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A cump{ammuwaywas.mnwatadm«%waf e Preparation sd/or sxsculion of he
Living Center from 12/30/14 to 1/8/16, The survey response and plan of correction do not
was prompted by complaint intakes WYO0001961 constitute admission of agreement by the
and WY00001967. provider of the truth of the facts alleged or
conclusions set forth In the statement of
The following common abbreviations are used deficiencles. The plan of correction is
throughout this dogument; prepared and/or executed solely because
the provislons of federal and state law
ADL - Activities of Daily Living require jt,
CNA.  Certlfied Nurse Aide
DON-  Director of Nursing
MAR - Medication Administration Record

MDS-  Minimum Data Set
RN-  Registered Nurse

Less commonly used abbraviations will be
annotated in each deficlency,

F 309 ;183.25 PROVIDE CARE/SERVICES. FOR F 309 ] M
85~ | HIGHEST WELL BEING J/g 2
Each resident must receive and the facility must /kéf

provide the necessary care and services to sttain
or maintain the highest practicable physical,
mental, and psychosoclal wall-baing, in
acoordance with the comprehensive assessment
and pian of care,

This REQUIREMENT Is not met as evidenced ?

by: ;

Based on medical record review, resident and | F-308

staff interview, and policy and procedura review,

the facllity failed to monitor the bowel efimination Corrective Action ;
’ -
LABORATORY Df@‘QEBDR-PRQWQERISUPPLIER REPRESENT)}I!_?E‘S SIGNATURE TITLE X8 DATE 2z f 77 / / :’—‘7} ;
- e g e .
[ ﬂ%m, L L 27 DIR6r2018 -

Any deliclncy stalement ending47ith an astes {*) donotes o deficlency which the Institulion may be sxcusad from corecling providing ! s detarmined that
other safeguards provide sulflelent protaction to ¢ patlents. (See Instructions,) Bxcept for nursing homes, the findings stated above are disciosable 20 days
following the data of survey tiether or nat g plamof carraction Is yeovidad. For nursing homes, the above fMndings and plans of correction, sre disclosabla 14

days following the dite these documianis are made available to the tacility. if deficlencios are ¢lted, an approved plan of correction g requisite to continuad

program participation,
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pattern for 5 of & sample residents (#1, #3, #4,

#5, #6).to. prevent constipation.. The. findings.

were;

1. Review of the.11/29/14 quarlerly MDS
assessment showed resident #6 had moderate
cognitive impairment and required extensive
assistance with tollating and Incontinence care. In
an interview on 12/31/14 at 11 AM, the resident
stated “constipation makes me missrable,” and

| during the month of December 2014 s/he “kept

telling them and tefling them,” sthe needed
something for constipation but staff was slow.to
respand. Interview with RN #1 on 12/31/14 at
11:50 AM revealed staff were to monitor the
tesident's bowel patterns and administer “as
needed" laxatives if the resident did not have a
bowel movement for three days, Review of the
bowel elimination records showed the resident
did not have a bowel movement from 12/2/14 to
12/7/14 (8 days) and from 12/8/14 to 12/14/114 {6
days). Review of the corresponding December
2014 MARs showed the facility administered the
"as neaded" laxative on 12/19A 4, 12/20/14,

12421114, and 12/30/14 during that month.

2. Review of the bowel elimination documentation
showed resident #1 did not have & bowel

movement from 12/6/14 until 12116/14 (10 days), |

Reviaw of the corresponding December 2014

MARS showed the facliity bowel protocol was not

initiated.

3. Review of the bowel ellmination documentation "

showed resident #3 did not have a bowel
movement from 12/10/14 until 12/15/14 (5 days),
Revlew of the corresponding December 2014
MARs showed the facllity bowel protocol was not

inttiated.

| Resident's #3, #4, and #6 have had

manitored for effectiveness,

Identification of Others

discharged from the faclity,

regutar bowel movements as evidenced
by our "no bowel movement for 9 shifig”
report and, If necessary, have been

provided a PRN infervention which was

The Diractor of Nursing and/or Designee
wilt conduct audits of the Care Tracker
database to determine the frequency In
which residents hava experiencad bowel
alimination.

