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F 000 | INITIAL COMMENTS Fooo! EL76 |
¢ The facility will ensure residents can self-
Arecertification suivey was conducted by administer drugs if decmed safe.
Healthcare Licensing and Surveys from 11/2/15 *the interdisciplinary team will complete
{o 11/6/185. : a self-administration assessment for
. resident #4
Eﬁg;gmmm:;ﬂaﬂbmmw“ are used *All current residents will be assessqd for
self-administration of medication by
AI:‘LS- Acﬁvi:ies of Dally Living »  12/01/15.
BIMS- Brief Interview for Mental Status . *An assessment for self-administratibn of
gANg_s' ga'el Hmamﬁ‘g:ﬁgmh ~ medication will be completed for aIlE\ew
MDS- Minimum Dala Sst . new admit packet.
MAR- Madication Administration Record ' *A quality improvement monitoring|tol!
lﬁ?f_" kmgmm Nurse will be implemented by the DON to
eg . ensure all residents can self-administer
Less commonly used abbreviations will be ' medications if deemed safe, Nursing staff
annotated In each deficlency. " will audit all charts monthly for six
F 176 483,10({n) RESIDENT SELF-ADMINISTER F176. months to ensure residents have 2
88=p | DRUGS IF DEEMED SAFE * completed self-administration assessment
An Individusl resident may self-administer drugs if , and results will be reported quarterly at
the Interdisciplinary team, ae defined by : the QAPI meeting,
§483.20(c)(2)(1), has determined that this : *Completion Date 12]91/15
practice is safe,
This REGUIREMENT is not met as avidenced
by:
Based on medical record raview, and resident A
and staff inferviaw, the facility faftad to ensure 1 of ' i
1 sampla residanm #4) who wished to ' :
self-administer medications was evaluated, The
findings wers:

BIView on 11!4!15 at 3:40 PM revealad rasident
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. DEFICENG

F 176 | Continued From page 1 F176

#4 wished lo keep throat lozenges and other
medications avaliable at the bedside fot
self-administration, The resident statad s/ha had
talked (o the nurees regerding this request.
Raview of the 7/0/15 admisslon MDS assessrment
showed the resident was cognitivaly Intsct with a
BIMS of 16/15. Interview with RN #1 and the
DON on 11/5/15 at 8:10 AM verified it had been
known since the resident's admiselon she
wanled medications at the bedside. RN #1 further
revealed the resident had @ physician order to self
administer Nitrostat (a medication used fo treat
chest paln). Review of the 8/4/15 phyaician's
ordar showed the resident "may cany [his/her]
own Nitrastat and will notify nursing staf If [s/he]
needs kt..." The DON verifled an svaluation to
determine the safety of the resident
saif-adminlstering medications had not been
complsted.

F 263 | 483,18(h}(2) HOUSEKEEPING & F 253
&5aE | MAINTENANCE SERVICES

The facil%ly must provide housekesping and
malntenance services necassary to malniain a
sanitary, orderly, and comfortable inferior.

: Thiq REQUIREMENT is not met as evidenced

by:

Based on observation and resident end staff
Intetview, the fecility failed to ensire @ safa and
sanilary enviranment for- 2 of 2 resident haliways
(West Wing, East Wing), The findings were!’

4. Obsevation on 11/4/15 beginning at 4 PM and
an 11/5/15 at 8:25 AM showed the following
cancers related to resident bathreoms:

a. The bathroom floor of realdent room 202

FORM CMS5-2687(02:00) Praviows Versions Obsaete Svery ID:B5081 Facllty 10 WYop? It confinuation shest Page 2 of 30
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PREFIX (EACH DEFIGIENGY MUST BE PRECEDED BY FULL PREFIX {EACH CORRECTIVE ACTION SHOULD BE 6N
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F253
F 263 | Continued From page 2 F253| .
1.a Bathroom floors in rooms 202, 208
had 12 inch by 92 inch thes throughaut that were . 1 1
saparatad, al:l)c’i tha gaps were darkened with dirt 104, 105, 106 and 109 will be completely
and debris, Further, the caulking between the replaced with VCT Tile and all toiletk will
{oilet and the fioor had migsing 2ress, and the have new caulking applied between tpilets
gaps w_l?h"’ cl::rmkened ‘f‘l"“" d"f" et 208 and VCT flooring,

b. The room floor of resldent room . .
had 12 inch by 12 Inch tiles throughout that were 2.a K-'?k plate and door frame on cloget in
separaled, and the gaps were darkenad with dirt 104 will be replaced.
and debris, Further, 4 of 4 corners in the room 3.a The said mechanical lift will have the
had an aocg;nut:lauon f?f loosfa dn':Ian:l debri.r;b‘ wheels cleaned and sanitized.

¢. The balhroom flgor of resident room » P
had 42 Inch by 12 Inch tiles thet ware separated, ; f’i’:f“’c:;de"‘s “;dls,‘afft"““',d be f ﬁfed
end the geps wera darkened with dirt. if infection control isn't maintainec jtrom

d. 'The bathroom floor of resident room 105 un-sanitized floors. Kick plate or
hed 12 inch by 12 inch tlles thet were separated, frame around closet could cut residgnt or
and the gaps were darkensd with dirt F‘I":!‘e" 2', staff, and mechanical lift if not sanltized
go:emsnd?l:ﬂ?m fad en accumiialion o could spread infections digease.

e. The bathroom fioor of resident room 108 Maintenance, housekeeping, and mjrsing
had 12 Inch by 12 Inch tiles throughout that were will observe and audit all resident rpoms
;epnifﬂleg‘. and i?n: lﬂ:Pﬁf :ﬁl’% darfk?ﬂegdxéf;'ml and all lifting equipment once a month.

urther, ihe per I O} joor alon » 3 TR .
showad loose dirt and debris accumutiating. hEnvxll;onrrfenml ananager el

{. The bathroom floor of resident room 109 ousckeeping and mamtenance stafl on
had 12 Inch by 12 inch tiles that were separated, services necessary to maintain a s A
and the gaps were darkened with dirt. Further, orderly, and comfortable interior. { The
s cauking babieen the toft 2  loorhad tn Rehab Coordinator/Admission Mapager
g}'r ing areas, and he gaps werd darens will in-service nursing.

. *Environmental manager will zeport
2, Observation of resident room 104 on 11/3/15 at obscrvations and audits to the QAPI
cracked at 5 Inches from the m rig a » .
jagged plece sficking out, Further, the door frame Completion date 12/41/15
on the right edge of the closet was looss-and
coming off the wall. Interview at that time with the
raaident of the room revealed "every once in a
while they have to come in and push i back on”
1o the wall, Additional observation showed a

