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INITIAL COMMENTS F Q00

A compiaint survey was conductad at Westward
Heights Care Center in Lander, Wyoming along
with the annual recertification survey from 7/8/15
to 7/8/15. The complaint which was Included in
the survey was WY00001980.

The following common abbreviations and
acronyms are used throughout this document:

ADON Assistant Dlreclor of Nursing
CNA Cartified Nurse Alde

DON Direclor of Nursing

MDS Minimum Data Sat

NHA Nursing Home Administrator
RN Registered Nurse

soC Staff Develapmant Coordinator

Lass comnmonly used abbreviations will be
annotated In each deficlency.

483.10{e), 463.75(1}(4) PERSONAL F 164
PRIVACY/CONFIDENTIALITY OF RECORDS

The resident has the right to personal privacy and
confidentiality of his or her personal and clinical
recards.

' Persanal privacy includes accommodations,
medical treatment, writtzn and telephone

I communications, personal care, visiis, and
meetings of family and resident groups, but this
does not require the facility to provide 3 private
rocm for each resident.

Except as provided in paragraph (e)(3) of this
gaction, the resident may approve or refuse the
release of personal and clinical records to any
[ individual outside the facilily. |

AT

: Lo 8 daficlency which the inathuticn may be excused from comecting providing It Is 4
) wuupwe f (Seelmlwdhu) Excapt for nursing hemus, the findings stated above are
mm%mol recih ad. For nursing homes, the above findings and plans of comection o disclasable 14

dayll'all adomllnbl wﬂwfldlly I deficiencies are ced, an approved plan of cormaction s requisfia to continuad
program pagic
- AUG.19-2015. )
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|ohservedfromﬂ1e hallway in the bathroom mirror. |

' Further cbservation at that ime showed that | dependent residents. Edncation will be
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The resident's right to refuse relesse of parsonal | F164 Privacy/Confidentinlity of
and clinical records daes not apply when the | Records
resident Is transfarred ta ancther health care | Correst deficicncy to individual:
| ingtihtion; o écard feleass s raquitidl by taw. | Resident #21 will receive privacy during
The faclity must keep confidentisl all information ' ADL care. The nursing staff will close
contained in the resident's records, regardiess of the door to his room and/or door the the
the form or storage methods, except when | bathroom during care.
release is required by transfer to anather . How others are identified and
ficathcare nsgo vt law, fiird party payment sorrection to others in similar
ConkracE ar fhe resident situations: An audit will be completed to
i |  identify all dependent residents who
| This REQUIREMENT s not met as evidenced require ADL/toileting care on or before
bg;ud chaarvition, stal fkervis, d polly 8/22/15. Identified residents will be
on obsarvation, staff interview, . .
| e proceriurs raview the tacity faked b provite, | ihivishtu el e
privacy during 1 of 8 observations of resident | practices durmg care.
care (#21). The findings were: Meayurey/syatemic changes to prevent
. recarrence: Staff will be educated on or
Observation on 7/7/15 at 11:07 AM showed before 8/22/15 regarding the need to
resident #21 tumed on the bathroom call light for | provide privacy during ADL care to all
assistance. CNA #1 knocked on the door, entered " dependent residents )
the room, and failed to close the door. The CNA ) . The DON
then knocked on the bathroom door and entered | Manitor permanent solation: ’
to assist the rasidant. The hathroom door was left '| ’ ADON, or their designed will conduct
|open providing a gap betwaen the bathroom door :  random audits for the next 60 days on
 and the door frame where care could be . | providing privacy during ADL care to
| conversation between the staff membar could be ! gwcnw all new staﬁmembc.m regarding
 heard In the hafiway explaining procedures to the i providing privacy during resident care.
| resident. Raview of the policy "Lippincott | Results of audits will be discussed at
 Procedures-Perinesl care of the male patient” | monthly QAPI meetings.

revised 10/3/14, provided by the factlity, showed a i
[ saction tifed "Implementation” that included a i