Residents found to have not experienced |
bowel elimination as evidenced by the
faciiity's “ne bowe! movement for 9 shifts”
report, will receive an appropriate PRN
intetvention,

Residents receiving a PRN intervention
will have thelr bowl condition monltored to
validate the PRN intervention was
effective.

Systemic Changes

The Director of Nursing and/or Designee
will provide education to nursing staff
addressing the inputfing and monitoring of
the Care Tracker database to determina
the frequency of residents bowel
elimination including interventions and
cutroimaes. i

i

Resident's #1-and #5-have beefy————rf-mr -
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4. Review of the bows| elimination documentation ..Ihe Director of Nursing and/or Designee L. 1.
| Ehowed resident #4 did not hava a bowel will conduct audits of the Care Tracker
rnovement from 12/8/14 until 12/13/14 (5 days) database for thres (3) months to
and from 12/22/14 to 12/28/14 {6 days), Review [ determine the frequency in which
{ of tha corvesponding Dacember 2014 MARs residents have experlenced bowel
showad the.facility bowe! protocol was not elimination.
initiated during either of these time frames,
- Resldents found fo have not experienced
5. Revlew of the bowel elimination documentation | howel elimination as evidenced by the "no
showed resident #5 did not have a howel i bowal movarment for © shifts” repor! will
movement from 12/4/14 until 12/13/14 (B days), - recelvd an appropriate PRN Intervention,
from 12/16/14 to 12/124/44 (8 days) and from i
12/26/14 to 12/29/14 (4 days), Review of the care Residents recelving the PRN Intervention
plan updated on 12/30/14 showed cares plan goals will have their bowel condition mohiored
included having adequate bowel elimination every to validate the intervention was effective,
three days. Review of the corresponding
December 2014 MARs showed an "as needed” Monitaring
laxative was administered one time during the
month, on 12/24/14, - The Director of Nursing andfor Deslgnse
! wilf tirlng the resulis of the
B. Interview with the administrator and DON on audits/observations to the monthly QAP!
12131114 at 6:40 PM revealad thera ware new Comimittes for three (3} months for review
facility staff who were not currently proficlent at andg racommendations.
documenting on the electronic bowel and bladder
tracking system, Date of compliance ig Eabriary 16,2075, |
; | R ezl
According to the facility policy and procedure e
titlad, "Bowel and Bladder Management” revised { '
February 2010, under "Cognitive Impaired
Residents" “...5. Steps for starting a bowe! and :
bladder program are: a, Estabiish an elimination :
pattern, monitor ...il. Continent or Incontinent i
1 status: Bowel and Bladder Care Tracker
Reports...will be reviewed by the Llcensad Nurse
{o assist with evaluation of bowel and bladder
status.. f. Identtfy the plan for elimination
i management.”
FORM CMS-2567(02.09) Pravious Vensions Qbsslste Bvent ID: T8 1 Feadllty iD: Wyo023 if continuatior: sheet Page 3 of 16
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staff provided shower/bath assistance In & imely
manner for 6 of 6 sample resldents (#2, #3, #4,
#5, #0, #12) who requirad assistance with ADLs,
The findings wers:

1. Review of the:-11/24/14 quarterly MDS
assessment showed resident #2 was totally
dependent-upon staff for showers/baths, Review
of the December 2014 shower/bath records
revedled the facllity falled to ensure the regident
received a showar/bath from 12/0/14 untl
12/16/14 (7 days), from 12/16/14 untll 12/22/14 (7
days), and from 12/23/14 untit 12/20/14 (7 days),

2. Review of the medica! record showed resident
#3 was admitted to the facility on 3/19/02 with
diagnoses which Included non-Alzhelmer's

assessment showed resident #3 raguired
extensive assistance from staff for

dementia, Review of tha 11/14/14 quartery MDS

the facility.

provided thelr bathing services in
accordance with the astablished
schedule.

