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INITIAL COMMENTS

On 4/6116-4/9/16 the Office of Healthoara
survay at New Horlzang Care Center,

The following common abbreviations are used
throughout this document;

CNA-
DON-
Gl-
IP-
LPN-
MDS-
RN-

Gertiflad Nures Alde
Direclor of Nursing
Gastrolntestinel

Infecilan Prevanifons
Licensed Praclical Nurse
Minlrnum Data Set
Reglstered Nurse

Less commonly used abbreviations will be
annotated In sach deflclency.
483.10(b){11) NOTIFY OF CHANGES
{(INJURY/DECLINE/ROOM, ETC)

A faciliy must limmadiately infarm the resldent,

-gonsult with the resldent's physician; and If

known, nailfy the resident's lagal representative
or an Interesied family member when thera Iz an
accident [nvolving the resident which results In
[njury and has the potenilal for requiring physician
Intervention; a slgnificant change in the resfdanls
phiysical, mental, or peychosacial slatus (i.e., 8
deterloration In health, mental, or psychosoclal

status n either ifa threatening conditlons or

clinical complicationa); 8 need fo alter freatment
significantly (L.e., a nee to discontinue an
uxlating form of treatment due to adverse
cohsequences, or to commence a new form of

} trealment); ar a decision lo transfer or discharge
| the resldant from tha faclllty as specilled In

§463.12(a).

F 000

I Lleensing and Surveys canducted arecartification |~ | e

F 167

The facility will Immediately
inform the residents' physiciar
and legal representstive or in-
terested family member of meci-
dents which result in injury tol
the resident, significant changlks
in the rxesident's phyaical,
fnental, or paychosocial status,
pr decision to cransfer ox dis—
charge a resident frow the
Facility.

5/24/15

LABORATORY DZ‘I;OR’S OR FRDVIDERISUWR REPRESENTATIVE'S SIGHATURE

TITLE

LIalA

{XE) DATE

§- iy

olhor safefjuards provide fif
followlng e date of num
daya following the date b

program ppdleipation,

SRttt ade avaliab

= (B, l/)_f,; Z /ﬁ:l/!

Any defic 'Wﬁ!ﬂl&rﬁmﬁﬂﬁlﬁﬁmm*ﬂw‘aﬁﬁﬂskﬂﬁ*deml a'(fgflolendy which e (nsiftution may be excused frbm coiraoling providing It (s deternined that
{Uu%m}m@p‘\ to the patlents? (See Instruclions.) Excapl for nursing horgs, he findings stalad sbova are disclosale 90 days
whefheror nd a-gﬂan of gorrecdbn Ta provided. For nureing Romes, he above findings aind jlans of cormeclion are disclozable 14

(o tha fapfily. If deRolenclos are elled, an approved plan of correcilon Ie raquisite Lo conlinugd

FORM CMEL2667(02-65) Previnua Verslons Ohuolals

MAY0-3-2045

Heallhcara Licensing
and Surveys

Evenf 12: mmemmﬁ

"

)
o

S /J Qﬂ// s 5%@&&3
{ #f onnalisheet Pagh 1 o

f 24
e

AV

——



May.

T 2015 10:44AM

! DEPARTMENT OF HEAUTH AND HUMAN SERVICES

%Q/ No. 2665 P 3
N - PRINTED: 04/23/2016
6\0\” \° FORM APPROVED

OMB NO, 0638-0391

_ CENTERS FOR MEDICARE & MEDIGAID SERVICES

STATEMENT OF DEFICIENGIES {X1) PROVIDER/SUPPLIER/CLIA [X2) MULTIPLE CONSTRUCTION {¥Xa) DATE SURVEY
AND PLAN OF CORRECTION TDENTIFIGATION NUMBER; A, BUILOING COMPLETED
535040 B, WING 04/05/201%
NAME OF PROVIDER OR SUPPLIER STREET ADDRESS, CITY, STATE, 1P CODE
1111 LANE 12
NEW HORIZONS GARE CENTER

LOVELL, WY 82431

.| The facllity rusf also promptly nofify the resident |
and, If known, the resident's legal reprosentative

or Inferested family member When there Is a
change in ropm or raommate asslgnment s
specified In §483,15()(2); or a change in
resident rights under Faderal or State law or
regulations as specifiad In paragraph (b)(1) of
thls saclion.

The facilily must record and perlodically update
the address and phane humber of the resident's
legal representative or Interasted family member.

This REQUIREMENT is not met as evidencad

by:

Based on medical record review, resldent
interview, and slaff inlerview, Lhe facility falled to
ens\ire the physlolan was notifiad related fo acute
symploms of llinesa for 7 of 7 sample residents
(11, #12, #93, 114, #18, #47, 118) with acute
liness, The tindings were:

1, Review of the Infection control ilst provided hy
the facillly showed resident #12 was ldenffled
with symptoms of a Gl illness which Included
dlarrhea on 4/4/15. Qbservation on 4/7/16 at 8:10
AM showad the resklent was served a claar liquid
dlat which wag done as a response to symptoms

the resident falled to include any orders for the
therapeutle diet or ofher documentation to show
ihe physician was notifled of the resident's
symplams,

2. Review of nurses' noles dated end Umed
4/6/15 at 10:09 AN, and 4/5/16 at 6:52 PM

of the Gl finess. Review of the madieal record for |

showed resident #11 had at least 3 eplsodas of

{410 SUMMARY STATEMENT OF DEFICIENGIES i8] PROVIDER'S PLAN OF CORRECTION 05
PREFI% (EACH DEFICIENGY MUST BE PRECEDED BY FULL PREFIX {EACH GDRRECTIVE ACTION SHOULD BE COMPLETION
TAG REGULATORY OR L3¢ IDENTIFYING INFORMATION] TG OROSS-REFERENCED TO THE APPROPRIATE DATE
DEFICIENGY)
F 167 | Continued From page 1 F 157 | A) The faifty will ensure Iha physlclan Is nollfied re-

laled lo aculs Hiness of rasldent #11, #12, #13, #14,
18, %17, #18, and all olher resldents.

provedures of inmedhately raponing changes In con
dition 1o the physiclan and lagal representative/family
meamber: )

C) Moniloring ol compiianca will i» done by weekly
random review of the “Physlelan’s rovads llst® by a
supoervlsor using Ihe quallly Improvemen! menilofing
lool unlil subslaniial compliance has been mal.

P} Nurses nol nolifying the provider of acute lliness
will racoive Immadiala in-servicing and eorreclive ac-
tion will be laken.

