PRINTED: 08/2872015
: Rﬁoﬁmwméveﬂ"‘“"

s shym Lq\&d‘;_"l!!u.:

D'EPARTMENT OF Hmvnaﬁwumﬂsenvrcss ~TA ko)

22) MU
AND PLANOF CORRECTION ~ .|  IDENTIFICATION NUMBER: A suowe -
535028 BWING __|
NAME OF PROVIDER OR SUPPLIER - ;
GHEYENNE HEALTH CARE CENTER cHEvR! NE, WY 82001
ol SUMMARY BTATEMENT OF DEFICIENCIES D PROVIDER'S PLAN OF CORRECTION o)
DEFICIENCY RECEDED BY FULL {EACH CORRECTIVE ACTION SHOULD BE COMPLETION
i mmmm%&m INFORMATION) Pﬁ;m CROBE-REFERENCED Mzmmm‘re OATE
F 000 | INITIAL COMMENTS F000| g 157
A complaint survey was conducted at the facility A il . :
from 9/8/15 through B/11/15. Tha survey was e A iy o #40
prompled by complaint intakes #WY00002097, : * .
#WY00002088, #WY00002101, #WY00002104, ID of Others: Newly admi
and #WY00002108. residents in the last 30 days will
SN ST, e reviewed and any skin issues will b
) common a auons are reported to the MD.
throughout this document: Syg?emlc Measures: Education will be
provided to nursing staft on or before
ADLS - Activities of daily living . . .
BIMS-  Brief Interview for Mental Status 10/19/15 regarding proper physician |
CNA - Certified nurse alde notification with a change in condtion. | \
DON - Director of Nursing The IDT will review any resident's | .
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PRN - Pro re Nata (as needed) L5 10/19/15
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Less commonly used abbraviations will be . g
il deficiency. ensure  appropriaste physician
F 157 | 483,10(b)(11) NOTIFY OF CHANGES F 157 W-\
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Continued From page 1

congequences, or to commence a naw form of
treatmend); or a decision to transfar or discharge
the resident from the facility as specified in
§483.12(a).

The facility must also promplly nolify the resident
and, if known, the residenl's legal representative
or interasted family member when there is a
change in room or roommate assignment es
specifiad in §483.15(e){2). or a changein
resident rights under Federal or Stats law or
regulations as specified in paragraph (b){1) of
this section.

The facility must record and periodically update
the address and phone number of the resident's
legal representative or interested famity member.

This REQUIREMENT s nel mat as evidancad
by:

Based on medical record reviaw and staff
intarview, the facility fatled 1o notify the physician
of a change of condition for 1 of 11 sample
residents (#40) reviewad for change of condition.
The findings ware:

1. Reviaw of the nursing admission intake form
dated 4/6/15 showed upon admission resident
#40 had bruising on the left wrist, bruising to the
left anticubital area, and rough, dry skin on the
heels of both feet.

2. Review of the head to toe skin checks form for
the month of April 2015 showed & skin check was
completed on 4/16/15. This skin check showed
the resident had intact skin, and bruising to both
arms. There were no further skin checks
racorded for the month of April 2015.

F 167
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3. Review of the head (o toe skin checks form for
the month of May 2015 showed no skin checks
weare recorded, Review of the May 2015 MAR
showed skin checks were to be completed on
§/7115, 6/114/18, 5/21/15 and 5/28/15, however,
none of these skin checks wera Initialed in the
MAR as having been complsied.

4. Review of the 4725115 nursing daily skilied
summary showed the resident had a “red peri
area [genital area)."

6. Review of the 4/28/15 nursing daily skilled
summary showed the resident's groin was red.

6. Review of the 5/10/15, 5/1615, 5117115,
§/18/15, 6119/15, 5122115, 5123115, 5124115,
6125115, 5126115, 5127115, 5128115, 5120115,
6/30/15, and §/31/16 nursing daily skilled
summaries showed the resident had a rash to the
groin.

7. Further review of the medical record failed to
show any evidance the resident's physician was
contacted ragarding the resident's groin rash,

8. Interview with the regional director of clinical
services on 9/11/15 at 8:456 AM confirmed the
resident's physician had not been contacted
regarding the resident's groin rash.

F 166 483.10(f)(2) RIGHT TO PROMPT EFFORTS TO F 166
§s=£ | RESOLVE GRIEVANCES

A resident has the right o prompl efioris by the
facility to resolve griavances the resident may
have, including those with respect to the behaviar
of other rasidents.
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This REQUIREMENT is not met as evidanced

by:

Based on raview of grievances and staff
interview, the facility failed to ensure 10 of 10
residant griavances involving rasidents #2.#29,
#49 #61,#67, #38, and #89 salactad for review
were effectively evaluated for resolution. The
findings were:

1. Reviaw of the grievanca log showed a concem
filed on 8/23/15 by resident #29. The issue was
shown as the resident having witnessed another
resident being "mean and hurting somaone.”
Intesrview with the administrator on 8/11/15 at
12:05 PM ravaaled the grievance and the follow
up information could not be found.

2. Review of the grisvance log showed a concem
filed on 7/8M5 by resident #49. The Issue was
shown as the resident requesting a possible rcom
change. Intarview with the adminisbrator on
8/11/15 at 12:05 PM revesled the grievance and
follow-up informatien could not be found.

3. Review of the grievance log showed a concemn
filed on B/28/15 by resident #9. The issue was
shown as "staff.” Interview with the administrator
on 9/11H156 at 12:05 PM revealed the grisvance
and lollow-up information could not be found.,

4. Review of the grisvance log showed a concam
filed on 8/12/15 by residenl #9, The issue was
shown as "meals cold/late.” Interview with the
administrator on 8/11/15 at 12:05 PM revealad
the grievance and follow-up information could not
be found.

F166:

Corrective Action: Resident #29 is no,
longer at facility. Prior to discharge, anl
investigation was completed and reported
to siate.

Resident #49 was  interviewed
regarding grievance and new concem,
form was completed with follow up
by Administrator/Designee.

Resident #9 was interviewed regarding
grievances and new concern forms were
fitled out with follow-up completed by
Administrator/Designee.

Resident #67 was interviewed regarding
grievence. Investigation conducted and
conclusion reporied to Wyoming
Department of Health.

Resident #68 was interviewed regarding
gricvance and new concem form was
filled out with follow-up completed by
Administrator/Designee. Stop sign in
place and resident is satisfied.

Resident #69 was interviewed regarding
grievance and NHA followed up with

g
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family during care conference with
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5. Review of a griavance filed by resident #57 on
8/8/15 showed the rasident was concerned that
two named employaes were ambezziing his/her
money. This grievance was not thoroughly
reviewed or investigated. There was no follow-up
documented on the grievance form.

8. Review of a grievance filed by resident #28 on
8117115 showed the resident was concernad
about a night CNA who was "rude.” According to
tha grievance, the alde would come in and tum
off the light saying she would be back, not
aliowing the resident to finish saying what s/he
needed. There was no investigation into this
concem. The aide was not named on the concem
intake and there was no indication anyone
attempted to discover who the aide was or if
others were having the same issue.

7. Review of the grievance filed on 8/28/15 by
resident #29 showed a night aide was “very rude.”
in the grievance the residant provided detalls
which would allow the specific alde o be
identified. The follow-up falled to Identify the alde
or investigale tha concemn further. The plan was
to provide education to the aldes; however, there
was no evidence this was done.

8. Review of tha 8/25/15 grievance filed by
residant #88 showed a concem related fo a
wandering reslident who came Inlo the resident's
room. The follow-up showed the customer
service director spaoke to the staff ebout
re-diracting the resident. There was no further
investigation or actions taken. The concemn form
fafled fo Include if the person filing the concemn
was salisfied with the resulis.

9. Review of a grievance dated 8/6/15 from

Resident #61 was interviewed regarding
grievance. Investigation conducted withl
follow-up completed by Administrator.
10/5/15-

ID of Others: NHA/Designee will review
all concem forms from the last 30 days
for additional investigation and follow-up
needed for thorough review. Concern log
will be updated to reflect current concem

forms.

Systemic Measures: Customer Service
Director/Designee will provide education
to facility staff regarding concem process
on or before

10A945-

Division Director of Customer
Service/Designes will provide education
to IDT regarding additional information
and follow-up needed for thorough review

of concern forms on or before
10/19/15

NHA/Designee will audit concem forms
to ensure they have been followed up on
and resolved to resident safisfaction
weekly x4 and monthly x3.

Monitoring:

Customer Service Director/designee
will track and trend the results of
audits completed and report findings