diractive to "provide privacy.” Interview with the l
| SDC on 7/915 at 11 AM revealed the staff ; ;
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F 184, Continued From page 2 F 164 |
! member shouid have closed the doors to ensure
| privacy during care. 8122118
F 253 | 483.15(h)(2) HOUSEKEEPING & F253 . . .
Ss=E | MAINTENANCE SERVICES F253 Housckeeping and Maintenance
' Services
| The faclity must provide housekeeping and Correct deficiency to individual: The
. maintenance services necessary to maintain a facility will maintain a sanitary, orderly,
| sankary, ardery, and comfartabie interior. and comfortable interior. This will be
: | accomplished by repairing all cracks,
* This REQUIREMENT I8 not met as evidenced | holes, chips, and exposed drywall in the
by: Bathing Suites A & B end the adjacent
Based on observation and staff Intervigw, the storage areas.
facility failed to provide a sanitary and Hoyw othors are identificd and
' wall-maintained enviranment in 2 of 2 resident correction to others in simiiar
i bathing sultes (A and B). The findings were: situgtions: The Administrator will
| 1. Observation of the storage area in bathing educate the maintenance and
: suite Aon 7/7M5 at 11:18 AM showed 2 walls had housekeeping staff on maintaining a
| 6 argas with chips and cracks axpasing metal sanitary, orderly, and comfortable
 andlor drywall. Wall 1 was connected to the area interior.
_entrance door and wall 2 was adjacent to wall 1 Measarey/systemis changes to prevent
j dividing the room. N ot
[ a.Area1was on wall 1, 3" from the floor and recurrence; A quality improvement
measurad 4" by 5° and had exposed drywall and | monitoring tool will be implemented by
| metal, the Maintenance Supervisor.
b. Araa 2 wes on wall 1, 28" from the floar Monitor permancnt solution;
a0 messirec | Jie"y S 12 and exposss An audit of the facility will be completed
c. Area 3 was on wall 1, 32 from the floor monthly. Any items ideatified as nceded
' and measured 1" by § 1/2" and exposed drywall fixing will be scheduled immedintely for
; and metal, repair. ‘The results of the audits and
d. Arsa 4 was on wall 1, 34" from the floor repairs completed will be reported
and measured 2" by 9" and expased drywall and - quarterly at a QAPI meeting.
metal.
. e Area§ was on wall 2, § 1/2" from the floor
' and spanned the entire length of the wall and
| exposad drywsll, ,
i
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Continued From page 3

2. Obsarvation of tha storage area in bathing
suite B on 7/7/15 at 11:25 AM showed 1 wall had

! 3 areas with chips and cracks drywall. The areas
were located just below the light switch in the
area,

a, Area 1 was 27" from the floor and
measured 30" by 1/2" and exposed drywall,

b. Arsa 2 was 32" from the floor and
measured 28" by 2" and exposed drywall.

¢, Ar=a 3 was 31" from the floor and
measured 2" by 1 1/2" and exposed drywall.

3. Observation of the bathing ares in bathing
suite B on 7/THS at 11:15 AM showed 3 walls had
11 araas with chips and eracks drywall. Wall 1
was on the knob side of the entrance door, wall 2
| was on the hinge"side of the ‘entranca door, and
wall 3 was next to the tub.

a. Area 1 was on wall 1, 31" from the floor
' and measured 2 1/2" by 1/2" and exposed
drywall.

b. Area 2 was on wall 1, 31" from the floar
and measured 1° by 1" and exposed drywaill,

c. Area 3 was on wall 2, §* from the floor and
had 17 areas that were chipped away. The chips
were located In an area that measured 10" by 23°
and all exposed drywall.

d Area 4 was on wall 2, 20" from the floor
and had 11 areas that were chipped away. The
chips were focatad in 2n area that measured 15
by 10" and exposed drywall.

@, Area 5 was on wall 2, 24" from the floor
and measured 1" by 1" and expasad drywall.

f. Area 6 was on wall 2, 24" from the floor and
measured 1/2" by 1/2" and expased drywall

g. Araa 7 was an wall 2, 24" from the ficor
and measured 1/2" by 1/2° and exposed drywall.

