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F 314 Continued From page 32 P o
care plan for skin ravised on 8/8/12 showed lhe T o IR
resident was at risk for skin breakdown due to i . B

incontinence of bowe! and bladder and S
intarventions included staff to provide cares 88 :
ordered. The following concems were identified:
. @, Continuous observation on 10/20/15 lrom
$:06 AM o 1:15 PM, 4 hours and 8 minutes
showed the resident was in his/er wheelchalr,
with lap bett applied, and was not repositioned,
ofared to tollat, of checked for Incontinence.
b. Observation of care on 10/20/16 Bt 1:15
PM showed 2 staff members sssisted the - ,
resident to transfer to bed and ghecked the i g
- resident for incontinence. CNAs #4 and #5 = ,
* confirmed the resideni was Incontinent of bowel
and bladdar at that Uma. - ' . N P N L
o. Intarview with the pONan 10/22/15at - . ‘ C TR ey e
10:46 AM revealed tha facility wanted residents o - k e U T
pe reposiiioned st jeast every 2 hours to malintain ST
skin Integrity. ; : : R S
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2. Obssrvation on 10/20/15 at 10:30 AM showed 2 .

. resident #137 was gitting In the common sraaing’ ; ) § o

- wheelchalr watching telsvision and looking atthe | ! o
newspapar, The resident sel-propelied lothe . -, L

_dining room. Continued observation showed the
* resident ate the noon meal. Following the meal, .:

£ .
the resident left the dining room at 92:45 PMand § :

rstumed 1o the common area o walch television. ;
- AL 1:15 PM the resident was assistadtothe ,
. activities eres Lo pley cards until 2:50 PM. The : |
- resident wes then taken to his/her room and .
pssistad to the tollel. The resident had notbesn -
 repositioned during tha 4 hour and 20 minute ;
. cbservation. Review of the 8/4/15 quertery MDS -, '
' sgsessment showed the resident was atriskfor
' gaveloping pressure uleers, Further, it showed ;
- the resident needed extensive assistanca with L
" bed mobllity and transfers. g
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3. Review of the policy litled "Repositioning" :
_Tevised in Aprit 2014 showed "...repositioning the !
resident In the chalr 1. Encourage the o !
chalr-bound residant, who I able to move, to :
ghange positions of shift welght every fieen F315 . .
minutes, or as often a8 possible...4. Assist the : t e L
resident lo change his of her position In the chalr, 1, Regldents #31,#54, #68, #137, #151 DQ/ :
: wgngoéhtge ?:ed fc{ ﬁtgﬂgﬂng or Incontinence care have been @MME—) f ,}, 24
_when changing posBoR. . _ cathepers 47d care plans updated Nl B
315 483.25(d) NO CATHETER, PREVENT UTI, r gy cAtheters dhd core plans updaeeas L,
gs=£ ' RESTORE BLADDER  appropriate R
. Based Dn the ,es‘denvs mpmhens‘ve ’ 2. Au;resldents With ‘ﬂdWElnng .cathetﬂ's
. pssassment, the factlity must ensure that @ have been reassessed and care plans
rasident who enters the faciity withoul an updated asappropriate. All residents with* -
iﬂd‘;‘?‘“?Q gl?“;:“‘; Is 3%‘933‘;2?:@:?8&29{;:3‘9 ‘ inconttinence have been reassessed and care.;
- resident's clinical conaition amonstrale: b ) : : .
cathsterization was neceds:am 'an]d a resldamﬂ ‘ : pm}f f‘p date‘;i as appropriate ‘ o
. who Is incontinent of piadder recelves appropriate . A o s
- treatment and sarvices o prevent urinary tract -3, All direct care mgha‘f?,bfgg,Fd“‘a“d “
Infections and 10 restore as much normal bladder ; , on policy and procecure forindwelling
function as possible, G  catheters and assisting {ncontinent o~
' o ! * residents with toileting. 3
] . Ly ! A }
- k E 1 S
. This REQUIREMENT s not met as evidenced 4 The Leadership team will complete auditsj-
oy L . o 3% weekly on various units at various times ~
Based on observation, medical racord review, ~ R SRS
resigent and staff interview, and policy and (%90 days to assureresidentwith 40
 procadure review, the facilly falled to ensure " incontinence or utllizing an indwelllng ~ § -
. appropriats measures to prevent urinary tract ! * catHjeter care plans are heing followed. .
infectlons.and to restore as much normal bladder : ! Finding will be reported to the :‘
_function 85 possible in 5 ol 8 sample residents . DON/Designee. s ’
(#31, #564, #86, #137, #181) who required : RS S e
assistance with catnetersfinconinence care. The . { 5, The DON/Deslignee will report findingsto: -~ -
findings weVr‘e:k ~ the QAPI monthly for atotal of 3 months for i, S
1. Review of the 97315 quarterly MDS ;, ; . "C%“‘t“:ﬂdaﬁ“s» changes.and .
FORS CNS-257102.99) v Veron Okl TEeapwnan | pwwgwer I contingation;
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£ 315 Continued From page 34 F318

assessment showed resident #54 had diagnoses
that Included menic dspression and signs and
symptoms of [nvoluntary nerve involving the
- musculoskeletal system. Further review showed
the resident required total aselstance of 1 parson
for personal hygiene and total assistance of 2 or
" more persons for tollating, bed mobility, and
yransfers, The following concems were Identified:
a. Obsarvation on 10/20/18 at 8:10AM ’
showed LPN #3 and CNAs #8 and #11 lifted tha ) .
resident manually o position the sling underthe . i
resident and than attached it lo the mechanical :
_lift. CNA#8 then detached the urinary drainage -
bag from the chair and lifted it end held it above
the resident's biadder iavel. Continued - ;
obgervation showed there was urins in the tubing : !
 of the drainage bag causing urine to flow . ;
- packwards toward the resident’s bladder. : V w
b Interview with the DON on 10/22115 8t \ . : L
* 40:45 AM revealed the catheter should notbs : ' )
Iitted above the level of ha rasident's blagder :
because it increases the risk of infection. :
. c. Review of the policy tiled “Urinary Cathater!
' Gare" revised November 2014 showed "3, The |

[T e PU PR T

g - oo ——

Py

I T T

' urinery drainage bBg rust be held or positoned .

{ower than the bladder al all times o prevent the -
< urine in the tubing and drainage bag from flowing
* pack Into the urinary biadder..." . i

5 Review of the 9/3/15 MDS pssassment for i ,
rasident #68 showed diagnosss thst Included : :

, Alzhgimer’s disease, muscular atrophy, and
nan-Alzheimer's dementia, Continued review
showed the resident required extensive :
gssistance of 2 or mofe persons for lransfers and Co

I8 at risk for skin breakdown, Review of the care | .
plan for skin revised on @/8/12 showed the

r

- resident was at rigk for skin breakdown duefo . e e
" incontinence of bowsl and bladderand IR D TIOE L TR ittt o
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F 315 Continued From page 35
interventions included staff o provide cares as

_ordared. The following concams were idenlified:
tion on 10/20/15 from

8. Contlnuous obearva ;
9:05 AMto 1:15 PM, 4 hours and § minuigs,
showed the resident was In hismer wheslchalr,
with lep belt appiied, and was not reposiioned,
offered to toliet, or checked for incontinance.

' b, Observation of care on 10/20/15 8t 1:15
PM showed 2 staff members assisted the
rasident io transfer to bed and checked the
regident for incontinence. CNAs#d and #5

confirmed the resident was incontinent of bowe!

and bladder at that time.

3. Review of tha 10/4/15 nuartery M
- asgassment showed resident #1451 had
diagnoses that Included muscle wesknass and
hypertonicity of the bladder, Further review
! the resident had a BIMS score of 31§
. (savere cognitive impalrment) and raquired
" extensive assistance for transfers and to
' Review of the care
craated on 9/51 2, showed the resident was
incontinent and required 1-2 person assist with

following concems were \dantified:
. g Continuad abservation on 0720/15
. pepinning at 10:25 AM showed

room. without offering 10 toliet the residentor -
checking for incontinence, ' L

of the dining room by a dietary gida into tha

checking for incontinence. At thet time the

haktway, At 12:20 PM, CNAs #2 and #3 assisted
the resident into his/er room and into bed under .
a blankst, without cffering to \oliet the residentor ,

| surveyor requesiad they check {or incontinence.

F 315,

I

rs and toiteting. .
plan eddressing incontinencs, !