*QRM CMS-2587 (02-24) Previous Versions Obsolets Event 1D: BHPWMI
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F 166 COLMT:BZW:‘“ 98?25 o F 166] The QAPI committee will evaluate the
residen showed 2 nal As were Iven th based
rushing through cares, which made the resident :gzcd: v.:mngid cm]:cllan im lemec:::
physically uncomforiable. The recommended oor : . P
action included providing additional training to the additional interventions as needed to
staff on transfers and cares, However, there was ensure compliance monthly for three
3:’30"“5"00 mfola &U@m\gﬂ Pm]\l"lded. end months and then reassess the need for
re was no up e resident to ensure continued monitoring based on
the issue was resolvad. compliance.
10. Review of a grievance dated 8/11/15 from F225 ) .
resident #61 showed the resident was missing Comrective Action: The two allegations
money. It further showed her (aundry would be regarding resident #35 has been
searched and a lock box would be provided when thoroughly investigate by NHA/Designee
avallabie, interview with the administrator on and reported to the state.
8/1115 at 12:06 PM revealed the money was 910118
flg:kndbothe nexi day, but there was no evidence the
x was provided or that the facliity followed :
through with the resident to ensure the issue was The allegation that resident #67 reported
fully resolved. was  thoroughly investigated by
NHA/Designee and reported to the state,
9/15/15
11. Intarview with the DON on 9/11/15 at 12:05
PM revealed the grievance process was nol
being completed as expected and there was ID of Others:
additional Investigation and follow through NHA/Designee will audit grievances end
needed on the concems which were reviewed. nurses notes for the last 30 days for all
F 225} 483.13(c)(1)(iM{il). (c)(2) - (4) F225 potential reportable occurrences to ensure
88=E | INVESTIGATE/REPORT they have been investigated and reported
ALLEGATIONS/NDIVIDUALS 4 L poriec.
The facility must not employ individuals who have Systemic Changes:
been found guilty of abusing, neglacting, or District Clinical Nurse
mistreating residents by a court of law; or have Consultant/Designee will provide
had a finding entarad into the Stale nurse aide education to IDT regarding additional
registry conceming abuse, neglect, mistreatment information and follow-up needed for
of residents or misappropriation of their property; thorough review of concem forms on or
and report any knowledge it has of actions by a before 10/19/15.
tononst
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F 225 | Continued From page 6 F 225
court of law against an employee, which would DON/Designee will audit grisvances and
Eg‘ﬁgwglfozhufsﬂﬁas 8 nuaimde a'deb‘::y 24 hour report dally mon-fri x 4 weeks
er o the nurse aide reg
or kcansing muthariies. then weekly x 1 month and monthly x2.
Monitoring:
The faciiity must ensure that all alleged vialations " . .
involving mistreatment, neglact, or abuse, Nursing/designee will track and trend
including injurles of unknown source and the results of audits completed and
misappropriation of resident property are reporied report findings to the QAPI committee;
immediately to the adminisirator of the facllity and
to other officlals in accordance with Stale law . .
through established procedures (including to the The QAPI committee will evaluate the
State survey and ceriification agency). effectiveness of the plﬂn .b”d on
trends identified and implemen
Th?a ad“lv mu":t hBVBh?yﬁl:Bﬂcﬂ lhtaetd all ﬁldlegsd additional interventions as needed
violations are tharotyg vastigated, and must :
prevent further potential abuse while the °“s“$s m’;"’&:’""e “‘°“‘h]ﬂ51' f°;d .
investigation is in progress. months and then reassess e need fo
continued monitoring based on
The results of all investigations must be reporied compliance.
to the administrator or his designated
representative and to other officials in accordance
with State law (including io the Stale survey and
ceriification agency) within 6 working days of the
incident, and if the alieged violation is verified
appropriate corrective action must be taken.
This REQUIREMENT Is not met as evidanced
by:
Based on medical record review, raview of
incident and grievance Information, and staff
interview, the facliity falled io ensure allegations
of abuse, neglact and misappropriation of
residenl proparty were investigated and reportad
as required for 3 of 10 cases reviewed (#35, #87).
The findings were:
tM CMS-2567{02.9%) Pravious Vislons Obsolete Event ID. BHPW11 Facidty ID; WYDDOS If continuation sheet Page 7 of 50
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1. Review of the 5/23/15 lale antry nurse's nole, F241
not imed, showed resident #35 "borrowed”
money from another resident without the recti . Regt
resident's parmission. Interview with regional RN fezeivinw;ﬁ‘: ‘:S::I-s Resident #64 has beoy
#1, and RN #1 on 8/0/15 at 2:356 PM revealecfl B '
thers was no writien investigation or report of this . .
allegation to the proper officlals including the ID of Others: Dining Manager/Designeq
siate survey agency. has observed 6 meal services to cnsure all
tray cards have been served.
2. Raview of the 8/11/16 nurse's note timed 3:45
PM showed resident #35 "has been verbally Systemic Measures: DM/Designen
:“:::3’9 lonsh‘l’slherghr;omgala ﬂ':d[hm 1 conduct random audit over 5-7 meals
onally done things to upse! er)... cards i
Interview with raglonal RN #1, and RN #1 on vy “]", i i’ 't'l:"" b“':hf°L3 ol il
8/0/15 at 2:35 PM revealed there was no writien weekly x4 weeks and Tien moniily x3. 1@1etin
investigation or report of this allegation (o the . . .
roper officials including the stale survey agency. DM/Designes will provide education ¢
proper b e facility staff regarding residents that
3. Review of a grievance filed by resident #87 on outside of the dining room to ensure th
8/8/15 showed the resident was concemed that get appropriate meal service.
two named employees were embezzling hisher
money. This grievanca was not thoroughly Monitoring:
reviewed or investigated. There was no follow up The QAPl commitiee will evaluate
documented on the grievance form. Interview with effectiveness of the plan based on trend
the administrator and the regional administrator identified and implement additio
on 8/11/15 at 2:25 PM verified this grievance : " P
should have bean treated as an allegation of interventions as needed to ensu
misapproprialed resident funds, and reported and compliance monthly for three months an
investigated as required. lhen. reassess the need for contin
F 241 | 483.45(a) DIGNITY AND RESPECT OF F 241| monitoring based on compliance.
sss0 | INDIVIDUALITY

The facility must promole care for residenis in a
manner and in an anvironment that maintains or
enhances each resident’s dignily and respect in

full recognition of his or her individuality.
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Continuad From page 8
This REQUIREMENT is nol met as evidenced

bgased on observation, medical record review,
resident interview, and staff interview, the facllity
failed to provide care in 8 manner that maintained
resident dignlty for 1 of 37 open sample residents
(#84). The findings were:

Continuous observation of resident #54 on 9/8/15
from 5:50 PM until 7:05 PM showed tha resident
was gesled in a wheelchair in the (obby near the
north nurses’ station. Interview with the resident
at that time revealed s/he was waiting for the
evening meal. The reskient stated the faclity
usually brought meals to him/her wheraver she
was in the facility at mealtime.

The resident remained under observation, and
ramained in the lobby. By 7:03 PM, the reskient
still had not recelved a meal. Interview with the
resident at that time confirmed the resident had
not recelved a meal,

Inlerview with dietary aide #1 at 7:08 PM
confirmed all meal trays had baen dellvered.

At 7:31 PM, tha resident was tearfu! and rafused
fo lalk.

During interview at 7:33 PM, the dietary manager
stated he had bean iold by his staff the resident's
tray had been delivered to his/her reom, and the
rasident was in the room at the time the tray was
delivered. The dielary manager also stated the
resident's tray would have been delivered "no
earfier than 8:15 PM."

483.15(g)(1) PROVISION OF MEDICALLY
RELATED SOCIAL SERVICE

F 241

F 250
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The facility must provide medically-related social Corrective Action:

sefvices to attain or maintain the highest
praclicable physical, mental, and psychosacial
well-being of each resident

This REQUIREMENT is not met as evidenced

by:
Based on observation, medical record and
in-house communication raview, and resident and
staff interview, the facility falled to ensure
medically-relaled social service issues were
addressed for 2 of 3 sample residents (#47, #50)
with thase types of naeds. The findings were:

1. Review of the 6§/28/15 in-house communication
note showed a request for resident #47 to be
transferred to the necessary destinations for an
aye examination and a denial appointment.
Review of the eye examination visit orders
showed the resident was seen and fittad for new
glasses on 8/24/15. The medical record review

| failed to show any dental appolntment was made.

The following concerns were identified:

a. Interview with the resident on 9/8/15 at
10:30 AM revaaled the resident had not been to
the dentist and was having jaw discomfort. Also
the resident revaalad the eye exam had occurred
2-3 months praviously, and s/he still did not have
the glasses.

b. Interview with the soclal service director
(SSD) on 8/9/15 at 9:25 AM revealed she was not
aware of this issue with the resident's glasses.
She also verified the resident had not yet been to
a dental appointment. An appoiniment had been
scheduled and was canceled due to
transportation issues. The rescheduled

Resident #47 recelved eye glasses on
9/9/15 and was seen by the dentist on
9/30/15.

Resident #50 received eye glasses on
9/23/15

ID of Others: Social Services/Design
conducted a facility wide audit for unme
dental and vision needs.

Systemic Changes: Social]
Services/Designee will conduct an audit
mon-fii for eye and dental follow-up daily]
x 4weeks then weekly x 4 then monthly
x2,

Monitoring:
Social Services/Designee will bring audit
results 10 QAPl meetingThe QAPI!

cominitiee will evaluate the effectiveness|

of the plan based on trends identified and
implement additional interventions as
needed to ensure compliance monthly for,
three months and then reassess the need
for continued monitoring based on
compliance.
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F 260 | Continued From page 10 F 2501 F253
appointment was set for 8/30/15. The SSD further Corrective Action: Actlivity/Dining area _
verified it was discovered on 9/9/15 the facility has been thoroughly cleaned and swept |/’ ), 4y
had not previously explored how the giasses and is free from dust, crumbs and debris
would be paid for. by housekeeping/designes.
2. Review of the madical record showed an eye .
exam was compieted, and an estimated cost Black mat located outside the entrance
sheat for new glasses was included from a 2/8/15 doors . has  been  cleaned by
visit for resident #60. Observation during the housekeeping/designee.
survey from 8/6/15 to 9/11/15 showed the
resident did not wear glasses. Interview with the Resident dining chairs in the north dining
SSD on B/8/16 at B:25 AM revealed she was not room have been cleaned by
aware the resident neaded glasses. The SSD housekeeping/designee.
further ve;iﬁed it was discovered on 8/6/15 the ousekseping/designee
facility had not previously explored how the : :
glassas would be pald for, so the glasses had not ?:1:“ ff“ the ;’;’;‘; :allwabz;ninclludmg in
been received by the resident. nt ot room #1:7 have cleaned by
F 253 | 483.15(h)(2) HOUSEKEEPING & F 253 housekeeping/designee.
58ap | MAINTENANCE SERVICES
ID of Others:
The facliity must provide housekesping and Meintenance Assistant/Designee
maintenance services necessary 1o maintain a completed facility wide audit to ensure
saniary, orderly, and comfortable inlerior. carpeted areas were clean.
Maintenance Assistant/Designee

'Il,'hls REQUIREMENT s not met as evidenced
y:
Based on observation and staff interview, the
facility failed to ensure housekeeping saervices
ware provided to maintain a clean and sanitary
environment in 2 of 8 resident areas (the activity
room, the front hallway). The findings were:

1. Observation on 9/7/15 al 11:47 AM showed tha
activity room, which also served as a dining room,
was not well claaned, The area around the edge
of the room was not swep! and thera was an
accumulation of dust, crumbs, and debris. The

completed fecility wide audit to ensure
floors were clean.

Maintenance Assistant completed audit of
dining areas to ensure chairs were clean.

Systemic Changes:

Enviromental rounds will be completed to
ensure carpets, floors and chairs are being
kept clean by NHA/Designee weekly x4
weeks then moathly x 3 months.

‘ORM CM5-2587(02-00) Previous Versions Obsolaie
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F 263 | Continued From page 11 F 253 Maintenance Assistant/designee will
biack mat located by the outside entrance doors track and trend the results of audits
was unclean with dirt, and bits of paper debris. .
Additionally, in this room there were 3 residant completed af'd report findings to the
dining chairs noted to be solled with dried on QAPI commitice '
foods/liquids. Observation on 8/11/15 at 3:10 PM The QAPI committee will evaluate the
showed the conditions of the chairs and tha ggom effectiveness of the plan based on
rarnained unclean. intarview with an activity alde g : g
on 8/11/15 at 3:15 PM revealed housskeeping “:;‘:? m;d?“t"ﬁ"d 8 and ‘mﬂﬁ“‘
was responsible for cleaning the room, including additional interventions as needed to
the chalrs and floors. ensure compliance monthly for three
months and then reassess the need for
2. Obzarvation of the front hallway on 9/7/15 at continued moniloring based on
10:42 AM showed the carpel was soiled with compliance
discolored areas from dried spHis. Observation on )
B/8/15 at 9:55 AM near the entrance to resident 9
room 117 showed a circular area of dried matier F27
brown in color approximately & Inches across that
was crunchy when stepped on. The overall Corective Action:
condition of the carpet in the front hallway Resident #28 care plan has been updated
appeared unclean, The carpet remained in that by Don/Designes to reflect una boot and
?‘;ﬂﬂ;ﬂ throughout the survey which ended on wound clinic visits on 9/8/15
$1/15. .
3. Interview with the adminlstratar on 9/11/15 at feskdont K27 G P e
3:30 PM verified the housekeeping services were e
provided through contract and there were at least curent treatment plan by DON/Designee
two employees out due to injuriesfiilness. The on 9/8/15.
administrator verified the shortage of staff
contributed to the unclean areas. Resident #25 Discharged on 4/24/15.
F 279 483.20(d), 483.20(k)(1) DEVELOP F 279
§8=D | COMPREHENSIVE CARE PLANS Resident #9 Care plan was updated
A facllity must use the results of the asseasment Nans by mDOMeNIDﬁimee to reflect
to develop, review and revise the resident's :':te]:li:ed e e
comprehensive plan of care. )
ID of Others:
The facflity must develop a comprehensive care . N . \ .
plan for each resident that includes measurable DON/Designee will review residents with
current pressure ulcers to ensure care
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F 279 { Continued From pags 12 F 278| plans reflect current status of wound andJ
objectives and timelables to meet a resident's wound interventions.
maedical, nursing, and mental and psychosocial
needs that are identified in the comprehensive DON/Designes will review fall care plan
assessment. for resident whom have fallen in the |
The care plan must describe the services that are 30 days.to ensutrie Bppropriate they reflec
to be furnished to attain or maintain the resident's current interventions.
highest practicable physical, mental, and .
psychosocial well-being as required under DON/Designee will review ADL
§483.25; and any sarvices that would otherwise plans for resident who require assistan
be required under §483.25 but are not provided with meals to ensure this is reflected.
due to the resident’s exsrcise of rights.under
§483.10, including the right to refusa treatment Systemic Changes: 0 , 4 }; i
under §483.10(b)(4). RCMD/designee will audit care plansi
weekly x 3, then monthly x 4 for falls,
This REQUIREMENT I8 not met as evidenced wound care interventions and any dining
by: assistance required.
Based on observation, medical record reviaw,
and resident and staff interview, the facility failed District Director of Care Manager
to develop a comprehansive care plan for 4 of 37 (DDCM), or designee, will educate the
open sample residents (#8, ¥25, #27, #28). The IDT on care plan completion and
1. Observation on 8/7/15 at 11:55 AM showed .
resident #28 had an Unna boot (supportive Monitoring: . p
dressing boot) on his/her left lower leg. Interview Nursing/designee “f'“ track and trend
with the resident on 9/7/15 at 1:20 PM showed the results of audits completed and
s/he had a wound resulting from 8 spider bile report findings to the QAPI committee
prior to being admitted to the facliity on 5/8/15 The QAPI committee will evaluate the
and was being treatad for the wound onca weekly effectiveness of the plan based on
al a local wound clinic. Care plan review showed . . pan,
the resident had a plan for non-pressure wounds. trends  identified and implement
Thae following concems were identified: additional interventions as needed to
a. Care “;:Ian r?glw; showe: g\ieifaalslgsfaﬂad ensure compliance monthly for three
to address the resident's wound clinic visils, the ths an reassess the need for
Unna boot, and what (if anything) facifiy staff P . ‘g?niwﬁn i
should do for the resident's wound between : g
wound clinic visis If the resident's Unna boot compliance.
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Continued From page 13
came off ar was solled or rastricting.