h. Area 8 was on wall 2, 24" from the floor

|
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‘ and measured 1/2" by 1/4" and exposed drywall,
" i, Area 8 was on wall 2, 24" from the floor and 822/15
: measured 1/2" by 1/2" and exposed drywall. F279 Develop Comprehensive Care
j- Area 10 was on wall 2, 24" from the floor Plans
and measurad 1/2" by m and 3xposod drywall. . i div i
K. Area 11 was on 3, 24" from the floor ww“m«m
and measured 1/2° by 33* and exposed drywall. Churge nurses/MDS nurses will be
educated on the importance of updating
i 4. interview with NHA on 7/8/15 at 10:30 AM the care plan as new interventions are
co?ﬁg?eflo the Tg:smnbsmz :;ga the facility was developed. Resident #7°s carc plan has
not able to san 2 areas priately. S
Further interview with the NHA at that time been "pd‘.md to mﬂef:t Lo mfdem
| revealed there was a plan to update the fscility; needs assistance putting on and taking off
| however, comection of these areas was not her Ted Hose daily. Direct caregivers
! identified as part of the plan. have been cducated on the interventions
F 278 | 483.20(d), 483.20(k)(1) DEVELOP F279] inplace.
$S«D | COMPREHENSIVE CARE PLANS Resident #7’s care plun was updated to
. < ons for 1 .
A faclity must use the results of the assessment i.;;?.;ﬁ; m:g::h::;‘:ﬁ:;oya on
m develop, review and ravise the resident's : p eval ‘“
mpmmm plan of care. completed for this restdent on 7/17/15,
! Behavior monitoring for insomnia is in
1 The facilily must develop a comprehensive care place. A three-day sleep/activity pattern
} pgn ecf:vr eac:drisident bﬂl;:ttglc!tgt& ﬂ}rélads:nt?ble record was implemented for resident #7
© es and limeta meeta s .
| medical, mursing, and mental Bnd pyck sl on 7/30/15. A gradual ‘dose reduction 'of
' ngeds that are identified in the comprehensive clonazcpam was requested on 7/10/185;
assessment. awaiting response from MD.
The care plan must describe the services that are I jon imilar
to ba fumished to attain or maintain the resident's T g i
highest practicabla physical, mentai, and o Am“‘z"gmﬁm
psychosocial well-being as required under ian orders f
. §483.25;: and any services that wouid otherwise who bave current physician orders for
be raquired under §483.25 but are not provided
| due to the resident's exercise of rights under
| §483.10, including the right to rafusa treatment |
i under §483.1G{b)(4). g
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F27g! Ted Hose and those care plans wil] be

F 279 | Cantinued From page 5

_This REQUIREMENT is not met as evidenced
oy
Basad on staff and resideat interview,
1-.-.-he;ervauanaanclrnecm:alrat:ncwdrevie\:\r tha faciity
dailedtoansummecamplanwasupdatadw
{ include current interventions for 1 of 12 residents
{#7). The findings were:

1. Review of the Intardisciplinary Cara
Conference Warksheet dated 4/28/15, and raview
 of the Treatment Orders for July 2015, showed

1 Ted Hose/Knee Highs was an intarvention for
res:dent#? Observation on 7/8/15 at 7 PM
| revealad the reskdent wore his/er Ted Hose knee
highs and interview with the resident at that time

i revealed $/Me wore thém evary day. Intesview with
CNA#3on 7/8/115 at 7.08 PM varlﬁad the resident
! was supposed (o wear the Ted Hose. Howaver,
: review of the resident's care plan, last updatad on

- 7123/15, showed Ted Hose had not been

' {dentified as a resident nead or approach.

2. Raview of the May 2015 medication orders
ghawed an order for Clonazepam (Brand name:
Kionopin), "0.25 MG PO [by mouth] @ bedtime”
for resident #7. Review of the medical record
showed a physician's order, dated 7/1115,
prescribed an increase in Klonopin to 0.5 mg, 1
172 tablets at bedtime. Review of the care plan,
: updated on 7/23/15, showead insomnia was nat

; identified as a problem/need and approachas that .

+ addressed insomnia were not developed.
lntemawwlth the DON on 7/0/15at 1:28 PM
, verified insomnia had not been included In the
« gare plan.
F 309 48325 PROVIDE CARE/SERVICES FOR