' Fomm CME-2657102-48) Frevidus Virsions Obealels Event IDiBSO81 Fockity I WYDDAT M continuxllon sheat Faga 8 of 30
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685080 B.WING
NAME OF PROVIDER OR EUPPLIER STREET ADDRESS, CITY, STATE, 2IP CODE
4 HORTH FORK ROAD
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o) 1D SUMMARY STATEMENT OF DEFIGIENGIES I PROVIDER'S PLAN OF CORRECTION
L1 (EACH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX oAEACH CORRECTIVE ACTION SHOULD 88 coufienon
TAQ REGULAYORY OR LEC IDENTIFYING INFORMATION) TAG -wsasgg%mmemnwmm DATR
F 253{ Continued From pége 3 F 263 F272
mechanical Iift In the room that had an . er s .
accumulation of halr eround the center bolt of The facility will ensure comprehensive,
each of its four whaels. Observation on 11/5/16 at + accurate, standardized reproducible
%ALS M':l ig‘lowehd ﬂ;: it %:'5218 lto‘-'fhf:vﬂdent room . assessments of each resident’s functidnal
, and the wheels continu 8 8n R .
- pacity as required.
accumutation of halr around the center boit. *CAA’s for residents #2, #6, 9, #13
3. Interview with the malntenance and #18B, #21, #24, and #31 are closed an
housekeeping manager on 11/6/15 at 8:30 AM cannot be altered.
conm%d u_'tl;:evlidantiﬁacl balhmnén I;ggtrs thrgy "8 *Going forward, CAA’s for triggere
roblem” that he was concerned about as . o
E:ene difficutt 1o clean and sanitize appropriately. J ﬁ "_v'“ be comple;e and ml:’lnu‘;clq e an
Addttionally, he verified the closet door Kickplals ' ysis to support the care plan decigion.
and frama [n room 104 needed to be fixed. All current resident care plans will b
Further, he confirmed the mechanical (It wheels . reviewed and updated by 12/01/15
neﬂdedlyw Sl B Lo { *A new ADON/MDS Coordinator stdrted
routinely monfior the cleanlingss o .
mechanical fifis end relied on statf membars to full-time the week of 11/16/15. MDY 101
teport any issues, training was purchased by the facili
F 272 | 483.20(b)(1) COMPREHENSIVE F272| from AANAC online and will complgte
5S=E£| AGBESSMENTS ! the training by 12/01/13. A resource hook,
. . “Care Area Assessments” (ISBN97841-
The facHity must conduct Initfally and periodically
a coﬂ‘nprell]\’ehBNe. accurate, standsrdized 699146-881-9) was also purchased by the
reproduicible essessment of each rasident’s facility as a resource and will used fo. _
functional capeacity. | education purposes for the MDS '
oordinator and other appropriate staff.
A fecllity must make a comprehensive E:A quality improvemenffnoﬁitoring ol
essessmant of & nesident’s needs, using the 11 be impl { by the DON
resident assessmant Instrument (RA) specified will be implemented by the an
by the Stete. The assessment must inciude at ADON/MDS Coordinator to ensure ajl
least the following: _ care plans are complete and up to datg.
gangﬂmﬁcn aréggamographlc Information; DON and ADON/MDS Coordinator fwill
cggniglvae%;uﬂle'ma’ ' audit care plans every other month
Communication; ' * results reported quarterly to the QAP
Vision; . committee.
Mood and behavior pattems: I *Completion date 12/01/15
#‘c;n;a ﬁ;la«;m(oam Pravious Visions Obsolele Gverd 10'BSQRTH Fachiy I0-WY00HY \I continuation shaat Page 4 of 30
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F 272 | Confinued From page 4

Psychosocial welkhelng;

Physica! functioning and structural problems;
Cordinence;

Diseasa dlagnosis and heatih conditions;

Dental and nutritional status;

Skin conditions;

Activity pursuit;

Medicallons;

Special freatmenis and procedures;

Discharge potential;

Documentation of summary Information regesding
the additional assessment petformed on the care
areas triggerad by the completion of the Minimum
Data Sst (MDS); and

Documentation of participation n assessment.

This REQUIREMENT is nat met as evidenced

by:

Baged on madical racord reviaw and stafl
interview, the facility falled fo perform required
additional assessment on care areas triggered by
the completion of the MDS assessment for 8 of 9
sample residents (#2, #6, #8, #13, #18, #21, #24,
#31) with completed comprehensive
assessments. The findings were!

1, Review of the 1/29/15 admission MDS
assessment for rasidant #2 showed the following
areas tiggeped, which reqiirad a comprehensive
assessment; ADL Function/rehabilitation
potential, Urinary Incontinence, Psychosocial
well-being, Activities, Falis, Nutrition, Dental care,
Pressura ulcers, snd Psycholrople drug use.
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F272

Continued From pege §

Raview of the CAAs for these triggarad areas
showed they were Incomplete and fecking an
| analysis o suppart the care plan decislon.

2. Reviaw of the 9/28/15 admission MDS
. assessment for resident #6 showed the following
areas triggerad, which required a comprehensive
assessment Cognitive loss/demantis;
Communication, Urinary Incontinence,
Psychosocial well-being, Falls, Nutrition, and
Pressure ulcers. Review of the CAAs for these
triggerad aress showed they were incomplete and
lacking an analysia to suppori the cere plan
decision.

3. Review of the 317/16 annual MDS assessment
showed resident #9 triggared for further
as9essment in the areas of; ADL
Funclional/Rehabilliation Potantial, Falls,
Nutritiona! Status, Pressure Ulcers, Paychotropic
Drug Use, and Physical Restralnts. Review of the
CAAs [or these triggered areas showad they were
incomplete and lacking an analysis to support the
care pian decision.

4. Review of the 5/21/15 annual MDS
assasement showed resident #13 triggered (or
further assessment In the areas of. ADL
Funclional/Rehabliitation Polenlial, Urinary
(ncontinence and Indwelling Cathetar,

Nulritional Status, Pressura Ulcers, Psychotropic
Drug Use; and Pain. Review of the CAAs for
these irfiggered areas showed thay were
incomptata and lacking an analysls to support the
care pian dacision,

8. Review of the 377/15 annug) MDS assessment
showaed resident #18 triggerad for further

F272
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F272

Continued From page 8

assessment In the arass of; Cognitive
Loss/Demantia, Visual Function, Communication,
ADL Functional/Rehabilitation Potential, Urinary
Incontinance and Indwelling Catheter, Behavioral
Symploms, Nutritional Stetus, Dental Care,
Prassure Ulcars, and Physical Restraints.
Review of the CAAs for these higgered areas
showed they were incomplete and lacking &n
analysis to support the care plan declsion.

@. Raview of the 4/21/15 annual MDS
assassment for resident #21 showed the
fallowing areas triggared which required a
comprehensaive assessment: Cognitive
logeldementin, Falls, and Peychotropic drup use.
Review of the CAAs (or thege ered areas
showed they were incomplate and facking an
analysis to support the care plan decialon.

7. Review of the 2723115 admission MDS
assessment for resident #24 showed the
following areas triggered which required a
comprehensive assesement: ADL
function/Rehabilltation potsntial, Peychosaclal
well-belng; Falls, Nulritional status, and Pressure
ulcers. Review of the CAAs for these triggered
preas showad they wera Incomplete and laoking
an snelysls to support the care plan decision.

f. Raview of the 5/8/15 admlssion MDS |
assessment showed regident #31 tiggerad for
furthar assesament in the areas of: Cognitive
Loss/Dementia, Paychosocial Well-Belng, Falls,
Nulritional Status, Pressuta Ulcers, and
Psychotropic Drug Use. Review of the CAAs for
these triggered areas showsd they were
incomplete and tacking an analysis to support the
care plan dacision.

F 272
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confirmed the CAAs were incomplele and had no
summary analysis. .

483.20{d), 482.20(k}{1) DEVELOP
COMPREHENSIVE CARE PLANS

A facility must use the results of the assessment
{o develop, review and ravisa the residen(’a
comprehensive plan of care.

The facility must develop a comprehensive care
plan for each resldent that includes measurable
objectives and timstables to meet a resident's
medical, nursing, and mental and psychosocial
needs that are identiflad In the comprehensive
assassment

Tha care plan must describe the services that are
to be jurnished to attain or malntain the resident’s
highest practicable physicsl, mental, and
psychosocial well-being as required under
§463.25; and eny services that would otherwise
be required under §463.25 but are not provided
dus o the rasident's exercise of rights under
§483,10, Including the right to refuss traatment
under §483.10(b){4).

This REQUIREMENT is not met as gvidenced
b .

Based on observalion, medical reoord review,
and staff interview, the facility failed to snsure

F279

STATEMENT OF DEFICIENCIES 1) PROVIDERISUPPLIERIGLIA M 0 URVEY
AND PLAN OF CORRECYION &l IDENTIFIGADION Nugam zamf;mw CONSTRUCTION m”gg;EPEETED
535050 8, WING 1110512015
NAME OF PROVIDER OR SUPPLIER STREET ADDRESS, CITY, STATE, 2IP CODE
4 NORTH FORK ROAD
MORNING STAR CARE CENTER FORT WASHAKIE, WY 82514
(4) 1D BUMMARY STATEMENT OF DEFICIENCIES D - PROVIDER'S PLAN OF CORRECTION (5
PREFIX (BACH DEFIGIENCY MUST BE PRECEDED BY FUILL PREFIX {EACH CORRECTIVE ACTION SHOULD BE COMPLETION
TAD REGULATORY OR LEC IDENTIFYING INFORMATION) TAG CROBS-REFERENCED TO THE APFROPRIATE bxTR
DEFICIENCY)
F 272 | Continued From page 7 F272
9. Inferview with the DON on 14/516 at 1:15PM F279

The facility will ensure a comprehensiye
care plan for each resident will be creaped
and updated. The facility purchased a
reference book, “MDS Care Plans M;
Easy (ISBN: 978-01-60146-759-1) to
educate the new MDS Coordinator and
interdisciplinary team to develop, revigw,
and revise resident care plans.