&

tolleting, Including before and after meals, The

hewed the resident sitting -
in the wheelchalr in the common area, AL1117
AM, CNA #8 wheeled the resident Into the dining

b. Al 12:04 PM the resident was assisted out *
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F 315 Continued From page 38
The CNAs checked and changed the resident’s
. brief and confirmed the ras'dent had bean
Incontinant of bowel and bladder,

F316

. 4, Observation on 10120/15 at 10:30 AM showed
resident #137 was siting In the comman area ina.
_whaetchalr watching television snd looking atthe :

newspaper, The resident seif-propelied to the '
dining room. Conltinued observation showed the
rasident ata the noan meal. Follawing the mesl,
' the resident [efi the dinlng room &t 12:46 PM and °
' raturned lo the common area to watch television. |
- At 1:16 PM the residant was gssisied to the ;
. ‘sctivities area to play cards until 2:30 PM, The
resident was taken to his/her room to be placed
on axygen while the portable lank was filled, At
. that time the resident was tollated. The CNA
. asked the resident when s/he had been loliated
 and the resident responded it wag around noon,

" and did not fesi the nesd to ga o the bathroom.

_During the continuous obsarvation, the resident
had not bean to the bathroom gince 10:30 AM.
{ CNA #3 assisted the resident to the tollet and the
resident was found 1o be incontinent of urine and
* also volded at thal time. Revlew of the care plan
* for bowel and bladder function, last revised on
, 41715, showed the rasidentwas lo be
offeradiolieted svery morning, before and afier
- meals and at night and gs needed.

! 5, Qbservation on 10/20/15 8t 1:10 PM showed

‘ rasident #31 was sitling ina wheelchalr located in -
the haltway oulside his/her room. Interview with
the resident at that time, revealad s/he had

requested assistance t0 ¢changs he Incontinence -
pad at 10 AM, approximately 3 hours esrlier. :

. Furthar observation showed the rasident's auter -
clothing was wet, The resident had a Foley :

. cathater (tube extending Inlo the bladder forurine ;

o

i

!
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F 315 Continued From page 37

drainage) hanging from the bottom of the chalr.
CNAs #4 and ¥2 then transferred the resident
from the wheeichair with 3 Hoysr lift to the bed.
The Incontinence pad was sosked
back of the ‘
drainage bag only had a scant amount of urins,
The residenit indicated the catheter had been

resident and notified the nurse. Dusing an
interview with the resident the following day on

" Review of the nurse's note date 10/21/15 end
timed 4:47 AM showed the Indwelling urinary
calhater had been changed

multipie sclerosis, and naurogenic biadder. In
BIMS store of 15/15. Further it showed the
rasident required total assistance with transfers
* and tollet use. , : :
Duting an intarview with the DONon
. 10/22/16 3t 3:30 PM, she scknowledged the
catheter needad to be attended to earlier.

8. Intarviaw with the DON on 10/22/15 8t 10:45
" AM revesled residanis should be tollsled when

and as needed, Further interview revaaled the
fecility wanted residents o ba repositioned at
least every 2 hours to maintain skin Integrity.
F323 483.25(h) FREE OF ACCIDENT
§SsE . HAZARDSISUPERV!S!ON!DEVICES

Tha facllity must ensure that the resident
.asls possible; and each resident raceives

gotten up, before meals, aftsr meals, at bad tme

iirigated the night before, The CNAs changed the

[

with urine and *
resident's clothing was wal. The urine

10721145 2t 2:30 PM sihe staled the nurse did nol :
" aftend to the catheter untll 1:30 AM that morning. -

Revigw of the annual MDS assessment dated,
g§/18/15 showed diagnoses to Include paraplegls,

addition, the resident was cognitively intact witha

¥

]

environment remains as free of accidant hozards 1

+

i
F 315 !
I

R

IR -
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sdaquats supervision and ‘assistance davices 1o
pravent apddents. ~

This P,EQUIREMENT is not met as evidenced
gased on observation, review of fall logs, staff
interview, and medical racord review, the facillty
failed to ensure Intarventions wese e
1mp!einentedldeve\opsd to pravent and minimize
falls for 4 non-sample residents (#24, #51, #7117,
#150). In addition, the facility failed to .
idsntifyinvestigale causes for injuries of unknown
origin for 2 sampla residents {#100, #137) and 3
‘non-sample residents (#76, #89, #85),”The
findings were:

"4, Raview of the mobilityffall prevention care plan -
for resident #51 showed the resident was high

. risk for falls du to requiring assistancewith !

- ransferring from siting to sianding, an unstegdy
balance while standing. and a history of multiple
(alls. Review of the Interventions showed on
3/14/15 an inlarvention was added 10 not leave
the resident alons while on the tollet. The
following concems were identified: - - v °

"a, Review of the 8/28/16 Incidentiall progress
note timed at 7:56 PM showed the resident had
an unwitnessed fall in the bathrcomwhile
attempting to seif {ransfer. The resident ddnol ¢
have any signs of injury and skin was intact The :
note further showed the CNAwho left the resident.. -
alone was educated regarding the resident's

.safetyneeds.

b, Interview with the DON on 10722/16 at 1:07
. PM verified the interventions 1o pravent falls were

axpected to be followed.

" of unknown origin are tobe reported to

beenjassessed for fall intervention, .

Residents #100, #137, #75, #89, #95; have |

: ‘sﬂl'bggnaﬁessgd fof'ini‘:"/’ie,s,pyf\lnknom

2. A“ residents have b,een‘\r"é\)iemd‘ andry;;, ‘ A

 assessed for fall Interventions and for
* injurles of unknown origin. ) ‘

3.A1 nursing"st‘aff has been edﬁtatf,fd an ‘:}‘ié,;ii

; need to assess and reassess residents’ fall -
. interventlons as needed and thatall injuries

. administration tmmediately.

14 Residentg experiencmygk falls or athig

¢ risks for falls will be reviewed and assessed
i forproper interventions. These residents
. will be reviewed weekly for 4 weeks to
ensure intervention relevance. Injuries o
‘ unknown origin will be reviewed daily'
' administration for interventions ani
‘reporting criterla. SR

|5 The DON/Designee will repe fingings ¢

» ¥ S N ¢
* recommendations, changes, and
condnuance. T

T

[

1 Rebidents #2¢, #51, 477, #150, haveall.

| the QAPI monthly for s total of 3 months for £

FORM cusamm-bgywwﬁmoowiuj © EIDWIHZN
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.2, Review of the 9/12/14 care planfinterventions
far mobillky/fall pravantion showed resident #24

- the resident had falls in'the past and required

_assistence to ambulate. The staff ware to provide
1 to 1 supervision with the resident when using

_the bathroom to snsure s/he doesn't attempt to
transfer with out assistance. The interventions
further showed on “3/23/15 staff will be educated -
o take the resident to the bathroom when [she]

_requests.” This was the latestdate fortha fall
interventions on the care plan, The following
concerns were dentified: o

3, Review of the 10/18/15 incident/fall

progress nole timed at 12:35 PM showed the
resident had an unwitnessed tall In the hathroom

 whita atiempting to self transfer. The resident did
not have any signs of Tnjury and skin was Intact

_snd there wes no radnass, Tha riots further
showed the employee was new and leftthe
resident alone to snswer another call light The
CNAwas educated regarding the resident's

safety needs, . o
b. interview with the DON on 10r22/15 st 1:07
FM verified the care plan interventions o prevent ;
falls were expacted to be followed, ' :

i3

-

. 3. Reviaw of the facilty "Fall Scens investigation
Report® for a fall dated 10/20/15 and timed 4:30
AM for resident #150 showed the resident was

. found on the fiocr In hig/her room. 1t was

tha rasident lost hisfher balance

- while attempting 10 seff-transfer while alane and

. unatiended. Review of the prograss note dated
10720145 and fimed 5:14 AM showed an "SBAR

 [Situation Background Assszsment
Recommendation] IncidantFall Long version®

ot that described the fall, however, there was |

~ no recommendatans for development of i

s

FORM CME-2687{02:59) Previous Versom Otadieie Erenl DWTHZ1 .
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interventions related to fail prevanton. Review of

the fall preventon care plan crested on 972415
" showed the facility had not yat reviewad or
_revised the care pian following the 1072015 fall.

© 4. Observation an 10/20/45 at 10:45 AM showed

" rasident #77 In a recliner with the footrest
elavated, Tha wheelchelr was located next to the
racliner located in the common 8rea of the East
unit, The resident attempted to sit up In the chalr -

. and crawl over the fool rest. Continved

_ pbservation showed sgain the rasident attempled
to get out of the reclingr. The resident placad ;
hisher right leg on the arm of the chair, and the
\eft leg In 3 gap between the body of the chair and
the glavated footrest. An unidenlified staff

. member approached and encouraged the - -
resident to sit back In the chair and rest, saying .