F 308 - at the time of audit. ||

* reviewed to check that Ted Hose is
| identified as a resident approach. At this
| time, the MDS coordinator or their
- designee will be responsible for reviewing
and updating the care plan to reflect new
and current interventions,
An audit will be completed to identify all
residents on sedative/hypnotics in the
facility on or before 8/22/15. These
residents’ care plans will be reviewed to
ensure that insomnia has been identificd
and interventions are care planned.
Mcasures/systemic changes to nrevent
recurrence: All new physician orders
will be reviewed by the interdisciplinary
team as part of the daily stand up meeting
process. The MDS coordinator will
update the care plans daily to reflect new
and current interventions.
All residents® care plans will be reviewed
by the interdisciplinery team quarterly
and aonually according to the MDS$ cycle
to make sure that current diagnoses have
care planned interventions.
Monitor permanent solution: The MDS
coordinator or their designee will
complete random chart audits for the ncx‘t
| 60 days to ensure that residents’ care plan '
| interventions are all presentandupto |
| date. Results of these audits will be
prmtedatﬂm monthly QA meeting and | |
| corrections will be made to the care plans |
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§5=D | HIGHEST WELL BEING i 8/22/15
| F309 Providc Carc/Services for Highest
Each resident must receive and the facility must | Well Being
pmvideﬂxeaeceasacy-reandsmimstoattaln ! . individual: Staff
| of maintein tha highest practicable physical, - Correct deficiency to individual:
mental, and psychosocial well-being, in | will be educated on proper peri carc
accordance with the comprehensive assessment i procedure for resident #26, including
and plan of care. | wiping front to back, from clean to dirty,
* proper wiping, and using clean gloves to
i apply barrier cream.
This REQUIREMENT is not met as evidenced
iby' Nursing staff will be re-educated on the
Based on observation, staff and resident standard of reassing pain after pain
lntemav;d rmedical record review, and revisw of medication is administered, For resident
| policy and procedures, the facility failed to ensure : - ; i
staff used appropriate cleaning techniques for 1 m‘;&“’.’” .""m!b‘i'? ’mﬁ;ﬁ“m
of 7 residents (#26) with fecal incontinent care on 15 . o
needs; and falled to ensure the necessary The non-pharmacological approaches
asgessments and monitoring for pain attempted with resident #24 will be
management was implementad for 1 of 5 documented.
residents (#24) with pain, The findings were: How others are identified and
1. Review of the significant change MDS : P— —
assessment dated 4/9/15 for resident #26 | situations: An sudit will be completed o
showed the resident was severely impaired with , identify all dependent residents who
decision making, always incontinent of urine and . require ADLAoileting care on or before
bowel, and extansive assistance of 2 OII' more l 8/22/15. Identified residents will be
parsons for toilet use and personal hyglane. 1 adheren i
Observation of care on 7/7H5 8t 11:27 AM : "’:c?:: for. Frence fo privasy
! shawed the resident was provided perineal care practices during care.
after being incontinent of urine and bowel. CNA ! . ]
#2 assisted resident o roll toward the door and ¢ Rapdom audits of the MAR, and pain
CNA#1 began wiping the resident's buttock area. | | assessment flow sheets over the next 60
g:ﬂmeal nﬁﬂfgﬂmm:&%“ﬂidﬁ mand ) i days. Nurses will be notified of need of
m the en ng ' re-assessment and educats
forth using the same wipe. CNA#1 then changed ' and ik
the wipe and again wiped back and forth with the | !
| wipe. The CNA then lifted the resident's scrotum | , |
FORM GM5-2567(02-98) Previous Versiona Obaolats Evenl ID:AKS11 Facilly [D: WvD03a If eontinuation sheat Page 7 of 17



08/19/2015 11:11AM FAX 3073323690

WESTWARD HE1GHT CARE @doo09/0018

( (

DEPARTMENT OF HEALTH AND HUMAN SERVICES PRINTED: 08/11/2015

excessive friction and scrubbing, which can
further traumatize the skin."
¢ Interview with the SDC on 7845 at 11:.00 AM |
revealed the CNA should have changed the sids
| of the wipe after each stroke, avoided wiping
back and forth, cleaned the resident front (o back
and cleanest to dirtiest, and the gloves should
have been changed prior to touching the tube of

(X2} MULTIPLE CONSTRUCTION
A BUILDING
B WING
NAME OF PROVIOER OR SUPPLIER | STREET ADDRESS, CITY, STATE, ZIP CODE
150 CARING WAY
WESTWARD HEIGHTS CARE CENTER LANDER, WY 82520
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F 302 Continued From page 7 ' F 308 . ..
| up from the back side by pufling on the tissue and E:::;;:i:: the spot for any missing
spreading it up to the thigh causing the resident | ' .
to yell "owl" The CNA finished wiping the bowel © Measures/svstemic changes to prevent
and changed gloves. After applying new gloves, | | kecurremce: The DON has contacted the
| the CNA noticed more bowel and wiped i away . TENA representative for the facility’s
using Ewg:::ﬂge?ﬁ CNA:;E;; :ﬁ;dbt:ﬁ | | incontinence products to request an
| same pi upatu in barrier . X
| cream. The CNA did not change gloves before ! m—scrv:ce for;:f'sfing_ustaﬂ:on Proper
handiing the tube of cream. The resident was product use. Staff will be in-serviced on
then positioned on a clean brief and the CNA proper peri care procedure per facility
provided perineal care to resident's penis and | policy on or before 8/22/15.
pugic aiet:ra'f I 4 "y Re-education on peri care will be
eview of policy and precedure, “Lippincatt ided g
Procedures-Perineal care of the male patient’, e
reviewad on 10/3/2014, showed during i
implementation the staff member is to provide i . .
care to the perineal area before cleaning the anal 4 Anmual and PRN education will be
area. Further review shiowed staff is To cleaii the | | "provided to nursing staff on pdin
tofp lr:and sldes o:rt:'lde scrotum prior ;:o the bottom . . standards and documentation of pain
of the scrotum and anal area and should "handle | ication administrati
| the scrotum gently to avold causing discomfort.” 1 medication on.
Continued review showed that under the special ; N
considerations sections the staff should "avold Monitor permanent solation; Random

on for the next 60 days. Results of audits
. will be discussed at monthly QAPI
mectings,