*The MDS Coordinator and
interdisciplinary team will update care
plans for residents #2, #4, #6, #13, #18,
and #31 by 12/01/15.

* The facility will engure p
comprehensive care plan for cach resident
will be created and updated.

*Care plans for all residents will be
reviewed every two months with the ngxt
scheduled review to be completed
12/01/15.

*A quality improvement monitoring tool
will be implemented by the DON to aJl
ensure comprehensive care plans for
residents are relevant and up to date.
Results will be reported to the quarter]
QAPI committee.

e
elp

comprehenalva care plans wers developed for & *Completion date 12/0/15
| of 10 sample residents (#2, #4, #8, #13 #38,
t #31) in a variely of areas. The ﬂndings Wwere:
1 1. Review of the medical recard showed residant
FORM CM8-2507(02.05) Pravious Versions Olsolela Event 10:BSQ31 Facity ID: WY0017 If continustion ehee! Page 8 of 30
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27 , F279
¥ :20 ::I:su:sail:zgdpg:tgd to smoking safety on Fa *Smoking assessment for resident #2
completed on 11/05/15. Care plan for
10/18/15, Review of the 7/28/15 quarerly MDS .
asaessment showed the resident was l.'e51dent #2 was updated on 11/22/15 tp
independant for alt ADLs except bathing. include smoking safety.
Dbservalﬁn gn 11:’3:; Sat ': 3:40 AM, and i11!4115 * Al residents who smoke will have
at 1:20 PM showed the resident was oulside smoking safetv ass ts leted
smoking. No sl?:fwgﬂr:d present. Tha following with carge pl mtly ravi:swssm enis comple
concems were iden 5 .
| &, Review of a nursa's note dsled 10/19/15 at *Care plans for all residents will be |
2:30 PM showaed lhe resident had a wound on the reviewed every two months and PRN pith
inner left thigh which resembled a cigarette bum, the next scheduled review ta be
b. Review of the care plan falled to show complctcd 12/01/15.
wmokig salely was acdreaged. *Completion date 12/0}15
2, Review of the medical record for regldent #6
showed s/he was admitted on £/8/15 and had *The care plan for resident #6 was
dlagnoses including chronic abstruclive updated on 11/22/15 to include the areLs
pulmonary diseage (COPD). Review of 8 8/7/15 of mood state, nutrition, and diabetes. [A
physiclan prograse note showed the resident also £ the Hosice Care plan is attached
hed lung cancer which was being treated copy of the Hospice Care plan is CIe
paliiatively. The progress nole showed a hospice to the facility care plan in the care pla
consult was pending at that time and the rasident book located at the nurse’s station.
pord to be-acmised ko the fu'siyg b Roview *The facility will ensure there is a copy of
of the admission ass :
gshowed the resident was receiving hospice care the Hospice Care plan attached to the
while a resident. The following concems were facility care plan. ' .
identified: *Care plans for all residents will be
8. Revl:wlof the 799”;21'5 oarhs r':Idaen :I:“’We" reviewed every two months with the nf:xt
it was en admiseion care plan and under the :
areas of mood siate, nutrition, and diabetes, the i%‘g?ﬂgd review to be completed
word *hosplce was writlen in. There were no . &
delalls provided as to what hospice was to Completion date 12/01/15
provide, . i
b, Review of the hospice's plan of care, which
was faxed to the facility on 11/5/15 and not
previously avallable In the nursing home, showed
detalls of the care the hospice was providing.
C. Interview with the DON on 11/4/15 at 5:18
PM varified she was unaware of the racquirements
Even! ID:B50311 FaciRy ID: WYD017 If continuation sheet Page @ of 30
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PREFIX [EAGH DEFICIENGY MUST BE PRECEDED BY FULL PREFIX {EACH CORRECTIVE ACTION SHOULD B5: COMPLETION
TAG GULATORY OR LBC IDENTIFYING INFORMATION) TAG cmwm%&mamnmme DxE
] F279 continued
F279 g":’m“‘:hd Fi";'“ Pﬁg“-‘ 8 finated and F278| +The care plan for resident #4 was
ave the information coordinated an : 3
documented in the resident's record, At tha lime "g dated on 1 ”2%“5 ;9 include ;elf .
{he DON revealed the resident spent most of administration of mecications. A. copy L‘{
hismer days out of the fscllity with family, and this the Hospice Care is attached to the faclity
complicated how the resident received services. care plan in the care plan book located;at
i the nurse’s station,
3. Interviaw on 11/4/15 at 3;40 PM revealed I *The fac.ility will ensure thel‘c isa cop of
resldent #4 wished to keep throat lazenges and he Hospice C. L
other medications available at the bedslde for the Hospice Care plan attached to the
sell-adminisiration. The resident stated sthe had . facility care plan. An assessment for s¢if-
glakv?d to th'?1 nu,r;?1ssradegardl lnlg ll':: Drgql-lest t administration of medication will be
sl dl et s Lo Sl completed for all new admits and will e
;?&gf,‘f;{:’%:t&fﬁgmmgﬁﬁgm’ B included in the facility new admit pecKet.
identitled: *Care plans for ll residents will be
a, Interview with RN #1 and the DON on reviewed every two months with the next
14/5/15 at 8;10 AM verifled it had been known scheduled review to be completed
s!n%e ic:'lieu resldtegt‘s bae%mil:shn s/he wanted 12/01/15.
i me ns at tha bedside, .
| b, RN:#1 further revaaled the rasident had 2 *Completion date 12/0§/15
physiclan order to adminisier Nitrostat
{medication used to treat chest pain). Review of *The care plan for resident #31 was
the 82415 phrelclans order showed the resident updated on 11/23/15 to include
nﬁn??a#‘ﬁmﬂmﬂ EBP‘ and wi notify information about the discontinuation f
c. Raview of the resident's care plan failed to ; the orders fqr orthatic devices, cognitiye
show any plan or approaches related o loss/dementia, and psychosacial well-
self-medication. being.
*The facility will cnsure that approprigte
4. Revlew of the 5/8/15 admiaslon MDS . g
assessment showed resident #31 had diagnoses orders are in place for all residents and
that included depression. Additionally, review of a updated. )
16116115 a%ctdentﬁnondent rel?nurt siho;.\rleedﬂI t:\: *Care plans for all residents will be
resident had sight-sided weakness related to a reviewed every two months with the n¢xt
gﬁ:’:ﬁ; gﬁ;ﬁfﬁgm"ﬁﬂt (stroke). The | scheduled review to be completed
8. Review of the CAA Anslysis Report 12/01/15.
showed areas requiring care planning included *Completion date 12/01/15
Cognitive Loss/Dementia and Psychasaclal i p—
Evant 1D:RSOAN Faciiy ID: WYDO1? | conlinuation sheel Page 10of 30
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F 279 | Continued From page 10 Fare
Wel-Being. Howavaer, review of the care plan F279 continued
fSvosled m compraniasive oare planning for ¥the care plan for resident #13 will be

b. Ohservation of the resident’s raom on updated by 12/1/15 to include information
11/3/15 8t 10 AM showed a foot brece on the floor about psychosocial well-being, pain,
next to the chest of drawers, and signs posted on activities, and psychotropic drug use.
j the wall that read "foot brece...weer when up *Care plans for all residents will be
walking - use shoe hom to get shoa over same” are p !
and *Wrist Hand Orthotic...When to wear: 3X reviewed every two months with the ngxt
(three limes} a day 1 hr [hour] each allemate with scheduled review to be completed
purple rest hand splint wgar,;s ’ 12/01/15
¢. Review of the raaldent's care plan reveale " : 15
no plan had been developed for the resident's Completion cato 12/0y
ortholic devices. *the care plan for resident #18 will be
5. Ravlaw of the 5/21/15 annual MDS updated by 12/1/15 to include information
assessment showed resident #13 had diagnoses about pain, visual fanction, and
that (ncluded anxlaty and manic depressian. behavioral symptoms
Reviaw of tha CAA Analysis Report showed areas " Yans for all ", dents will b
requlring care planning included Psychesocial Cm_ plans tor all residents will be
Waell-Being, Fain, Activities, and Peycholraplc revicwed every two months with the next
Drug Use. Howaver, review of the care plan scheduled review to be completed
revealed no comprehensive care planning for 12/01/15
thegh Spes. | *Completion date 12/01/15
@. Raview of the 3/7/15 annual MDS assegament
showed rasident #18 had diagnoses that included
hemiplegia and raumatic brain Injury. Review of
the CAA Analysis Report showed areas requiring
care planning included Pain, Visual Function, and
Behavioral Sympioms. Howaver, review of the
 care plan revesled no comprahansive cara

planning for the areas.
7. Interview with the DON on 11/5/15 at 1:15 PM
confirmed the care plans for these residents were
incomplata,