b. Interview with wound care nurse #1 on
9/8/15 at 2:45 PM confirmed the rasident's care
plan falled to address areas of care concarning
the resident's wound.

2. Obsarvation on 9/8/15 at 68:50 PM showed CNA
#4 and CNA #5 transferred resident #27 lo bed
with a mechanical fift. The observation showad
the resident had 2 pressura ulcers, one at the
sacral area and one &t the right mid-gluteal area.
The 2 pressura ulcers had no dressing &l that
tima. In addition, the residant’s right outer hip
araa was visibly reddened. Medical racord review
showed a 3/20/15 Braden Scale assessment
(assessment for pressure ulcer risk) that scored
an 11 (high risk). Review of the resident's care
plan showed a plan for pressure ulcers. The
following issues were identified:

a. Care plan review showed a plan for
pressure uicers last updated on 9/2/15. The plan
failed {o address both prassure uicers, with the
Iast specific documented date of 7/31/15 for
"Healing ST [stage] 3 R [right} Ischial ulcer.” The
care plan showed the resident had actual
pressure ulcers, but the plan documented a
3/28/15 Braden Score of 17 (not at high rigk). The
facility failed to update the plan to include the
8/11/15 physician order for a hydrocoliold
dressing to the right buttock, and an order on
8/22/15 \o continue 1o apply hydrocolloid
dressings for pressure ulcars. The last dressing
update on the care plan was dated 7/13/15 for
"Duoderm to right ischium.”

b. Interview with wound care nurse #1 on
8/7/15 at 12:50 PM confirmed the resident's care
plan should include both pressure ulcers, the
reddened area on the right hip that she stated
was "cumrently unstageable,” and current

F 278
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F 279 | Continued From page 14 F 278

treatment orders for all pressure ulcers.

resident #25 had fallan aslesp in hissher
wheeichair in the hallway, had fallen out of the
chair and was found at 9:45 PM. The resident
was found sleeping on the floor in the haliway
outsids his/her room. The summary of the
interdisciptinary team dated 3/23/15 showed

positioning for possible dumping, and nursing
evaluation was completed on 3/23/15 and the
Raview of the resident's care plan {or falls

RN #2 on 9/11/15 at 11:05 AM verified tha fall
raview was not thorough and there were no

care pian,

axiansive assistance with all ADLs due lo
Parkinzon's Disease. Raview of the 8/1/15

not eat alone. Review of the 8/5/15 speech
therapist discharge note showed the highest
practical [evel had been achieved, the resident
tolerated mechanical soft solids, extra gravies

clinical signs and symptoms of aspiration, and
neaded occasional verbal reminders for
alternating Hquids and solids for clearance.
Additionally, staff were required fo provide

the resident must not eat alone. Review of the

3. Review of the 3/22/15 post fall review showed

physical therapy would evaluate the wheeichalr
would continue to monitor for pain. A naw fall risk
resident scored “20," which was high risk for falls.

showed it was inltiated on 3/11/15. Thera was a
data of 3/23/15 in the reviewed column; however,
no new interventicns ware shown. Interview with

interventions had been developed to add to the

4. Review of the 7/16/16 significant change MDS
assessmeant for rasident #9 showed s/he required

speech therapist nots showed the resident must

and thin liquids with functionel oral skills, no overt

assistance at all masls “due to choking risk,” and
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Continued From page 15

care plan showed the residant required
assistance with eating due to swallowing
difficulties, bul instructions about not allowing the
resident to eal alone due to choking risks had not
been included. The following concemns were
identified:

a. Observation on 9/7/25 at 12:35 PM
showad CNA #7 placed the lunch tray on the
resident's ovar-bed table in hisher room and
departed. The food items were within the
resident's reach. The resident grasped the cup off
the tray, then replaced It, and only stared at the
food. At 12:50 PM a sacond CNA entered tha
room and began to feed the resident (15 minules
later). Further observation of the meal showed
the resident occasionally coughed and the CNA
gave verbal cues to eat slowly.

b. Observation on 8/8/15 at 11:50 AM
ravealed staff were not present In the room when
the resident grasped the banana on the over-bed
table, positionad it in both hands, then pul it back
on the over-bed table. At that time s/he staled "I
will eat it later."

¢. Observation on 9/9/15 at 6 PM revealed
the resident was sitting upright in bed while

repositioning a sandwich and bag of papperoni
slices on the over-bed table. The regident was

slone in hisher room.

e. Intarview on 8/11/15 at 2:30 PM with CNAs
#8 and #9 revealad they wera aware staff had to
feed the resident and allow him’her o do as
much as s/he could independently.

f. However, neither CNA was aware of the
instructions to naver lel the resident eal alone.
Review of nurse's documentation from 7/3/15 fo
9/8/15 revealed the residant conlinued to have
swallowing problems, but there had been no
episodes of choking or food/liquids obstructing
his/er alrway.

F279
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F 261 | 483.20(k){3)(i) SERVICES PROVIDED MEET F 281} F281
s8=p | PROFESSIONAL STANDARDS
The services provided or aranged by the facliity S G
must meet professional standards of quality.
Resident #30 no longer resides at the
This REQUIREMENT s not met as evidenced facility.
by:
Based on staff intarview and medical record A therapy evaluation has been completed
reviaw, the facllity fatied to ensura physician for Resident #70. |0 h 4 \i }.
orders were followed for 5 of 37 open sample
resld.ants (#30, #32, #51,#83, #70). The findings Resident #51 is curmrently receiving
wore: medications as ordered.
1. Review of the admission orders showed . .
resident #30 was re-admitied to the faciity on Resident #32 is cumrently receiving
5/19115 with diagnoses that included chronic medications as ordered.
obstructive pulmonary disease and congestive
heart failure. The following concerns were Resident #63 is cumently receiving
identified: medications as ordered.
a. Review of the physician telephone orders
dated 5/20/15 showed the following order related ID of Others:
to oxygan:v"a_ LPM 02 via NC [liters per minute
of oxygen via nasal cannula).” . .
b. Interview with RN #2 on 9/8/15 at 5:15 PM DON or designee will roview the
revealed there was no indicalion on the order residents who have oxygen in order to
form for how many fiters of cxygen the resident ensure that the liters are clearly specified
was to receive. She further confirmed there was for each resident.
no evidence the physician was contacled lo
clarify the order and she was unsure of how many DON or designes will audit physician’s
liters per minute of oxygen the resident should orders for the past 30 days 10 ensure any
have received. therapy orders have been initisted, and
antibiotics given as ordered. If not,
2. Review of the 6/19/15 care plan for resident . .
#70 revealed the resident had dementia, and medication variances will be completed.
increased weakness due to multiple sclerosis. . \
Further review showed s/he required extensive Systemic Measures:
assistance with ADLs and had fallen in the past. . . )
Review of the 2/12/15 and 5/19/15 fall risk DON or designes will reviow physician's
2QRM CMBS-2587(02-98) Previous Versions Obsolets Event ID, BHPWI1 F con { Page 17 of 50
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F 281 Continued From page 17 F 281| initiation, antibiotics to ensure they
assessments showed the resident was at risk for given, and oxygen orders, Monday-Frida;
falis. The following concermns were identified: x 4 wesks, then weekly x 4 weeks,
a. Review of the physician's order, dated monthly x 2.
5!15115|.izzmd an order for physical and
occupational therapy to evaluate and treat for o .
decline in ADLs and weakness. Mom'tonng: . .
b. Review of the medical record showed no Nursing/designee will track and trend
evidence the arder for physical and occupational the results of audits completed an
therap}r evan:‘u;uom carriedph : %utt'.‘ ) report findings to the QAPI commitiee
c. Inte 8 physical therapist on et :
9/B/15 at 12:20 PM revesled the evaluation and I&;%fﬂ;:ﬂ’;“ﬁf ““," °";’;ﬁf L
treatment had not been done bacause the order . . pan on
had not been communicated to the therapy staff. trends ‘d?“t‘ﬂed _and implement
She stated the nurses usually told the therapy additional interventions as needed toy
staff about therapy orders, but this one was ensure compliance monthly for three
missed. months and then reassess the need for
3, Review of physician orders for resident #54 continued  monitoring  based on
showed an order dated 7/12/15, untimed, for compliance.
Keflax (an anti-microbial medication) 250 mg to
be given by mouth four times daily for 10 days as
treatment for a urinary tract infection. Review of
the resident's MAR for July 2015 showed the first
dose of the medication was adminisiered at 6 PM
on 7/12/15. Further review showed only 33 of the
40 doses ordered were Initialed as having been
administered.
4. Review of physician orders for resident #32
showed an order dated 6/18/15, timed 5:45 PM,
for Keflex 500 mg to be given four times daily for
10 days as trsatment for cellulitis. Review of the
rasident's MAR for June 2015 showed the first
dose of the medication was given at 8 PM on
6/18/15. Further review showed the 8 AM and 12
PM doses that were to be administered on
6/25/15 ware not inltialad as having been
administered; only 38 of the 40 ordered doses
were initialed as having been administered.
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5. Raview of physician onders for resident #63 R?suient #30 no longer a: the facility.
showed an order dated 5/28/1/5, timed 4:30 PM, Resident #5] is curently receivin /
for Keflex 500 mg to be given by mouth three - \’)
tmes allyfor 10 days ss s rsaiment for s::nay B \\\‘\
nfection. ew of the resident's MARS for : o
and June 2015 showed only 29 of the 30 ordered Resident #32 is currently m“""# \
doses were initialed a8 having baen medications as ordered.
administered.
Resident #63 is cumrently ressiving]
6. Intarview with RN #2 on 9/11/15 at 8:50 AM medications as ordered.
confirmed the facllity should be recording and
I"ﬁ"“ﬁ"?s a m;g:ago;u:m :very tltr_:te :a Resident #28 is receiving wound care as
meagication is omitiac. er, she conhim ordered. Resident continues to be seen by
physician orders should be followed as writien. wound healing clinic and continues to be
followed by the MD.