Identification of Othars.

to validate residents were provided

established schedule,

Resident #5 has been discharged from

| Resident's-#2, #3, #4, #8, and #12 have
recelved bathing servives, established a
bathing frequency prefarences, and will be

The Director of Nursing and/or Designee
will conduct audits of the bathing schedule

" bathing services In accordance with their

(X4} 1D SUMMARY STATEMENT OF DEFIGIENCIES 123 PROVIDER'S PLAN OF CORREGTION (X5
PREFIX (EACH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX {EACH CORREGTIVE ACTION SHOULD BE COMPLETION
TAG REGULATORY OR LSQ IDENTIFYING INFORMATION) TAG CROSS-REFERENCEDR TO THE APPROPRIATE LAYE
BEFICIENGY)
F 309 | Cantinued From page 3 F 309
"'Z
F 312 483.25(a)(3) ADL CARE PROVIDED FOR F3f2 y,wﬂ?s/
58=& | DEPENDENT RESIDENTS “
i . ‘gé? o™
| Aresident who is unable to carry out activities of &) Z
i dally living receives the necessary services to _ /
miaintain good tufrition, graoming, and personal
and oral hyglene.
This REQUIREMENT Is not met as evidenced
by:
. Based on medical record review, and resident F-312
and staff Interview, the facility failed to ensure
Corractive Action
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F 312 | Continued Fram page 4
showers/baths. Review of tha December 2014
shower/bath records revealed the facility falled to

Resldent's identified not recelving a bath

ansure the resident recelved a shower/bath from
1214114 until 12720714 (16 days). Review of the
care plan showed no preferences were Identifled
regarding shower/bath frequancy-until after the
survey started, on 12/31/14 (69 months and 12
days after admission), The “late entry 12/31/14"
stated, "Res [resident] preferred o bathie] ono
day & week."

i 3. Raview of the medical record showed resident
i #4 was admitted to the facllity on 12/6/13 with

; dlagnoses which Included Alzheimer's Disease,
Review of the 12/8/14 guarterly MDS assessment
showed resident #4 was: totally depandent on
staff for showersfbaths, Review of the December
2014 shower/bath records revealad the resident
recelved 6 shower/baths durlng the month of
December 2014. Further review of the records
showed no documented refusals,

4, Review of the medical record showed resident
#5 was admitted to the facility on 12/3/14 with
dlagnoses which included demeéntia and stroke.
Review of the 12/30/14 care plan revealed the
resident required fotal care with bathing. Review
of the December 2014 showertbath records
revealed the facliity falled to ensure the resident
received shower/baths from 12/17/14 to 12/26/14
{8 days). Further review showed no documsnted
refusals.

5. Review of the medical record showed resident
#6 had diagnoses which included
non-Alzhelmer's damentia. Review of the
11429114 quartetly MDS assessment showad the
resident required extensive assistance with ail
ADLs, but bathing did not ocour during this

bathing schedule will be offered the |
oppontunity to bathe,

Systermic Changes

The Director of Nursing andfor Dasignee
will provide education to nursing staff
addrassing the expectation that all
resldents recelve bathing services in
accordance with the established bathing
schedule,

The Director of Nursing and/or Designee
will provide education to ficensed nurses
addressing the monitoring of the bathing
charting in the Care Tracker database,
comparing it to the establishad bathing
schedule, and vafidating resident's
received bathing services as scheduled,

The Director of Nursing and/or Designee
will provide education to nursing staff
addressing the expectation that residents
not recelving their bathing services in
accordance with the established bathing
schaedula wilf be offered bathing services.

The Director of Nursing andfor Designee
will conduct weekly audits for three (3)
months to validate residents are being
provided bathing In accordance with their !
established bathing schedule.

Monitoring

The Director of Nursing andfor Designee
will bring the resuits of the

FORM CMS-2567(02-80) Pravious Varsions Obsolete Evant ID: 788,411
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assessmant time perlod, Review of the

=312 )
audits/observations to the monthly QAP

Committee for three (3) months for review

the Tadliity falled to ensure the resident received a
shower/bath from 12/2/14 untll 12/10/14 (8 days)
and from 12/10/14 to 12/20/14 (10 days).