E) Resuils will be repoited quanery as parl of the
facilty Qualily Assurance Prograrn.

FORM GWIS-2667(02-08) Previous Verglans Obsolate Evenl 1D;DIAT
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diarrhea and one episode of vamlling. Review of
| the.madical record for tha resldent fallgd te |
Include any documentation to show the physlcian
wag notllled of the resldenl's symptoms,

3. Raview of tha Infaction contro! st provided by
tha Facllity showed resident #13 was Identified
with symptoma of a Gl linees which Included
naugea, vomiling, and diarrhea beglnnhing on
A16M8, Obuervation on 4/7/16 at 8:10 AM showed
the resldent was served & clear liquid diet which
waa done a5 @ response to symploms of the Gl
(liness, Review of the medical record for lhe
resident failed to include any orders for the:
therapsutlc diet or other documentalion to show
the phystetan was notified of the resldent's
symploms.

4. Review of faclily infection tracking Information
showed resldent #16 had G! liness symptoms of
nausea and diarrhea which started on 4/716.
Obsarvallons In the secura unit on 4/7/15 through
4/9/15 showed the residant was in hisfer room in
bed due to the continued Gl lliness, Interview with
CNA's #1 and #2 an 4/7/16 at 10:16 AM ‘
confirmed the resident was ln bad because "[the
resident] has (he Gl iliness and has had dlarrhea
and nausea," Review of the medical record
showed no evidence the resldent's physiclan was
nolified of the illness.

6. Review of factlity infection tracking Information
showed resident #17 had G lliness symploms
which starled on 4/5/15 with Isolation ending. on
AfoH5, Inierview with CNA#T on 4715 at 10:45
A contirmed the residant previously hed a GI
liness, but no longer had symptorms. Review of
the madical record showed no evidence the
resident's physiclan was notified of the jlineas.

FORM CMS-2507{02-99) Preyious Varslons Ohadiela Event 10; DIETH Facillty 10: WY0O19 If conlinuallon sheel Page 3 of 24
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Gontinued From page 3

4616 ravoalad restdent #14 was having
symptoms thal in¢ludad nausea, vomiting, andfor
dlarrhea. Review af the facilily's 24-hour raport
revealed the resldent was ldentifled on 4/6/16 ag
having nausea and vomiting “x1". Interview with

1 LPN ## on 418115 al 5:30 PM revealed the

residant had vomiting the day before {4/7/15).
Review of tha resident's madical record showad
no evidence the physiclan was nolilled of the
resideni's symptoms,

laterview with the DON on 4/9/16 at 10;05 AM
confirmedl physicians should be nelilled and

vpdated in & timely manner concarning resldents

wilh Gl symploms.

7. Review of lha nursing 24 hour report showed
resident #18 complalned of a sore throat end
head cold on 4/6/15, 4/6/15, and 4/7/15. The
following concems were identlfled:

a, During an interview on 4/7/16 at 8:42 AM
tha resldent stated sfhe had a "bad cold," The
resident stated /s had symptams for 4 daye
and had not seen a physician yet. The resident
further stated the communication between facllity
stalf and physiclans was "nol good."

b, Reviaw of the medical record on 4/715
showed no evidence the physician was nolified of
the resident's aymplome of an acute lliness.
Review of the facility's “physiclan wish list” {list of
residents to be seen nexl ime a physiclan Was in
the fadllity) showed the reeldent was added to the
ist on 4/6/16 for complaints of a sore iroat and
head congestion.

o, Reviow of nursing notes on 4/8/15 showed
the resident had incraased coughing and was
seen by the nurse practitioner on 4/8/15 (3 days

F 167

.| 6-Review.of Infaction.lracking.informationon . . e L
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alter symptoms were dooumanted), An antibiotic
i | wag ordered for.an upper respltatory Infection,. .
d. During an interviaw on 4/8/15 at 4:20 PM
the medical director atated the "wish list" was for
things that did not nesd to be addressed timely.
He alated thera was no arlteria for when to use
the "wish llst" versus whan to call the physiclan; It
was laft to nursing Judgement, When glven the
exarnpls of resident #18's symptome, the medical
director stated the physiclan should have besn
notifled “wilthin & day or two."
= 280 | 483.20(d)(3), 483.10{k)2) RIGHT TO I 2801 The facikily will ansure a comprehensive care plan | 5/24/15
gg=0 | PARTICIPATE PLANNING CARE-REVISE CP s developed for residents #15 and #17 and all olber
rasidenls within seven dayz aflar lha complellon of
The resident has the right, unless adjudged the comprehiensive assassmont prepared by lhe
incompetent or otherwlzs found o be interdlsclplnary leam.
Incapacitated under lne iaws of lhe Slate, to A) The eare plan for resident #15 and #1T wil include
parlicipaie in planhing care and freatment or the pressure wicer and Intarvanilons.
changes In care and treatmentL. B) Garg plans will ba reviewed by the Interdisciplinary
leam quarterly. Dally changes will be mads and Tol-
Acomprehensive cate plan imust be teveloped lowed by the primery riurse and Garlifled Nursing As-
:’élmgrzhd:gswﬁglggégz;rzgﬂ[ﬂl.ﬂé;%";:ggiy an gistanl and any olher slafl working wilh Ihe residenl.
¢} Educallon will be: provided (o aH sl&i and tha Intar-
interdisclplinary team, that In'cludes ihe attending m]sdpunaw leam on ;r:‘;m:m;:ms:fr sr?::ﬂn: c:r:r
fﬂﬁ??ﬁéﬁéﬁ?ﬁﬂ?ﬂiﬁ 3;;1&2&3?;’2{3‘5'2‘3 plans ara wpdatad dally In order Lo provide qualily
1 cire,
disciplines as detormined by the resident's needs, D) Monll . .
and, to the exlant practioable, the participation of A ::Z:':;;Lh: oo oy
the resident, the resident’s famlly or the resldent's i vine MG Soorl
legat represaniative; and perlodically reviewed E:::;:E;’::m: ‘qua"l";.'mpm:ems"' '“°"':°""9 tool
and revised by a team of qualifiad persons afler rompliance hag heen mel. .
sach assegemant E) Staff nol updaling cara plans will recelve immediate
* in-servigd and correctiva acton will be laken,
F) Rosulls wil be reported quarlerdy as pan of the fa-
clily Qualily Assurances Progeanm.
This REQUIREMENT is not met as evidenced
by
FORM GIS-2507{02-88) Pravious Voralon Obuclale Fvent I DIBTA1 Facllly \D: Wypais If conlinualion shast Page & of &4




F 309

Pasad on observation, medical record reviaw,

eare plan fo include all requlred Intervéntions for
2 of 13 sawnple residents (#15, #17). The findings
ware!