F 280 | 483.20{d)(3), 483.10(k){2) RIGHT TO F 280
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536050 P 11/05/2015
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n D SUNMMARY STATEMENT OF DEFICIENCIES ) PROVIDER'S PLAN OF CORREGTION
PREFIX {EACH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX (BACH CORRECTIVE ACTION SHOULD BE
77y HEGULATORY OR LSC [DENTIFYING INPOAMATION) L 7T:) CRORB-REFERENCED TO THE APPROPRIATE DATE
DEFICENCY)
F 280 | Continued From page 11 F 280
§S=E | PARTICIPATE PLANNING CARE-REVISE CP
The resident has the right, unless adjudged
incompetent or othemwise found fo be
incapacitated under the [aws of the State, to
participale In planning care and trealment or F280
chenges in care and frestment. *+The facility will ensure a comprehengive
A comprehensive cara pian must b developed and individualized care plan for each |
within 7 days after the completion of the resident will be created and updated. The
comprehansive assessmant; prapared by an MDS Coordinator and interdisciplinary
iﬂﬂiﬁpilﬂﬂw:en?mh that iﬂchdmas the ﬂ“fg!gtfyﬂﬂ team will update comprehensive and
physician, g regis nurse with responsibi o 3 ed . i
for the resident, end other appropriate staff in md1v1du;l:zed care plans for residents
disciplines as determined by the resfdent’s nesds, #21 and #13 to include fall interventio
and, to the extent practicable, the participation of recommendations to prevent future fal
the resident, the resident's family or the resident's and hemodialysis information by
lagal representative; and peﬂﬁog‘la?lly reviewed 12/01/15.
and revisd by & team of quaified persons afler * The facility will ensure a .
comprehensive care plan for each resident
will be creatad and updated.
*Care plans for all residents will be
This REQUIREMENT Is not met a5 evidenced reviewed every two months with the next
by: scheduled review to be completed
Based on cbservation, medical record review, 12/01115.
and rs:iqent ::u:’ swilzlf ilalzewlew. illla fa?ililléfagl:g *A quality improvement monitoring topl
to updaté and individusikze cane plans jof < 0 will be implemented by the DON to
sample rasidenta (#13, #21). The ﬁndiggs were: ensure comprehensive care plans for al]
1. Review of the 7124115 quariarly MDS residents are relevant and up to date.
assessment showed resident #21 was Results will be reported to the quarterly
g'ladlepandenl for :g;bulaﬁon aﬂ:;lkl’mdt a st%alg}rw QAPI committee.
ance, Observation df the resident on .
at 10:25 AM showed the resldent ambulsied *Completion date 12/01/15
without any mobility devices from his/her roorn 1o
the nurses stetion; The resident appeared sieady.
] Review of the September 2015 nurs|n§l1utaa
FORM CMS-2687(02-09) Prévious Verviogs Obsoleis Evend I B5087) Facliy 10: WYODY7 If continuation sheet Page 12030
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10 SUMMARY STATEMENT OF DEFICIENCIES Poom PROVIDER'S PLAN OF CORREGTION
p"é‘ém ! {EACH DEFICIENCY MUST RE PRECEDED BY FULL PREFIX {(EACH CORRECTIVE ACTION SHOULD BE cowplanon
TAGQ |  REGULATORY OR LEG [DENTIFVING INFORMATION) TAG canss-aeraneg%mmmmmm baTe
F 280 | Continued From page 12 F 280

showed the rasident had falls on 5/7/15, 5/24/18,
and 9/30/15. The following concems ware
identifiad:

&. Review of the medical record failad to
show any post (all
interventions/recommendations by an
interdisciplinary team.

b. Review of the care plan related to falis and
ADLs showed It was last reviswaed on 10/2/15.
The interventions for ADLs showed the resident
cccasionally required “assistance of 1-2 at times"
for tasks. This care plan also showed the resldent
would at iimes refuse caraa; howaver it did not
address the nor-compliance with using mobility
davices. In addition the care plan for falls did not
address the refusal to use mobilty devices.

c. Interview with the DON on 11/6/15 82 10
AM verified there were no new Inlerventions
sdded to the care plan or any documented
recommendations made to pravent future falls for
this resident.

2, Review of the §/21/15 annual MDS
essessment showad resident #13 had diagnoses
that included renal Insufficiency. Review of the
85615 fall risk evaluption showsd resident #13 _
was at high risk for falls. Reviaw of the _ i
"Accident/Incidant Report® dated 1019/15 '
shawed tha rasident was found on the floor next
to the bed, The following concerns were
identified: |

a. Intarviaw with tha DON on 11/415 at 615
PM revealad additional fall interventions put into
place for the resldent included a fall mat, but they
had not besn added to the care plen,

b. Observation an 11/3/15 at 1:35 PM showed
the resident In bed, with the bed In the law
position, No fall mat was obsarved.

¢. Review of the care plan for falls, last

FORM CMS-2387(92:9) Previous Verslons Obsalsie Evant ID B5QR11 Factity 10" WYe017 If continuation sheet Page 13 of 30
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(X4} 10
PREFIX
TAB

SUMMARY STATEMENT OF DEFICIENCIES
(EACH DEFICIENCY MUST BE PRECEDED BY FULL
REQULATORY OR L5C IDENTIFYING INFORMATION)

0
PREFIX
A
CEFICIENGY)

PROVIDER'S PLAN OF CORRECTION
{EACH CORRECTIVE ACTION BHOULD BE
CROSE-REFERENCED TO THE APPROPRIATE

DATE

F 280

F 282
BS=D

Continued From page 13

reviewed 5/24/15, showed inlerventions included
supervision and assistance with transfers,
&eeping the call Eght within reach, educstion to
staff regarding resident's fall risk, and education
to the res!dent regarding safety awareness, The
cara plan was not updated following the 10/19/15
fall and did not include recommended bed
posltion or a fall mat next to the bed.

d. Reviaw of the physician visit nale dated
811515 showed the resident had been on dialysis
for two yaars and had a fistula in the right ann,

9, Review of the "Hemodialysis* care plan,
last raviewed on 5/24/15, showed no mention of
the residont’'s fistula or the requirement that ataff
avoid taking blood pressures on the right arm
becauss of the fistula,

f. Interview with the DON on 11/5/15 at 1:15
PM confirmed the care plan was not
camprahensive,
483.20{k){3)(§) SERVICES BY QUALIFIED
PERSONS/PER CARE PLAN

The services provided or arranged by the facliity
must be provided by qualified persons in
accordance with each resident's written plan of
care.

This REQUIREMENT Is not met as evidenced
by:

Basad on observation, siaff inlerview, medical
record review, and review of (he "Mealtime Plan®,
the facillty failed to ansura tha care plan wag
followed for 1 of 10 (#18) sampls residents with a
meéltima plan. The fiidings ware; -

Ravigw of the 3/7/15 annuatl MDS assessment
showed resident #18 h_ad diagnoses that included

F 280

F 282
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ceel 8 wine 11/05/201
NAME OF PROVIDER OR SUPPLIER STREET ADDRESS, GITY, STATE, 21 CODE 1opzs
4 NORTH FORK ROAD
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(4 1D SUMMARY STATEMENT OF DEFIGIENGIES D PROVIDER'S PLAN OF CORRECTION o
PREFIX {SAGH DEFICIENCY MUST BE PRECECED BY FULL PREFIX {EACH CORRECTIVE ACTION SHOULD BE COMPLETION
TAG REGULATORY OR LSC IDENTIFYING INFORKMATION) TAG GROSS-REFERENCER TO THE APPROPRIATE DaTE
DEFICIENCY)
F 282 | Conlinued From page 14 F 282
hemiplegia and traumatic brain injury, and was FaR2
tolally depandent oh sfaff for eating. Review ofa . . .
9/20/13 ’epﬂrt from a spmh"anguaga *All nnl'Slﬂg Stﬂffmu‘be retrained/re-
pathologist (SLP) revealed the resident was "at educated on the mealtime plan for
high risk for aspiration* due to poor oral motor resident #18 using verbal and written
cantrol and slow swallow reflex. Review of’ é’mes materials by 12/15/15.
care plan for ntilrition, last reviewed an 10/2/1 * - . .
showed lnlnrvenﬁons'incmed "Follow mealtim'e The.;‘a;:llty will ensure semc?s.
plan from SLP." Review of the "Mealtime Plan" provided or arranged by the facility will
dated 10/18/14 showed staff ware to "Watch far be provided by qualified persons in
swallow after every bite and cue {ragident] if you accordance with each resident’s writteh
do not see one. Then r?‘mllrtng ﬁmsmﬂ lola'nakea plan of care.
second swallow so each bite has two swallows,” . .
The following concems were noted during a meal *Charge nurses wﬂ! sudit one meal a day
! on 11415 for one month starting 12/01/15.