7. Interview with regional RN #1 op 8/11/115 at
10:35 AM confirmed the facility was unable to

locate any documentation on medication erors in Resident #11 is receiving pain

the facility and was unable to determine why the medications as ordered andlor as
medication doses wers omitted, or if the faclity requested,
had investigated the errors.
F 3091 483.25 PROVIDE CARE/SERVICES FOR F 309} Resident #1 has been discharged from the
s5=G | HIGHEST WELL BEING facility.
Each resident must receive and the facllity must .
pravida the neceasary care and services to atlain ID of Others:
Ot and pe b Lol et DON or designee will audit physician’s
accordanca with the comprehensive assessment orders for the past 30 days to ensure
and plan of care. antibiotics given as ordered. If not,

medication variances will be completed.

Review of all residents with current

. they are clear, specifically if receiving
Based on observation, medical record review, treatment from outside the facility.

and staff interview, the facility failed to ensure

‘ORM CMS-2587(02-09) Previous Versions Obsolats Event ID:BHPW11 Faciilty 1D: WY0003 i continustion sheel Page 19 of 50



DERARTMENT OF H.E"ALTH AND-HUMAN SERVICES
ICARE

ICAID SERVICES

PRINTED: 08/28/2015

Ny o Tarlel

. FORMAPPROVED v '+

X1} PROVIDER/SUPPUER/CUA {X2) MULTIPLE CONSTRUCTION y {X3) DATE SURVEY
AND PLAN OF CORRECTION JDENTIFICATION NUMBER: A BUILDING \ L COMPLETED
! c
}
535025 B.WING 09/11/2015
NAME OF FROVIDER OR SUPPLIER STREET ADDRESS, CITY, STATE, ZiP CODE
2700 € 12TH STREET
CHEYENNE HEALTH CARE CENTER CHEYENNE, WY 82001
(%4 1D BUMMARY STATEMENT OF DEFICIENGIES ) PROVIDER'S PLAN OF CORRECTION cou o
PREFIX (EACH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX {EACH CORRECTIVE ACTION SHOULD BE
TAG REGULATORY OR LSC IDENTIFYING INFORMATION) W6 mmmgﬁg!”?ﬂomﬁ L
F 308 | Continued From page 19 F 309| The fecility will review the 24 hour report
adequate care In the following areas: assessment for the past 30 days. Any changes in
m tm::menl {:r 1 :: %1 salrlpll“ati ms'ldmt:h (#30) condition will be reviewed in order to
a change in condition, resuiting in er :
decline; adequate coordination of care for 1 of 1 :nn;um t:::: tz:yphy:;m&?n:mﬂ:i
sampla resident (#28) who had a non-pressure completed, and any education needed will
wound; adequale medication administration for 3 b P cted y
of 37 sample residents (#32, #51, #63); adequate c conctcial.
pain interventions for 1 of 14 sample residents
(#11) who had pain Issues; and adequate post-fall An audit will be completed for all falls
neurvlogical assessments for 1 of 3 sample over the past 30 days. Any neurological
residents (#1) who had falls that required assessment that was not completed
neurological assessments. The findings were: correctly will be communicated to the 10\1 W
hysician,. An th
Concems with the assessment and treatment of a Folﬁ::u_up on y.:;'rl:pﬁatl::lymwrﬁl nl‘:c:
resident with a change in condition: communicated to the physician.
1. Review of the situation background . . .
assessment recommendation (SBAR) DON/designee will review any residents
communication form dated 8/14/15 showed with narcotic pain medications ordered to
rasident #30 was found In hisfher room by a determine availability. Any medications
nurse o be "biue In the face with altered LOC that arc unavailable will be ordered STAT
[level of consclousness] SOB [short of breath] from the pharmacy or pulled from the e-
with increased raspirations.” The resident’s vital Kit.
signs were taken at that time and showed his/er
biood pressure was 208/124, pulse rate was 114 ic Cl .
I:eaﬁI per mlnrt.ldla. respirations were 24 breaths " Systemic ges:
per minute, and oxygen saluration leve! was 50 . .
on 4 liters per minuls of oxygen via nasal DON/designes will review physician's
cannula. Further review showed the resident had order and 24-hour report on random shifts
increasad confusion, abnormal lung sounds, and and units, for new antibiotic orders,
sturred speech. Immediale interventions included changes in wound care orders, and falls,
repasitioning, 2 nebulizer treatmant with as well as change in conditions.
instructions for breathing out through pureed lips, DON/designes  will conduct audit on
and & non-rebreather mask. The note stated the different shifts and units by utilizing the
resident was "rapidly improving," with a biood 24-hour reports, physician’s orders and
pressure of 185/93, pulse rate of 92, respiration PCC dashboard to tibioti
rate to 22, and oxygen saturation leve! of 83%. . ashbo e s
Additional intervention Included "Res [resident] given as ordered, wound care s
educated on smoking cessasion (sic)." Review of completed as ordered and clarified as
ORM CM5-2507(02-00) Pravious Verslons Obsolets Evenl ID;BHPWTY F if condidustion shest Pags 20 of 50
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F 308 | Continued From page 20 F 308| any applicable falls, and any changes i
the 4/12/15 admission MDS assessment showed condition are addressed with MD and an
the had diagnoses that included chronic timely and appropriate interventions
obstructive pulmonery disease, congestive heart DON/designee will audit residents wh
f’""mmmw gnxisty. The following have pain medications ordered, 3x/week
a. Further review of the 8/14/15 SBAR 4 wocks, then monthly x 3 to ensur
communication form indicated the physician was e LI
notified of the resident's change of condition on administered as ordercd.
that date; however, there was no indication of .
how the physician was notified, or whether the DON/designes will educate nursing y
physician responded to the notification. on or before 10/19/15 regarding followin
b. Review of physician's ordars falied to show physician  orders, completion o
any evidenca the physician recelved the neurochecks, and identifying changes o
notification or provided orders relaled to the conditions and follow through,
elsvated blood pressure, abnormal lung sounds,
aliered level of consclousness, decreased oxygen Monitori
saluration, or Increased confuslon. onitoring: .
c. Review of the physician orders dated Nursing/designee will track and tren
8/8/15 showed Duoneb 0.5 mg- 3 mg (2.5 mg/ 3 the results of audits completed and
mhla) 80'““0'} :Wntrhhl:reclom fatshnea:yes?df:r report findings to the QAPI commiittee
shortness of breath. Reviaw of the pl n - ;
orders daled 5/20/15 showed the following order T;:CEAPI con;nt'.nt:hce “ﬁﬁm T:
relatad to oxygen: "__ LPM 02 via NC [iiters per e L
minute of oxygen via nasal cannula);” howaver, trends identified and implement
no value was given to indicate how many Hters additional interventions as needed to
perlm:l:; omran:_ehm for axygen “;ﬂnraiﬁovw ensure compliance monthly for thres
ML SFEmpanta axygan satiration le months and then reassess the need for
within a specified range. Review of the dai g e
skiled summary sheels dated dally from B continued monitoring  based on
to 6/8/15 showed the resident was recaiving 4 compliance.
liters of oxygen via nasgl cannula daily.
d. Review of the nurse's nole dated 6/15/15 and
timed 12-8 am shift showed the resident had no
concemns other than "s/he states s/he is really
lired and feels like s/he slept most of the day.”
The note further indicated the resident recaived
nebulizer ireatments two times which the resident
stated “helped [him/her] out very much.”
Additionally, the resident's oxygen saturation level
IRM CME-2567(02-09) Previous Versions Dbsclets Event ID:BHPW11 Facliy ID. WY0008 If continuation sheat Page 21 of SO
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Continued From page 21

was recorded at 94% on 3 liters of oxygen via
nasal cannula.

e. Review of the nurse's nole dated 6/16/15 and
timed 8:35 PM showed the resident “continues to
have anxiety d/t [due (o] breathing difficulties.
Breathing treatments given and are effective.”
Further raview showed the space to record the
resident's oxygen saluration level was left blank.
{. Review of the nurse's note daled 6/17/15 and
timed 12:30 PM showed the resident “continues
fo be anxious about oxygen levels and [his/her)
breathing.” Further, it revealed "often times res
[resident] is found out in the hallway without
[his/her] O2 on.* The nole records the resident's
oxygen saturation level was 85%.

g. Review of the medical record showed no notes
or vital signs, including oxygen saturation level,
were recorded for tha resident on 8/18/15 prior to
a nurse's nate timed 9 PM showed the resident
was "shsent of vilals” and pronounced dead.

h. Intesview with RN #2 on 9/8/15 at 5:15 PM
confirmed there was no evidence the doctor
received tha 6/14/15 SBAR communication or
provided orders regarding the change in
condition. She revealed the facility did not pursue
additional assessments or increase monitoring of
the resident as the oxygen saturation iavels were
above 90% and they "fell things were better” with
the resident. She further confirmed there was no
indication on the physician order form for how
many liters of oxygen the resident was to raceive,
or parameters for oxygen titration to maintain the
resident's oxygen saturation levels within 8
specified range. She revealed there was no
evidence the physician was contacled to clarify
the order and she was unsure of how many liters
per minula of oxygen the resident should have
received.

Concerns with non-prassure wounds:

F 309
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Observation on 8/7/15 at 11:56 AM showed
resident #2B had an Unna boot (supportive

with the resident on 9/7/15 at 1:20 PM showed
s/he had a wound resulting from a spider bile
prior to being admitted to the facllity on 5/6/15

at a local wound clinic. Medical record raview
showed a 6/8/15 physician order for fachity
treatmant of the resident's wound. The review

for care of the resident's wound until a 7/12/15
physician order to hava a local wound clinic
avaluate and debtide the wound. The final
physician order of 8/11/16 stated, "Cleanse

[normal saline) and dress with silver and foam
once every 2-3 days and pr (a8 needed] to

assist patient with application of compression

wound care were identified:

fatled to include documentation for the weakly
wound clinic visits with the axception of the

and an Unna boot was applied. During the

thosa visiis,

order for wound care every 2-3 days was not
discontinued. However, raview of the entire
medical record showed the facility did not
complete this order after the Unna boot was
applied to the resident's left lower extremity on

dressing boot) on his/her left lower leg. Interview

and was baing treated for the wound once weekly

showed several changes to the physician orders

wotnd on pL (L) [patient's left] lower lag with NS

maintain C/DA [clean/dry/intact) dressing. Please
stocking to left LE [lower extremity]. Should wear
stocking while OOB [out of bad]." The foliowing

concems regarding coordination of the resident's

a. Medical record review showed the facility

8/12/15 visit when wound cultures were obtained

survey, on 9/8/15, wound care nurse #1 cafied the
wound clinic and received the documentation for

b. Physician order reviaw showed the 8/11/15

F 308
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Continued From page 23
the 8/12/1S wound clinic visit

¢. Care plan raview showed the faciiity failed
to address the resident's weekly wound clinic
visits, the Unna boot on the resident's (eft lower
extremity, compression stockings, and what (if
anything) facility staff should do for the resident's
wound between wound clinic visits if the
resident's Unna boat came off, or was soiled or
restricting.

d. Interview with wound care nurse #1 on
9/8/15 at 2:45 PM confirmed the facility falled to
coordinate care of the resident’s wound with the
wound clinic. She further confirmed the facility
failed to clarify the physician order of 8/11/15 for
wound care every 2-3 days and PRN. Finally, she
canfirmed the resident’s care plan failed to
address areas of cara conceming the resident’s
wound including weekly wound clinic visits, the
resident's Unna boot, compression stockings and
any guidance to facliity staff for care of the
resident's wound between weekly wound clinic
visits,

Concarns with madication administration;

1. Review of physician orders for rasident #51
showed an order dated 7/12/15, untimed, for
Keflex (an anti-microbial medication) 250 mg to
ba given by mouth four times daily for 10 days as
traatment for a urinary tract infection. Review of
the resident's MAR for July 2015 showed the first
dose of the medication was administered at 8 PM
on 7/12/15. Further review showed only 33 of the
40 doses ordered were iniialed as having been
administered.