Random audits will be performed by the

audits will be performed by the SDC/ICN
| or their designee on peri care performance

skin barrier cream to prevant contamination. |' DON/ADON or designee ot the MARS
and pain flow assessments. The results

2. Raview of the medical record showad resident . :
#24 was sdmitied 1o the facily on J30/15 afer | will be discussed at the monthly QA
receiving hospital care for a pelvic fracture. . meeting.
Review of the 4/30/15 significant change MDS l i i
assassment showed the resident had frequent i |

: pain dally. Review of the 3/30/15 physician's : i
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orders showed Lidoderm patch 5% for 12 hours |
was ordered for generalized pain. Raviaw of the |
4/23/15 physiclan's orders showed Tylenol 650
milligrams (mg) three imes dally, Fentanyl 50 |
micrograms patch (a transdermal pain
. medication) every 72 hours, and Oxycodone10 |
| mg evesy two hours as needed were also ardered |
| for pain. The following concems |dentified: |
| a, Review of the June and July 2015
nursing notes, paln flow sheat, and meadication
administration record showed the resident
received Oxycodone as needed for pain; but
| re-assessment for effective paln management
l was not completed consistantly. This ravieaw
| showed the resident was not re-assessad aftar
| Oxycodone was administerad 3 timas on 8/8/15
and once on 6/8/15, 6/1SM5, T1/15, 713115, and
| T/8/15. Further review revealed no documentation
! ragarding non-pharmacological approaches for
 refieving the resident's pain. .
; b. inferview with the resident on 7/8/5 at F314 Treatment/Services to Prevent 8/22/15
. 11:40 AM revealed s/he had severe backand ! {Hcal Pressure Sores.
* “tilbane” pain and somstimes the pain
i medication helped and sometimes it didn't. - P .
. c interview on 7/9/15 at 12:48 PM with Correct defisiency lo _the Individual:
RN #1 revealed the nurses ware required to Resident  #28  continues  monthly
document a before and after pain assessment | appointments to the wound care clinic
when administering as nesded pain medications. monthly and PRN, A certified wound
' At that time she acknowledge the documentation nurse assesses resident’s pressure ulcer on
;;11“5&;5;";0? ;&%&’15. /3115, 81515, a weekly basis. Wound vac therapy
» B 0 i : wi
F 314 483,25(c) TREATMENT/SVCS TO F 314 :Zﬁg‘;?oﬁe;,gﬁ Soraes imcig‘:t‘:mﬁ
§5=G | PREVENT/HEAL PRESSURE SORES e .
frequent repositioning on all residents
Based on the comprehensive assessment of a who have or are at high risk [for
resident, the facility must ensure that a resident development of pressure ulcers. ‘They
who enters the facility without pressure sores will reposition cvery two hours while in
does not develop pressure sores unfess tha bed and every hour while in a wheclchair.
1
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I Individual's dlﬂh:l condition demonstrates that Mﬁpﬁm team and has reviewed the
' they were unavoidable; and a resident having skin end wound cment standard. An
pressura sores recelves necessary treatment snd B willoo mmbyamm \
services to promate healing, prevent infection and i ‘;’g’ o W“ﬁ’.skd :
prevent new sores from developing, to identify thoso resi ghest t
: for prossure ulcers on or befors $/22/15. _
These resident’s care plans will bo evzluated
- ; for provention moasures, Nurses st the
Iyl-:ns REQUIREMENT I[s not met as evidenced facility will be educated on the siin md [
Based on observation, medical record raviaw, wound standard on or before 8/22/15.
staff and resident Interview, and policy and Mezxsurey/systemic changes to prevent
procedure review, the faciilty failed to implement Kesucrence: A repositioning documentation
interventions to promote healing and prevent ; schedule will be developed for this sosident
avoidable worsaning of pressure uicers for 1 of 5 i or before 8/22/15, and can be used for any
sample residents (#28) with pressure ulcers, This | future resident who frequently refuses to
fallure resulted in actual harm for resident #28 chango position. .
whose pressure vicer worsened, The findings Monitor permanent solution; The DON,
Wang: ADON, or their dosignoe will complete
random sudits on repositioning of residents at
1. Reviaw of the 6/22/15 qua_l'terly MDS high risk for pressure ulcers for tha aext 60 |
assessment showed the resident required ' days. Results of audits will be discussed at
exiansive assistance of two or more persons for monthly QAP meetings,
| ADL's {activities of daily living) including transfers,
dressing, and toilet use, and was totally
. dependent an assistance from two or more
persons for bed mobility, Further, the assessment
showed the resident had a stage 4 pressure ulcer
that measured 2 em by 1.8 cm by 2.7 cm. Review
of weekly pressure ulcer records showed a stage
4 pressura vlcer, located on the right gluteal fold,
was identifled on 1/28/15. On 6/26/15 the ulcer
measured 1.5 cm by 0.6 cm by 1.5 cm and had
tunneling at the one o'clock positioning that
measured 2.8 cm, Further review showad there
was aleo undermining noted &l the sieven to
twelve o'clock position that measured 1.3 cm.
Review of the resident's care plan for preasure
ulcar, Inttiated on 3/2/15, showed the rasident had |
a wound vacuum applied on 5/%6/15 and was to be |
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rapositioned every 2 hours. Review of the
indwelling catheler care plan, reviewed on
6/24/15, indicated the reason for use was a stage
4 pressure ulcar to the right ischial tuberosity.

