F514- Resident 4 was evalnated by | 3/6/15
: - _ ilit nd 2-16-
s5=F | RECORDS-COMPLETE/AGCURATE/ACCESSIR the fecility W‘;{‘;n , CArE TIUTSe
LE 15 to ensure skin is not ,
compromised. Resident #12 is care
’l‘h?dfacility must malntair; clinical re%ordsfon eachj planned for fall risk and staff follows | |
resident in accordance with acceptod professions .
standards and practices that are complete; standarcll pf'aarea. Re’sflc:af L #11 2 fz]l
accurately documented; readily accessible; and protocol 1s inappropriately placed on
systematically organized. the TAR. and has been removed.
rhs olinical d must contain sulfialent Resident #25 will be evaluated by
e clinical record must contain sufficien "
Information to identify the resident; a record of the the famlig vyound care nurs.e tg
resident's assessments; the plan of care and ensure skin 18 not comprotmised.
servicas provided; the results of any Nursing staff will be re-educated on
preadmiselon screening cenducted by the State; proper documentation at the 2/17/15 |
and progress notes, all staff meeting. Nurses will review
TARS at chanpe of shift to ensure
This REQUIREMENT & not met as evidenced completion. DON and/or designee
bg: 4 or medlcal racord review and staff will audit TARs 3x weekly x 3
ased oh madical record raview ‘
interview, the facllity falled to ensure medical months and then weekly there after
record dacumentation was complete for 3 of 10 using an audit tool to ensure
sample resldents (4, #12, #25), The findings compliance. Facility has purchased
ware. eTAR/ eMAR which is scheguled to
1, Review of the November and Dacamber 2014, go live the week of March 9™2015.
and the January 2015 treatment administration This system requires comphance by
records (TARS) showed resident #4 was to end of shift with notifications of
recelve calmosepting ointment to the coccyxhtwo incomplete tasks to management,
fimes per day, Howaver, desdmentation on the )
TAR was blank 6 times In November 2014, 8 Results will be brought to QA&A. for
times in December 2014, and 9 times in January further review and analysis.
2015. In addition, the resldent was 1o have
presaure relief boots applied while in bed. Review
of the TARs showed blank documentation 11
times in December 2014 and 18 timos In January
2015, The January 2015 TAR also revealed tha
resldent had askin tear to the left inner wrist that
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was to be monitored every shift untll hesled. As of
112115 the TAR showed blank documentsation for
13 shifts, :

2. Review of the January 2015 TAR showed
resident #12 had a fall protocol which was o be
checked every shift. As of 1/20/15, there wers 8
shifte when the protocol was not documented as
having been checked, In addition, the resident
had multiple scratches on the upper back and
was baing monitered for signs and symptoms of
infactlon each shift. As of 1/20M15 thare were 8
shifts when the documentation was Jacking.

3. Review of the January 2015 TAR showed
residant #25 had multiple interveintions related to
skin care/integrity which were to be documented
on each shift, These insluded applloation of
prassure rellef boots, application of calmoseptine
cintment with perinedl care, and ensuring proper
inflation of the wheelehair "ROHO" gushion, As of
120115 there were 10 shifts when the pressure
relief boots were not documented; 11 shifts when
the olhtrment was not documented; and 18 shifts
when the "ROHO" cushion was not documented
as having heen checked for proper Inflation, In
addition, the resident's paln lavel was to be
assessed each shift As of 1/20/15 there ware 11
shilts with no dotumentation related to the pain
assessment,

4, Interview with the DON on 1/23/15 at 115 PM
verified documentation an the TARs was
axpected to be complated when the treatment
items were done. She further revealad audits of
the TARs were ndt belng done o ensure
accuracy or cornpletion,
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