*A quality improvement monitoring tdol

:ﬁ Obs?dl‘la!lim *i:%ll;ﬂag :'t '12210 P %NMAM will be implemented by the DON to
@ resident seated in the dining room. :
provided sips of pudding-thick liquid via spoon. cnsire fxl:,?u:;mg %cpmﬁ.t lelmp!oyﬁ °s
The CNA waited for the resident to swallow, then S TSk d LI A i
provided another sip untll ihe cup was empty; mealtime plan. Results will be reporteyd to
hawever, st no time was the resident observed lo the quarterly QAPI committee.
the reskient to swallow twice.
2, Observation at 12:21 PM showed CNA #2
seliing a tray contalning three bowls of pureed
food and fwa cups of thickened liquld on the table
next to tha resident. The tray also contained a
printed copy of the "Meallime Plan” for the
resident. The CNA sat down snd assisted the
resident with the meal. The CNA did not cue the
resident to make a second swallow at any point
during the mesl. At 12:45 PM, the CNA provided
a bite of mashed potatoés to the resident. The
resident manipulated the food in hisher mouth for
approximately 10 seconds but had not swallowed
when tha CNA affered another bite of food. When
the resident opened hisfher mouth, mashed
Evond i0:B3081 Fecity O WYOHT It continuation sheel Page 1507 30
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835080 B.WING 11/08/2018
NAME OF PROVIDER OR SUPPLIER STREET ADDRESS, CTV, STATE, 2IP CODE -
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0y D SUMMARY STATEMENT OF DEFICENCIES 0 PROVIDER'S FLAN OF CORRECTION o)
PREF (EACH DERCIENCY MUST BE PRECEDED RY FULL PREFIX (EACH CORRECTIVE ACTION SHOULD BE COMMETION
7 neauu‘romoal.sclosuﬂme INFORMATION) TAG I;ﬁ;g:»momm BATE
F 262} Continuved From page 15 Fas2
potatoes were abserved on the tongue. The CNA
continued {o provige the next bite of food to the
resident without walting for the resident o
swallow or reminding the resident to make a F3i8
second swaliow. Inerease/Prevent decrease in ROM
*All CNA's will be retrained on the
3, Interview with tha DON on 11/5/15 at 11 AM ;
confirmed her expectation was the msaltime plan restorative stretching program for resndcnt
should be followed at every meal, #9 by 12/11/15. :
¥ 318 | 483.25(e)(2) INCREASE/PREVENT DECREASE F 318| *All CNA’s will be retrained and
8seE | IN RANGE OF MOTION documented through signed training 1
on the restorative nursing (ROM)
Based on the comprehensive assessment of a A
resident, the faclty must ensure that 2 resident program and will be :pomtorcd weekly by
with a limited range of motion receives a designated Restorative nurse and the
appropriate treatment and services to increase Rehabilitation Coordinator to ensure
range of motion sndfor to prevent further programming is consistently carried oyt 7
decrease in range of motion. days & week.
*All residents with implemented
Restorative Nursing programs will be |
This REQUIREMENT Is not mat as evidenced monitored weekly to ensure pro ing
by: ' is consistently carried out 7 days a week.
Based on observation, medical record review : : . ;
and resident and staff interview, the facilty failed Restorative Nursmg.care “{ﬂl be !
to ensure residents with imitad range of motion documented on a daily basis by each .
received appropriats services to prevent further CNA providing resident programming,
dec{'easu :gs ra;ge#ﬂf motlon ro; S :,f& 5 samplef *Rehabilitation Coordinator and ;
residants (#5, #3, #14, #27, #31) with ange o Restorative Nurse designed will audit the
motion imitalions. The findings wera: documentation weekly to ensure
1. Review of the B/23/15 quarterly MDS consistency with programming and
assessment showad resident #9 had diagnoses provides reports to the quarterly QAPI
ﬂ‘;‘al h;%ll:g:dm%lgtbla sclerosls, dFI.Iﬂh%r review Committee !
show! ant was tolally depandant on :
staff of 1-2 paopie for bed mabilly, transfers, Completion date 01/01/16
locomaotion, eating, and perscnal hygiene.
Additionally, the resldent had ranga of motion
FORM cm-mmz-m Pm-wmom: Evon (D:BSORH Faciity I0: W¥0D1Y f continuation sheet Fage 16 of 30
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N | F318 conti
F 318 | Continued From page 16 F318 *Rcsifl::ﬂlg ﬁwﬂl be evaluated by a
{ROM) impairment an both sides for upper and : .
lower extremnitles and had not racelved rectorative Phy s:ca_l Theraglst by 12/4/15 .and a
nursing for sctive o passive ROM during the look restorative nursing pragram willbe
back periad, The fallowing concems were established and carried out as approprifte.
identified: . A care plan will bz established to refleft
a, Reviaw of the physical therapy evaluation the progra.mming and CNA training willl
dated 8/10/15 showaed a raslomative nursing plan e
was recommended to address bilaleral shoulder, oC proviced.
| eloow, wrist, hip, and knes siretching related to All residents who have been placed o a
contractures. restorative nursing program shall have
s 4!_'b'.:';‘r;h!mlew hg%mmsﬁngeq; 11041 ';5 t:tll care plan in place which reflects the
: revea e consistently ; :
recaiving reslorative services for streiching. program;mng. Care plan; wﬂ_ldt;etup d ;:
Further, the resident revealed staff would a3 any changes occur, and resiient as we
ococaslonally "take my fight arm and streich i, but as family will be notified of such changes.
not very ofien.” The rasident stated s/he had felt *All resident care plans will be review
m :i;lc:dtgﬁl‘ ﬁ?‘gﬁ%ﬁgﬁg&ﬁ; T by the MDS Coordinator upon any
ltle fonger" to stay shead of the disease pracess, 51%11%&“3?:3&2%‘12%%
2. Review of the 8/8/15 quarterly MDS document areas of improvement and o
:?::;ﬂl;f%ﬁﬂuh:? regident ?3102_&1 a success quarterly.
on. n in range of motion on one :
side of both the upper 8 "c?dbwmer ei ﬁ" emlllesl..l Completion date 01/01/16
Review of a 10/1515 accident/incident rapa .
showed the resident hed right-slded weakness *Resident #14 has been evaluated by alPT
related to m previous cerebrovascular accldent and a restorative nursing program has
(shoke())ghe fotlliowfnfn‘ oancerns were gdne"g:fed been established to be carried out 3-5
a. Obsarvatlon of the res! A I
14/3/16 at 40 AM showed a foot brace on the floor e ReriRlaniod v ‘:‘h""'
next 1o the chest of drewers, and signs posted on plan will be established 1o reflect the
the wall that resd “faot brace...wear when up programming and CNA training will bg
waéklng usﬁa sl;ugrl;hmg to e&g sht:: over sg)l‘na provided,
and "Wrist Hand Orthotic...When to wear: *All residents who have been placed oh a
ch allemate with . .
:':S%mﬁ:ngagp;n':'}::‘:ﬂ e restoratwe_ nussing program shall havela
b: Review of the resident's cera plan showed care plan in place which reflects the
no cdre plan was developed for the use of the programming. Care plans will be updated
resident’s ortholic devices, ;
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" & *All resident care plans will be reviewkd
F 318 | Continued From page 17 F 318 by the MDS Coordinator upon any
¢. Obsesvetion of the resident an 11/3/16 at changes in status as well as quarter!
10:15 AM showad tha resident was welking with o L B3 WO 83 quarterly.
the assistance of a cane. The resident was not | & QAPI Committee will review anzl
wearing a foot brace and was not wearing a hand document areas of improvement and o
om:u%n tion of the resident on 11/3/15 ' octs quartarly.
, Observation of the resident on a Completi
11:12 AM showed the resident had just had a R L
shower and was dressed In fresh clothing. The
residant was not wearing the fopt brace, and was . .
not wearing a hand orthotic. *Reosident #27 will be evaluated by a BT
0 Pen;i 2&53\.[::‘:;" of lit:!e ulasv:gent c;n J:.I:%S at by 12/4/15 and a restorative nursing
e resident was no gram A -
either the foot brace or the hand orthatic. Pro will I::e L c'amed
£ Intarview with the rehabiitation coordinator out as appropriste. A care plan will be
on 14/14/45 at 10:50 AM revealed there was no established to reflect the programming
documentation to show whether and when the and CNA training will be provided.
resident was wearing the ortholic devices. *All residents who have been placed oLa
3. Review of the 8/26/15 quarterly MDS restorative nursing program shall have
assessment showed rﬁigent #12 hed a care plan in place which reflects the
functicnal limitation in range of molion on one | programming. Care plans will be updated
side of both the upper and lower extremilies. : as any changes occur, and resident as well
Re""";’a‘ffme f{: Pﬁ'ﬁ’; 5"0“['“ there was no ! as family will be notified of such changes.
Oex® pianifor restors v ALEEING. *All resident care plans will be reviewgd
4. Review of the 3/11/15 annual MDS by the MDS Coordinator upon any
assessment showed resident #27 had & . changes in status as well as quarterly.
ﬁ::’m“ﬂf;%‘,“m“ﬁf’" :2:"193. ﬂfg“’f:ﬂ" on t';""" i *The QAPI Committee will review an
sides of the upper extremities. Review of the care | :
plan showed there was no care plan for document areas of improvement and o
restorative nursing. success guarterly.
- : Completion date 01/01/16
5. Review of the 11/3/15 annual MDS
assessment showed resident #5 had impaimnent
on one side of bath the upper and lower
extremities. Review of the care plan showed
there was no care plan for rastorative nurelng.
. 6. Interview with the rehabilitation coardinator on
FORM CMG-2567(02.95) Previous Varsions Obeolete Even) ID:B3GRN Fasility I0: Wyzo17 #f eantinuation shest Page 18 of 30
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. F381 continued
F 318 | Continued From page 18