1. Observatlon with LPN #2 on 4/7/15 at-4:46 PM
ghowed resident #16 had a staga |l prossire
ulcer lo the left heel, and that a previous pressure
ulcer to the right hesl had haaled. Review of the
21515 significant change MDS assessment
showed the resident was at rlsk for pressura
ulcers, Review of the 3/26/16-4/1/15 Weekly
Wound Report-Pressure Wounds, showe the
rasident had a stage | pressure ulcer to he right
heel wilh interventions which included changlng

| the resldent's position every 2 hours and fioat
| hests. Review of the ¢are plan showed the [aciity

failed to includa the pressure ulear o
Interventlons,

2. Ohaervallon with LPN #2 on 4/7/15 at 4:45 PM
showed residant#17 had a slage Il pressure
ulcer to the right heel, Review of the 2/16/15
annua! MDS assessment showed (he rasident
was at risk for pressure ulcers. Reviaw of the
/981 6-41415 Waakly Wound Report-Fragaure
Wounds, showed the resldent had a stage il
pressure uloar to the right heel with Inlerventions.,
which Included to float the resldent's heels.
Raviaw of the care plan showed the faclllly falled
lo Include the: pressure ulcer of Interventions.

Intarview with tha MDS coordinator on 4/8/16 al
2:26 PM confirimed the care plans for regidents
#15 and #17 should Include their pressure ulcers
and Intarvenliong.

483.26 PROVIDIEE CARE/SERVICES FOR

| and. staff Interview, the facllity fallsd o update the | L. ...

309 The facilily will ensure each resldent recelves and he (524/15
facility providas Iha necessaly cane and services lo
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Each resident must recelve and the facillly must

provide the nacesaary care and services {o atialn
or maintain the highest practicable physical,
menlal, and psychosoclal well-being, In
accordance with the comprehensive assessmant
and plan of care.

Thiz REQUIREMENT Is not met as evidenced
by

E)i,aaad oh observatlon, resident and staff
Intervlew, medlcal vecord review, and review of
faellly Infection control documentation and
24-hour reporis, the facility falled to ensure
nursing assessmenls were completed to
determine approprlate Interventions for resldent
care. These aasvssments were lacking for 7 af 7
gample residents (#11, #12, #13, #14, #16, #7,
#18) idenlifled with acute symptoms of lliness.
The findings were:

1. Review of the Infection. conirof isl provided by
the facilily showed resldent #12 was |dentlfied
with symptoms of a Gl fliness which included
dlarhea on A48, Obgervation on 4/7/15 at 8:10
AM showed Ihe resident was served & clear liquld
diet which was done as a responsa to symploms
of the G! linass. Review of the medical ratord for
the resident falled to include any orders for the
fherapeutio diet or other documentation to show
the physician was notiffad of the resldents
symptoms. Additionally, there was no riursing
assessment in the medical recard related lo the
resldent's signs and symploms of {he Gl liness.

2. Review of nurses' notas dated 4/6/15 at 10:09

wilh tha comprehansive assessmenl and plan of care.
" |A) The Tacllity will ensure residenls #11, #12, #13, 4
#15, #17, and #18 when idanlified will acula symp-
loms of iiness and afl other restdants with acule symp
loms of liness recelve nursing assessmenis lo deler-
milng appropriate inlerventions. The faciity will shsure
Ihese assevsments are documanlad In the madlesl
racord.

B} Al nurses will be educaled on the Importance of
cornpleling and documenting nurging agsessmants for
gicents wilh acula symploms ol linass.

¥ Monllaring will be dons by weekly random review of
he provider rounds lisl and pursing documenlalion by
supstyisor uging Lha qualily impravernant monllorng
| until substantlal compllance has been mel.

) Nurses nol compleling and documenting nursing
sses5ments an resfdents with acule symploms of
Iness will racaive mmedlale In-sorvicing and corrac-
live acllon will be taken.

E) Resulls will be reporled quarlerly as part of tha fa-
Gy Qualily Asgwrance Program.
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with gymptoms of a Gl inass which Included

AM, and 4/5(15 at £:52 PM showed resident #11

}had-at leasl-3 eplaodes-of disrheaandone. . . ...}

apleode of vomiting. Review of the medical record
for the resldent Failed ta include apy
docurmentation to show the physiclan was nofifled
of fhe regldent's symptoms. Furiher review of
lnfection control information showad as of 4/6/15
lhe resident continuad to have Gl symptoms;
however, a nursing assesevnanl wasg lacking
conceming the regident's symplome of the liness.

3, Raview of tha infection controf list provided by
the Facillty showed resldent #13 wae ldentified

natisen, vamiting, and diarrhea beginning on
4/6/16. Observation on 4/7/15 at 8:10 AM showad
ihe resident was served a clear lguid dist which
was done as a response to symptoms of the Gl
ilness. Raview of the medlcal record for the
resident failed lo Include any orders for the
therapeutc dist or other documentation to show
the physician was notified of the resident's
symploms, or thal a nursing ageessment was
completed related Lo the Gl liiness,

4, Review of facllity infaction tracking information
showed resident #16 had G! liness symptoms of
nausea and diarhea which stared on 4/7H8.
Observations In the secure undt on 4/7/15 through
4/9/15 showed the resident was In hisfher room In
bed due to the continued G! iness. Interview with
CNA's #1 and #2 on Af7/15 at 10:15 AM
gonfirmed ihe resident was in bed because "[the
resldent] has the Gl llness and has had diarthea
and nausea.” Review of the medlcal record
showed no evidence the resident's physictan was
notified of the lliness or that a nursing
assaessment wag done.
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&, Review of lacllily infection trecking information
- }showed-resident#17 had Gl lness symploms. .. .. 4 . ..o

which slarled on 4/6/15 with isolatlon ending on T
A0/18, Inferview with CNA#1 on 4/7115 al 10:46
AM confirmed the resident previously had a Gl
tness, but na longer had symploins, Review of
the medical record showed no evidenca the
reskient's physlcian was nolified of the liness and
there lacked evidenae of a nursing assesement.:

6, Review of infectlon tracking Infarraation on
4/6116 Tevealsd resident 14 was having
gymploms thal Included nausad, vorriling, andfor
diarrhea. Review of the facliily's 24-hour reparl
revealed lhe resident was Ideniiflod on 4/6/16 as
having nausea and vomiling "x1”. Interview with
LPN #1 on A/8M6 at 5:30 PM revealed the
resident had vomtilng the day before {4/715),
Review of the medica) record shawed no
evidence a nursing asgessment was compleled.