a. Observation of the resident on 7/7/15 at9
AM showed the resident was sitting in his/her
wheelchair eating breakfast, Continued
cbservation on that date showed the resident
remained sitting in the wheelchalr reading a book
at 11:04 AM, Further observalion showed the
resident sat in the wheelehair eating lunch at
12:30 PM.

b. Observation of wound care on 7/8/15 at
3:30 PM revealed the rasident hed a stage IV
pressure sore with tunneling on the right giuteal
foid.

¢, Interview with the resident on 7/715 at
11:04 AM revaaled the resident required staff to
reposition him/er In the wheeichalr and reading
helps to distract him/her from being
uncomfortable. Further interview at that time
revealed staff had nol repositioned or offloaded
the rasident.

d. Raview of 7/3/15 weekly pressurs ulcer
record showad the stage 4 to the right gluteal fokd
measured 9.4 cm by 1.0 cm by 2.0 cm with
tunneling at the iwelve o'clack position that

measured 2,3 cm. Further reviaw showed
specially interventions included specialty bed, |

*reposition often.” !

e. Raview of the policy "Pressure Ulcer Risk |
Assessment” revised 6/2015 showed *,..c)
Reposttioning...Note: Repositioning should occur
during rounds which are expected approximataly
every two hours. Note: Residents in a wheelchair
should be repositioned or weight shifted
approximately every hour....”

wheelchair cushion, positioning devices, and to |

£, Interview with the SCD on 7/8/15 at 11 AM

FORM CMS-2507102-00) Previous Verslons Qbsoiste Event 10; AIKS 1Y FacIity W0 WYO06 i continugtion sheet Page 11 of 17
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The faciiity must ensure that the resident
environment remains as free of accident hazards
as is possible; and each resident recelves
adequate supervision and assistance devices to
prevent accidents.

This REQUIREMENT |[s not met as evidenced
by: ordbdordibbicd . S delucabagads
Based on observation, staff interview, medical
record review, and policy and procedure review,
the facilty failed to ensure assist bars ware
assessed for safety for 3 of 3 sample residents
(#8, #28, #49) who ulifized those devicas. The
findings wers:

1. Review of the 6/8/15 quarterly MDS
assessmeant showed resident #8 was moderately
cognitively impalred with a brief intarview for
mental status {BIMS) score of 10/15, and
dlagnoses that included cerebral vascular
aceident, iate effect hemiplegla, muscle
weakness, and osteoarthrilis. Observation an
77115 at 9:07 AM showed an assist bar was
attachad to the open side of the rasidant's bed
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F 314 | Continued From page 11 F 314! F323 Free of 822ns
confirmed that residents should be repositioned 1
avery two hours while In bed, 45 minutes ! AccidenﬂHazardslSuperVishn!DGchu
while in 3 wheelchair, and resident #28 should ba Coreect deficicncy to individugl; No
assicted by staff to reposition. | adverse effects or harm have been
323 | 483.25(h) FREE OF ACCIDENT F 323 | expericnced by residents #8, #28, and
ss=g { HAZARDS/SUPERVISION/DEVICES #49. The physical therapist and

| occupational therapist will assess the
assist bars for safety and resident need for

| residents #8, #28, and #49,

| tion to others in simil

' gitnations: A review of all facility beds

. bas been conducted by the Maintenance

'I Supervisor (7/28/15) to identify all assist
bars currently in use, Identified residents

* withr assist- bars it be-assessed-by-2 - - - -1

. physical therapist for resident need and

safety. .

recurrence: Residents will be evaluated
on an individual basis to determine a need
for assist bars.