* *Ygu need to rast You nead to keap you feet up, .

 its good for your clreulation” The staff member

* then lefi the resident sltting back inthechaln At
- 11 AM, the resident lumad 80 degreesinthe

* chalr dangling hiaher feet over the arm of the E ‘&
; chalr rocking back and forth atiempting lo get aut |
. of tha recliner. A CNA then mssisted the resident
. from the recliner using 3 gait beltand {-person
' stand pivot to the wheelchair. Review of the MDS |
: assassmant dated 10/14/15 showed the resident
{ had @ BIMS score of 10/15 Indicating modsrate -
_cognhitive impalrment. Further it showed ths '
i resident required extensive assislance with -
' transfers and ambulation. The residant was
‘Independent with {ocomotion, Moblllty davices
 included wheslchalr and walker. Review of the
, care plan for talls, lasl revised on 928715,
_showed the resident had a history of falls. The
- goal refated to falls showed the resident . would -

flke to continua to safety ambulats lo sl '

_destinations..” Review of the falls investigation

¥
t

'!

F323 i
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£ 323 Continued From page 41 ‘
reports showed the rasident fell on 82815, -
10/4115, and 10118135, The 10/11/15 fall showed
the resident was attempting to transfer from the
wheelchalr and had not locked the brekes. The -
resident was alone and unattended, The 10/18/15
fall report showed the resident lost hiather
 balance while ambulating. :
5. Review of the September 2015 fah log showed
there ware 73 falls throughout the faclity for the
month. The log Included information which would |
falled to

assist in idenlfying trands; however,
 dantify if thars were injurles sustained from the
 falls, Review of the Oclober 2015 fall log showed
" when reviewed on 10/22/15 there were 34 falls
(47%) of these falls werdé
unwitnessed, There was no information on this

a

on 1072216 at 12 PM revealed the system for
. tracking resident falls continued to be a work in -

.6, Review of the nurses' notes for Septembsr
 ravealed the following injurles for reskdent #137:
" g, Review of the nurea's note dated 8/27/15
_showed the nurse documentad, "received pt
[residant] this am with & teifa [wound dressing] on -

“her right middle finger.” Reviaw of previous noles

. did not indlcate tha cause of the injury. Further,

" there was no further documentation made
avaliable by the laciity o show an investigation
was conducted to determine the cause ol the

- Injury In order to prevent further injuries, '

¢ b; Raview of the nurse’s note dated 10/11/15 |

» showed the resldent had a “large dark blue bruise !

jnvolving all of fhis/her} lefi thumb and partef - |

 [his/her) lefl wrist. Unknown cause” Reviewol !

 {he "Internal investigation Form" dated 10111115

 ghowed for description of the incident, It was

ki

" —

i

kS
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reporied the resident had a bruise on the left :
thumb and part of the left wrist Further review of ;
the investigation showed the rasidenl wes ) s
interviewed on 10/12/15. The resident denied
sihe had been abused, The resident further , A
' Indicated the cause of the injury wes unknown. - ; S
+ There were no additional interviews conducted R
vilth staff io determine the cause of injury to . ‘ ' S v
 prevent recurence. Review of tha quarterly MDS .
assessment dated B/2/15 showed lhe resident
had 3 BIMS score of 6/16 indicaling severe ’
. cognitiva impairment.

+ 7. Review of the vResident Bath List® for August : oy

. through October 2015 showed the following : . : .
injuries were identified by steff. :

@, On 8/4/15 the repont showed resident #75

" had a bruise on ths left forearm. Tharewasno. -

. documentation made sveiiable 1o ghow the cause |

! of tha injury had been invesiigated in orderto

_prevent further injuries. . ' :

"'p, On'8l8NS the report showed resident #89 | ,

"had 8 skin issus on the right big toe, the skin ; o
issua was not described. Review of the {

 documents provided reisted to the resident’s toe

: showed on 9/22/16 the rasident was seen by the

| physician, Review of the physictan visit nots '

: showed the residenthad 8 “black leslon on

‘ [hig/her] right big loe for saversl wesks.” Further, .

: it showed the resident had gscreased sensation

- —

s eemb g, 3

' did not show an Investigation was conducted -
related to the original cause of the Injury In arder ' :

to prevent further injuries. - - . .
© ¢, On 10815 the report showed resiient #35 - :
had a bruise on the right thumb. There wasno | .
; documentation made avellable to show the cause . :
" of tha Injury had besn jnvestigated in orderio ¢ |
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prevent further injuries. :

d. On 10/8/15 the report showed resident
#100 had a brulse an ihe left hand and also s

kin tear. Review of the MDS assessment dated . ‘
10/15/15 showed the resident had diagnoses that ;

' included non-Alzheimars dementia and was

- spvarely impaired with dally declsion making. :

' Review of tha skin impalrment care planshowed = ok
the residant had fragile skin and lacked aafely o L
awaranass. the following coNCcems were. ‘ : -

-dentified: " t , i

|, Review of a progress nots dated C ‘
10A1/15 and imed 10:25AM showed the ST

 rasident had a skin tsar noted 1o the back of the S

" left hand. V

. Review of tha facility interna! ’
invastigatian datad 10/11115 and reporied time of

10:27 AM showed the skin tear was identified;
however, the interview summary with the nurse
stated “she doesn't knaw of have suspiclons as to .
how the wound happened.” Further raview
showed the faciilty did not feel the skin learwas a

 result of abuge or neglect howaver, the facihity

! falled 1o Identify reasons for the determinstion in

! order 1o prevent further Injurles. : ;

F 328 1 483.25() DRUG REGIMEN IS FREE FROM t  F829¢
§S=D; UNNEGESSARY DRUGS ; i

PR

3 ox o

| Each residents drug regimen must be free from .
unnacessary drugs An unnecessary drug is any :

. drug when used in axcassive dose {including
duplicate therapy); or for excessive duration; or

_without adequate monitoring; or without adequsle

: Indications for ts use; or in the prasence of

| adverse consequences which Indicate the dose

. should be reduced or discontinued; or any

' combinations of the reasons gbove.

'

]

6 amat i
=5

N
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Based on & comprehensive gssessment of 8  F329'!

resident, tha facility must ensurs that residents

. who hava not used antipsychaotic drugs are not
given thase drugs unlass antipsychotic drug

‘ therapy s necassary 1o trest a specific condition

as diagnosed and documentead in the clinical
record: and residents who usa antipsychotic
drugs receive gradual dose raductions, and

 pehavioral intarventions, unless clinicatly

. contraingicated, in an effort o discontinue these

" drugs.

This REQUIREMENT is not met a5 evidencad

by: ;
érased on madical record review and staff
intarview, the fackity falled to ensura residents
-were fres of unnacessary medications for 10f24
_ gample residents (#141 ). The findings wers: :
‘Review of the 5727/15 significant change MDS
: assegsment for resident #1441 showed diagnoses '
1to Include anxiety disorder, Furtner, it showed the *
' rasident was cognitively intact The sactionfor
medications recaived included an anxiolytic, :
i Review of tha Care Area Assessment shawed the *
' resident triggared for psychotroplc drug usa and It
; re planned. Review of the medication ;
! administration record showed the residentwas
" prescribed the antianxlety medication alprazolam
{o ba given as neaded, Furiher review showed
the resldent received 18 doses from 10/2/18

1. Resjdent #141 was reassessed for PRN 5
usageof alprazolam. PRN parameters and
nori-p}\annacoxogi cal interventons were .-
updated in the residents care plan, . . o

2, Al residents recelving Anxlolytic ,
" Medications PRN were reassessed and PRN o
. assessment parameters and non- '
pharmacologlcal interventionswere 7 "
updated In the residents care plan. - L

3, Edgcatlon was provided toall nursing 'i;;",;‘v,‘ - S

staff on resident specificNon-
Phar;né;ological apprdath'es andPRN - -}
2assasmentp‘arémetersforre’siqents* Sy

* receiving Amdalytic medications PRN. -

' 4, the Don/Designee will complctei: ‘Audits ; B S

| of residents who have ordered PRN
iandolytic medication will be audited

weeklyx 90 daystoassurenons
pharmacologlcal interventions havebeen == .

attemnpted prior to administration anda

 progress note with results and reason for -

]
&

!amiﬂmﬂng completsd, Seliy
|5, The DOX/Designee will report findingsto ..