Interview with the DON on 4/0/15 at 10:05 AM
confirmed physiclans should be notified and
updated In a tinely manner concerning residents
with Gl symptams. She further confirmed there
lackad svidence of a nursing assessment for fhe
resklants with Q1 symploms,

7. Review of the nursing 24-hour raport showed
resldent #18 complalned of a gore throat and
head cold on 4/6/15, 416745, and A/7/15. During
| an Interview on 4/7/16 ai B:A2 AM the residant
siated sthe had & "bad cold.” The resident stated
sfe had symptoms for 4 days and had not seen
a physician yel. The following concems were
ldeniifed:
a. Ravlew of the medical record showed no
eyldence a nuraing assessment was completed.
b, Review of the madical record on 417115

FORM CMS-2667(02-89) Provioiss Versions Obsolela Evenl 10:DIBTH Fatlily 10; WYY 1f sonllnuation sheat Pags 9 of 24
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RATES OF 5% OR MORE

The faclilty must snsure thal It is free of
madication error rates of five percent or greater,

This REQUIREMENT is not met as evidencad
by:
Based on obzervation, medlcal record ieview
and staff interview, the facllity falled to malntain a
medication error rate under & parcent (%), Two
medIcatlon errors ware observad out of 25
opportunities for arcor, which raaulted In an error
rate of 8%. The findings wete:

1. Observation on 4f7/15 at 8:05 AM showad LPN
43 prepared medlcation for resident #34, The
LPN crushed all of lhe medications ai that lime,
which ircluded one potassium chloride extended
release 10 mg capsvle. 8he opened lhe capsule
and poured the contents Into the container with

rales of five percent or grealar.

A) Resldents #34 and #13 and all olher residents will
nol recelve ciuzhed medications lhal should nol be
crished.

mporiance of nol crushing medicalion thal should not
e,

) Moniloring of compliance will be done by weekly
ndom rounds observing medication preparalion #nd

drinlstralion for lwo residents,

Ive aclion will be laken,
&) Resulls will ba reportad quadery as parl of the fa-
clllly Qualily Assurance Program.

8) Educallon will be provided lo all nursing slaff on lhe

[1) Nurses nal providing appropriate medication admin-
slratlon will recelve Immediate in-servicing and comes-
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showad no evidence the physlolan was nolified of
Ihe resldent's symptoms.of ap acute lipese.
Review of the faclllty's "physiclan wish hst" (sl of
residenls to be seen next time a physiclan was In
the facility) showed the resident was added to the
list on 415/15 for complaints of & sore throal and
head congestlan. Review of nursing notes on
448115 showed tha resldent had increased
coughing and was seen by the nurse praclilioner
oh 4/8116 (3 days alter symploms were
dacumented). An antiblollc wag ordered for an
upper respiralory Infection. Durlng ai Interview on
418116 at 4:20 PM the medical direcor slated the
physicien shoutd have baen notifled “withln a day
or two" for tha symptoms the residant had,
F 332 | 493.25(m){1) FREE OF MEDICATION ERROR F 332 |The Faclity will enswre il is frae of madicallon eror | 5/24/15
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Conlihued From page 10
the resident's addiional medicafiong and crughad

10 the resldent In pudding. Medical record review
showed the medlsation was ordered by a
physiclan. Interview with the LPN on 477/16 at
8:30 AM confirmed she should not have crushed
the potassium chioride extanded release.

2. Ohsarvation on 4/8115 at 6:40 PM showed LPN
#4 prepared medication for resident #13. The
LPN crushed all of the medications at that time,
which Included ene matoprolol extended relsase
60 my. She then edministerad the medications to
the residenl In pudding. Medical record review
showed the medicatlon was ordered hy a
physiclan, Interview with the LPN on 4/8/16 al
5:55 PM confirmed she should not have crushed
the metoprolo! extended releass.

Accarding to the "Instilute for Safe Medication
Praclices” last updated 10/1/41, "Oral Dosage
Forims That Should Nol Be Crushed", the ligt
included potassium chionde extendad releass
and matoprolol extended release.

483,35(¢) THERAPEUTIC DIET PRESCRIBED
BY PHYSICIAN

Therapaulic dlets must be prescribed by the
attending physiclan,

This REQUIREMENT 15 hot met as evidenced
by
gased on chservation, medlsal record raview,
review of dietary Information, and staff Interview,
the faclllty failed to ensure therapeutio diels were
ardered by a physiclan for 2 of 2 sample
ragldents {#12, #13) who tiad a changa In

F 332

_lhem all. She then adminlstered the medigations | {1

F 267 | Tia faclilty will ensure Iherapeulic diels are preacribed 5124115

by {he allending physician,

A) The faciily will ensure resldents #12 and #13 and
all ather resldenls have correcl physiclan's orders for
their currenl diels,

B) Educalion will be provided Lo all nursing slaff on the
imporiance of oblalning physician's orders for the res-
idenl disls.

C) Maniloring of compliance will be dona by waokly
random raview of bwo rasldent diets and (the physician®
orders unlii substaniial compliance has besnh mal.

) Nurges fiol ablaining 2 physiclan dial ordar will re-
calva Immadiale In-saiviclng and correclive aclfon will
be laken.

FORR CMS-2567(02-00) Proviovs Varslons Obsolele Evanl 10: DIBT
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Continued From page 11
therapeullc diets. The findings were:

| Observation on 477115 a18:10 AM showed |
resident #12 and #13 were served clear llquid

diats, Observation on 4/8/15 at 3:456 FM | the
kitchen ehowed a lls| of residants who wena lo be

served clear liquid diets "untll further notice." On

thal list were 10 names, which included residents
#42 and #13. Interview with RN #1 on 4/8/16 at
14:10 AM verffiad these therapeutlc diats were
provided as a result of G1 ineas symptams. The
nurse stated the protoaol usad by nursing was to
change the diet as needed and then {o have the
physiclan order the dlet within 3 deys, Inlarview
with the nurse further revealed resldent #12
hegan the clear liguid dist on 4/4/15. Observallon
showed the resident remained on the cloar liquld
dlef untll 4/8/15 at B:60 PM, Review of ihe
medlical record showed there was no gvidence a

physiclan was notified of the resldent’s symploms

of aeute liness or that a physlcien was aware the
residenl was recelving & clear liquid dlet. In
addlllon, there was no nurshg or dletary
assessment done related to the residents change
Tn dletary intake. Interview with the registared
dielitian on 4/9115 at & AM verified she was not
awara of the length of time the residenls wara
continued on a clear quid diel. Interview with the
medleat director on 4/8/15 at 4:20 FM revealed a
physician hesded to order the clear liquid dlsts
beltig used ko trant the residents, and he Wouldn't
wanl lo see a clear liguid tlet Iast longer than 2
days,

483.35(j) FOOD PROCURE,
STORE/PREPARE/SERVE - BANITARY

The fagilily musat -
(1) Procure food from sourees approved or

F 3a7

F 371

E) Resulls wil) be reporiad quarterly as pan of the fa-
cility Qualily Assurance Program.

