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F309 Provide Care / Services for

Highest Well Being
On 9/13/16 through 8/14/16 a complaint survey
was conducted at Cheyenne Health Care Center, Corrective Action /0 e A

in Cheyenne, Wyoming. The complaint survey . .
was prompled by complaint Intake Resident # 5 expired on 08/11/2016

#WY000002288, . .
F 309 | 483,26 PROVIDE CARE/SERVICES FOR F30g|  Resident #6 Discharged to home on
§8=G | HIGHEST WELL BEING 09/06/2016
Each resident must recelve and the facllity must Identification of Others
provide the necessary care and services to attain An audit of clinical documentation for
or maintaln the highest practicable physical, the past two weeks has been completed

mental, and psychosocial well-being, in
accordance with the comprehshsive assessment
and plan of care.

by nursing management to identify
change of condition and response.

Corrective actions will be taken as
needed for any identified concerns,

This REQUIREMENT Is not met as evidenced Systemic Changes _

by: The Director of Nursing or designee
Based on staff Interview, medical record review, will review clinical reports daily
and review of the faclilty'’s clinical practice Monday through Friday during daily

standard, the facliity falled to ensure the
necessary care and sarvices to attain or maintain
the highest practicable physical, mental, and
psychosoclal wall-belng was provided for 1 of 1

clinical meeting to identify resident
change of condition and response.
Corrective actions will be taken as

ded.
sample residents (#5) whose change In condltion hee .
required immediate medical care. This failure The Staff Development Coordinator or
resulted in actual harm for the resident, who was designee will educate licensed nurses
not transported to the hospital until more than 4 on policy for significant change of
hours after staff were aware of the resident’s condition and follow up, The
symptoms of a stroke. In additlon, the facliity education will include timely and
falled to provide ongoing assessment for 1 of 3 appropriate interventions, timely

sample residents (#6) whose change In condition

required monitoring. The findings were: physician notification, documentation

of change of condition and

Review of the 6/18/16 quarterly minimum data set :imervennoqs, fo}lov}\: up evaflua“gf’.a"d

(MDS) assessment showed dlagnoses for ocumentation 7t change of condition
{ABORATORY DIRECTOR'S OR PROVIDERISUPPLIER REPRESENTATIVE'S SIGNAT TITLE {%6) DATE

4 4/&7‘1# ) /O/é A Q
<ny.deflcleney-statement sk denotes a deflclency whlch the Institution may bs excused from corracting pruvldlng is detemﬂned mat
other safeguards proyide-kT clent pro(ectlnn to the patients. (See instructions.) Except for nursing ho
foliowing the date 5t survay whether or not a plan of correction is provided. For nursing homes, the abave findings and m afe dlsclosab 14
days following the date thase documsnts ars made availabla to the facllity. if deficlencles are olted, ardapproved plan dfdo sits to continued
program participation,
WY Ropt 0*‘ Hecokh
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‘ PRINTED: ,08/28/2016

| faclal droopon the left side; able to squesze

the reélevant change In condition Included

|1 progress hotes showed plans for the resident to

: resldent at around 7:16 AM on 8/2/16 afid noted

residént #5 Included hypertension, demenﬂa
dysphagia/oropharyngeal phase, and diabetes
mellitus. Further réview showed the resident had
clear spesch, cognitive Impalrment, no
swaliowing difficulties and required extensive and
limited assistance with most activities of dally
living. Revlew of the Sltuation Background
Asssssmant Récommendatiar (SBAR)
communication form and progréss nots, dated
8/2/16, showed the résident was sitting In the
whelchalr in the dining réom “not able to
swallow, or wheh talking, not makirig sense,
checked for signs of stroke, resident had sllght

fingers with both hands, awars of name, can stick
out tongue, vital signs norimal... called physlclan
at 7:45 AM." Furtiier review of the SBAR ‘
communication form and progréss note shéwed

decreasad consclousness, decreased mobility,
trouble swallowing, and garbled spéech. This
review showed the resident was transported to
the Hospltal at 11:30 AM. Review of the hospital
records showed the resident was admitted to the
hospltal on 8/2/16 anid returned to the nursing
care facliity on 8/5/16. Réaview of the hospital
discharge sumriary showed the resident was .
diagnosed with & stroke, “a right sided ischemic
event with falrly profound aphasla and cognitive
impact.” Review of the 8/8/16 physiclan's

recelve hosplce/end of life care. The following
concerns Were identified;

“a.0n 9/14/16 at 10 AM the licensed practical
nurse (LPN #3) who wrote the 8/2/16 SBAR
communication and progréss note was,
intefviewed. During the Intérview she stated she
triad to @dminister the morning tmadications to the

F 309

- appropriate interventions, physician
" notification and documentation.
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and shift to shift 1eport on change of .
condition.

Monitoring

The Director of Nursing or designee
will audit compliance for 90 days
through random record review of
documentation of 10 change of
conditions twice weekly for timely and

Corrective actions will be taken as
needed for identified concerns.
Resuits of the change of condition
audits will be reported to the QAPI
committee monthly by the Director of
Nursing or designee for tracking and
trending. The QAPI committee will
evaluate effectiveness of the plan
based on trends identified and
implement additional interventions as
needed to ensure compliance monthly
for 3 months and then reassess the
need for continued monitoring based
on compliance. ’
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the resident could not swallow the medlcaﬂons

| She further stated she notified the unit manager

and called the physiclan. During the interview she
stated the resident was not transported 6 the:

1 hospital Uhtil 11:30 AM becauss staff were walting

for the physiclan to see the resident {this was
over 4 hours after staff recognized the sigris of a
stroke).

b. Intefview with the physician on 9/14/16 at
12:20 PM revealed he supported declsions to
transport residents to thé hospltal, and expected
staff to do this when they recognized residents
needed iImmediate medical care.