the QAP) monthly for a total ofamonthefor . 1
recommg‘ndations;cnanges. and - < ) ) )?f) )I) T

through 10/21/45 and 23 doses from 9/A115 ;
through 8/30/15, The following concems were tontinuance.
identified: - ; : :

i a,Review of the care pian falled io show 8 i e i
FORM Chi5-2867(02:93) Previzus Vorsions Otsciens - Everd DWIHEN rxmyu:.mm e L mlkmtion sheal Fage 450
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plan was developed for psychotroplc medication

uss,

b. Review of the ,nur‘ses‘ notes showed whan .
the medicalion was given and Indicated it was - !
effaciiva. Theta were no documentalion to show 1

_an agsassment was completad Indicating the use ,
of ths madication to include eny behavior the : 332
restdentdié;?tayed. Furthar, there was no i T -
f&g‘;v";:mbmé‘:::xn;‘:ghmaw°9‘“‘ | L Residents #74, #106, #135, #17 have
¢. During an interview with the corporate ' i been assessed and physician notified of ' N
* purse on 1022115 at 2:15 PM, she acknowiedged : noted:medication orders. Medicaton ., -
“the resident neaded to be assessed prior 10 orders have been obtained and clarified. B
adminlstration of the psychotropic medication, ‘ : M
bshaviors monitored agd non-pharmacological 2, All residents’ medicatlon regimenshave
Intarventons atiempted. , : ~» beenreviewed for medicati o
F 332} 483.25(m)(1) FREE OF MEDICATION ERROR ° F332 edication errors. - 4
SSBD RATES OF 5% OR MORE ; e 3. Educaﬁﬂn am.l reu_amng hasheen

) " provided to nursing staff and medication
' aide In regards to patient medication i
administration rights, verification of
medication erders, and medication errar - | -
reporting. IR

 The facllity must snsure that It is free of !
* medication error rates of five percent or greater, -

v, ——i

_This REQUIREMENT Is not metas evidanced ‘ o
5 . 4, Medlcation pass audits of at least 10

by:
Based on madical record review, pbservation, ooppriunities will be conducted onall -

oot otal Interview, the facilty fafled tomaintain a.

medication efror rete undar 5 percent (%). Four - . UCCQSEﬂ nursesand trained mediationj
medication errors ware ohserved outof 29 : ; aides by DON/Deslgnee. Additional training
 opportunities for efror, which resulted in sn error © nd audits will be conducted as determined? -

rale of 13,7%. The findings were:

E 1. Obs;wgﬁon on 1?)‘20!15 at I3637t ;_n showed & . 5.The DDN/De;fgﬁe;e will repoft ﬁndihgé m P

LB 0 et rops 0% lobo . e QAP monthly for atotalof S montis for] -
syes becausa tha medication was "notovaleble” , recommendations, changes,and . j
Further raview shawed the medication hadnot , condnuance. B :

by the results of the firstaudit

-

1
i
S |
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F 332 Continued From page 48 F 332 ;
been sdministered on 10/15/15, 10117115,
10/18/16, and 10/1 8/15. The medication was to

be given at bedime. |

-

2, Obseivalion on 10r1/16al §:20 AM showed
LPN #2 applled a 5% Lidodsrm patch 700 mg
(miligrams) (60 mg/gram) on residant #108.
During reconciiistion of the medications on
10/22/45 at 10 AM, review of the "Order
Summaery Report* and signed by the physician on -
421/15 showed thera was no dose accompanied
with the order, it only showed whers the
medication patch was fo be placed. During an
intervisw al that time, the Sauth unit manager o
verifled the order did not include adose,and . !
- scknowledged a dose was nesded, and thatthe . i

physlch“n nesdad to be notified. .

3. Observation on 10r21/16 81 5:35 AM showed - -
LPN #2 gave rasident #135 Tylenol 500mg2 - !
- tablets, Reconclliation of the medicationson
- 40/22/15 8t 10 AM falled lo show an order for the :
'; medication was avaliable in'the madical record.
| The nurss verified the arder was not In the
| medical record. She suggestad at that Ume that
the grdar may be located in the thinned medical
racord, Review of the thinned medical recard
_showed there was 3 st of medicatons that
 included the medication Tylenol, 1t did not Indlcata
‘ the llst was a part of physiclan orders, The st :
was signed, it did not show the signatory was 2 !

-

IR T
o T

P

" physician. i
. 4, Observation on 1072118 &t 7:05 AM showed -
RN #2 administered reskent 17 the medication | . ;
;"hype 'O!d'asmcg(mm'gramsntabbtand . {
5havmi.h‘y‘r‘m:?lpa 75 mcg one tablet. Both \ )
medications are thyrold replacement hormones. " i
_During reconcillation of the medications an v v

o s 8

R G
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10122/15 8t 9:40 AM, review of the “Order s :
- Summary Report' and signed by the physician on ;
4/14/15 showed an order for Jsvothyroxine 88 ‘
mog. There was no written order for the 75 meg i
dose. An interview with the East pnit manager at
. {hat time confirmed jsovothyroxine 76 meg was .
not includad on the orders and furthar reviewof © F333
" tha physician prders falled tlcz shw:; g order for - ,
the medication, Review of the me ton ! , S
+ administration record for Oclober 2015 only ' 1, Residents #17 have been assessed and
. showed levothyroxine 88 meg. Observation of the physlcian notified of noted medication - -
- medications for the resident locsted In the - orders. Medication orders have been
_medication cart wih the unit manager atihe time . - obtained and dariffed. ‘
" of the Inierview showed both doses of the thyraid : , ‘
medication were avallable. The unit manager 2, All residents’ medication regimens have |
: ';‘é’rfl',,’{}?m‘ 75 mcg dose ehould not have bean . been reviewed for medicationerrors.” |
£ 233 © 483.25(m)(2) RESIDENTS FREE OF F333: 3. Education and retrainin
\ SIS ning has been
S8=D SIGNl}’IGANT MED ERRORS ‘ :  provi d? 10 nur Singﬁi:aﬂ'angi medimtlon 1
 The faciity must ensure that residents wrefreeof |, , alde in regards to patient medication - | - o
any significant medication errora. : ; administration rights, verification of SN
‘ o ' . medication orders, and medication efror;\;‘,,ﬁ;
. ¢ reporting. o o
This REQUIREMENT 15 not metas evidenced , o . .
by : ; | 4. Medication pass audits of at Jeast 10
| Based on medical racord review, observafion 1 gpoan pass AUEILS O £ e
| ares eteff Interview, the tacllly falled toensure | ' opportunitles will be conductedonall -y -
resident #17 was free of a significant medication ' licensed nurses and trained medication B
: arror Identified during 1 of 2 medication passes. | | aides by DON/Designee. Additional tralning) .
| The findings were: f ! and audits will be conducted as determined Vi
o by the results of the firstandit. |
Observaton o 10/21/15 1 :05 A showed RN ythe resulisofthe ftstanelt. .75 5
2 administered resident #17 the m ication : " 5, The DON/Desi will s v ]
 "hypothyrold® 88 meg 1 tablet and levothyroxine ' i the QAPI mﬁmgf;ﬁ: a m;f}:?: ﬂnd:ﬁ,m 3
. 75 mog one tablet. Both medications are thyrold | - e ot y for atotal of 3monthsfor } -
| replacement hormones, During reconcifiation of " recommendations, changes,and
- the mediications on 10/22/15 at 9:40 AM, raview continuance. «
i i o RN
. Evant1D. WTHZ1H _Faciyio. mwn R cuﬁbunlnnsh Pagn 480(85
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F 333 Ccmtiriued From page 48

of the "Ordar Summary Repori” and signed by the
physician on 4/1 a5 showed an order for
levethyroxine 88 mcg. Thers was no written order .

_for ths 76 meqg dose. An intarview with the East
unit manager at that tma confirmed

. leovothyroxine 75 meg was not included on the

. orders and further raview of the physiclan orders

s tallect to show en order for the madication.