F 323
55D

19/4/15 at 10:50 AM ravealed the faciiity did not
have a restorative program that dirscted the
reslorative care of residents with range of motion
limitstions, and had not had a rasiorative program
for over 2 years, Further, the rehabilitation
coordinator statad residenta #5, #9, #14, #27, and
#31 would all benefit from a restorative program,
but did not think any reskients had declined due
to the lack of @ restorative nursing program.
483.25(h) FREE OF ACCIDENT
HAZARDSISUPERVISION/DEVICES

The facility must ensure that the resident
shvironment remains as free of accident hazards
as [s possible; and each resident recelves
atequate supervision and assistance davices to
prevent accldents.

This REQUIREMENT s not met as evidenced
by:

Based on obsarvation, policy and pracedure
review, medical record reviaw, and stafi interview,
the facility fatled to ensure incldents ware
investigated and svaluated to datanmine gafely
interventions for 1 of 2 sample residents (#2) who
had smoking-related Incidents, In additian, the
facility failed to ensure interventions were
developed and implemented related to falls for 2
of 3 sample residents (#13#21) wha had falls.
The findings wera;

1. Review of the 7/28/15 quarterly MDS
assessment showed resident #2 was
Independant for ADLS with the exception of
bathing, and the resfdent was cognitively intact

F318| *Resident #5 will be by a PT by 12/4/]5

F323| care plan in place which reflects the

and a restorative nursing program willlbe
established and carried out as appropriate.
A care plan will be established to reflect
the programming and CNA training will
be provided.
*All residents who have been placed on a
restorative nursing program shall haveja

programming. Care plans wili be updated
as any changes occur, and resident as well
as family will be notified of such changes.
*All resident care plans will be reviewpd
by the MDS Coordinator upon any
changes in status as well as quarterly.
*The QAPI Committee will review an
document areas of improvement and o
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PREFIX {EACH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX (EACH CORRECTIVE ACTION EHOULD BE COMPLETION
TAG AEGULATORY O L5C IDENTIFYING iNFORMATION) TAG CROSS-AEFERENCED TO THE APPROPRIATE pare
DEFICIENCY)
F 323 | Continued From page 19 F323 F323
*The MDS Coordinator and
with a BIMS of 15. Review of the medical record . . 1 p
showad the resident was evaluated reiaiad lo interdisciplinary team will update
smoking safety on 10/16/15. The evaluation compreherls:-ve and md'_‘"dllﬂhZﬁd carg
indicated the facility was to have a cars plan in plans for resident #2 to include
place fo direct staff in appropriate emoking ! appropriate smoking safety protocol, and
g{:ﬁ;‘ f';fnt:dﬂ resident. The fofawing concerss for residents #13 and #21 to include fal
entified: . . .
a. Review of a nurse's note dalsd 10M9H5 at | interventions, recommendations to
2:30 PM showed the resident had a wound on the * prevent future falls, and information
innar left thigh which resembled a cigarstie bum, regarding the residents’ refusal to
The 1022115 ne‘te timed at 2 PM showed the assistive devices by 12/01/15.
s v passibly due fo a dropped *The facility will ensure all resident
b. Review of the medida! record failed lo eavironments remain fres of accident
show & naw svaluation was done releted lo hazards as is possible and that each
smoking safety, and the resident's care plan resident receives adequate supervision|
failed to address smoking safety. and assistive devices to prevent accidels.
c. Observation on 11/3/16 at 10;40 AM, and *Care plans for all residents will be
1144115 at 1:20 PM showed the resident was are p A
outside smoking, No staff were present. reviewed every two months with the next
d. interview with the DON on 11/4/15 &t §:15 scheduled review to be completed
PM verified a new smn%kisg salely ass:;lsment 12/01/15.
was hot complated and the care plan did not » “her T B
inciude informetion rafated to smoking and safely, A_nq];l al_tty tmp rovt:;n ;ntﬂrlnogt(t)c{\?ng tdol
At that fime the DON also stated the slalf felt the will be implemented by the to
resident was eafe (o smoke and this was an ensure comprehensive care plans for all
Isolated Incidant, Further, she verified there were residents are relevant and up to date.
na inlerventions in placa for this regident such as Results wil be reported to the quarterly
an apron fo prolect his clothas/skin or being QAPI committee
supervised by slaff, . . . :
©. Reviaw of the 8/5/12 "Resident Smoking Completion date 12/04/15
Policy” showed all residents wha choota to
smoke shall be avaluated by staff, to detsrmine
their abillty to smoke safely. "This evahuation shall
conslder...2; whelher supervision is indicated, 3,
whether flame-relasdant barrers are indicated, 4.
whather the rasident should have restricted,
bmited, or unlimited access to smoking
: materials.” '
FORM CMB-2567(02-8%) Previous Versions Obidiats Event 10 R5QEN Facty [0: WYDO17 If continualion sheat Pags 20 of 30
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F 323 | Continusd From page 20 F 323

2, Reviaw of the 7/24/15 quarierly MDS
assessment showed resident #21 was
independent fer ambulation and hed & steady
balance. Observalion of the rasident on 11/3116
at 10:25 AM showed the resldent ambulated
without eny mahilly devices from hisher room to
the nurse's sistion. Review of the September
nuraing notes showad on 9/715, 9/24/16, and
9/30/15 the resident hed falls, The following
concems were identified:

8. The note for 9/24/15 timed at 2:15 PM
showad the residant siated a/he fall and had an
injury to thé left side of histher head, The nuraing
nota on 9/2416 timed at 11:15 PM showed the
area o the left side of the residenf's head was
covered with a Band-Aid. The 812514 nole imed
at 2 PM showed the resident was sent to Indlan
Health Sarvices (IH8) for a chack-up, and a
computarized axial tomography (CT) of the
resident's head was done at the hosplial, and
there wave “no issues noled.” The note further
showed the physiclan order was for no
arbulafion without assistance, and the "restdent
Immedialely non compliant.”

b. Review of the 8/30/15 nurse's note, timed
at 8:45 PM, showed the resident slated s/ha had
fallen, and came out 1o ask for assistance with
getiing a bandage for a skin tear to hisfher am.
The note further showed "Agaln remindad the
resident o use wheslchalr.”