December 2014 shower/bath records revealed 1 1

and recomimendations,

Date of compfiance s Fe,

6, 2015

interview with the residant.on 12/31/14 a8t 11 AM
revealed sometimes s/he did not receive
shc;fwers!baths for over a weak dua to lack of
steff,

6. Review of the 9/10/14 quarterly MDS showed
resident #12 raquired physical assistance of one
for bathing. Review of the 11/5/14 quarterly MDS
assessmant showed the resident required _
physical assistance of two staff for bathing.
Interview with the resident on 12/31/14 at 9:40

| AM ravealed the facliity falled to ensure s/he had
{ & bath or shower for the last week, and this was
ot unusual. The resident stated s/he told CNAs
this was not accaptable, but was told they were
dolng the best they could,

ANy

interview with the administrator on 12/31/14 at
6:40 PM confirmed the facillty had identified a
staff shartage that was ongoing. Interview with
the DON at that thme reveaied she considerad 2
showers/baths per week to be acceptable unjess
specified otharwise,

4B83.25(h) FREE OF ACCIDENT F323

F 323
HAZARDS/SUPERVISION/DEVICES

58=0

2/)@(1/
The facility must ensure that the resident

5
; H3)5
gnvironmant remaing as free of accldent hazards ! |

as Is possible; and each resident recelves ;
i
Facllity 10 WY0023
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F 323 | Continued From page 6 F 323
| adequate supervision and assistance devices to '
i prevent accidents. I i s e
|
|
!
IJThfs REQUIREMENT is not met a3 evidenced
by:
| Based on:medical record review and staff F-3z23
i Interview, the facllity failed to ensure effective
i interventions and/or post-fail assessments were Corrective Action
 implementad to prevent fails for 2 of 3 sample
[ residents (5, #8) identified at risk for falls, The Resldent's #5 and #8 have been
- lack of effective Interventions resulted in harm for discharged from the facility, i
i resldent #5. The findings were:
: [dentification of Others
| 1. Review of the medical record showed resident
| #5'was admitted to the facility on 12/3/14 with The Director of Nursing and/or Designee
: diagnoses which included encephalopathy, acute wilt conduct a facliity-wide audit of
; kidney failure, history of TIA/CVA (transient ! ' residents to validate the following:
{ ischemic atiackistroke) withaut residual, hip i
; feplacement (September 2014), and urinary : a.  The complations of falls risk
{ incontinence. Review of the nursing admission evaluation reflecting a falls risk score;
; notes dated 12/3/14 and timed at 6 PM showed
i the resident was "very unsteady on feet' and had i b. The establishment of appropriate
i poor balance. In addition, it was noted the : interventions in accordance with the
! resident required extensive assistance with i resident's fall risk:
! transfars.and locomotion. Review of the 7 PMto | |
j 7 AM shift nursing notes dated 12/3/14 showed ; . The resident's care plan reflects the
 the resident was confused, had an unsteady gait, | appropriale inferventions:
! wandered about, and kept removing the safety
 alarm that was placed for safety. It was also I d.  Communication to direct care staff
noted the resident was weak and requifred : addressing the resident's falls risk and
[ extensive assistance with mobility and transfers. interventions; and
 Review of the next nursing notes dated 12/4/14 | ;
{and timed at 5 PM showsd the resident was aler: 5 e. The implemented interventions are
i but restless, was Incontinent, had an unsteady | effective.
! gail and was weak. The nursing notes written on |
1 125114 for the 7 PM to 7 AM shift showed the f.  Apost-falf evaluation will be i
FORM CMS-2567{02-25) Provious Versions Obsolate Event ID; TasJ Faciiity ID: Wypo2a If continuation sheet Page 7of 15
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F 323 | Continued From page 7 F 323
i resident was bed/chair bound, weak, and completed after every resident fall,
: required total assistance with cares, Review of
I'the Huising notes Wiltter ot 5 PMon 12/8/14 " Systemic Changes
 revealad physical therapy (PT} had reporied the -
 residentwas having trouble bearing welght on the The Director of Nursing andior Deslgnes
i left leg that moming and sfeé complained of pain, will provide education to licensed nurses -
[ Interview with the DON on 1/16/15 at 2:10 EM addressing the falls management
| fevealed the physician was faxed this Information program,

-at noon on 12/6/14, Further review of the nursing .