: Review of the madication edministration record
for Oclobar 2015 only showed {evothyroxine 88
mog. Observation of the medications for the. -
unit manager at the time of the interview showed |

- both doses of the thyrold medicationwers .- . !

available, Tha 75 mcg bubble pack showed 7
doses had baen administered. The East unlt :

. manager contacted the pharmacy and found the -

s ph had ordered to decrease the dose of

ysician |
thyroid medication 075 meg on 81315 dueto

; notified the facility of the change in dosa, The unk |
| manager acknowiedged both medications should
been given. Further, the doseof |
s |svothyroxine 76 mcg located In the cart needed
19 be clarified, The unit manager ordered a TSH
¢ {thyrold stimulating hormone) level fo ba drawn.
F 353, 483.30(a) SUFFICIENT 24-HR NURSING STAFF .
go=F PERCARE PLANS - ; - ;
: The facility must have sufficient nursing stafito
. provide nursing and related services to attain of
- maintain ths highest practicable physical, mentsl, :
“and psychosocial well-peing of each resident, 85 -
. detarmined by resident assessments and :
'individual pians of care. B
! The facllity must provide sarvices by sufficlent
‘ numbars of each of the following types of :

T T

F 333

resident located in the medication cert with e ‘

“hyroid overtreated.” The physicianhad not . ’

T CHS.7547(02.9%) Pravious Vertlons Obsluls Event 1D WTHZ11
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F 353 Conlinued #ram page 49 F3s3
personnel on a 24-hour basis to provide nursing
care to oll residents In sccordanca with rasident
care plans:
Except when walvad under paragraph (c) of this
saction, licansed nurses and ather nursing F353
personnel.
Except when walved 'undgr |:’aragr:apt]1i {c) g;d this F353 _
_saction, the faciiity must designate a licen ‘ . _—
S hn) e 25 2 charge nursa on each tour of 1 Resident #31, was assisted. The process
duty. ‘ of filling In the schedule when staff stays -
. ’  and fill inshifts thatare openwas . . B
, | completed as soon as |dentified. The facility . :
. ‘é’;}s REQUIREMENT ls not mel as evidenced _ continues to advertise and recruit staff. . ‘
Based on observation, staff, resident and family ' . :
! Interview, review of staffing schedules, review of ;A ";v:e:'t:fan open p‘:is';m“s was
- bathing documentation, medical record review, mpleted to assure needed positiansare
 and review of residsnt council meeting minutes, , accurate, .
' the facillty falled 10 ensure adaguala staffwere U s B DA
~assigned to provide for the physical, ' o3 All stalf was educated on atrendance .
! psychological, and quality of iife needs for i © | guidelines, policy and procedures.
residents on 5 of 5 resident units (East, West, | ot B, T
' Elbogen, South, Rapid Recovery). Thecensus ! 1" 4, Daily audits of the schedule will accur 1
- was 168. The findings wers: ; i .. and dny open shifts will be reportedtothe. - |
: ‘ "% DON for guldance and assistance in SRR RV
1. During & group interview on 10/20/1% a1 9:30 i AL cem, o
' AM 8 of 18 residents In atiandance revesled the - covering the shifts. This will be an ongolng E
! maln concems ware the lack of GNAs, 1ack of ' practice with results shared monthly with A R
. baths/showers, and the langth of time {o get call { the facility QAPI Committee. R I
i lights answered. Review of the resident councll ; o 1A 7 / o
 mesting minutas for August, September and j : “ ) ? I }
; October 2016 showed several concams which 3 o
' were notresolved as they carried over month to : R I chtc el
“month, The following concems ware identified: !
" a, The concems for the 8/5/15 meelng § \
 showed "need more CNAs." . kS ‘ !
b, The 9/2/15 meeting minutes showed “.call: s \
Fachty D‘W‘Nm
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£ 363  Continuad From page 50 F 383

lights teke up to an hour or mors for tham to be
answared...whaelchalrs are not belng
cleaned,..CNAS making residents go to bed
without thelr teath being brushed...resldents are
not recelving frash finens in the room.”

~ c Reviewofthe 10/7/15 minutes showed

“ncall lights are stifl not being answered In 8 timely
manner..wheslchalrs need to be cleaned more

_ofien,. towals snd washcloths are not gatling

: changed out of claaned...residents want the -

i tacillty to keep the shower aldes the same and

' maka sure residenis get schaduled showers...”

-3, Observation on 10721716 beginning 8t 7:14 AM
showed the call light in resident room 120 :
Jluminated, ACNA enterad the room at 7:22 AM, i
turned off the call fight, and exited the raom in ;
{ess than a minute. interview with the resldent
1 (#31) in the room at that time ravealed sha rang |
' the call light because s/he wanted to getoutof -
. bed, The resident further revealed the CNA staled lx
“she would be back ina few minutes to aasist the
: resident out of bed. Continuous obsarvallon from |
1 7:22 AM 10 7:55 AM (33 minutes) showed the ’
: resident continued te wait for help.

' 3, Observation in the West uniton 1072415
. baginni -44 AM showed CNA #8 in the !
“West unit, CNA#10 In the Eibogen unil, and RN !
43 on both the Elbogen and West units, Interview
3t that time with CNA#8 revesled she was the
only CNA on duty all night. She further revealed
the CNA from the Efbogen unit *helped alot”
when needed. Observalion al 5 AM ghowed a call |
‘light ljuminated end sounded in the Elpogen unit.
, RN #3 was also on the Eibogen unit passing '
' medications, CNA#10 entered the room, and !
' CNA#E lefi the Wast unit to asslst. At that time §
 there were no staff present in the Wast unit, and

o . mea

1

i o £ A

e N e e i s 3 ST E
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F 353 Continued From page 51 . F383,

4 residants were observed awake and In the

_comman area or hallway. CNA #9 returnaed to the ‘
West unit at 5:01 AM,

4. The following confidential interviaws ware
_ providad during the survey from 10/19/15 to
S{0r21s :

a. Interview with family memberAon i
10/21/15 8t 12:38 PM revealed concemns refated
to staffing. S/he falt there were not endu?h CNAs *.
to provide cars, and ittook too long for his famtly -

. mamabar to be assisted to the bathreom.

. b, Interview with & famity mernber B on A
10/19/15 8t 5:60 PM revesied concermns related to |

: gtaffing. ‘Sfhe staled har famlly member had ;
racenlly gone b deys with no bath, andshefelt -
there were not snough staff to care for svaryane
at the facility. o ' :

c. Interview with family member G on i

. 10122115 3t 9:45 AM ravegled slhawas ‘
concerned there wers not adequate numbers of
! etafl to cara for hiser family member and others ~

L e
P RT L S

ORI SRS S

e

PR

In the Tactity, The family member revealed -
_ residents were not getiing showars/baths, !

d. Confidential interview with a resident on - H
40/19/15 at 3117 PM revealed cONcerms relatad to
i siafilng. Tha rasident stated there were not t )
_enough aides 10 provide care to-tesidents, ! ;
" including giving showers and chenging linane. : :
. a..Confidential inlervisw with aresidenton & ;

10/19/15 8t 3.65 PM revealed the facility was

] wghort-stafied” and ithad created a problam with
' residents receiving showers.

(] , ¥
- 'f, Confidential interview with a resident on i
10120115 at 12:05 PM during a meal, ravealed the :

v

dining room was not usually that well-staffed

during meals, and they must have prought In
, additional help becausa there was a survey in .
' proQress, ‘ N oo
FORM CMS-2587102.69) Pravious Versions Obecies Bvant ITWTHZ1Y Facilly I WYo27
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F 353 Continued From page 52

g. Confidential Intarview with a resident on
10/19/15 a1 5:35 PM revesled concems with
staffing. The resident stated resldent care was
nygry much affected” by the jow staff numbers.
The resident revealed s/he walted over awaek

. for a shawer, and Is not allowed some nights to

! prush his/er teeth or wash up vefore bed

| pacause the CNAs did nothave anough time to

‘ asslisL V

7 h. Confidential intarview with a resident on

- 10124/15 at 1:17 PM revealed. "l neventhad e

" shower In 3 days." The resident stated it bothared

 him/her and that s/he would like 1o receive more
frequent showers. The resident reported s/he had .

' asked staff several times {o receive a showsr.

! §/he staled that the stalf kept saying, "We're

. Bath List dscumentation provided by the fecility
for October 2015 showed thatthe last -~ .
documented bath for the resident was 10114115,
i Intervisw with CNA#1 on 102115 8t 6:14
. AM revealed there was "not enough time to 1
.p ' care” to residents dua to staffing |
isgues, Tha staff member further stated there |

; was "not enough time to get{the fesidentsj up,
| face washed, tseth brushed, dressad, and oul” of ;
; their rooms to get to the meal on time. ;
! Additionally, the stafl member confirmed it had

: pecome more challenging now that CNAs

. assigned to the floor became responsible for

! providing baths to residents also. The CNA

- gdded, "Now that we have to give baths too, t's

. Yoo much. 1t would be doable it we had fewer

. residents {o taka care of, but its really hard when
1 | have twenty residents.” :
i ) Interview with CNA#3 on 10/20/46 at 10AM
. revagled the use of bath aldes was discontinued
+ and the CNAs working on the floor now had to

+ also give the residents thelr ShOWers, taking them -

. shorl-staffed right now." Review of the Resident ,

Fas3

carss'wenwcm 10 THE APPROPRIATE 7
+
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F 353 Continued From page 83 = - : E353
away from resident care on tha floor, The aide
- algo Indicated she was not famillar with the : ‘ L
" rasidents' showar routines. , ‘ PR
k. Intarview with CNA#14 on 1124115 ot 6:45 ¥
AM, ravaaled tha faclity was shorl statfed and the . . i
CNAs had to rush through the resldenis cara, - ’ .
 Ghe further ravesled the main care 8res thatwas .