The facliity will ensure il procunas food from sowrces 524015

approved or conslderad salisfaclory by Federal, Stale
<r locat authorifas and serve food under sanitary con-
dillons.
A) The facility will ansura lie "Vulean® oven doors and
all walls and celling vanls Ihroughout the kilchen are
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consldered safisfactory by Faderal, State or local

fauthorilles,.and .

(2) Store, prepare, disiribule and serve jood
under sanitary condiions

Thls REQUIREMENT is not mel as evidenced
by:
Based on observalion and stalf intarview, he.
faclliy falled to ensure a sanltary environment in
ihe kitshen, The findings wers:

1, Observation on 4/8/16 al 5:20 PM In the
ldichen showsd the following items which wera In
nead of more frequent cleaning:

a. The cutslda of tha "Vulean" oven doors
were apiled with drled on food and grime,
Interview with eook #1 al that time verified the
ovats wera not used; hawever, the range top
diractly above the ovens were used dally.

b, The wall bahind a food preparation counter
waa solled with splattered dried foodligulds.

¢. The four large ceiling vanls throughout the
kitchan had accurmulations of dark colored dusl
and grease on and surrounding tham. In addition,
the wall near the thrae compartment sink was
unclean with stuek on dustigrease.

d. Interview with the dialery manager on
48116 st 10:56 AM conflrmed the unclean
condltion of thase areasfiterns and varified they
were In need of more frequant oleaning.

According to Food Coda 2013, U.8. Public Heaith
Sarvice; 4-601.11 *...{G) Nenfood-gontact
surfaces of equlpment shall be kept free of an

accumulation of dust, dirt, food residue, and other

¥ STATEMENT OF DEFICIENGIES ID PROVIDER'S PLAN OF CORREGTION oie)
19[5(‘2;& (EAGS}?EEF’}EENCY MUST BE FRECEDED BY FLLL PREFIX Gé%?}g-lﬂ%{ggggﬁégg ?g?ggﬂs}#?%gﬂ?ffﬁ ¢0M[rk::—ﬁl 10K
! D TAG
Th3 REGULATORY OR L&G IDENTIFYING INFORMATION) AEFICIENGY)
F 371 { Continued From page 12 I# 871 [kept free of an accumulation of dust, dif, food residue,

and olher dabiris.

8) The Raclilly will ensure slalf keep peotsonal food and
" drink inan ares away from ihe food produciionand |
service areas.

) Ths faclitly will ansure nodent bail is canlainad In a
loovared, lamper-resislant bail slallon,

) The Facilily will ensure nmatedals thal are used in lhe
conslruciion of ulanslls and food contas! surfaces of
poulpment do nol allow the migralian of detatarious
substances or Impart colors, odorg of lastes (o food
Lnd under normal use condllions are safe, durable,
Formoslon-resistant, and nonabsorberd, They will ba
sufficlen( In welght and lhickness, linished Lo hava a
smoolh, easily clesnable surface, and reslslant (o
bilting, dripping, crazing, scralching, scoring, dislarion,
pnd decomposlilon.

E) Education will be provided 1o ali staff on the Impaor-
lance of serving food under sanllary condilions.

F) Moniloring of compllance will be done by weekly
random observalion of The kitchan uslng the qualily
improvemenl monitaring Lool unll substanlial compli-
ance hay bean mat.

G) Siafl ebserved not serving lood under sanlary con-
dlitons will receiva immalate In-servicing and correc-
ive aclion will be Laken.

H) Rasulls will be reporled quarterly &4 pan of the facll;
Ily Qualily Assuranca Pragram.
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debris."

showet cook #1 was ealing and drinking behind
the sarvice lina counter, When the cook started
serving (he resfdent meal, the remalning food and
drink ghe was eating remalned uncovared on the
and of the sewvice line counler. Interview with tha
dietary manager on 4/6/16 at 10;55 AM verllled
stalf ware expected lo keep personal food and
drink In an area away fram e food production
and service areas.

According to Food Code 2013, U.S. Publle Health
Service, 2-401,11; "{A) Except as speclfied in {|
(B} of this section, an EMPLOYEE shall eai,
drink, or use any form of tobacco only In
deslgnaled areas whers the contamination of
exposed FOOD; clean EQUIPMENT, UTENSILS,
and LINENS; unwrapped SINGLE-SERVICE and
SINGLEAJSE ARTICLES; or other ltems needing
protection can not resull.”

3. Obaervation in the dry food storage taom on
41616 at 5;26 P and on 4/8/15 al 10:55 AM
showed g uncovered rodent glue trap [ocaled
under a shelving unlt, Intarview with the dietary
manrger on 4BAS5 at 10:55 AM slated she was
unaware rodent traps needed to be ancloged in
food slorage areas.

According to Food Gode 2013, U.S. Public Heallh
Service, 7-206,12' "Rodent bait shall be:
contalnad In a covered, tamper-reslstant bait
atatlon. "

4. Obsarvation on 4/6115 at 520 PM and on
416115 at 10:65 AM showed 7 plaslic food storage

2. Obgervation of the kitchen on 4/6/15 al5:20, |

containers which were [ocated on a clean dish

F 371
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rack. These contalners were noted to he In poor
‘| sandltion Wit cracks and fissures I the-plastie-—-{- -~ - -~ - -
not allowing for effective cleaning/sanltation.
Inferview with the dietary manager on 4/815 at
10:66 AM verified these tems needed lo be
replaced.