¢. Interview on 9/14/16 at 2:45 PM with tie
unit manager révealed staff récognized the
resident had signs and symptoms of a stroke,

called the physician, and monitored the résident

until the physiclan arrived. Shie stated the facllity
protocol required the nurses ¢all the director of
nursing, éssistant. directér of nursing or herself
when théy foted a change In a resident's

| coriditlon, but hothing prohiblted staff from

bypassing the protoco! and sending a resident to
the hospltal If the condition required imimediate
madical care.

d. Review of the American Heart Association
20186 publication, at
hitp:/iwww.heart.org/HEARTORG, titled "Warhing
Signs of Heart Attack, Stroke, and Cardiac

- | Arrest*, accessed on 9/26/16 revedled the

fo!lowlng information: The warhing signs fora
stroke inciude facial drooping, arm weakness,
and speech difficulty. If the person shows any of
these symptoms, even If the symptoms go away,
call 8-1-1 afid get them t6 the hospital
Immediately,

e. During an interview on 9/14/16 at 4 PM the'

-director of nursing verifiéd the resident was not

trensported to the hospital when staff lnltlatly

: E S JATE &1
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| documentation on 8/16/16 regarding the

| residant's blood pressure and/or chest paln from
1415 PM to 10 PM.

| at 2:48,PM revealed staff monitored the resident

| resident had eplgastric discomfort becduse the

recognized the signs and symptoms of a stroke.

2. Review of the 7/29/16 admission MDS
assessmant showed resident #8 had dlagnoses
that included hyperkaleria, severe kidney
diseass, demantla, trémors, and .
thrombocytopenia. Furthér review showed the
residént had moderate cognitive impalrment,
could ambulate without staff assistance, and was
easlly understood by staff. Raviéw of the nursing
notes, dated 8/16/16 and timed between 3:18 PM
arid 4:16 PM showed the resident complained of
left sided chest pain ahd vomiting after eatirig
his/her birthday meal. At that time the unit
manager assessed the resldent, determined the
resident had upper gastric discomfort, and
administered Tylenol with an antacid. The
resident's blood pressure was 174/90 and the
Tylenol and antacld effectively alleviated the
resident's symptoms. Review of the
documentation that followed, dated 8/16/16 and
timed 11:45 PM, favealed the resident's blood
pressure was 216/130 and s/he was again
complaining of chest pain, Further review
revealed after LPN #1 called the director of
nursing and physiclan, the resldent was
transported to the hospital. The fallowing
concerhs ware idéntified related to ongoing
assessment and communlcation of the resident's
change in condition betwéen nursing staff at shift
change: ’

a. Revlew of the medioal récord showed no

b. Interview with the unlt manager on $/14/16

throughout the afternoon and determined the

FORM CMS- 2587(02—99) Previous Varsions Obsolete Evant i VDQQH .
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| resident's blood pressure on'8/16/18 at 10 PM,

| Revlew of the hospital records stiowed the

| by the tife the emergency departmerit staff

Coritinued From page 4

Tylenol and antacld rélleved his/lier symptoms,

However, she was unable to provide evidence of

the monitoring, additional assessmeiits, or staffs

responas when the résldent's pain returned later.
c. Intefvigw with ¢eftified iufsa alde #1 on

9/13/16 et 9:40 PM revaaled she obtained the -

and &t that time thé resident was flushed, and
coftiplginlihg about histher chest Ruiting. She
further stated the rasident did not "look goad",

d. Intérview with LPN #1 on 8/13/16 at 9:50
PM revesled the resident’s blood pressure wés
240/136.0n 8/16/18 at 10 PM. The LN further
stated Hé Goordinated the trarisfer of the resident
tothe hospital for evaluation.. -

. & liiterview on 9/13/18 with LPN #1 &t §:50
PM.and LEN #2 at 10 PM revealed the off-going
day shift did not comniunicats to the ori-coming 6
PM shift on 8/18/16 about the resident's eplsodes
of chest palri and elevated blood pressures that
occurred earlier that day..Both nurses stated It is
difficult to.provide. continued manitoring when
staff aré not aware of thie heed 16 provide
frequent monitoring and assessments,

resident was admitied to the hospltal after
midnight 6h 8/17/16 and returned t6 fhe facility on
8/18/18. The hospltal records also showed the
resident had stabbing lower mid-stérnal chest -
pain beginhing at approximately 6 PM on 8/16/16.
This review showed the chest paln had dissipated

assessed the resldent; Howaver, his/her blood
pressure remalned elevated at 180/113. Further
review revealed the summary of test results
included aoitlc, trictispld, and pulinonary vaive
regurgftation, élavated veloctties in tha right

F 308
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each arm, and tests for confirming & heart attack
were negative,

3. Review of the clinical practice standard, titled
"Change in Resident Condition”, revised June
2008, provided by the director of nursing showed
the following guldelines for staff;

a. For life-threatening events: Call 911 If inttla)
assessment indicates that such action is
necessary.

b. Changes of Condition Forms are used to
assess and document changes In condition In an
efficlent and effective manner; provide
assessment Information to the physiclan and
provide cleer comprehensive documentation.

c. Changes In condltion are communicated
from shift to shift through the 24 hour report
management system,

d. Changes in the resident status that affect
the problems(s)/goel(s) or approgch(es) on his or
her care plan are documented as revisions and
communicated to the interdisciplinary caregivers,
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