" not getling done was resident ghowers. -
1. Interview with CNAS #2 snd #13 on
10/20/45 at 8115 PM revealed there were not
«usually” a8 many CNAs schaduled as thers were
this week. Tha aides stated during this e of
avening they would normally have 3 aldes instead ;.

‘ol 4,

5. Interview with the hummen resources (HR) ‘
~ director and sdministrator on 10/21/46 8t 4:30 PM
‘ ravealed the facllty was siafled based bn hours
par patient day (PPD) which was calcuiated by
_ taking the number of staff members for the day, -
' times B {(Hours), divided by the resident census.
. Furthef intarview revesled tha facllity staffed with :
“a CNAPPD of 2.14 and a Certified Medication o ;
_Aide (CMA), LPN, and RN comblned PPDof . 1 !
4 0B, The following concerns were identified with !
' the staffing: , - .
a. Review of the dally stalf assignment sheets:
- and tha dally siaff posting for 10/9115 o 10120145,
, provided by the facility, showed tha facility was _
staffed below PPD for © out of 12 days. The PFD
. for nurses and certified medication aldes was - !
less than 1.08 on 10/20/16, 10/1B/15,8n0 | ‘
10/13/15. Further review showed the PFO for : :
' CNAs was below 2.14 on 10/18/15, 10/18/15, x
: 10117115, 10116115, 1011215, 10/14/15, and
10/10/15, : o
b. Interview with corporate RN #1 on .
{02215 a1 2230 PM ravealed the CMAs were
, Included with the certified nursing aidesonths  + V
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dally staff posting; however, they wers not
assigned to provide rasident care tasks except 10 ;
pass magications. . ;
c. Interview with tha HR director on 10721/15 . F336 ;
at 4:30 PM rovaaled the faclity curentiy had 18 . N
- open CNA positions end 15 open nurss positions. * ¢ 1. The Nursing hours posting was corrected
F 356 483.30(e) POSTED NURSE STAFFING _F3855 assoonasthe discrepancy was identified.
s5z=8 INFORMATION byl LT e
, ” . 2.Each charge nurse will be trainedto
The faclilty must post the following lnfprmation on review the dally Nursing hours postng and
a dally basls: ' update the hours and census if needed at .
o Faciiity name. the end of each shift
o The current dale. " i ed .
o The total number and t e actual hours worke ,
by the following categories of licensed and 3, Education has been provided to
unficensed nursing siaff dirsctly responsible for Administration, Human Resourees,
resident care per shift Leadership Team and Staffing coordinator n
- Reglstered nurses.. in regards ta the regulatory requirementsof L
- Licenaed practical nurses of licensed Nursing hours posting and need for timely -
. vocational nurses (as Icc!“eﬁneu:l under Stata law). - required corrections. R Aty
- Certified nurse alces. : R S L
s o Resident cansus. | I 4, Datly audits by HR/Destgnce wil be :
*The facility must post the nurse staffing data | completed at random dmesx90daysta
i spacifiad above on a dally basls at the beginning ! assure the Nursing hours postingis
 of each shift. Data must be posted as follows, ! accurate. These postings will be retained
o Clear and reagable format. i for 18 months. : s
o In a prominent place readily accesasible to X ' o
residents and visitors. X 5. The HR/Designee will report fndingsto
The faciity must, upon oral of wrilten request, the QAPI monthly for a total of 3 months for
. maka nurss staffing data avallable to the public - « rccorgmzndatlons, changes, and SRR
for review ata cost not to exceed the community - contfuance. A I )
standard, j ) }/}") hs
The faciity must maintain the posted daily nurse . R
staffing data for a minimum of 18 months, or as . .
required by State law, whichever is greater. '
Evert Dz » Faciy 10: WYD027 ' ¥ contnustion mqé«i 85 o185 e o
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. ‘;his REQUIREMENT Is not met as evidenced

- DyL :

Based on review of dally steff postings, and staff

. Interview, the facility failed to sccurately post the
number of nursing staff and their actual hours ‘

‘worked for 4 of 4 days of survey (1018016 -
10/22/15). The findings were:

. Raviaw of the dally staff postings for 10/18/15
. through 10r22/15 showed sach day the facllity i s EETITE S B
identified RNs, LPNs, and CNAs, The facllity : . ; ST
 included certified medication aidas (CMAs) in the * B et
actual numbers for CNAS. interview with
‘ Carporata RN #1 on 10/22/16 gt 2230 PM
- revealed the CMAs were Included with the
" numbers of CNAs on the posting. Shethen
. verified the CMAs were ot assigned to provide
. tesidant care tasks, thelr pssighment was to pass -
. +medicalions. o AN ‘
F 386 ; 483.40{b) PHYSICIAN VISITS - REVIEW
§8=D! CARE/NOTES/ORDERS ‘

b S
ol
-

 The physiclan must raview the rasident's total | v
. program of care, ingluding medications and &

' {realments, at @ach visit required by paragraph (c)- ‘
of this section; writs, sign, and date progress : '

‘ notes at each visit and sign and date all orders

 with the exception of influenza and pneumococeal | ’
 polysaccharide vaccines, which may be - . i

* administered per physldanoapprwed facility T '

{ policy after an assessment for contralndications. :

' Tnis REQUIREMENT Is not met as evidenced

by: : : ; ;
' Basedon medical racord review and siaff N .

{
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F 388 Continued From page 56
interview, the faciliy faliad to ansura physicians
documented revisw of the residents toial care
and medicatian regimen for 2 non-sample
‘ rasidents (#17, #106). Tha findings were:

4. Review of the “Order Summary Report” dated .
4114115, for patient #17 showed tha physician
reviewad the residant’s medications and
treatments, Review of the “Physicien Record of
~ Visit' noles dated 6/30/15 and B/28/15 showed
the reason for the physician visit was 2mo
[month] routine visit.” The physician only noleda -
partial fist of the resident’s diagnoses and wedered
laboratary studies to be completed, There was no
indication the physician examined/sgenthe -
resident of reviewad medications and treatments.

x
+

2. Review of ths “Order summary Report” dated
4/21/18, for patient #106 shawsd tha physician
raviewed the resident's madications and .
- yestments. Review of the *Physiclan Record of
Visil" notes dated 5/28/15 and 8/12/16 showed
tha reason for the physician visit was “2 month
_routine required visit.” The physiclan only notada
 partial list of the restdent's diagnoses and orders
- weré writien, Thera was no indication the
physician had axamined/sean the resident of
reviowad medications and treatmonts, ]
3. During an interview with the DON an 1022116 |
gt 3:30 PM, she revealed the system for . '
medication reconcliation raviews to be complatad
 during the bl-monthly provider visits "fel apart”
Further, she acknowledged the physician nesded
io document resident contact and that medication
- and treatments were reviewed, ’
F 431 - 483.80(t), (d), {s) DRUG RECORDS,
ggs0 ' LABEUSTORE DRUGS & BIOLOGICALS

F386 F386:

431

1 Residents #17 and #106, medication =

veginien and treatment orgers have been
revielved for error and signed by the
attenping physician.

2. All residents’ médicition regimen and
treatment orders have been reviewed (or

error and signed by the attending physician.

Wi einn 69 Etgo

& .
FJ;.&Educatlon hasbeen provided edutaton .. e

in regards to medication and treatment

orders regulations and the requirements for

physician medication regime reviews.

4 The DON/Designee will complete Audits - |

of medication regime and treatmentorder

reviews 3 x weekly on Vartous unitsx90

days to assure compliance.