According to Food Code 2013, U.S: Public Health
Saivice: 4-101.11 "Materials that are used n the
construclion of UTENSILS and FOOD-CONTAGT
SURFAGES of EQUIPMENT may not allow the
migration of deleterious substances or impart
colors, odors, or tastes to FOOD and under
niormal use condiffons shall be:

{A) Safe;

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

(C) Sufficlent in weight and thickness to wilheland
repaaled WAREWASHING,

{D) Flnished to have a SMOQTH, EASILY
CLEANABLE surface; and

(F) Resistant to pllting, chipping, orazing,
scratching, scaring, distortion, and

decomposliion.”

F 441 | 483.66 INFECTION CONTROL, PREVENT F 447 | The lagility will onsure ! eslablishes and malntaing an 152415

g8=H| &P READ, LINENS _ Infecton Contral Program destaned Lo provide a sale,

sanliary and comfortablia envirenment and lo help pre- -

The tacliity must establish and maintaln an vent lhe development and transmission of disease and ¢
Infeclion Control Program deslgned to provide & infaction. (?f 5\,}
safe, santary and comfarlable environoent and | A) The Facllity will engure I offactively Implements Q)}’ 6
to help provent the development and transmizsion measures lo prevent [he davelopment and ransmissloh )\ d’r/
of diseass and Infection. of infecton lor rastdents #3, #11, #12, #13, #14, #15, ¥ ﬁ:J

&

(2) Infaclion Contral Program

AT, 25, 126, 128, #34, H38, #39, #40, §54. #59, wnd |,
60 and all olfrer residents. ¢} Q//mf/\"‘ﬁ 3 fi (0 I k2 ,(1 (

Tha facllity mustaslstablish an Infection Gottrol B} The facilily will Implement an iliness oulbreak Irack-
Program under which it - ng toal for residenls and staff.

(1) Investigates, conlrols, and prevents Infecllons ) The facility will craale an liness oulbreak puliance
In the fachity, rool for &lalf ta follow In the evenl of an aulbreak,
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F 441 { Gontinued From page 16 F 441 { p) Educsitan will be pravided ko all nursing staf on thd
(2) Decldes what procedurn es, guch as isolation, impoitanca of effactively Implemenling measurss Lo
1 should be-_appliad.to.an.lnd;\{idual.resldent;..and. e | pravent Ihe devalopment. and iransmission of Infectlon
(3) Malntains a vecord of Incidents and carrective E) Moriloring of complianca will b done blweeklyra-|
aclions relaled to infactons, view of physlclan's ordars, physician's rounds lis!, and
24 hour repott by the Infecllen Contrel nurse using tha
(b) Preventing Spre.ad of Infection quallly improvement moniloring ol unlil substanlial
(1) When the Infection Contrel Program compliance hag bison mal
delermines that a resident needs Isolation to F) Nuréas nol effacively I j
y y Implementing measuray 1o
E"al"?: ttrtlgar:glf:lﬂ ofinfeetion, the facility must prevant (he developmenl and kransmisgion of Infection
solate \ will recaive | .
{2) The faclilty must prohibit employees with a tionr;?;: I::T: dfata if-sarvicing and comecilve &o-
communicable disease or Infected kin lesions ) Resulls wil b; seported quarled
from direct coniact with residents or their feod, If iy Qualty Assump“ . quarterly as parl of th fa-
direct contact wil transmit the disease, rice Program.
(3) The facility must raquire staff lo wash lhelr
hands after each direct resldent contact for which
hand washing I8 Indicated by accepled
professional practice.
(c} Lineng
Personnal must handle, store, process and
(rangpott lInens so as to prevent the spread of
infection,
This REGUIREMENT is nol met as evidenced
by:
Ragsad on ohservation, stafl interview, and review
of Infection control documentation, the faclilly
failed to effectively Implement measures to
prevent the spread of a known G| liness
oceurring wilhin the facllity, The Inifial nurber of
rezldents affected with GI liness was 12, five of
13 sample residents (#11, #12, #13, #14, #17)
and 7 hon-sample tesidenls (3, #28, #34, #39,
#40, itid, #60), Failure to implement precautions
timealy and effectively resulted in ham to 8
additlonal restdents (#15, #26,#26, #36, #59,
FORM CHMS-2507(02-08] Praviols Veralong Obaolela Event 10; DIET{ Facllily [D: WYU1H If contlnualion aheet Page 16 of 24
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#61, #62, #55) who became Infected with the

iilness-ag of 4/6/15; Tha census was 71. The- - - .

findings were!

Upon entrance to the facllity on 4/6/15 af 4:35
PM, the DON stated that some resldents and
staff were experfencing Gl symptoms. Review of
the Infection tracklng Informalion on 4/6/16
showed there were 11 resldents (#3, #11, 112,
10, #14, #17, #20, #34, ¥30, ##84, #60) who had
symptoms including nausea, vomiting and
dlarrhea. The enset dats of Ihe symploms
showed the first residenls affected were identifled
on 414116, Obsarvation durlng a tour of tha facilily
on 41616 from 4:56 PM to 6:30 PM ravesled
thare wae no personal protective equipment
(PPE) or slgnage oulalde of any resident rooms.
Interview with the IP on 4/6/15 at 6:45 PM verified
the rasldents experlencing symploms ware
localed in the two upper lavel units of the [acllity
(ihe secure unlt, and the 7/8 unlt), The IP then
verified other than kaeping the upper and lower
lavel ravidenta saparated, there were no leolation
pracaulions In place, i addition, she stated at
that time formel educalion had not been provided
to staff, just verbal yeminders regarding good
hand hygiene praclices. Furthermore, the W
staled there were some ermployses with
symploms of the fliness and the facllity did not
have specliic requirements for when (hay could
return to work. She revealod &t that time the
oulbroak vad not yet been reported to any Slate

| officials. The followlng concerns were idenlified:

a. Observations on 4/7/15 al 8 AM showed
residents In the 7/8 unit were {ocaled In the dining
area helng served breakfast. AL8:12 AM resident
¥#13 had an aplsode of emesis while seatad at the
{able. CNA #3 who was aasisting the resident

used the clothing protecior to absorb the small
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amount of emesle and falled to remove the solled
- clothing proteclor-from fhe resldentorto perform .| . . 1 ..
hand hygiene prior to conlinuing lo assist the
resl¢lant,

1. Observation on 4/7/16 at 8,15 AM showed
reskdent #40 was taken away from Ihe table
where he was dining with other resldenls. The
resident wag placed at an adjacent table alone
with a voimll basin because sfhe was fesling
nauseous.