2. Review of physiclan orders for resldent #32
showed an order dated 6/18/15, timed 5:45 PM,
for Keflex 500 mg to be given four times dally for

F 309
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10 days as treatment for cellulitls. Review of the
resident's MAR for June 2015 showed the first
dose of the medication was given at 8 PM on
6/18/15. Further review showed the 8 AM and 12
PM doses that were lo be administered on
B8/25/15 were not Initialed as having been
administered; only 38 of the 40 ordered doses
were initialed as having been administered.

3. Review of physician orders for resident #63
showed an order dated 5/268/1/5, timed 4:30 PM,
for Kaflex 500 mg to be given by mouth three
timas dally for 10 days as a treatment for a skin
infection. Raview of the resident's MARS for May
and June 2015 showed only 28 of the 30 ordered
dosas were initialed as having been
administered.

4. Interview with RN #2 on 8/11/15 a1 8:50 AM
confirmed the facility should be recording and
investigating a medication error every time a
medication is omilted.

5. Interview with the regional director of clinical
services on 9/11/15 at 10:35 AM confirmed the
factiity was unable to locate any documentation
on medication arrors in the facility and was
unable o determine why the medication doses
ware omitied, or if the facility had investigated the
errors.

Concerns with pain interventions:

1. Review of the 7/10/16 annual MDS
assessment for resident #11 showed the resident
had pain frequently and received scheduled and
pr (as needed) pain medication. Review of the
7/29/15 care plan showad the resident had
shouider joint pain, and approaches included:
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administer pain medication, observe for signs and
symptoms of pain, and monitor evary shift.
Further review of the care plan showed the
resident did not usually verbalize pain and
non-verbal signs Included crying and rubbing
his/her arm. Review of the physician's orders
showed Percocet 5 mg-325 milligrams
(medication for pain) three times a day was
ordered on 5/14/15. Further review also showed
an order for Tylenol pm every four hours. The
following concemns were identifled:

a. Review of the September 2015 MAR
showed staff did not administer the Percocet on
9/1/15, 9/2/16 and 9/3/15 because the medication
was not available.

b. Review of the 9/1/15 nursing notes
ravealed the rasident was out of pain pills, cried
most of the shift and was up and down in the bed
throughout the night.

c. Review of the September 2015 pm pain
medication administration record showed pm
Tylenol administered on 8/1/15, 9/2/15, and
06/3/15 was affective. Review of the September
2015 MAR showed staff resumed the Percocet as
ordered on 98/4/15.

d. Intarview on 6/9/15 at 6:15 PM with the
MDS coordinalor revealed the medication was
not avaitable due io 8 problem with the
communication between the physician and
pharmacist. She stated staff had not reviawad the
pain management approaches {o detarmine
whether changes were needed regarding the
scheduled Percacet, since the pain assessments
showed Tylsnol was effective when the Parcocet
was not avallable. She further stated there might
have been a variation in the way different staff
assessed the resident’s pain.

Concems with post-fall neurological

F 309
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Continued From page 26
assessments:

1. Reviaw of the MDS coordinator's 2/15/15 MDS
summary nursing notes showed resident #1
required exitensive assistancs with ADLs, had 8
BIMS score of 9 (indicating moderate cognitive
Impairment) and occasionally could self-propel
hister wheelchair, Review of the 2/17/15 cara
plan showed the resident was at risk for falls due
to a history of a stroke and balance problems.
Review of the Inlerdisciplinary Post Fall Review
ghowed the resident fefl backwards in the
bathroom on 2/16/15. Further raview revealed the
resident hit his/her haad and sustainad a "8
centimeter in circumference bruise and raised
knot® on the left tample. Review of the post-fall
vital signs showed staff assessed the resident's
neurological signs &t the time of the incident.
However, the facility was unable to provide
evidenca that staff parformed additional
assessments as directad by the policy and
procedurs for recording and monitoring the
neurological condition of a resident with a head

injury.

2. According to the faciiity's policy and procedure
tited "Briggs Naurological Record, 2/09": the
Instructions/recommendations following any injury
resulting in actual or suspected head trauma, or
any change In level of consciousness include
neurological checks every 30 minutes x 4, hourly
x 4, every 4 hours x 24 and every 8 hours for the
remaining 72 hours,

483.25(c) TREATMENT/SVCS TO
PREVENT/HEAL PRESSURE SORES

Based on the camprahensive assessment of a
resident, the facilily must ensure that a resident

F 309
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Corrective Action: Resident #27 is
F 314 | Continued From page 27 14 receiving wound care s ordered. §
who enters the facllity without pressure sores Resident #27 care plan has becn
does not develop pressure sores unless the updated to reflect  current

individual's ciinical condition demonstrates that
they were unavoidable; and a resident having
pressure sores receives necessary treatment and
sarvices lo promote healing, prevent infection and
prevent new sores from developing.

This REQUIREMENT s not met as evidenced

by.

Based on observation, medical record review,
and staff intsrview, the facliity fafled to ensure
adequate pressure ulcer care for 1 of 8 sample
residents (#27) reviewed for pressure ulcers. The
findings were:

Observation on 8/6/15 at 8:50 PM showed CNA
#4 and CNA#5 transferred resident #27 ta bed
with a mechanical [ift. Tha cbservation showed
the resident had 2 pressure ulcars, one at the
sacral area and one at the right mid-glutsal area.
The 2 pressura ulcers ware clean and dry and
had no dressing at that time. In addition, the
resident’s right outer hip area was visibly
reddened. At that time the 2 aides informed RN
#3, and the RN cleansed the 2 pressure ulcers,
applied calcium alginate, and applied &
hydrocolloid dressing to each. In addition, she
assessed the visibly reddened area on the
resident's right outer hip and applied a
hydrocoliold dressing fo the area. Observation on
8/7/15 at 12:50 PM showed wound care nurse #1
and LPN #1 assessed the skin of resident #27. At
that time a decision was made to |save the
hydrocolloid dressings to the 2 previous pressure
ulcers, and aiso the dressing applied during the
observation on 9/6/15 at 6:50 PM o the resident's
right outer hip. Interview with the wound care

repositioning program. Resident #27 is
being repositioned according to her
care plan,

10/19/15

Id of Others: DON/decsignee will
review resident's with wound carc to
ensure they are receiving trcatments as

ordered. DON/designee will review |

residenl's requiring  repositioning
program to ensure carc plan reflccts
current repositioning program.
10/19715

Systemic Changes:  DON/designee
will audit weekly x4 wecks and
monthly x3, current residents who
have wounds and/or requirc turning
repositioning programs to cnsurc these
residents reccive trcalments  arc

ordered and repositioned aceording to |

current care plan.
10/19/15

Education will be provided by the
DON/designee on or before 10/19/13
regarding following physician's orders
for wound carc trcatments and
repositioning according to care plan,

:'# 'ﬁ
i
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Monitoring: . "
F 314 | Continued From page 28 F 314 Nursing/designee will track and trend the
nurse #1 at that time showed the original 2 results of audits completed and report
pressure ulcars wera identified as Stege Ii, and findings to the QAPT commitiee
the current area on the resident's right outer hip The QAPI committee will evaluste the

was unstageable. Medical record review showed
a 3/20/15 Braden Scale assessment {(assessment
for pressure ulcer risk) that scored an 11 (high
risk). Review of the 8/13/15 quarterly MDS
assesgment showed the resident was tolally
dependent upon staff for personal care and
transfers. Review of the resident's care plan
showed a plan for pressure ulcers. The following
concems were ldentified:

a. Observation on 8/7/15 from 12:50 PM
through 3:45 PM (2 hours and 55 minutes)
showed the resident remeined on his/her left side
in bed. Observation at 3:45 PM showed the DON
and CNA#9 repositioned the resident on his/her
right side. The cbservation showed the resident's
ouler left hip was visibly reddened.

b. Interview with the DON on B/7/15
immadialely after the 3:45 PM observation
showed her expectation wes for staff to reposition
the rasident “every couple of hours.”

¢. Care plan review showed a plan for
pressure ulcers last updated on 8/2/15. The plan
falled io address both pressure uicers, with the
last specific documented dale of 7/31/15 for
“Healing ST [stage) 3 R [right] ischial ulcer.” The
care plan showed the resident had actual
pressure Licers, but the plan documented a
3/28/15 Bradan Score of 17 {not at high risk). The
facility falled to update the plan to include the
8/41/15 physician order for a hydrocolloid
dressing to the right butlock, and an order on
8/22/15 1o continue to apply hydrocolloid
dressings for pressure uicers. The last dressing
update on the care plan was dated 7/13/15 for
*Duoderm to right ischium.” The care plan for
pressure ulcers called for, "Tum and repasition

compliance monthly for three momh? and
then reassess the need for continued

effectiveness of the plan based on .tr.ends L/
identified and implement additional
interventions as nceded o ensure \
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F 314 | Continued From page 28 F 314
while In bed frequently for comfort and pressure F323
reduction.” The care plan for behaviors called for,
“Reposition Q2 [every 2 hours] while in Corrective Action:
chair/bed.”
F 323 | 483.25(h) FREE OF ACCIDENT F 323 : . .
SSoE | HAZARDS/SUPERVISION/DEVICES m;?t;‘.“ #6 no longer resides in the
The facliity must ensure that the resident

anvironment remains as free of accident hazards
as is possible; and each resident receives
adequate supervision and assistance devices to
prevent accidents.

This REQUIREMENT is not met as evidenced

by:

Based on obsarvation, medical record review,
staff interview, and policy and procedure review,
the facility falled 1o ensure a safe environment
related to falls for 3 of 18 sample rasidents (#6,
#9, #25). In addition, the facllity failed to ensure 1
of 5 sample residents with swallowing issues (#9)
had adequate supervision related to foods with
inappropriate textures. Further, the facillty falled
10 ensure a safe environment related to unsafe
storage of supplies for 1 random observation
(#57). The findings were:

Concerns related to unsafe swallowing practices:

1. Review of the 7/16/15 significant change MDS
assessment for rasident #9 showed s/he required
extensive assistance with all ADLs due 10
Parkinson's Disease. Review of the 8/1/15
speech therapist note showed the resident must
not eat alone, Review of the 8/5/15 speach

Resident #9 is mc:eiving appropriate fi
with the proper texture as per physician’ |'J\1‘11}'|/
orders, Resident #9 is being supervised
and receiving assistance during meals as
required.

Resident #9’s fall was reviewed by thel
IDT and cumrent interventions are in

place,

Resident #25 no longer resides in the
facility.

All supply closets have been secured with
coded locks.

ID of Others:

All residents have the potential to be
affected by the alleged deficient practice.

