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F 000 | INITIAL COMMENTS F 000
A complaint survey was conducted in conjuction F244 12IznG
with the recartification survey by Healtheare c ; )
Llc/gnslng and Surveys on $0/17/16 through orrective Actions
10/20/18. The survey was prompted by complaint The facility will .
z ; resoive the Resident
Intakes WY00002287 and WY00002302. ?c;ungu Grievances for the time period of
g uly, August, and September 2016 to the
The following common sbbraviatio ; :
throughout e ooy N 818 used best of their abliity; given the time frame
from the original concern and the date
GNA- Certified Nurse Alde the concem was communicated to the
DON- Director of Nursing Administrative Team. The Resldent
MDS- Minimum Data Set Council will be informed of their shared
mg, mimgrams goncern resolutions.
RN- Registered Nurse
Others Potentially Affected
Less commonly used abbreviations will be .
annotated in each deficiency. All residents have the potential to be
F 244 | 483.15(c)(8) LISTENJACT ON GROUP F 244 affected by this practice,
§%= | GRIEVANCE/RECOMMENDATION o
When a resident or family group exists, the facility
must fisten to the views and ast upon the
grievances and recommendations of residents
and families conceming proposed policy and ,
operational decisions affecting resident care and
lifa in the facility.
This REQUIREMENT is not met as evidenced
Based on resident and staff interview, review of
resident councll mesting minutes, and review of
the facility grievance log, the facility falled to
gnsure grievances from the resident council were
acted upon and followed through to resolution for
3 of 4 months (July, August, and September
2016) reviewed, The findings were:
memws SIGHATURE T HOATE
7. 2

Any daficy

other eafaguards provids
following the date of survey whather or not a plan of corraction is provided, For nursing omes,
days following the date thase documents are mads avallable to the faciity. I deficiancies are cited,

g with an asterisk (*) denotes a deficiency which the institution may be excused #rom comecting providing f is detefmifed that

sulfiient protection o the patients, (Sea instructions.) Excapt for nursing homes, the findings Stated abova are disclosable 80 days
the abave findings and plans of comection are disciosable 14
an apprevad plan of correction ks requisite to continued
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F 244 | Continued From page 1 F244
. . ) Systemic Changes 12/02/16
1. Review of resident council meeting minutes for The staff of the Activities Department
July, August, and September 2018 showed and the Depariment Head Team will be
providing clean linans, making resldent beds, and concerns at resident council:
;‘;’;“e"‘;’;’t‘g d?a“ lights. The following concems communicating those shared concems
. Interview with 13 residents on 10/18/16 at itn the Departmont Head Tearm; and
1:30 PM revealed there had been no R >olving share
: : concerns and notifying Resldent
improvement with the issues brought up in Council of con uti
ggvicus resident council mestings, and that staff cern resolution.
id not seem to try and fix the issues. The council
president stated "They say they'll take care of i The A Monitoring
but come the nest mesting it's not taken care of e Administrator/designee will perform
and we have to do it over again." monthly audits of Resident Council
b. Inferview with the DON on 10/18/16 at 3:33 soncerns and concern communication to
PM revealed the process for resolving grievances the facility's Department Head Team and
brought up during resident councils was fora resolution of those concemns. The
grievance form to be filled out by the staff Administrator will report audit findings
member in charge of documenting the minutes monthly to the facllity's QA Committee
(usually the activities director) and brought to the for further analysis and
dally interdiseipiinary team mesting. At that point recommendations. Audits will continue
the concemn was to be written in the grievance log until such time as the QA Committee
and given to the appropriate department head for determines compllance has been
action, then taken back to the daily meeting sustained.
before the next resident councll where resolution j ' : : -
was to be discussed with the residents,
. Interview with social worker #1 on 10/18/16
at 4:30 PM revealed she kept a log of all resident
grievances, both individual grievances and
grievances from the resident council meetings.
Review of the grievance log at that time revealed
no evidence of grievances from the resident
coungl for the months of July, August, or
September 2016, Continued interview confirmed
the log did not show grievances from the resident
council,
d. Interview with the administrator and DON
on 10/18/16 at 4:50 PM confirmed the activities .
FORM GMS-2587(02+88) Previous Varsions Osolate Evant ID;3VKQi1 Faciity 1D: WY0027 If continuation sheet Page 2of28
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, F253 1210216
F 244 Gpnhnue@ From page 2 F 244 Corrective Actions
director did not know the process {or 1. The carpet in all common
communicating resident council grievances to the areas and hallways are to be 12102116
administration staff for follow up. professionally cleaned. The
F 253 | 483.16(h)(2) HOUSEKEEPING & F 283 frayed carpet In front of the
=£ | MAINTENANCE SERVICES ‘
S8=E doors leading into the West
The facility must provide housekeeping and Eer;iitc'i::tmn?: ;1?6?4 ea?‘t;aggg iosf
maintznance services necessary to maintain a to be repaired. The carpet in
sanitary, orderly, and comfortable interior. resident room . 4216 is 1o be
replaced.
i i i 2. The ceiling tiles in the West
no evidenced
‘é’;\:ts REQUIREMENT is not met as eviden Unit Living Room West Unit
Based on observation and staff interview, the Dining Room, South Unit
facility feited to ensure necessary maintenance Hallway, South Unit Dining
services were provided to meintain a sanitary and Room will be repaired/replaced.
comfortable environment, Maintenance issues 3. The floor in the South Dining
were identified in 5 of & rasident units (West, Rpom. near the food service
Ea:t. South, Rapid Recovery, Elbogen). The \:ggd;:wd\;lglp?e 4
findings were: aired/replaced.
4, The flooring on the threshold of
1. Observation during the survey from 10/17/16 to the entrance onto the South
10/20/16 showed the carpet was in poor Unit gift shop/store will be
condition. The carpet appeared to be wom and repaired/replaced,
dingy with years of use. In addition, the carpet . 5. The crack in the floor of the
was frayed In front of the doors leading into the Elbogen common area will be
West unit, near the television in the small repaired.
common room in the South unit and at the 6. The sink faucet in resident
entrance of resident room #64 and room #68. room #23 will be
Additionally, on the Rapld Recovery unit in repaired/replaced
resident room #216 g}*&: garpet zna; rippled in '
multiple areas from wor into the room.
Interview with the h ousekee{:ingt director ton Others Potentially Affected
10/20/16 at 10:07 AM revealed the carpet was
cleaned regularly, but due to the age of the carpet All residents have the potential to be
and overall use, it was not able to be effectively aﬁeﬁted %%?;;g;?:g;:ce
cleaned in areas. .
Director/designee will complete
an audit of all facility carpst in
EORM CMS-2587(12-68) Previcus Versions Gheotela Event [D: VKO Pacliity 10 WY027 »aatjon shest Page Sof 28
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. COMMON areas to ensure martit
F 253 | Continued From page 3 F 253 is clean and in good repair,