; notes showed PT recommended using the The.Director of Nursing andfor Designee

1 sit-to-stand ift-to. assist with transfers with 2 will review postfall investigations,
| persons. interview with the DON on 1/18/185 at evaluations, and assessments at tha next
| 2:10 PM verified when the physician was faxed daily 1DT mesting.
! about the fall he was asked to approve the
; recommendation for sit-to-stand. it and did so at The Director of Nursing and/or Designee
| that.time, Review of the SBAR (SHuation : will conduct weekly audits for thres (3)
Background Assessment/Appesrance/ Request) months of all resident falls to validate the
i communication form and progress note dated facility's falls management program is
{ 12/6/14 and timed at 5 PM showed the resident effective.
( was having difficulty bearing welght on the teft leg
and compilained of paln in the left hip. Continuad Monhoting
raview of the SBAR showed the resident was
unsafe to bear welght on the left leg, Normally the The Director of Nursing and/or Designes
resident wag able to stand with the assist of one will bring the results of the
and a gait belt. Review of the 12/6/14 SBAR audits/abservations to the monthly QAP
timed at 6:30 PM showed the reslident had an : Gommittee for three (3) months for review
unwitnessed fall, The resident was found in the | and recommendations,
dining room lying on hisfher left side. The report
showed the resident had blood on the forehead Date of compliance is W 2015 [
and left eye lid, The resident wag transported to 57/;25 / [ i
the emergenay raom for evaluation. The foliowing ;
concerns with fall prevention were Identified: 2o
a. Review of tha Initial care plan completed
on 12/4/14 showed the resident had a history of
 falls, decreased safety awareness, and
wandering behaviors, The only intervention
1 recommended on the Initial care plan was to
place a "wander guard, or other electronic safaty
devices as deemed necessary by assessment,”
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This care plan was not specific ar Individualized
for the resldent. The staff placed an alarm on the
resident-However; it was noted iy the- 1278114

nursing notes limed from 7 PM to 7.AM the
resident removed the alarm which rendered this
intervention Iheffective.

b. The resident was transported to the
emergency room on 12/6/14 after the fall,

Raview of the history and physicat performed on
12814 showed x-ray of the left hip revealed
dislocetion of the left acetabular component
without fracture. The dislocation was reduced in
the: amergency room. Upon re-admission to the
facility on 12/8/14 (2 day hospital stay) the
resldent required a left knee anid thigh brace
aceording to the nursing note dated 12/68/14 and
timed at 2 PM. Review of the fall risk evaluation
parformed on 12/8/14 showed the resident
scored 21; & score of 10 or greater indicates high
: fall risk, Review of the tranafer evaluation |
. performed on 12/8/14 showed the resident
fequired the use of a mechanical liit for transfers, !
Review of the medical record showed the care
plan after the resident's re-admission was
completed on 12/30/14, 22 days after
re-admission and this care plan did not note the
use of a brace or the sit-to-stand 1t with
assistance of two staff,

c. According to the physiclan’s lelephone
order on 12/12/14 timed at 4:45 AM, the resident
had ancther fall with a head injtiry ang requirad
fransport to the emergency room. Review of the
emergency room notes verified the resident was
seen for an svaluation of a fall on 12/12/14.
Review of the nursing notes for 12/12/14 showed
na documantation of the fall,

i
4

2. Medical record review showed resident #8 was
re~admitted to the facility on 12/3/14 at 3 PM due
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Continued From page 9
to general decline after having been discharged
to hisfher home on 9/6/14. Review of the 8/18/14

F 323

admission MDS tstessment SHowed SIEH Were

F 353
S8=i

reqtired to transfer the rasident from a sitting to a

travsfars,

standing position, on and off of the tollat, and for
surface to surface transfers. Review of the
8128/14 and 12/6/14 fall dek evaluations showad
the resident was at high risk for falls, Review of
the 12/3/14 nursing notes showed the resident felf
at 4 PM while being transferred to a reclinar chalr
by a family member. Raview of the entire medical
record showed the facility failed to complete a
review of the fall to determine if any additiona
measures were required to lowar the risk for falls,
Review of the care plan, last updated on 8/2/14, |
showed family members were not addressed as |
being appropriate for transferring the resident,

and review of the entire medical record showed |
ihe facility failed to provide education to the
resldent's family members regarding safe

3. Interview with the administrator on 12/31/14 at
6:40 PM conflrmed the facility had identified an
ongoing staff shortage, He further acknowladged
this siaffing shortage hadthea potential to affect
resident safety; which would include fall risk.