DON/designes will review all falls over
the past 30 days to ensure that fall
investigations were completed an
interventions were put into plece as

appropriate.
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DON/Designee will revicw care plans of
F 323 | Continued From page 30 F 323| resident's with noted swallowing 1ssues to
therapist discharge note showed the highesl ensure care plan reflects  resident’s
practical leve! had been achiaved, the residsnt supervision needs with food intake. ‘
tolgrg;llind me'cdhmmi&a:usoﬂ solids, extra gravies 10119/15 R
an liquids nctional oral skills, no overt S i . Desi i
ystemic Changes: DONDesignee will
clinica! signs and symptoms of aspiration, and update thc CNA's Resident ADL

needed occasional verbal reminders for
alternating liquids and solids for clearance.
Additionally, staff were required to provide
assistance at all meals "due to choking riek,” and
the resident must not eat alone. Review of the
care plan showed the resident required
assistance with eating due to swallowing
difficulties, but instructions about not allowing the
resident to eat alone dus to choking risks had not
been included. The following concerns yers
identified:

a. Observation on 8/7/26 at 12:36 PM
revealed CNA#7 placed the lunch tray on the
resident's over-bed table in histher room and
departed. The food items were within the
residant's reach. The resident grasped the cup off
the tray, then repiaced it, and only stared at the
food. At 12:50 PM a second CNA entered the
room and began to feed the resident (15 minutes
later). Continued observation of the meal showed
the resident occaslonally coughed and the CNA
gave verbal cues o eat siowly.

b. Observation on 9/8/15 at 11:50 AM
revealed staff were not presant in the room when
the resident grasped the banana on the ovar-bed
table, positioned it in both hands, then put it back
on the over-bed table. At that time s/he stated "l
will eat it later.”

c. Observaticn on 9/9/15 at 6 PM revealed
the resident was sitting upright in bed while
repositioning a8 sandwich and bag of pepperoni
slices on the over-bed table. The resident was
alone in hig/her rcom.

d. Interview on 9/11/15 at 2:30 PM with CNA

Information shect Monday thru Friday
during the moming climical mecting as
changes occur.

District Clinical NufSé Consultant o
designee will provide education to th
IDT, on or before 10/19/15, regardin
proper  fall  investigations  and
interventions. The DON/designee will
provids education to the nursing staff on
or bafors 10/19/15, regarding proper fall
investigations and interventions.

And on reviewing care plans. and the

CNA ADL Inlormation sheut to ensore
‘:sucuons for resident's wilh swallowing

_fssps are {ollowed.
B_I’QJQH 5
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F 323 | Continued From page 31 F 323| Monitoring: .
#8 and CNA #9 revealed they were aware staff Nursing/designee will track and trend
had to feed the resident and allow him/er to do the results of audits completed and
as much as s/he could Independently. However, report findings to the QAP] committee

neithar CNA was aware of the instructions to
never let the resident eat alone.

e. Review of nursing documentation from
713115 to 9/8/15 showed the resident continued to
have swallowing problems, but thare had been no
episodes of choking or food/liquids obstructing
his/her airway.

Concams related io falls:

1. Review of the 7/16/15 significant change MDS
assessment showed resident #0 had a BIMS
score of 13 (indicating the resident was
cognitively intact), no behaviors, a urinary
catheter, limited range of motion and required
axiensive assistance with all ADLs. Review of the
care plan showed staff implemented approaches
to prevent falls because the resident was
assessad as being at high risk for falls, Review of
the medical record revealed the resident fell on
8/24/15 and fractured hisfher hip on 8/24/15.
Furiher review revealed she had surgery at the
hospital and retumed to the facility on 7/3/15. The
following concerns were identified:

a. Interview with the resident on 8/5/15 at
11:50 AM ravealed Lhe resiient was upset
because s/he functioned with minimal assistance
pricr to 6/24/15 and now was almost totally
dependent, The resident stated s/he activated the
call light on 8/24/15, waited over an hour for a
response, then attempled to go to ths bathroom
without staff assistance and fell. The resident
fusther stated that s/he had talked with staff prior
to 8/24/15 about the problem of the long wait for a
rasponse lo the call light, but the situation did nol
get better. The resident expressed the desire to

The QAPI committee will evaluate the
effectiveness of the plan based on
trends identified and implement
additional interventions as needed to
ensure compliance monthly for three
months and then reassess the need for
conlinued monitoring based on
compliance.
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F 323

Continued From page 32

maintain the post surgery urinary catheter

bacausa s/he was afrald of a recurrent incident.
b. Review of the 6/24/15 interdisciplinary post

fall review revealed the investigation sections had

not been complated.

2. Review of the 2/8/15 quarterly MDS
assessment for resident #8 showed the reskient
had severe cognitive impairment, required
assistance with most ADLS, and was whaelchair
dependent. Review of the 2/14/15 fall risk
assessmant showed the resident was assessed
as being at high risk for falls. The following
concems were identified:

a. Revisw of the Intardisciplinary Post Fall
Reviews showed the following incidenis: On
112115 the resident rolled forward out of the
wheslchair onto the fioor. On 2/4/15 the resident
fell forward from the wheelchair. On 3/7/15 the
resident was found on the floor in the dining room
lying on his/er back, On 5/16/16 the resident fell
aslesp in his/er chair and fell forward to the
floor.

b. Further review of the 172115, 2/4/15, /7115
and 5/16/15 interdisciplinary post fall reviews
revesled the investigation sections had not been
complatad.

3. Interview on 9/11/15 et 3:30 PM with the MDS
coordinator verified the investigation sections on
the interdisciplinary post fall reviews for residents
#6 and #9 had not been completed.

4, Reviaw of the 3/22/15 post fall review showad
resident #25 had a fall from the wheelchalr, the
fall was unwitnessed, and the resident was found
at 9:45 PM. The raview showed the resident fell
asleep in the wheslchair and was found sleeping
on the fleor in the haliway outside his/her room.

F 323
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F 323

Continued From page 33

The rasident complained of right shoulder pain
with no abvious injuries wera noted. Continued
review showed the residant had a diagnosis of
Huntinglon's disease and required a full
mechanical ift for transfers. The following
concams ware identified:

a. The summary of the interdisciplinary team
dated 3/23/15 showed physical therapy would
evaluate the wheelchalr positioning, and nursing
would continue to monitor for pain, The time of
evening and the resident sieeping in the
wheelchair ware not reviewed as possible
contributing factors to the fall.

b. A new fall risk evaluation was completed
on 3/23/15 and the residant scored "20," which
was high risk for falis. The area of the post fall
review form for intervention recommendations
showed it was not completed, including the area
for care plan revision.

c. Review of the resident's care plan for falls
showed it was (nitiated on 3/11/15. There was a
date of 3/23/15 in the reviewed column; howaver,
no new intesventions were shown.

d. Interview with RN #2 on 9/11/15 at 11:05
AM verified the fall review was not thorough and
no interventions had been developed to be added
to the care plan.

5. Review of the Fall Management Policy, revised
August 2012, showed “when a resident is found
on the floor, the facility Is obligated to investigate
1o determine how he or she got there and put into
place an intervention to minimize it from
recurring.”

Concerns regarding unsafe supply storage:

1. Observation on 8/8/15 beginning at 6:13 PM
showed resident #57 wandered down a small

F323
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Continved From page 34

side hall where a mechanical lift was stored,
climbed ovar the lift and entered an unlocked
nursing supply closat, closing the door behind
him/her. At 8:17 PM, the resident left the closst,
carrying a toothbrush, toothpaste and a box of
surgical tape. The resident climbed over the
mechanical it again, and then walked away
toward his/her rcom.

Observation of the nursing supply closet at 6:20
PM showad the closat contained supplies that
included twin-bladed razors and alcohol-based
instant hand sanitizer.

Review of the 8/10/15 quarterly MDS assessment
showad the resident had short and long term
memory problems, was severely impaired, and
wandered.

Interview with the DON and regional RN #1 on
9/11/15 beginning at 5:50 PM confirmed it was
not safe for cognitively impaired residents to
access supply closets, and further confirmed
nursing supply closets should ba locked.
483.25(k) TREATMENT/CARE FOR SPECIAL
NEEDS

The facility must ensure that residents receive
proper treatment and care for the following
special services:

Injections;

Parenteral and enteral fluids;

Colostomy, ureterostomy, or ileostomy care;
Tracheaosiomy care;

Tracheal suctioning;

Respiratory care;,

Fool care; and

Prosthesas,

F 323

F 328
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F 328 | Continued From page 35 F 328
F328
ws REQUIREMENT is not met as evidenced Comrective Action: 1004 iy A
rBa! Ised! ” m‘:ggggtﬂgggmfgiﬂfmm Resident #30 no longer resides in the
residents (#30) receivad the proper treatment %ﬂ‘f%mm_

related to respiratory care. The findings were:

1. Review of the 4/12/15 admission MDS
assessment showed resident #30 was admitted
on 3/30/15 with diagnosas that included chronic
obstructive pulmonary disease, congestive heart
failure, hypertension, and anxiety. Review of the
physiclan admission orders showed the resident
was re-admitted to the facilty on §/18/15 following
a hosplial stay. Review of the physician orders
dated 6/9/15 showed Duoneb 0.5 mg- 3 mg (2.5
mg/ 3 mL) solution every four hours as needed
for shortness of breath. Review of the physician
orders dated 5/20/15 showed the following order
related to oxygen: *__ LPM 02 via NC [liters per
minute of oxygen via nasal cannula),” however,
no value was given to indicate how many liters
per minute. Review of the daily skifled summary
gheels dated daily from 5/23/15 to 8/8/15 showed
the resident was receiving 4 liters of oxygen via
nasal cannuia daily. The following concems were
identifiad:

a. Review of the sHuation background
assessment recommendation (SBAR)
communication form dated 8/14/15 showed the
resident was found in his/her room by a nurse to
be *blue in the face with altered LOC [level of
consciousnass) SOB [short of breath) with
increased respirations.” The resident’s vital signs
were taken at thal time and showed hisfher blood
prassure was 208/124, puise rate was 114 beats
per minute, respirations were 24 breaths per

DON or designee will review th

residents who have oxygen in order 4
ensure that the liters are clearly specified
for each resident.

Systemic Changes:

DON or designee will review physician’sr
orders daily for oxygen orders, Monday-
Friday x 4 weeks, then weekly x 4 weeks,
then, monthly x 2.

Monitoring:

Nursing/designee will track and trend
the results of audits completed and
report findings to the QAPI committee
The QAPI committee will cvaluate the
effectiveness of the plan based on
rends identified and implement
additional interventions as needed to
ensure compliance monthly for three
months and then reassess the need for
continued monitoring based on
compliance.
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minute, and oxygen saturation level was 50% on
4 (iters per minute of oxypen via nasal canmila.
Further reviaw showad the resident had
increasaed confusion, abnormal lung sounds, and
slurred speech. Immediate interventions included
repositioning, a nebulizer treatment with
instructions for breathing out through pursad lips,
and a non-rebreather mask. Tha note stated the
resident was “rapldly improving,” with a blood
pressure of 185/83, pulse rate of 82, respiration
rate to 22, and oxygen saturation level of 83%.
Additional intervention included “Res [resident]
educated on smoking cessasion (sic).”

b. Review of the nurse's note dated 8/15/15
and timed 12-6 am shift showed the resident had
no concems other than "a/he states s/he is really
{ired and feels like s/e slept most of the day.”
The note further indicated the resident recaived
nebulizer reatments two times which the resident
slated "helped [him/her] out very much.”
Additionally, the resident's oxygen saturation level
was recordad at 84% on 3 liters of oxygen via
nasal cannula. Review of the nurse's note dated
6/16/15 and timed 8:35 PM showed the resident
“continues to have anxiety dit [due to] breathing
difficulties. Breathing treatments given and are
effective.” Further reviaw showed the space to
record the resident's oxygen saturation level was
left blank. Review of the nurse's note dated
/17115 and timed 12:30 PM showed the resident
~continues 1o be anxious about oxygen levels and
{his/her) breathing.” Further, it revealed “ofien
times res [resiient) Is found out in the hallway
without [hismer] O2 on.” The note records the
resident's oxygen saturation tevel was 95%.