2. Observation on 10/20/46 at 8:30 AM showed
there were ceiling tiles which were damaged.
Thess included:

a. Two tiles In the West unit living room, 2
files In the West unit back dining room, and 1 tile
in the West unit first dining room. The tiles were
damaged with rings of discolored dried liquid.

b. Three Celling tiles in the hallway near the
South uhit linen closet had comers which were
discolored and damaged.

¢. Five ceiling tles in the South dining room
with dried discolored rings.

3. Observation on 10/20/16 at 9:07 AM showed
the fioor in the South unit dining room had an
area measuring 7 feet by 4 feet near the food
service window which was pitted, cracked and
had spots of the flooring missing.

4. Observation on 10/20/16 at 9:07 AM showed
the threshold of the entrance into the South unit
gift shop/store from the South dining room had
damaged flooring and a puild up of dirt and debris
around the damaged areas,

5, Observation on 10/20/16 at 8:47 AM showed
the fioor leading into the Elbogen common area
had a crack in the flooting which measured 52
inches across. The seam of the crack had a build
up of darkened dirt and debris.

&. Observation on 10/20/16 a8t §:12 AM showed

the wall inside resident room #122, located 1o the
right of the entrancs, had damage which included
peeling paint. The area was on the bottomn part of
fhe wall and measured 3 feet across and 8 Inches

2. The Maintenance Director or

3 The malntenance director or

4. The maintenance dirsctor or

5, The maintenance diregtor or

Any identified areas will be
repaired.

designee will complete a facliity
wide audit of ceiling tiles to
ensure that they are in good
repair and free of stains. Any
tiles found not to be in goed
repair, wiil be
repaired/replaced.

designee will complete a faciity
wide audit on the flooring of the
dining rooms to identlfy any
tiles that need to be
replacediropaired.

designee will complete a facility
wide audit on the flooring in the
commeon areas to identify any
tiles that need to be
replaced/repaired.

designee will complete 3 facllity
wide audit on the faucets o the
resident bathrooms. Any
faucets found with holes will be
repaired/replaced.

Systemic Changes

The Maintenance Department will be I
educated on physical plant expectations
regarding carpet, celling tiles, floors and

wide faucets.
7. Observation on 10/20/16 at 8:54 AM showed ‘
FORM CMS.2567(012.89) Previous Virslons Obssiate Event 101 3VKAT Faclity fD: WYD02Y \f eantinustion sheet Page. 4 of 28
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F 280
£8=D

tha sink faucet in resident room #23 had holes
where the metal had corroded away.

8. Interview with the director of malntenance on
10/20/16 at 10:21 AM revealed he was aware of
the carpet needing to be replaced in some
resident rooms, and the supplies were available,
but the work needed to be scheduled. He further
vetified other flooring in the building was In poor
condition and there was no schedule in place for
addressing the work af that ime. He was not
aware of the damaged cefling files.