;1%83.30(3) SUFFICIENT 24-HR NURSING STAFF
PER CARE PLANS

The facilily must have sufficient nursing staff to
provide nursing and related services to attain or
maintain the highest practicabile physical, mental,
and psychosoclal well-belng of each resident, as
determined by resident assessments and

F 353

i

2116775
‘ (";/éf

i

AN

g
I
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indlviduat plans of care,
The facility must provide services By sufficlent T
numbers of each of the following types of
personnel on a 24-hour basis to provide nursing
care to all residents in accordance with resident
care plans;
Excapt when waived under paragraph (c) of this
section, licensed nurses and other nursing )
personnel, _;
Except when waived under paragraph (c) of this i |
section, the facility must designate a licanser | !
nurse to serve ag a charge nurse oh each tour of
duty.
This REQUIREMENT s not met as evidenced
by;
Based on showsr/bath record review and F-383
resident and staff interview, the facllity failed to
consistently ensure 5 of § nursing units were Corrective Action
sufficiently staffed to meet the needs of residents.
The census was 101. The findings were: ' Resident #56 has been discharged from
the facllity. :
1. Review of the shower/bath racords showed the
following residents fallad to receive a showar/bath Resident's #2, %3, #4, #8, and #12 have
In a timely manner for the following time frames: received bathing services, established a
a. Review of the December 2014 bathing frequency preference, and will be
showerfbath records revealed the facility failad to ' provided their bathing services in
ensure resident #2 raecelvad a shower/bath from acecordance with the established
12/9/14 untl 12115/14 (7 days), from 12/16/14 schedule.
untll 12/2214 (7 days), and from 12/23/14 until
12729114 (7 days). Resident #9 will be provided tolleting
b. Reviaw of the December 2014 assistance as needed and provided jce
showar/hath records revealed the faciity failed to | water on request and/or in accordance
ensure resident #3 receivad a shower/bath from with he hydration program,
1218/14 unii 12/20/14 (16 days). ;
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¢. Raview of the December 2014 shower/bath

racords for resident #4 revealed the resident

Resident's #10 and #11 will have their cal
lights answered timely.

received 6-showerfbathsduring the month or

December 2014,

d. Review of the December 2014
shower/bath records for resident # 5 revealed the
fawility failed to ensure the resident recelved
showarfbaths from 12/17/14 to 12/25/14 (8 days).

8. Review of the December 2014
showerfbath records for resident #8 reveaiad the
facllity falled to ensure the resident received a
showst/bath from 12/2/14 until 12/10/44 (8 days)
and from 12/10/14 1o 12/20/14 (10 days).

' Intarvigw with the resident on 12/31/14 at 11 AM

revealed s/he sometimes did not recslve
sh%wemlbaths for over a week due to lack of
starf,

2, The following resident interviews addressed
the staffing shortage as follows:

a. interview with resident #9 on 12/31/14 at
810 AM revealed the facllity failed to provide
adequate stalf to assist with ADLs in a timely
manner, and some of the "new” staff were {oo
inexperienced, $the stated staff did not assist
with tolleting in a timely manner, and did not pass
water and ice frequently enough.

b. Interview with residents #10 and #11 on
12/3114 at §:30 AM revealed the facility needed
additional staff, as call lights were not answered
timealy.

c. interview with resigent #12 on 12/31/14 at
9:40 AM revealed the facliity did not have enough
staff, especially at night when the facility often
had just 2 CNAs. S/he further stated the facility
failed to ensure s/he had a bath or shower for the
lest week, and this was not unusuval. The resident
stated s/he told CNAs this was not acceptable,
hut was told they were doing the best they could,

Resident #13 will have thelr call light
answered timely and provided ice water
on request and/or In accordance with our
hydration program.

identification of Othars

of Nursing anafor Deslgnee
ility daily4h a manner

rsing and relateq
maintain the highest

The Direcls
will staff the

The Director of Nursing andfor Designee
will conduct audits of the Care Tracker
data base to asseass the frequency in
which residents have experienced
Activities of Daily Living, servicesss—

Wmsideﬁ&ﬂm'
| lndm%ﬂa@m. =l e #““9_!;