¢. Review of the respiratory care plan, last
updated 3/30/15, showed the resident had
difficutty breathing “at times" and shoriness of
breath “at imes.” Further review showed

F 328
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approaches included moitor vital signs and
breath sounds as needed, "puise oximetry as
Indicated,* and "adminisier oxygen as ordered.”
Review of the interim pian of care dated §/18/15
upon the rasident's re-admission showed “oxygen
as ordered” and "breath sounds as indicaled” as
interventions, The care plan did not address the
resident's tendency to ramove his/her axygen or
the anxiety relaled to braathing.

d. Interview with RN #2 on 9/8/15 at 5:15 PM
revealed the resident was often anxious about
hisier breathing and complained of shortness of
breath. She further confirmed the resident often
removed the nasal cannuia. Additionally, he
confirmed there was no evidence of specific
orders for iters per minute or oxygen titration
range for the rasident. She revealed there was no
evidence the physician was contacied to clarlfy
the order and she was unsure of how many Iiters
per minute of axygen the resident should have
recaived.

F 371 483.35(i) FOOD PROCURE, F 3m
$S=E | STORE/PREPARE/SERVE - SANITARY

Tha facility must -

{1) Procura food from sources approved or
considerad satisfactory by Federai, Siste or local
authorities; and

(2) Store, prepare, distribute and serve food
under sanitary conditions

This REQUIREMENT s not met as evidenced
by:
Basad on observation and staff interview, the
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facity falled to ensure proper hand hygiena F371
techniques were foliowed by 1 of 2 dietary staft }0}“)‘,_/
equipment. The findings were:
Dining staff are cumently followin
Observations of the evening meal preparation on : : |
9/8115 &t 4:38 PM showed cook #1 falled to proper hand hygiene techniques.
perform hand hygiene after coming Into contact
with unctean refrigeratorfireezer door handles. ID of Others:
These instances occurred at 4:43 PM, 4:47 PM,
and 4:51 PM. After each occurrence the cook All residents could potentially be affected|
{o work with food and handle clean by this alleged deficient practice.
dishware and equipment for the residents'
evening meal. Observation of the door handles : .
showed they were visibly solled with debis. Systemic Changes:
Interview with the dietary manager on 8/8/15 at . .
4:58 PM verified staff are taught to wash thelr Dietary Manager/designes will educate all
hands whan they become solled, and before dining staff on proper hand hygiene
putiing on gloves. He verified the door handles techniques on or bofore 10/19/15
were considered unclean.
Dietary Manager will conduct 3-5 random
According to Food Code 2013, U.S. Public Health observations of dietary staff utilizing
e ena shall cean el ands and proper hand hygienc tochniqued weekly x
portions of thelr arm... “(E) After 4 weeks, then monthly x 2 months.
handling soiled EQUIPMENT or UTENSILS...(H) Monitoring:
Before donning gloves for working with FOOD: onitoring: .
and (1) Afler engaging in other activities that Dietary Mansger/designee will track and
contaminate the hands wrend the results of audits completed and
F 385/ 483.40(a) RESIDENTS' CARE SUPERVISED BY |  F 385/ report findings to the QAPI committee
sgsp | APHYSICIAN The QAPI commiftee will evaluate the
effectiveness of the plan based on trends
A physician must personally approve in writing a identifiecd and implement additional
recommendation thal an individual ba admitted to interventions as nceded to  ensure
8 faciﬂ}y. Eacilglresldanl must remain under the compliance monthly for three months and
care of & physician. then reassess the need for continued
The faciity must ensure that the medical care of manitoring based on compliance.
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each resident is supervised by a physician; and Fi85
another physician supervises the medical care of
residents when their attending physiclan is Corrective Action;

unavaliable.

This REQUIREMENT is not met as evidenced

by

Based on staff interview and medical record
raview, the faclity failed to ensure the care was
supervised by a physician for 1 of 88 sample
residents (#30). The findings were:

1. Review of the 4/12/15 admission MDS
assessment showed resident #30 was admitted
on 3/30/15 with diagnoses that included chronic
obstructive pulmonary disease, congestive heart
fallure, hypertension, and anxiety. Review of the
physician admission ordars showed the residsnt
was re-admitted to the facility on 5/19/15 following
a hospital stay. Further review of the admission
orders showed "Lasix 20 mg tab" daily,
"metoprolel 50 mg tab* two times daity, and
“Pravastatin 40 mg tab” dally. Review of the
physician orders dated 6/8/15 showed Duoneb
0.5 mg- 3 mg (2.5 mg/ 3 mL) solution evary four
hours as needad for shortness of breath. The
following concems were identified:

a. Review of the physician orders dated
5/20/15 showed the following order related {o
oxygen: "__ LPM 02 via NC [iiters per minute of
oxygen via nasal cannula];" however, no valus
was given to indicate how many liters per minule.
Review of the daily skilled summary gheets dated

for the past 30 days. Any changes in

Resident #30 no longer resides in the
facility.

ID of Others: LI

The facility will review the 24 hour report

condition will be reviewed in order to
ensure that the physician was notified,
and that =any interventions were
completed, and any education needed will
be conducted.

Systemic Changes:

DON/designes will review physician’s
order and 24-hour repart on random shifts
and umit for changes in conditions.
DON/designee will conduct audit on
different shifis and units by utilizing the
24-hour reports, physician’s orders and
PCC dashboard to identify that changes in
condition are addressed with MD and any
timely and appropriate interventions.

DON/designee will educate nursing staff
on or before 10/19/15 identifying changes

daly from 5/23/15 to 6/615 showed the resident -
was receiving 4 liters of oxygen via nasal cannula of condition and follow through.
daily.
b. Review of the situation background
assessment recommendation (SBAR)
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communication form dated 6/14/15 showed the
resident was found in his/her room by a nurse to
be "blue in the face with altered LOC [level of
consciousness] SOB [short of breath] with
increased respirations.” The resident's vital signs
were taken at that time and showed his/her blood
pressure was 208/124, pulse rate wes 114 beals
par minule, respirations were 24 breaths per
minute, and oxygen saturation level was 50% on
4 liters per minute of oxygen via nasal cannula.
Further raview showed the resident had
Increased confusion, abnormal lung sounds, and
slumred speech, Additionally, immediate
interventions included repositioning, & nebulizer
treatment with instructions for breathing out
through pursed lips, and a non-rebreather mask.
The note stated the resident was “rapidly
improving," with 8 blood prassure of 185/83,
pulse rate of 82, respiration rate to 22, and
oxygen saturation level of 93%. Additional
intervention included “Res [resident] educated an
smoking cessasion [sic].” The form indicated the
physician was notified on that date; however,
there was no evidenca the physician raceived the
notification or provided orders related to the
elevated blood pressure, abnormal lung sounds,
altered lavel of consclousness, decreased oxygen
gaturation, or increased confusion.

c. Review of the nurse’s note dated 8/15/15
and timed 12-6 am shift showed the resident had
no concems other than “s/e states s/e is really
tired and feals like s/he slept most of the day."
The note further indicated the resident received
nebulizer treatments two times which the resident
stated “helped [him/her] out very much.”
Additionally, the resident's oxygen saturation level
was recorded et 84% on 3 fiers of oxygen via
nasal cannuia. Review of the nurse's note dated
6/18/15 and timed 8:35 PM showed the resident

F 385

Monitoring:

Nursing/designee will track and trend
the results of audits completed and
report findings to the QAPI committee
The QAPI committee will evaluate the
effectivencss of the plan based on
trends identified and implement
additional interventions as needed to
ensure compliance monthly for three
months and then reassess the need for
continued monitoring based on
compliance.
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“continues to have anxiety dit [due to) braathing
difficulties. Breathing treatments given and are
effective.” Further review showed the space to
record the axygen saturation level was left blank.
Review of the nurse's note dated 6/17/15 and
timed 12:30 PM showed the resident “continues
to be anxious about oxygen levals and [hismer]
breathing.” Further, it reveaied “ofien times res
[resident] is found out In the haliway without
(histher] O2 on.” The note records the resident’s
oxygen saturation javel as 85%. Review of the
nurse's note dated 8/18/15 and timed 8 PM
showed the resident was “absant of vilzls” and
pronounced dead. No other notes or vital signs
were documented for that day.

d. Interview with RN #2 on 9/8/15 at 5:15 PM
confirmad there was no evidence the doctor
recaived the communication or provided orders
regarding the change In condition on 6/14/15. She
revealad the facility did not pursue additional
assessmants or increase monioring of the
resident as the oxygen saturation levels were
above 80% and they "feit things wara betier” with
the resident. She further confirmed there was no
indication on the physician order form for how
rany litars of axygen the resident was lo receive,
or parameters for oxygen fitration to maintain the
resident's oxygen saturation levels within a
specified range. She revealed there was no
evidence the physician was contacted to clarify
the order and she was unsure of how many liters
per minute of oxygen the resident should have
received.
483.60(a),(b) PHARMACEUTICAL SVC -
ACCURATE PROCEDURES, RPH

F 425
SSsE

The faciiity must provide rouline and emergency
drugs and biclogicals to Its residents, or obiain

F 386

F 425
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them under an agreement described in FA25
§483.75(h) of Ihis part. The facility may permit Jo, §)
unlicensad personnel to administer drugs if State Corrective Action: iy

law permits, but only under the general
supervision of a icensed nurse.

A facility must provide pharmaceutical services
(including procedures that assure the accurate
acqulring, receiving, dispensing, and
administering of 2ll drugs and biologicals) to meet
the needs of each resident.

The facllity must employ o obtain the services of
a licensed pharmacist who provides consultation
on all aspecis of the provision of pharmacy
services in the facility.

This REQUIREMENT s not met as evidenced

by:

Based on medical record review and staff
interview, the facility failed to ansure adequata
supervision conceming the medication
administration program which impacted 4 of 68
sample residants (#11, #51, #32, #63). The
findings weare:

1. Review of physiclan orders for resident #51
showed an order dated 7/12/15, untimed, for
Keflex (an anti-microbial medication) 250 mg to
be given by mouth four times daily for 10 days 88
treatment for a urinary tract Infection. Review of
the resident's MAR for July 2015 showed the first
dose of the medication was administered at 8 PM
on 7/12/45. Further review showed only 33 of the
40 doses ordered were initisled as having been
administered.

Resident #11 is receiving medications "7
ordered.

Resident #51 is receiving medications as
ordered.

Resident #32 is receiving medications as|
ordered.

Resident #63 is receiving medications as)
ordered.

ID of Others:

DON or designee will audit physician’s
orders for the past 30 days to ensure
antibiotics given as ordered. If not,
medication variances will be completed.

DON/designes will review any residents
with narcotic pain medications ordered to
determine availability. Any medications
that are unavailable will be ordered STAT
from the pharmacy or pulled from the e-
kit.

Systemic Changes:

DON or designee will review physician’s
orders daily for antibiotics to ensure they
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2. Review of physician orders for resident #32
showed an order datad 6/18/15, timed 5:45 PM,
for Keflex 500 mg to be given four times dally for
10 days as treatment for cellulitis. Review of the
resident's MAR for June 2015 showed the first
dosa of the medication was given at 8 PM on
6/18/15. Further review showed the 8 AM and 12
PM doses thal were to be administered on
8/25/15 were net inltialed as having been
administered; only 38 of the 40 ordered doses
waere Initialed as having been administered.