¢. Review of the medical recard falled o
show any post-fall
j Interventions/recommendalions were made by an
interdisciplinary taam. Revisw of the care plan
relaled to falls and ADLs showed it was {ast
reviewed on 10/2/15. The Intervantions for ADLE
showed the resident raquired the “assistance of 1
-2 &t tirhas™ for taske. This care plan also showed

FORM CMI-2567[U2-98) Previcus Varsions Obiolels Evant 1D BSQaN Frelty 10 WYD01T If continuation sheel Page 24 of 30
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F 323 | Continued From page 21

the resident would at times refuse caras; however
it did nol address the resident's nan-compliance
with using mobility devices. In addition, the cara
plan for falls did not address the refusal to use
mobility devices.

d. Intarview with the DON an 11/5/15 8t 10
AM verifled she was unable to lacats the incident
reporis for the 8/25/15 and the 9/30/15 falls. She
verified after these falls, thera were no new
interventions added to the care plan or any
documented recommendations made lo prevent
fulure falis for this resident.

3. Raview of the 8/6/15 fall risk evaluation

showed resident #13 was st high risk for falls.
Reviaw of the "Actident/Incldent Repont” dated
10/19/15 showed the resldent was found on the
Roor next to the bed. The following concems were
identifled:

A, Interview with the DON on 11/4/45 at 5:15
PM revealed additional fall interventions put in
place after the 10/19115 fall for the resident
included a falt mat,

b. Observation on 11/3/15 at 1:35 PM showed
tha resident in bed, with the bed In the low
position. No fall mat wes observed.

¢. Review of the care plan for falls, last
reviawad 5/24/15, showed Interventions included
supanvision and essistance with transfers,
keeping the call ight within reach, education to -
staff regarding resident's fall risk, and educalion
{o the recident regarding safety awareness. The
care plan was riof updated following the 10/18/15
fall and did not Include a recommended bed
position ar'a fall met next io the hed.

483.25(1) DRUG REGIMEN IS FREE FROM
UNNECESSARY DRUGS

‘ Each resident's drug regimen must be free from

F 329
§5=D

Faa23

F 328
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F329
F 328 Cantinued From page 22 F329f , P . PSR
unnecessary drugs. An unnecessary drug Is any The DON m.mated an investigation it
duplicata therapy); or for excessive duration; or Ativan on 10/26/15, DON will meet with
;mré?aut ade;;uai:: monltoliln%:! or without ad;aqualg the nurse who gave the IM injection of
ndications for iis use; or In the presence o i
sdverse congequences which indicate the dose IOIZg::ﬂSI. ﬁrge.nt f.l 7 ha;:;of received
should be raduced or discontinued; cr any R R G
combinations of the reasons above. the facility will ensure each resident’
drug regimen will be free of unnecess
Besed on a comprehensive assassmant of 8 drugs. All single-use docs of IM Ati
residant, the facility must ensure that residents are accounted for and all resident
who have not ueed antpsychotic dnigs are not il .
given these drugs unless antipsychotic drug orders are reviewed monthly by th
therapy Is necassary fo treat a specific condition pharmacy consultant. The DON will
as dII%gno%ad a&gndgmw:nled in the cl|f1nfl provide an in-service with documente
recard; end ras. who use antipsycholic sign in sheets on medication
drugs recelva gradual dose reductions, and . f -
behaviorai interventions, unless ciinically administration, charting, telephone ordgrs,
contraindicated, in an effort to discontinue these and controlled medications
drugs. *Floor nurses will count and confirm
accuracy of all controlled medications
the beginning and end of every shift
document in the EMAR that the countd
have been completed.
;‘his REQUIREMENT |la not mat as evidencad *Results will be reportcd quarterly to the
¥ QAPI Committee.
Based on medical record review and staff .
interview, tha facilty failed to ensure the drug Completion date 12115115
ragimen was frea of unacessary drugs for 1
non-sample realdent (#17). The resident was
administerad an Injectable anl-anxlety
medication without a physiclan's order, The
findings were:
Review of a nuree's nota dated 10/26/185, timed
5:30 PM, for resident #12 showad an
Intramuscular injaction of 0.5 milliliters of Aflvan
(generic name lorazepam; a cantrolied *
FORK OMS-2587(22-09 Previous Versiony Obaoiets " Event ID:BEA811 FacktyID; WPD01? If coninuation sheel Page 23 of 30
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antl-anxlaly medication) waa administered in the
resident’s right detiold muscle dus to the
resident's agitation. No other information, such as
the miligrame of madication administered, was
included In the nole,

Reavisw of the medicsl record showed no
physiclan order for intramuscular Ativan,
howaevar, raview of physician's orders showad
orders originating an 4/3/45 for 0,5 milligrams of
lorazapam to be administered by mouth at noon,
and 0.6 mﬂligrams of lorazepam to be
administered by mouth twice daily as needed.

Review of the MAR for October, 2015 showed Lha
following 10/26/15 notation: "G.6 mg [mitiigrams)
administered Lv. [intravenously] right
deltoldunable to keep resident seated X [times) 8
hours.”

interview with RN #1 on 11/5/16 at 9:22 AM
ravegled a vial of Injeclable lorazepam 2 mgiml
[miligrams per milkliterj was unaccounted for.
Further interview at 12:45 PM revealad it could
not be dalaymined haw much injactable
lorazepam had been administerad o the reskient
on 10/26/15 due 1 the conflicting documentation.

Interviaw with the DON on 11/5H5 at 1:15 PM
confirmed Injectable and or2l medications were
not interchangesble, a physician's otder was
raquired to adminisier the Injeciable lorazepam,
and thera was nio physiclan's erder for injectable
lorazepam,

483,35(1) FOOD PROCURE,
STORE/PREPARE/SERVE - SANITARY

The facllity must -

F 329

£t
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F 371 Continued From page 24 Fan; ] .
(1) Procura foad from sources approved or 1a. The kitchen hood will be completely
considered sallsfactory by Federal, State or focal cleaned and there afier once a week.
authorities; and 2a. All wiping clothes when not in use
(2) Store, prepare, distribute and serve food will be kept in the sanitizer container with
under sanitery conditions  sanitizer solution in it.
- 3a. All beverages will be checked in the
- coolers and refrigerators once daily an
: any beverage older than 7 days will be
! disposed.
:;I:IB REQUIREMENT I8 nol met as evidenced : 43, All foods and beverages will be
Based on observation, etaff Interview, and review | checked and recorded for safe serving
of cleaning schedules and temperature logs, the . temperatures,
facility failed to ensure sanitation raquirements | B. The Environmental manager and
were met in the facility kitchen. The findings were: ' Dietary manager will observe and audit
1. Observalion on 11/2/15 al 3 PM showed the the kitchen hood weekly, wiping clothes
hood vents located abave the range and grill wera Wil be daity for one month and then after
sobed with & build up of grease and dust. weekly, beverages will be audited daily
Observation on 1174/15 at 10:50 AM showed the for age for one month and then after
condiion of the houd vents remained uncleaned. weekly, and food and beverages safe
Interview with the distary manager on 11/4/15 at s verages sale |
3:10 PM revealed the vents were on a weskly serving temperatures will be audited dgily
schadule. Review of the weekly schedule showed for one month and then after weekly.
the hood v:;\ts 03'3 last ;laaned on 103;!:'5. - - C. The Dietitian, the Environmental
According fo F ode 2013, U.S. Pu 3] . M1 i,
Service: 4-801.11 "(A} Equipment food-contact : man?ge; an d Du:;nﬁ‘ry I!tul;m:ge r ;"" n
surfaces and wensils shali be clean to sight and * service dietary staff with signe  training
touch...{C) Nanfood-contact surfaces of logs on how to store, prepare, distributp
equipment shall be kept free of an eccumulation and serve food under sanitary conditiots.
of dust, dirt, food residue, and other debrle.” - D. The Environmental manager will
2. Observation during the 11/4/15 noon meg! | Yeport observations and audits of kitchgn
preparation showed at 10:55 AM staff member #1 hood, wiping clothes, outdated beverages,
used a wet wiping cloth to wipe down a food and beverage and food temperatures tojthe
preparalion table, The towel was notin the QAP committee quarterly. :
sanitizer solution; it was laying on & counter at the Complete date i 12/20/15
side of the 3 conipariment sink. The staff i
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F 371 | Contlnuad From page 25 Fsri

member then laid the towel back onto the
counter. Intervisw with the dietary manager on
11/4/15 8t 3;10 PM reveaied she was awsre Gf
the requiremant io keep wet fowels In the
solution.