L
RS a0 Care-Track'er ala revenls thalresidents

ual plans of care, |
and/or Designes

assessments
- the Director of N
will audit the

ving services are subsequently
provided,

The Director of Wyrsing and/or Designee
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}
¢. Interview with resident #13 on 12/31/14 at ifig staff regarding |
& of Daily Living

10:05 AM revealed the facility was short staffed,

lights, The resident also stated staff only provided |
water and lce when requested due to Inadequate

ntimbers of gtaff,
e, inferview with resident #6 on 12/31/14 at

11 AM revealed somaetimes sthe Jay 2 to 3 hours
inurine solled bed linen walting for staff fo
respond to histher request for incontinent care.

3. Interview with the adrninistrator on 12/31/14 at
6:40 PM confirmed the facifity had identified a
staff shortage that was ongoing. He stated
adminislrative staff attemptad to help out,
However, the facliity failed to ensure
administrative staff were assigned specific
residents and/or specific tasks that addressed the
ADL needs of individual residents, Interview with
the DON at that same time revealed she
considerad 2 showers/baths per week to ba
acceplable unless specified otherwise.

Dw‘ © f‘( i h‘é‘:‘:@f Uzl@ﬁ*"‘*

ems baged on residant
dividuai plans of care.

will conduct
validate resid are receiving water and

ith hydration prograum,

The Diraglor ursing andfor Designee
will provide edgcation to nursing staff
addressmg the expectation of the
resident's call light,

The Director oANugging andfor Designes
will conducted ragdom weekdy audits of
call lights to vallgate staff response times
are appropriate Ani meet the needs of the

1k

A=

—

residents /

Systemic Change% -
rector of Nursing andfor Deslgnee
/_u;zontmue Lo explore Internal and
extarnal recruitment and retentlon _
opportunities In order to staff the facility in
a manner which allows for the nursing and
related services to attain and malntain the -

highest practicable physical, mental and

‘7{, 3 lv .
“"5 % e (/'Jﬂ\/'& psychosocial well-belng of each resident vl
a.rew \eme-inividuat-plans-of-cane- ’
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The Rirector.of Nursing.and/or. Designee

will provide-education to nursing staff
addressing the expectation that residents
| receive bathing services in accordance

! with established bathing schedule.

The Direclor of Nuraing and/or Desighee
. will provide education to ficensed nureed
! addrassing the rmonitoring of the bathing
charting in the Care Tracker data base,
- comparing it fo the established bathing
" scheduls, and valldating resident's
recelved bathing services.

The Director of Nursing and/or Designee
- will provide education to nursing staff

. addressing the expectafion that residents
i not recelving their bathing services in
accordance with the established bathing
schedule will be offered bathing services,

The Director of Nursing andfor Designee
will conduct weekly audits for three (3)
._months to valldate residents are being

provided bathing n accordance with their

“eStablished Batmiig schedule.

The Director of Nursing and/or Designee
will conduct random weskly audits of the
Care Tracker data base for three (3)
months o assess the frequency in which
residents have experienced Activitias of
Daylily Living servicesgie-comparedio-—
resident-assessments.and individual-plans|~
g 2-Y: T —

If Care Travker dath reveals that residents
did not receive e established activities of
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1 Dailyliving as compared tordsident
nEsess nd indivigud! plans of cave, |
the Dirgctor of NSt nd/or Designea

will audlt the nurg

The Director of Nursing and/or Designes
will provide education to nursing staff and
validate the hydration program of '
providing ice and waler to residents is
implsmented and effective.

: The Director of Nursing and/or Deslgnes

+ will conduct random weekly audits for

+ three {3) months to validate residents are

: recelving water and ice in accordance with
. the hydration program.

| The Director of Nursing and/or Desighee
{will provide education to nursing staff
addressing the expectation of the
response time to a resident's call light,

T THe Directsr of NuTsing andfor Déglgres |
1 will canduct random weekly audits for
three (3) months of call lights to validate
that staff response times are appropriate
and meet the needs of the residents.

Monitoring.

The Director of Nursing and/or Designee
will bring the resuits of the audits
‘observations to the monthly QAP
Committee for three (3) months for review |
and recommendations. i
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