3. Review of physician orders for resident #83
showad an order dated 5/28/1/5, timed 4:30 PM,
for Keflex 500 mg to be given by mouth three
times datly for 10 days as a freatment for & skin
infection, Review of the resident’'s MARS for May
and Juns 2015 showed only 29 of the 30 ordered
doses ware installed as having been
administerad.

4, Review of the 7/10/15 annual MOS for resident
#11 showed the rasident had pain frequently and
received scheduled and pm (as needed) pain
medication. Review of 7/20/15 care pian showed
tha resident had shoulder joint pain and
approaches included administer pain medication,
obsarve for gigns and symptoms of pain and
monitor every shift. Further review of the care
plan showed the resident did not usually verbalize
pain and non-verbal signs included crying and
rubbing hismer arm. Review of the physician's
orders showed Parcocet 5 mg-325 milligrams
(medication for pain) three times a day was
ordered on 5/14/15. Further review also showed
an order for Tylenol prn every four hours. The
following concarns were identified:

a. Review of the September 2015 MAR

then monthly x 2.

DON/designee will audit residents who
have pain medications ordered, 3x/week x
4 weeks, then monthly x 3 to ensure
parcotic  availability and  bein
administered as ordered.

DON/designee will educate nursing staﬂ[
on follow through on physician's orders
and medication availability.

Monitoring:

Nursing/designee will track and trend
the results of audits completed and
report findings to the QAPI committee
The QAPI committee will evaluate the
effectiveness of the plan based on
trends identified and implement
additional interventions as needed to
ensure compliance monthly for three
months and then reassess the need for

FORM CMS-2587{12-09) Pravious Versions Obsolets
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showed staff did not administer the Percocet on
9/1115, 92115 and 9/3/15 because the medication
was not available on those dates.

b. Review of the 9/1/15 nursing noles
revealed the resident was oul of pain pills, cried
most of the shift and was up and down in the bed
throughout the night.

c. Interview on 9/8/15 at 6:15 PM with the
MDS coordinator revealed the medication was
not avallable due to & problem with the
communication batwaen the physician and
pharmacist.

5. Interview with RN #2 on 9/11/15 at 8:50 AM
confirmad the faciiity should be recording and
investigating a medication emror every time a
medication is omitted.

6. Interview with regional RN #1 on 8/11/15 al
10:35 AM confirmed the facllity was not following
procedures to ensure the accurate administration
of ll drugs (o residents, as they did not have
documentation to indicate madication errors were
being reporied and investigated for cause.
483.60(b), (d), (e) DRUG RECORDS,
LABEL/STORE DRUGS & BIOLOGICALS

The fachity must employ or obtain the services of
a licensed pharmacist who establishes a system
of records of receaipt and disposition of ali
controfied drugs in sufficient detall to enable an
accurate reconciliation; and determines that drug
racords are in order and that an account of all
controlied drugs is maintained and periodically
reconciled.

Drugs and biologicals used in the facility must be
tabeled in accordance with currently accepted

F 425

F 431
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professional principles, and include the
appropriate accessory and cautionary Corrective Action: 1 ) ¢l
instructions, and the explration date when 1%
applicable. Resident #3 is cumently receivin

in accordancs with State and Federal laws, the
facility must store all drugs and biologicals in
locked compartments under proper temperalure
controls, and permit only authorized parsonne! to
have accass o the keys.

The facility must provide separataly locked,
permanently affixed compartments for storage of
controlied drugs listed in Schedule Il of the
Comprehensive Drug Abuse Prevention and
Control Act of 1876 and other drugs subject to
abuse, except when the facility uses single unit
package drug distribution systems in which the
quantity stored is minimal and & missing dose can
be readily detacted.

This REQUIREMENT is not met as evidenced
by:

Based on obsarvation, medical record review
and staff and phamacist interviews, the facliity
falled to ensure home medications were labeled
in accordance with currently accepted
professional principles, for 1 of 1 sample resident
reviewed for administrations of home medications
(#3). The findings were:

Review of the July 2015 lo September 2015
MARs and physician's orders revealed scheduled
medications for resident #3 inciuded Xenazine
{(medication usad to treat Involuntary muscle
movement) 25 miligrams (mg) four times a day.
Interview on 9/10/15 at 10:50 AM with LPN #2

medications from properly stored and
labeled container.

1D of Others:

Medication carts were audited to ensure‘
medications were stored and lebeled
correctly. Any medications that were not,
were discarded.

Systemic Changes:

DON/designee will complete random
audits of the medication carts weekly x 4,
and then monthly x3 to ensure that
medications are stored and labeled

properly.

DON/designee will educate nursing staff
on proper medication storage.

Monitoring:

Nursing/designee will track and trend the
results of audits completed and report
findings to the QAP] committee

The QAPI committee will evaluate the
effoctivencss of the plan based on trends
identified and implement additional
interventions as needed 1o ensure
compliance monthly for three months and

then reassess the need for continued
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04) 1D SUMMARY STATEMENT OF DEFICIENCIES 10 PROVIDER'S PLAN OF CORRECTION )
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TAG REGULATORY OR LSC [DENTIFYING INFORMATION) TAG CROSS-REFERENCED TO THE APPROPRIATE OATE
DEFICIENCY)
F 431 Continued From page 468 F 431
revealed the family brought the medication to the
facifity in pharmacy labeled plll containars. At that F498 Io / e
time the medication labels on 1 partially full and 1 1514 [
emply container in the medication cart were : Tar.
obsati\ged m the LPN. The foliowing concems Corrective Action:
were identifiad:
a. Review of the label on the empty container CNA #1, #2, and #3 have all completed
revesied the medication was identified as CNA competency checklist.
Xenazins 25 miligrams and 120 pills were
dispensed on 6115/15. ID of Others:
b. Review of the label on the second
contalner revealed the dispansing date was SDC/designee will review current CNA’
7!21I1IS l?‘ned appr?ximalaly 40 of the 120 pills files to ensure that they have completed
were in tha container. eckl
<. Interview with the LPN during the CNA competency checklist
observation revealed the family routinely brought . .
in containers with ouldated labels. She further Systemic Changes:
stated the facillty did not have a system for . .
monitoring the number of pllls and the dats the SDC/designee will ensure competenc
pilis were received to ensure the medication was skills checklists are completed for ¢
administered as prescribed. and any newly hired CNA's.
d. Interview with the pharmacisl on 8/11/15 at
10:15AM revealed it Is Il:nmnt to h?_{va fz Monitoring:
monitoring sysiem for al cation. He further . § .
stated he was avallable 10 assist the staff with this SDS{:“ f:.gn e:t:"] l lrat;kt::c:l::nd .
problem, bul they had not reported it to him. results of audits compieted and repo
F 498 | 483.75(f) NURSE AIDE DEMONSTRATE F 408/ findings to the QAPI committee
g8=E | COMPETENCY/CARE NEEDS The QAPI committee will evaluate
effectivencss of the plan based o
m facility lrr:tusl ensur{oe:‘hat Iﬂur:Ie'I Ideds are able wrends identified and implemen
m,:,'{‘q?,'; nez::s"a'%em g,e",;, ;"ems. additional interventions as needed 1t
needs, as identified through resident ensure compliance monthly for
assessments, and described in the plan of care. months and then reassess the need fi
continued moniloring based o
This REQUIREMENT Is not met as evidenced compliance.
by:
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£4) 10 SUMMARY BTATEMENT OF DEFICIENCIES ) PROVIDER'S PLAN OF CORRECTION
PREFIX (EACH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX {EACH CORRECTIVE ACTION SHOULD BE
TAG REGULATORY OR LSC IDENTIFYING INFORMATION) TAG CROSS-REFERENCED TO THE APPROPRIATE
DEFICIENCY)
F 498 | Continued From page 47 F 498
Based on employea file review and staff F520:
il}tg{‘\lrll;w. the facility failed to er}aurg Ne:rm
o were completed for 3 of 3 g ion:
(#142,#3). The findings wers: S
Review of the employee education filas for CNAS Ses carrective action for:
#1, #2, #3 showed each of the files contained a
check Hist titled "Employee New Hire Orientation.” F225
This orlentstion consisted of several parts; F250
howaver, there was no portion that was identified F253
as an demonstration of competancy skills. F279
Interview with the staff development coordinator F3l4
on 811115 at 11:28 AM verified the training F328
program was being re-organized and the F371
competency skills checks for the aldes had not F520
been completed. He further revealed he was new
to the position and there was planned education
and new forms provided to cover the CNA skills ID of Others:
including mechanical lifts, body mechanics, and .
gait and lransfers. The start dates were as See identification of others for:
follows:
a. CNA #1 started on 8/17/15. F225
b. CNA #2 started on 7/28/15. F250
c. CNA#3 started on 8/17/45. F253
F 520 483.75(0)(1) QAA F 520| 979
§Sst { COMMITTEE-MEMBERS/MEET F314
QUARTERLY/PLANS
F328
FI71
A faciity must maintain a quality assessment and F520
assurance commitiee conslsting of the direcior of
nursing services; a physician designated by the Systemic Changes:

tacility; and at least 3 other members of the
facllity's stafl.

The quality assessment and assurance
commitiee meets at least quarterly to identify
issues with respect to which quality assassment

NHA/designee provided education on the
QAPI process to the members of the
Quality Assurance and  Process
Improvement (QAPI) committes at an ad
hoc mooting (for the purpose of
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F §20| Continued From page 48 F 520| addressing survey issues), held on or

and assurance activities are necessary; and
davalops and implements appropriate plans of
action o correct identified quality deficiencies.

A State or the Secretary may not require
disclosure of tha records of such committee
excepl insofar as such disclosure is related to the
compliance of such committee with the
raquirements of this section.

Good falth atiempts by the commitiee to identify
and correct qualkily deficlencies will not be used as
a basis for sanctions.

This REQUIREMENT is not mel as evidencad

by:

Based on staff interview, medical record review,
chsarvation, and review of policy end procedure,
the facility falled to implement an effective quality
assurance performance improvement (QAPI)
program to identify and correct previously
identified deficiencles in a variety of araas, The
findings were:

Review of the 8/18/15 previous recertification
survey showed deficiencies were cited for F226,
F250, F253, F279, F314, F328, F371, and F520.
The revisit survey on 8/14/15 put the facility back
into compliance with these citations. The facliity
had corracted the identified deficient practice as
of 7/23/15. Review of the current complatnt
survey findings from 9/6/15 to 9/11/15 showed
these same areas were determined to be oul of
compliance, Interview with the facility
administrator and the reglonal administrator on
9/11/15 at 5:45 PM revealed the QAPI program
continued to collect dala in these areas; however,
the problems continued. The facility administrator

before 10/19/15.

NHA and IDT will be educated by
District Clinical Nurse Consultant or
designee on or before 10/19/15.

When the District Team Members are in
the facility, the QA/PI minutes will beq

reviewed for three months for|
effectiveness.

Monitoring:

NHA/designee will track and trend the
results of audits completed and report
findings to the QAPI committee

The QAP! committee will evaluate the
effectiveness of the plan based on
trends identified and implement
additional interventions as needed to
ensure compliance monthly for three
months and then reassess the need for
continnved monitoring ~ based on
compliance,
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F 520 | Continued From page 49 F 520
verified she and the management team needed
to further develop the QAPI program to ensure
affective intervantions to correct the re-cited
areas.
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