¢. Interview on 477116 at 8115 AM with LEN-#5
the 7/8 unit wurse veriRad there were more
vesldents getting I, and hone of the rasldents
weare on [solation. She then stated she had not
basn educated oh any procedures relaled Lo the
outbreak.

d. Observaillon on 4/7/16 at 7:45 AM showed
resident #17 had door sighage which statad,
"Plgnse speak with a nurse before visillng your
toved one." At that time the resident was at the
main sacure unit dinlng area eating breakfast.
The observation showed there were three
additional resldents rl the same dining lable,

o, Ohservallon on 4/7/15 at 8 AN showad
LPiN#3 performad a medication pass n lhe
sacure unll. The LPN was observed o wear ong
palr of gloves while adininistering medicatlons to
a number of resldents, Al no time was she
observed lo change gloves or wash hands.
(nlerview wilh LPN #3 on 477115 at 8:30 AM
confirmed she should ave changed gloves and
washed hands as appropriate during the
medicallon pass.

f, Observallon on 4/7/15 baginning at 7:45
AM showad resident #25 sitting al the dining tabls
in the comman room vomiting into hisfher clothing
protector, At that time, GNAs #2 and #4
responded by wheellng the resldant back to
nisther raom, Bothh GNAs then donned gloves,
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The resldeni vomilad agaln into the clolhing
prolactor and-ontoihe floor before stating that. ..} ... f ...
sihe falt betlar, CNAY? wiped the resldeni's face
wilh & washolath, removed her gloves, and did
not parform hend hyglene before providing the
resldanl a oup of water. GNA #4 bagged the
soiled washcloth and clothing protecter. She then
ramovad her gloves, donned new gloves, and
usad paper towels fo wipe up vomit off the Noor,
No hund hyglene was performed batween

gloving. She placad the sniled paper lowels In the
rasldent's lrash can, She then removed har
ploves, did not perform hand hyglene, donned
new glovas, and selected a clean shirt from lhe
resldent’s closel. Both CNAs then asslgted the
resident with changlng clothes and gelllng into
bed. Both CNAs then usad hand sanlizing gel
after feaving the resldent's room,

g. Intarview with housekeeper #1 an 4/7/15 at
10:15 AM verified she had not been provided any
Instructlon to modily her cleanlng procees, The
housekeepar slated the hand rails In each area
wera wiped with a disinfectant preduct once per
wank,

h. Review of {he list provided showed 7
employess (5 CNAs and 2 licensed hurses) were
out ill wilh G symptoms as of 478715, Interview
with the IP on 47916 at 11:30 AM verifled the
employees needed to be free from symplors for
72 hours bafore they would ba allowad hack to
work,

I Interview with the medlcal direcfor on 4/8/15
at 4:20 FM revealed he was not awere of the
scope of the outbreak. The medicel director
learned during the interview there wors 19
residents affectad. Further the madical director
verified his expactation would be for fhe residents’
physlclang to be nolifiad about those experlencing
acute Hinags within 1he day of onsel of symptoms.
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Confinued From page 19
In addilion, the physician vertflad the resldents

needed to he assessad lor lhelr symptoms and |

delails rieedad to ba documentad refated lo the
condillan of the residents. He further slated his

expaclalion was for a dally update related to lhe
status of those affected in the facliity.

j. When the updated resident Infaction control
Information was reviewed on 4/6/16 at 3:56 FM
thare were 8 addittonal residents (#15, #26, #26,
#36, #59, #61, #62, #65) who were now identifled
with symploms of tha Gl lliness sihce the initlal
4615 information.

483,76()) RESPONSIBILITIES OF MEDICAL
DIRECTOR

The facility must designate a physiclan to sefve
as madical director.

The medical director Is responelble for
implementalion of resldent care policles; and the
coordination of medical care In the facilily.

Thia REQUIREMENT 15 not mel au ovidenoad
by
gased on review of facility Infection conlrol
docuientation and medical diractor intervlaw, the
facilily falled to ensure the medical director
recelvad accurate and imely informalion
concerning an outireak of G| symptoms In the
facliity. The findings were:

Upon entrance to the facllity on A/6/18 at 4:36
PM, the DON stated that some residsnts and
slaff were expsriencing Gl symptoms. Review of
the Infaction fracking Information on 4/6/16
showed thera were 11 rasllents (#3, #11, #12,
#13, 14, F17, #28, #34, #39, #64, #60) who had

F 441

F 609

The lachliy will ensure the medical dineclor is responsi 5/24/15
ble for Implementalion of residenl care policies; and i
coordinalion of medical care In the Tacllly,

IA) The Facliity will ensure lhe medical direclor recelves
immediale and daily updales during oilbreaks. .
B) All nurses will ba edusaled on the Inpertance of no-
liylng tha madical direclor nfan oulbreak immedlzalely
Lnd updaling on a daily basis.

) Monilaring of compliance will ba done by blwoakly
aancom revlaw of tha physiclan's orders, physlcian's
and lIs1 and 24 hour report sheels by the Infaclion
Conlrol nurse using Ihe qualily improvament monibaring
o vatll subslantla) compllance has been mal.

D) Nurses nol nofifying lhe medica) diraclor of oul-
breaks and updating on o dally basls will racalve Im-

madlata ln-serveng and coraclive acllon witl be Laker.
E) Rasulls will be reporiad quarlerly as parl of Ihe a.
cllity Quallly Assurance Program,
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Continued From page 20
symploms Including wausea, vomiting and

| diarthea, Tho.onsef date of the symptoms |
showed the first residents aflected were [denlillad

on 4/4/15. Review of lhe updated Infection
tracking informallon on 4/8/15 at-3:566 PM showad
an sdditions] B residents (#16, #26, #26, #36,
#b9, #61, #0672, #65) were idantifled with
symploms of the Gl liness.

During an interview on 4/6/15 at 4,20 PM the
medical direclor slatad he was notifled of the Gl
liness outbraak on Tuesday (4/7/16). The
madical director was ot aware [he outbreak
affacted 19 resldents; he stated " shought It was
only 4 or 4." The medical director further stated
his expectation was that ha shoukl recelve dally
updates during an autbreak.

483.75()(1) RES

REGORDS-COMPLETEIACCURATE/AGCESSIB
LE

‘The facility must malnlain clinlcal records on each
residant In accordance wilh accepted professional
standeards and praclices that are-complete,
accuralely documented; readily sccesslbls; and
systematically organized.