According to Food Code 2013, U.S. Public Health
Sevice: 3-304.14 *...(B) Clolhs in-use for wiping
counters and other EQUIPMENT surfaces shall
be: (1) Held belween uses in a chemicat sanlizer
solulion at & cancentration specified under §
4.501.114 ..,

3. Observation on 41/2/15 at 3 PM showed there
were 2 beverage piichers In the cooler. One was
tabeled "appla julce 10/5/15” and the other was
tabaled “frult punch 10/3/16." Interview with staff
member #2 at that time revealed the dales ware
when the Juice/beverage was put Into the
contzinar, The staff member then stated the
residents didn't drink much of those flavors.
Intarview with the dietary manager on 11/4/15 at
3:10 PM revealed she was uncertain how leng the
juicefbeverages could be kept.

According to Food Code 2013, U.5. Public Health
Service: 3-501,17 “(A)...refrigerated,
READY-TO-EAT, POTENTIALLY HAZARDOLS
FOOD (TIME/TEMPERATURE CONTROL FOR
SAFETY FOOD) prepared and held in 2 FOOD
ESTABLISHMENT for more than 24 hours shall
be clearly marked to indicate the date or day by
which the FOOD shall be consumed on the
PREMISES, sbld, or discarded when held ata
temperature of 5°C (41°F) or jess for a maximum
of 7 days.

4. Observation during the 11/4/15 noon meal
preparation showed at 12:05 PM staff member #3
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F 371| Continvad From page 28

was preparing fo serve the meal. Review of the
temperalure log at that time showed there was
nothing recorded for the pureed maln ltem
(cheeseburgen). At that time the ataff member
staled he had not taken the temparatura of the
item. When the temperatura was taken it was
shown ta be 120 degrees Fahrenheit (F). The
item was then reheated.

According to Food Code 2013, U.S, Publle Health
Service; 3-501.16 "(A) Except during preparation,
cooking, or cooling, or when time Is used as the
public health control as specified under
§3-501.19, and except as specified under § (B)
and In 11 (C ) of this section, potentially hazardous
food (timeftemperature contro! for safety food)
shall be maintained: " (1) At 670C (1350F) or
above, except that roasts cocked to a
temperalure and for 8 tirme spacified In 1]
3-401.14(B) of reheated as spacified in §f
3-403.11(E) may be held at a temperature of
540C (1300F) or above...”

483.60({b). {d), {¢) DRUG RECORDS,
LABEL/STORE DRLGS & BIOLOGICALS

F 431
§50D

The Facllity must employ or obtain the eervices of 1
2 licensed pharmaclst who establishes a system *
of records of roceipt and disposilion of all
controlied drugs In sufficient detail to ensbla an
accurate reconcillation; and determines that drug
reconds are in order and that an account of all
controlled drugs is maintained and pariodically
reconclied, ..

Drugs and blologicals used in the facility must be
labeled in-accordance with cutvently accepled
professional principles, and Include the
sppropriate accessory and caulionary
Instructions, and the expiration dats when

|
!

Fan

F 431
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F 431 Continuad From page 27 F431|F431
applicable, *Floor nurses will count and confirm tll
_ accuracy of all controlled drugs and other
|f: Bn*i"‘t;ﬂfﬂaf;“m with aﬂ!‘ﬂ and 5%?9&?@78.‘ the drugs subject to abuse at the beginning
cllity must store all drugs and blologicals in : :
locked compartments under propar temperature E‘dm eﬂ:ryths hift and ﬁcuigent N
contrals, and permit only authorized percannel to ¢ t the counts have been
have accees o the keys. completed.
*The facility will ensure a system is in
23::2% 31:%( 22?:'3,: ;:g;ra't‘el;y fl:rcg‘%% st place to track controlled drugs and othtlrs
E a . - -
controlled drugs listed in Schedute Il of the drugs subject to abuse in sufficient detdil
Comprehensiva Drug Abuse Pravention and to allow accurate accounting.
Control Act of 1876 and other drugs subject to *DON will meet with all nurses for an fo-
abuse, axcept when the facility uses single unit service provided by a documented signin
pack:ge cl!orug t.iilsiﬁlim'ho:l systemsllsn y:m:;h the log on accurate accounting of all
g:argatgl; d?tadnsamm nimal and & missing dose can con'trolled medications and other drugs
subject to abuse,
*Results will be reported quarterly to
API commiittee.
'tl"hls REQUIREMENT Is not met 25 evidenced gompletilz:‘d ate 12/15/15
Y.
Based on obsesvation and staff Interview, the
acility failed to establish 2 system to track
contralled drugs In sufficlant datall to aflow
accurate accounting of all controlled medications
for 1 of 1 controllzd medication managament
systems. The findings were: _
Observation of the locked medication room .
refrigerator on 11/5/16 at 8:22 AM showed 7 vials
of lorazepam (a controlied anti-anxiely
medicalion) 2 mg/mL were stored In a box in the
refrigerator, Review of the controlled medication
count sheet, however, showed 8 vials were
supposed to be in the refrigerator. The count
, sheet further showed 10/11115 (25 days previous)
as lhe most recent date tha medication had been
administered, with no additional edministrations
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DEFICIENCY)

1110512015

F 431| Continued From page 28 F 431 5
or waste recorded.

Interview with RN #1 at that time confirmed 1 vial
of lorazepam was unhaccounted for. Further, the
RN revesled the locked madication refrigerator *
and the facility's E-kit (emergency ki) were not
checked regularly.

F 441 483.85 INFECTION CONTROL, PREVENT FA41
Ss=D | SPREAD, LINENS

The facility mus? establish and maintain an
Infection Control Program designed ta provide a
gafe, sanitary end comforiable environment and
to help prevent the development and transmission
of disease and infection.

(a) Infection Control Program

The facifity must eslablish an Infection Control
Pregram under which It -

{1) Investigates, controls, and prevents infactions
in the facility;

{2) Decides what procedures, such as isclation,
should be applfed to an individual residant; and
{3) Maintalns & record of Incidents and corectiva
actions related to Infections,

(b) Preventing Spread of Infection

{1) When the Infection Control Program
determines that a raaident needs isolalion to
pravent the spraad of infection, the facility must
isolate the residant.

{2) The facility must prohibit employses with a

i communicable disease or infecled skin lasions
from direct contact with resldents or their food, If
direct contact will transmit the disease,

(3) The facliity must require staff to wash their
hands after each diract residant cantact for which
hand washing is Indicated by sccepled
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F 441 Continued From page 20 F 441|F441 . .
prafessional practice, *DF)N will meet with Activities managpr
individually to discuss appropriate
ﬁrun::esl must handle, store, nd b
.  BIIE, process a *DON will provide an in-service throu
| s
ﬁ::tpi:'r: linens 30 a8 to prevent the spread of documents_ ing logs to all & tniffon
acceptable infection control practices.
*The facility will maintsin and infecti
designed to provide a
This REQUIREMENT Is not met as evidencad ::}‘:'::fl’i'&yg“’m“d Spb i
bByésad on observation and stalf interview, the environment and to help prevent the
faciiity failed to ensure staff followed acceptable development and transmission of diseade
lnfecﬁonﬂconh';l hgu;cgti::s during 1 of 2 meai and infection. The facility will also
observations. namgs were; d the *
Observation on 11/4115 showed the activities — ‘i“:::i :fﬁi‘:ﬁ r‘:)“‘“ . ;l;‘f:’
rmanager asalsting with serving (he noon meal, Al LA program Al
12:27 PW, she opened s packat of ketchup using scheduled monthly and meets the anny
her teeth, then proceeded 1o squirt the ketchup review of infection control practices,
Ohlo & resident's plate, *Results will be reported the quarterly
. ; API committee.
Interview with the Infection pravantionist on Q .
14/5/15 at 11:15 AM confirmed siaff apening Completion date 12220/15
condiment packets with their teeth and then
applying the condiment to resident food was nat
appropriata,
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