5, The DON/Designee wil report findings to
of 3 months for

the QAP! monthly for atotal
recommendations, changes,and -

¢+ conitnuance.
{

o e i 2 o O

¥

T

FOTA CNS-2647(02-99) Previous Varslons OEsolate  Event IDWTHZI

Eaciity 10: Wyoe2y
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STATEMENY OF DEFIGIENCIES - xx'tmmmaupﬁum)cm g oczmumm.scdﬂgmucno}; . jd \, e

AND PLAN OF GORRECTION " {DENTIFICATION NUMBER,

| A BULDING COMPLETED

‘ g loweo i | wmmn |
NANE OF FROVIDER OR BUPPUER ]~ STREET AODRESS, CITY. STATE, 2IP CODE S
S SOMAGNGLA : T
ERDO E VAL THC : AT
SHEPHERD OF THE ALLEY HEALTHCARE GENTER CASPERIWY 62004 et e
D SUMMARY GTATEMENT OF DEFICIENCIES o SROVIDERE PLAN OF CORREGTION oyt R
PREFIX (E.ACHDEFBIENWMUSTBEPREGEDEOWNLL «  PREFIX CORREGTIVEACTION SROULD BE "« COMMETON | =
TAG REGULATORY OR L5C IDENTIFYING INFORMATON) - TAG cémmmcgmnﬁ:ppmnaﬂ‘re BT, R R
' ST oemeenen) o
F 431 Confinued From page §7 ‘ F431;: ' - ) : i »
. The faciilty must employ or oblain the services of -
g licensed pharmacist who establlshes a systam
of records of receipt and disposition of all i
contoled drugs In sufficient detail to enabls an . F431°
sccurate reconciiiaion; and determines that drug v . CLTh
records are In ordar and that an accountofall - 1. Resldents #135, #95 and #64 were’ X
~ fggomg;:ddmgs!smalntemed ondperiodicaly ~  assessed. Noted expired medication was

 disposed of.
, Drugs and biclogicals used In the facliity must be : L " e Ll
: la‘bged in sccordance with currently accepted ' 2. Altmedication carts were reviewedfor . - -
 prafessional principles, and include the - - ‘ expired or mislabeled medications.
appropiiate gccasgory andcautiopary - ¢ - DS R T ¥ i o
instructions, and the expiration date when . aal nursing staff and medicatlon aides - -
appicsabte. T  have been provided education inregardsto " -

'\ acondance wilh Slste and Federal laws, the " medicaionstorage, mediagon abelngand. -
n srdance Faderal laws, the ¢ ) T I R R
. facilly must store al drugs and biologicals In ~ hendiing of biologlcals.

e

b

' jocked compartments under proper temperature | ! R R Lo

conirols, and pamit only authorized persannel & 1 . 4,The DON/Designee wil complete - -

have access io the keys. 2 s , medicatlon cart audits 3x weeldy for90
. . : ! days'on varlous units, atvaried timesto. T

. The facillty must provide saparately locked, " epsure that all medications are labeled and

. permanenty affixed compartments for storage of  wtored within regulatory guidelines. "

i controlled drugs listed In Schedule |l of the P , T

. Comprehansive Orug Abusa Prevention and -+ .
_ Gonirol Act of 1878 end other drugs subjectto '
 abuse, excapt when the fecllity uses singlaunit A ek R ;
- package drug distribution systems Inwhichthe  ©  ~ : for recommendations, changes, and
" quantity slored is minimal and  missing dose can, oo continuance. T

5.5, The DON/Designee will repi e fin
o the QAPI monthly fora rotal of 3 montl

“be readily detected. %
‘ i %
. This REQUIREMENT s not met as evidenced
by. . o ; f
» Based on observation, review of policesand - | b
. procedures, and staff interview, 118 Gacyfaled | .
 FORM CAIS-2547(02:95) Pravious Versons Qfsciia T eawpiwmezn PRy wyoozy
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F 431 Continued From page 58
lo ansure medications not Jlabeled with an
expiration date end gxplred medicallons were

removed and not evallable for use In 2 of 2 units

reviewed far expirad medications {South, East),
_The {indings were:

1. South Unit:

2, Obsevation during the medication pasa an ]

4021745 at 5:35 AM showed LPN #2 removed

{he medication Tytanol 500 mg {miliigrams) from

the medication cart to administer to resident
#135. Further raview of the stock madication
bottle showed it did not display the explration
data. Tha LPN acknowledged the medication
ngeded to be labelad with the expiration date.
b. Observation on 10/21/15 &t 12:45 PM of
_the medication cart with CMA#1 showed for
rasident #59 the medications )
valsartan/hydrochiorothlazide 150125 mg
(antlhypertmlve) and anastrozole 1 mg
(antineopiastic) were not [abeled with an
medications needed 1o be labsled with the date.
in addition, the local phammacy providing the
medications was called al that ime and they
indicated they do not lahs! medications with
- gxpiration detes. o

* axplration date. The madication aide verified the

2. Eastunit

a. Obsetvation on 10724715 &t 1:40 FM of the

medication cart with the East unt manager

ghowed for resident #95 a vial of Humalog insulin

was opened and labeled with the manufactures
- date 4144, Itwas unclear if the date was the
expiration dats, Thers were no additional dates
found on the vigl The unt manager
acknowledged the medication needed fo bs
ramoved from the cart :
i b, During the same observation, It showed

i

s

F431
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536042

{X2} MULTIPLE CONSTRUCTION
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NAME OF PROVIDER OR !;UFPUER
SHEPHERD OF THE VALLEY HEALTHCARE CENTER

STREEY AQORESS, CITY, STATE, 1P CO0E
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CASPER@WVBZBD(\

SURAAAY STATEMENT OF DEFIGIENCIES
(EACH DEFICIENCY MUST BE PRECEDED BY FULL
REGULATORY OR LSC IDENTIFYING INFORMATION]

{%4) 1D
FREFIX
TAG

1D .
PREFIX
TAG

t

PROVIDER'S PLAM OF CORRECTION
* [EACH BORRECTIVE ACTION SHOULD BE
cRpss-REf!RENCED 7O THE APPROPRIATE
S DEFIGIENGY) SR

" Fd431 Continued From pege 53

the medication valacyclovir (entviral) for rasident
- #64 had an expiration datgof sH0MS.

3. Review of the polioy and procedure entitled:
- . “Storage and Expiration of Madications,

. Blologicals, Syringes, and Needles Application
£LTC flong tarn care] Faclities Recelving
Pharmacy Products and Services {rom

Pharmacy”, last revised on 11 13 showed: '
»..Faclitty should ensure that medications and
biologicals: 4.1 Have an Expiration Date on tha
tabel ..." Further it showad "16. Faoilty should
destroy or retum at discontinued, S
outdated/axpired, or deteriorated meadications or
biologlcals..." , '
F 441 483.65 INFECTION CONTROL, PREVENT
sa=E - SPREAD, LINENS .

H]

t

¥

The fzciiity must establish and mainteln an
. nfection Control Program dasigned to provide 8
safe, sanitary and comforiable environmentand
{0 help prevent the development and transmission’

of disease and infection. |
. {a) Infection Control Program : :
" The faciiity must estabfish an Infoction Control !
: Program under which it -
(1) Investigates, controls, and prevents Infections
Cinthe faciity, :
(2) Decides what procedures, such as isolation,

should be applied to an individual resident and |
+{3) Maintains & record of incidents and correciive
actions related to infections.

e

: {b) Preventing Spread of infection

(1) When the Infection Control Program

. determines that a residant nesds isolation to
- prevent the spread of Infection, the facliity must

F 431

RE

§

' P44l

1. Residents #19, 438, #54, 462, #140have © |
been assessed. Y B A

2. All residents have the potental tobe
effected, o

* . 3.Education has been provided toall staff -

* inregardsto hand hygiene during meals, '
appropriate placement of catheter bags
during transfers, and shower cleaniing
pracedures between residents,

"4, The SDC/Designee will conduct visual
audits of staff providing caresand Infection
control practices 3x wee Kly for 90 days,
completing reeducation as needed, -

5.The SDC /Designec will report findingsto -
 the QAP monthly for a total of 3 months for
recommendations, changes,and ©
continuance. e L it
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NAME OF PROVIDER OR BUPPLIER
SHEPHERD OF THE VALLEY HEALTHCARE CENTER

50 MAGNOLIA
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10/2212015

{x4) 10 _ SUMIAARY STATEMENT‘GF OEFICIENCIES
PRENX {BACH DEFICIENGY MUST BX PRECEDED BY PULL
TAG REGULATORY OR LSC IDENTIFYING INFORMATICH)

¢

B 1 PROVIDERE FLANOF CORRESTION 1~ | '
PREFIX {EACH CORRECTIVEACTION SHOULDBS | COMPLETION
TAG .. CRDSS-REFERENCED TOTHEAPPROPRIATG  ~  OATE

DEFCIENCY) - o

F 441 Continuad From page 60 |

[solate the resident. ,
(2) The facility must prohiblt amployees with a
communicable disease or infectad skin lesions

from diract contact with residents or thalr food, if

" direct contact will transmit the disease,
(3) The facility must require staff to wash thelr
hands after each direct resident contact for which
hand washing Is Indlcated by sccepted
professional practice.