Tha elnleal record must gontain sufflclent
informafion to identlfy the resident; a racord of the
resldent'’s assessmenls; the plan of care and
services provided; the resulis of any
preadmission screening conducled by the Stale;
and prograss notes,

This REQUIREMENT I ot met as evidenced

by: _
Basead onr medical record review, staff inlervisw

F 601

F 514 The facllity will malnlain elinlea) racords on each rasl- | /24116
danlIn accardanca with accepled professlonal stan-
dands and practices lhal are complele, accurately doo-
umenied, readily acoossibia, and syslemalleally orga-
nizad.

A} The Tzcllily will ensure Il malnlains complete and ac
curale medical racorda for residants $#11, 112, #43, 114
15, 7, and #18 and all rasldenls.

) All nurses will be educaled on he Importance of
ngintaining complele and accurale medical raconds Tor
Il resldants.

2} Manlioring of compliance will be done by weekiy
random review of the 24 hour raparl agsinsl nurge
Charling on o resldents uslng Ihe guallly Impraveman
onlioiing ool unlil subslantial compllance has been
I'r:'ne!.

D) Nurgng nol malntalning camplate and accurale
madical racords will racalve mmedale In-sarvicing and
cornsctive aclion wili be laken.
E)} Resullz wil) be raporied quarlarly as par of he facll
*ly Quality Assurance Progearm.

FORM Gh3-2887(02-96) Pravious Verslong Ohsctate Event ID: DIBTI

Facdity 1D WY If gonlinuation sheet Paps 21 of 24




May. 1 2015 10:534 (((L(L [ o, 2665 7. 13
. | >
\
DEFARTMENT OF HEALTH AND HUMAN SERVICES gw\ T EORMAPEROVED

J FORMAFPROVED
CENTERS FOR MEDICARE & MEDICAID SERVICES OB NO. 0838-0391
SYATEMENT OF DEFIGIENGIES (X1 PROVIDERISUPFLIER/CLIA (X2} MULTIPLE CONSTRUCTION {(8) DATE SURVEY
AND FLAN OF CORRECTION JDENTIFIGATION NUMBER: A. BUILNING COMPLETED
GIBN3D B. WING 04/02/2015
NAME OF PROVIDER OR SUPPLIER " STREETADDRESS, CITY, STATE, ZIP CODE
1141 LANE 12
— RIZO ECE
NEW HO NS CAR NTER LOVELL, WY 82431
Xarn SUMMARY STATEMENT OF DEFICIENCIES [+ PROVIDER'S PLAN OF GORRECTION {X8)
PREFIX {EACH DEFICIENGY MUST BE PRECEDER 8Y FULL PREFIX {EACH CORRECTIVE ADTION SHOULD BE COMPLETION
TAD REGULATORY OR LS C IDENTIFYING INFGRMATION) TAG CROSS-REFERENCED TC THE APPROPRIATE DATE
DEFICIENCY)
F 814 | Confinued From paga 21 F 514

and review of Infection control documentation and
~ I"24=hour reports; therfacilly falled-lo ensure-the--—{-- -
medical record was complele and sccurale for 7
of 7 samyple residents (#11, #12, #13, #14, #15,
#17, #18) deniifiad with acute sympioms of
{liness. The findIngs were:

1. Review of tha Infection control list provided by
the faclllly showed resident #12 was Identifiad
wilh symptoms of a G! lliness which Included
dlarthea on 4/4/15. Qhsarvation on 4/7M5 &t 8:10
AM showed tha raaident was served a ¢lear liquid
dlet which was dong as a respanse lo symptoms
of the Gl liness. Review of the medical record
showed there was no nursing assassment In the
madicat racord related to the resident's signs and
symptoing of the &l ilness,

2. Review of nurses’ noles on 4/6/16 at 10:09 A,
and 4/6/16 at 6;52 PM showed resldent #11 had
al least 3 episodes of dlarthea and one eplsode
of vomillng. Review of the medloal record showed
no documentatlon of 8 nursing assessmant
concerning the resldent's sympioms of the lliness,

3, Review of the Infactlan control list provided by
the tacllly showed resident #13 was (denlifted
with symploms of a Gl illness which included
nausea, voinifing, and diarhea beginning on
416116, Qbzarvation on 4/7/15 at 810 AM showed
the resldent was served a clear liguid dlet which
was dong as a response to symptoms ol the Gl
liness, Review of the medical record failed to
ghow documentation of a nursing assesament
relalad to the Gl Ilness.

4. Review of facllity infeclion tracking Information
ghowad resktent #16 had Gl lness symptoms of
nausea and diarrhea which started on 4/7/15,
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Observations in the securs unit on 4/7/15 lhrough
| 416116 showad the resident was in_his/har reoming . . .
bed dug to the continued Gl illness. Interview with
CNA's #1 and #2 on 4/715 at 10:15 AM
confirmed the resldent was (n bed hecausa "[the
resident] has the Gl ilness and hag had dlarthaa
and nausea." Revlew of the madleal record
ghowed tha facllity fallad to dacurment the lliness.

§. Ravlew of facilty infaction tracking Infermation
showed reslkient #17 had Gf iness symploms
which stared on 4/6/15 with Isolation ending on
419115, Interviow with CNA#1 on 4/7/15 al 10:45
Al confirmed the resident previously had a G
liness, bul no longer had symptoms, Review of
the medical record showad the facliity falled In
document the lliness until 4/7/15. Review of a
nursing note dated 4/7/16 at 3:27 PM slated, “No
reports of loose stools; stales [the resklent] fesls
better." The facllity [alled fo document the onset
of lhe ilnass and en assessmant of the restdent
during the liness.

6. Revisw of infectlon traeking Informalion on
476115 reveated resident #14 was having
symptoms (hat ncluded nausea, vomliting, andfor
diarrhea. Review of the facilily's 24 hour reporl
revealad Ine resldent wag ldentifled on 476115 az
having nausea and vomlting. Interview with LPN
#1 on 4/8115 at 5:30 PM ravaaled the resldent
had vomiting the day before (4/716). Review of
the resldent's medical record, Including nursing
niotes and communication wilh physlclan, showed
no documentation related to the illnass.

Interviaw with the DON on 419715 at 10:05 AM
confirmed resldents with signa and symploms of
Gl lliness should be assessed, and the
assosamont with limely updates should be
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dooumaniad In the medical record,
7. Review of (he nursing 24-hour report {not patt
of the medlogl record) showed resldent #18-
complalnad of a sore throal and head cold on
| Afera, AfaHE, and 47416, During an interview an
41716 at 8:42 AM the rasident stated sthe had a
“hed cold.” The resident stated sthe had
symptoms for 4 days. Review of the medieal
record on 4/7116 showed no documentation
related (o the resldenf's symploms of acute
liness.
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