The necd for assist bars will be assessed
by therapy screen and documented by the
DON/ADON or their designee at Ieast

{ quarterly in conjunction with the

| resident's care planning/MDS schedule.

i The maintenance staff will be responsible
for removing assist bars when no longer

and the other side was against the wall. The ne:d?d or after a resident is. dxsch. Rmaggcd d,
device was desigried to have 4 gaps between the ! Mmﬁur.mmn:n!.mluﬂem om
bars; however only 2 gaps were accessible. One audits will completed over the next 60
gap measured 6" by 4" and the second gap days to ensure that residents will be
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measured 4" by 4" in size, Review of the
resident's madical record revealed that a safety
assassment was not completed. The facility failad
to address the safsty of the assist bar use or
potential for limb entrapment.

2. Review of the 6/22/15 quartarly MDS
assessment showed resident #28 was
mioderately cognitively impaired with a BIMS
score of 12/15, and diagnoses that included
debility malaise and muscle weakness.
Observation on 7/7115 at 8 AM showed an assist
bar was sttached to the open side of the

wall. The device was designed to havs 4 gaps
between the bars; however only 2 gaps were
accessible. One gap measured 6° by 4" and the
second gap measured 4" by 4" n size. Review of
the resident's medical racord revesled that a
safaly assasamant was not completed, The
facility falled to address the safaty of the assist
bar use or potantial for fimb entrapment.

3. Review of the 3/31/15 quarterly MDS
assassment showad resident #49 was cognltivaly
intact with a BIMS score of 15/15, and diagnoses

arthritis, Observation on 7/7/1§ at 9:18 AM
showed an assist bar was attached ta the cpen
side of the resident's bed and the other side was
egalnst tha wall. The device was designed to
have 4 gsps batwaen the bars; however only 2
gaps were accessible. One gap measured 6" by
4" and the second gap measured 4" by 4" in size.
Review of the resident’s medical record revealed
that a safety assessment was not completed. The
facility failed to address the safety of tho assist
bar use or potential for limb entrepment.

resident's bed and the other side was agsinst the :

that included debility not otherwise specified and |

|
!
|

!

F 323

evaluated for the need of assist bars. The
therapy department will provide a written
statement for those residents in nced of an
assist bar. Going forward, the therapists
will perform a safety assessment
regarding assist bars quarterly in
conjunction with the residenis care
planyMDS schedule. Results of audits
will be discussed at monthly QAPI

meetings.
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4. Review of the facility policy “Assist Bar
Aszsszment and Use” revised on 572014 showed
, “the need for assist bars should be assessed and §/22/15
} documented at least quartarty In conjunction with F329 Drug Regimen is Free From
 the resident's care planning/MDS cycie,” Further Unnecessary Drugs
review showed the paolicy did not address resident .

! s AT ! | Residents #24 and #7 did not suffer any

5. Intarview with the DON on 7/9/15 at 5:33 AM . adverse effects from their medication
revealed the facilly did not conduct safety | regimens.
F 320] 42226() DRUG REGREN IS FREEFROM. | Fagy:  Bvior momitorog for smxity for
Ny resident #24 was initisted on 7/10/15 and
$S=D i UNNECESSARY DRUGS will continue for the duration of her care.
1 Each resident's drug regimen must be free from Resident #7°s care plan was updated to
unnecessary drugs. An unnecessary drug is any include interventions for insomnia on
, drug when used in excessive dose (Including | 7/17/15. A sleep evaluation was
duplicate therapy); or for excessive duration; or completed for this resident on 7/17/15.

without adequate manitoring: o without adequats i

Beh it
: indications for its use; or in the presence of | chavior monitoring for insomnia is in

! adverse consequences which indicale the dose | place. A three-duy slecplacﬁvity pattern
| should be reduced or discantinued; or any record was implemented for resident #7
! combinations of the reasans above, on 7/30/15. A gradual dose reduction of

clonazepam was requested on 7/10/15;

, rasident, the facility must ensure that residents

u i identificd and
, who have not used a?ﬂpsychot!c drugs :ra not | v ——
| gwen these dms uniess Enﬁpsychouc rug i mmmmt
| therapy Is necessary to treat a specific condltion | situationy: Aa audit will be completed to
&8s diagnosed and documented in the clinical i ‘ identify all residents on
record; and residents who use antipsychotic 1
drugs receive gradual dose reductions, and
behavioral interventions, uniess clinically
cantraindicated, in an effort to discontinue these ! ' .
drugs. X I
| |
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This REQUIREMENT s net met 2s evidencad

by:

Based on medical record review and staff
intarview, the facility fafled to ensure the drug
regimen was free of unnecessary medications for
2 of 13 sampla residents (#7, #24). The findings
were;

1. Review of tha 4/30/15 significant change MDS
assassment showed resident #24 was
depressed, but did not have behaviors or
impairad cognition. Review of the June and July

2015 medication administrations records showed !