() Linens
_Personnel must handle, store, process and
transpant linens 5o as 1o prevent the spread of
- infection. :

"“This REQUIREMENT s not met as evidenced
by: e ‘

. Based on observalion, stafl Interview medical

* record review, and policy and procedure review,

- the facliity falled to ensure infection control
practices wars implemented during 4 random

observatians, These practices affected residents |
#19, £33, #54, #82, and #140, The findings were: 1

1. Observation of meal assistance on 10/20/15 al
. 12:44 PM for residents #82 and #18 showed CNA

#3 was sssisting both regidsents to eat. The CNA

then touched residen! #18 on the hands, rubbed

. the resident's shoulder, and then used the same

hand to handls resident #82's drinking glass by
ths rim. The CNA then assisted rasident #82 to
eat. The CNAthen used her right hand to hold
resident's #82's hand, followed by grabbing
. resident #18 drinking glass with the same hand
by the rim, and assisting the resident lo eat.

"2, Observation on 10/18/15 &t 6:12 PM showed 4

*
1
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TANE OF PROVIDER OR SUPPLIER
SHEPHERD QF THE VALLEY HEALTHCARE CENTER

F 441 Continued From page 8 . F441
residsnts sitling at a dining room table for the
gvening mesa! 1o include resident #140 and
rasident #38, CNA#12 sat betwsen the 2
residents and assistad them with gloved hands.
The CNA assisted resident #38 after food had i
falien off the fork by placing the {food beck onthe -
utensil, The CNA then assisted resident #140

 plcking up his/her sandwich and tearing ltinle .
smaller pieces, The CNA then cut residant #36's
food with @ knife the resident had first sttempled
1o use. Tha CNA then returned o assist resident . B
#140. The CNA did not chenge gloves of perform ] - ~ E
hand hyglene between tha rasidents and after ., ' :
directly handiing thelr food. o Lo

3 [nterview with the DON on 10/22/16 st 10:45
AM ravealed staff are to use one hand for 1
residant while assisting muttiple residents toeal.
Furthar, she verified touching the residentand
then the glass and utensils of another resident
would not be following infection control

procedures and minimally staff should use hand
 ganitizer batween reskients.

h

La i i ey rowin

4, Review of the guarterly MDS assessment
 daled Q/3M15 showed resident #54 hed dlagnoses
that included manic depression and signsand -
symplems of involuntary nerve invalving tha -
musculosketetal system. Further raview showed
the resident required total assistance of 1 person
for personal hygiena and total assistanca of2or
* more persons for {olleting, bed mobility, and |
wranstsrs, The following concems were Identified: |
. a. Observation on 30/20/15 at 910AM
- ghowed LPN #3, CNAs #8 and #11 lifted the :
 residant manually to position the sling under the |
reskient and then atisched It to the mechanical
fift. CNA#8 then detached the urinary drainage ~ i

bag from the chair and lifed it and held it above ] :
FORM CMS-2587(02-99) Previous Versions Obsoleie . . Evenl ID-WTHZI Facitty oWyt

'
i
L
H
!
bt
1
.
1
b




Mar 20 2001 0537AM PVCC Medcal C wds 3072346840

DEPARTMENT OF HEALTH AND HUMAN SERVICES |
QENTERSFOR MEQ!QARE & MEDlCA‘D SERV!GES

STATEUEWT OF DEFICIENDES {X1) PROVIDERISUPPLIERICUIA (%2) MULTIPLE CONSTRUCTION -
AND PLAN OF CORRECTION IDENTIFICATION NUMBER - | o BUILOING : ~

b So5042 8 wine , ' | tomazess |-

~AE OF PROVIDZR OR SUPPLIER ‘ STREET ACDREES, CITY, BTATE ZPCODE ———1
: S e s "1 60 MAGNGLIA R L A :

THE VALLEY c ANGNGLYY -
SHEPHERD OF THE VALLEY HEALTHCARE CENTER CASPER WY 82804 .. )
o SOMIARY STATEMENT OF DEFIGIENG/ES e e VIDER'S FLAN OF CORREGTION
B (EAGHDEFICIENCY MUST BE PRECEDED BY FULL PREFIX {EACH CORRECTIVEACTION R Do | courtinon
TG m—:mmavonmcmmwcmmmrbw LTAB cn?ss—a%m&g&e&;gmsmgopmv A

2

F 441 Continued From page 62 F 441
the resident's biadder level. Continuad
obssrvation showed thera was urins in the tublng
of the drainage bag causing uring to Row
backwards toward the resident's bladder.

b, interview with the DON on 10/22/15 at
* 40:45 AM revealed the cathetsr should not be
. lified above tha lavel of the resident's bladdar
 because it increases the risk of infection. .
¢. Review of the policy titled "Urinary Cathater
Gare" revised November 2014 showed *.3.The |
urinary drainsge bag must be heid or positioned
lower than the bladder at all imes to preventthe
urine In the tubing and drainage bag {rom flowing
pack into the udnary bladder...” '

. 5. Qbservation on 10720745 at 10 AM ghowed , BT

resident #140 was taken to the showerina - : S

‘wheelchalr. CNAs #3 and #7 transferred the : . , Sl
residant from the whaelchair 10 the shower chair. : " e '
GNA #3 washed the rasident’s anterior parineum

" and lowar extremities with gloved hands. The : o
CNA then washed the residants halr with the
same gloved hands. Revisw of the 10/4/16
- quarterly MDS assessment ghowed the resident :
i lotal assistance with tofleting and transfers.in =,
- addition, the restdent neaded extensive . p
1 agsisiance with personal hygiene. !
F 520 | 483.75(0}(1) QAA , . F&20°
GGeE GOMMITTEE#MEMBERSMEET v
" QUARTERLY/PLANS

- ;;;g.,,.-,-.‘.;.'ww._‘.u;.. Tpaen R L

il

\

A facility must maintaln 8 quality aSssSsmént and | -

gssuranca committee consisting of the director of |

i

nursing services; @ physician designated bythe 1.
fagility; and 8t least 3 other members of the c
- facility's stafl |

FORIA CMS-2557{02:99) Previous Vamions Obsols Evanl [0 WTHZN Facility 10: WYDHT
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- 535042 - 8 WING _ ; R 3G
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SUMMARY STATEMENT OF DEFIGIENGIES , " PROVIDER § PLAN OF s
gégF'& {EACH DEFICIENCY MUBT BE PRECEDED BY FULL PR‘gle (EAGH CORREGTIVE AGTclOONR 55&'&”;; cmmmm '
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- DEFICIENCY) - L Eame
1 | A
F 520  Continued From page 63 F 520

The quality assessment and assurance : R T
committee meets 8t least quartarly to identify ' B

{ssuss with respect to which guality assessment
and assurance achvitias are necassary, and o S T
develops and Implaments appropriste plansof i
action o correct identified quality deficiencles, - F520

A State or the Secretary may not require
disciosure of the racords of such committe
excapl insofar as such disclosure Is relaled to the
complianca of such committes with the
raquirements of this section. :

(Good talth etiempls by the commities fo dently
and correct quality deficiancies wil not be used as
a basls for sanctions. '

1. No residents were specifically Identifled.
Immediate review of deficiencies cited was
conducted through an Ad Hoc QAPI
meeting, R

2. All vesidents have the potential to be .
effected by this practice, Plans of g
corrections have been developed withaudlt .-
schedules to ensure that corrections for !
cited deficlencles are sustained,

Thie REQUIREMENT Is not met as evidenced

by
Based on staff interview, medical record review,
observation, and review of policy end procedure, ;. -
- the facility faﬂ;d fo implalme’nt an eﬁa::?éi qwi.;ality ! o : , S
* assurance performance improvement (QAPI)  : The 0/ AT RaE s
" program {0 ldentify and correct previously : 4:1“ QAFI committee will review all plans -
identified deficlencles In a variety of areas. The of correction, identifying trends, needs and
findings wers: ' . - sustainabflity, . RIS

3, All staff will be tralned on plans of .
cormeBtion.,. . i L

 Review of the 8/27/14 previous recertification
survey showed clled deficlencles Included: F241,
F253, F282, F312, F315, F323, F383, F386,

[

Fa41, and F520. Although these citation were put :

back Into compliance on on 10/7/14, these
cilations are baing clted again during this

S072218 survey. In addttion, review of the 8727115

H

complaint survey showed the facliity was out of
compliance and pending a revisi survey to

5. The Administrator/Designee willreport -, ~ -~
findings to the Reglonal QAPI monthly fora
total of 3 months for recommendations, !
changes, and continuance.

1
determine compliance wilh clations Fas3and
, - Fa23. During the current survey dated f/22115 | - o+
FORM CMS-2587(02-95) Pravicus Versions Obsoleis T Py WO
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