. their designee for all residents on

sedative/hypnotics in the facility on or
before 8/22/15. A sleep evaluation will
be completed by the DON, ADON, or

sedative/hypnotics on or before 8/22/15.
The DON/ADON or their designee will
engure that all residents on
sedative/hypnotics have behavior
monitoring in place on or before 8/22/15.

reeurrency; Sleep/activity pattern records

s will be completed for ail residents on
a 4/23115 physician's order for Ativan (an . Y -
antianxiety medication) .5 milligrams (mg) every sedative/hypootics on sdmission and
four hours 3s needed. Further review revealed quarterly, following the MDS carc plaa
the medication was administerad on 6/21/15, schedule. New residents will have a sleep
6124115, 8125/15, 6126115, 6127115, 8/20/15, | evalvation and three day slgep]wﬁvity
TI4185, TI5115, 71818, and 7!:”15. Reaview of the pattern record completed on admission.
715115 nurses notes showed “resident N Al be d on the sl
occasionally anxious, calls out for help.” Review usseg will be educated on the sleep
of nursing notes, dated 7/6/15, showed ¢valuation and slecp/activity pattem
“Increased anxlety and requested Ativan, record on or before 8/22/15.
admlmred per orders an’d effective.” Review Monltor pecmanent solation: Random
of nu notes, dated 7/7/15, showed the i vi itors
resident raports anxiety and medicated per :rme:ﬁ’;l;f-’m:r;‘; slmup," ms“ﬁsi'.’m'
orders.® Reviaw of nursing notes, dated 7/8/15, cep : o4
showed tha physician added an additional pattern records will be completed by the
medication, Zoloft 25 mg daily, for the residenta DON or their designes for the next 60
anxiety. Review of the behavior monitoring days. Regults of audits will be discussed
records for the resident showed the lack of at monthly QAPI meetings.
monitoring for this anti-anxiety medication, During
an infarview on 7/8/15 at 1:28 PM, the BON I
stated the monitoring should have been i
implemeanted when the medication was starled, :
and verifled It was not done. I
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2. Review of the May 2015 medication orders
showed an order (or Clonazepam (Brand name:
Klonopin), 0,25 MG PO [by mouth] @ bedime” $/22/15
for resident #7. Review of the medical record F468 Corridors Have Firmly Secored
showed a physician's order, dated 7/1/2015, Handrails
pzﬁdubed an Incraase in thﬂﬂpil'l 2 0.5 ITIEI. 1 I gmwmm
1 ats at bediime. Review of the medica '
record failed to show documented ciinical fa"mﬂ“’ will ensure corridors are equipped
rationale for the increase in Kionopin. Review of with firmly secured handrails on cach
the care plan, updated on 7/23/2015, showed side. The handrail at the end of A Hall
insomnia was not identified as a problenvnead and handrail outside of Rm 104 have been
and approaches that addressed insomnia were repaired by the Maintenance Supervisor
not developed. 30 they are firmly secored,
Interview with the DON on 7/9/15 at 1:28 PM Hew others are ldentified sang
varified a sleep assessment had not been sorrestion to others in similar
completed prior to determining the residant tituations: Maintenance Supervisor will
needed medicalion forslasp, check all corridor hznd rails each month
F 468 | 483 70(h)(3) CORRIDORS HAVE FIRMLY F 468! to ensure they are fimly
SS=E | SECURED HANDRAILS il seoured.
. The facility must equip corridors with frmly | mﬁul}yhandraihminneed
| secured handrails on each side. of repair, the Maintenance Supervisor will
! ensure they are repaired immediataly,
' on: The
This REQUIREMENT is not met as evidenced results of the cotridor rails inspections
by: i
Based on observation and staff interviaw, the meWM“MMW
Facility fafled to equip comidors with firmly secured meeting.
handrails on each side for 1 of 2 hallways (A Hall)
in tha facillty. The findings were;
1, Observation on 7/7/15 at 10:55 AM shawed the | |
handeail at the end of A hall near the exit door 1
2 Observation on 7/7/15 at 11 AM showed the 1 !
- handrait gulside of room 104 was very loose. | |
i :
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3. Interview with the NHA on 7/8/15 at 10;30 AM
confirmed the handralls were loose and and could
result in injury if someone leaned on them,
|
i
|
| |
| l |
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