483.20(d)(3), 483.10(k)(2) RIGHT TO
PARTICIPATE PLANNING CARE-REVISE CP

The resident has the right, unless adjudged
incompetent or otherwise found to be
incapacitated under the laws of the State, to
participate in.planning care and treatment or
changes in care and treatment.

A comprehensive care plan must be developed
within 7 days after the completion of the
comprehensive assessment; prepared by an
Interdiscipinary team, that includes the attending
physician, a registered nurse with responsibility
for the resident, and other appropriate staff in
disciplines as determined by the resident's needs,
and, to the extent practicable, the participation of
the resident, the resident's family or the resident's
legal representative; and periodically reviewed
and revised by a team of qualified persons after
each assessment

This REQUIREMENT is not met as evidenced

The Maintenance Director or designee
will complete a random weekly audit of
five facility areas with the emphasis on
carpet, ceiling tiles, flooring, and faucets
% 30 days, and then monthly x 80 days.

Audit findings will be reported to the QA
Committee monthly, for further analysis
and recommendations, until such time
as the QA Committee has determined
that compliance has been sustained.

F 280
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by: Corrective Actions

Based on observation, medical record review,
and staff interview, the facility failed to revise the
care plan for 3 of 23 sample residents {#15, #31,
#86), The findings were:

1. Review of the 9/28/18 significant change MD3
assessment revealed resident #86 had a deep
tissue injury. Review of the weekly wound
documentation form datad ©9/21/16 revealed the
resident had a deep tissue Injury to the left heel.
Review of the 10/3/16 physician order showed a
foam dressing was ordered for the posterior left
lower extremity, above the foot, where the knee
trace had rubbed and caused a blister.
Observation on 10/18/16 at 1:50 PM revealed the
resident had a deep tissue injury to the left heel
and there was a red area to the posterier left
{ower extremity above the foot. Review of the
cumment care plan provided by the facility (last
ravised 9/29/16) showed the resident's wounds
were not addressed. During an interview on
10/19/16 at 5 PM the MDS coordinator confirmad
the resident's wounds were not addressed on the
care plan.

2. Review of the §/14/16 annual MDS
assessment showed resident #81 was always
incontinent of bladder and bowel. Review of the
care area assessment (CAA) for urinary
incontinence dated 9/16/16 revealed staff would
toflet the resident on a schedule. According 1o the
9/16/16 bowel and bladder assessment, the
resident needed 1o be toileted upon rising, before
and after meals, at bedtime, and as needsd.
Review of the current care plan provided by the
facility (last revised B8/3/16) showed a toilsting
schedule to manage the resident's incontinence
was not included. During an intarview on 10/18/16

Resident #86 care plan has been
updated to reflact the resident's

physician's orders.

Resident #81s care plan has been
updated to reflect the resident's

physician's orders.

Reéident #15's care plan has been
updated to reflect the resident's

physician's orders.

Other's Potentially Affected

by this practice.
Systemic Chanqges
he educated by the DON, regarding

current individualized resident needs
and physiclan’s orders.

Monitoring
The DON/designee will complete
weekly audits on resident care plans
validate that individualized resident
needs and physician's orders are
refiected in the plan of care.

individualized current pian of care and

individualized current pian of care and

individuglized current plan of care and

Residents with wounds and/or toilsting

needs have the potential to be affectec

The Nursing Administration Team will

updating resident care plans to reflect

to

FORM CMS-2587(02-86) Previous Versions Obsolals Evert {D:3VKOH
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. Audit findings will be reported to the
F 280 | Continued From page 6 F 280| monthly QA Committee for further 12/02/18

at 5 PM the MDS coondinator confirmed the
resident's care plan did not include a toilefing
schedule fo addrass the resident's incontinence.

3. Revisw of the 8/1/16 revised care plan for skin
issues showed resident #15 had an “arterial
pressure wound" to the right lateral calf and had @
history of skin breakdown to the buttocks, groin,
and pannus. Interventions included being
“ollowed weekly by the wound nurse” and
“freatment as ordered." The following concems
were identified:

a. Ohservation of the resident's skin on
10/49/16 at 5:53 PM with the wound nurse
showed an open aree to the right upper butiack;
with pink edges and no drainage. The wound
nurse measured the area, which was 0.9 ¢m by
0.7 cm. The area was treated with calazime
ointment.

b, Review of the weekly wound
documentation showed the most current note
was dated §/28/16, This note showed a "Rt [right]
buttock St [stage] 1| was resolved. it also showed
the "staff nurse notified MD of new L [left] buttock
stage Il PU [pressure uicer].”

o, Interview with the DON on 10/20/16 at
11:47 AM verified the care plan was not updated
to reflact the buttock wounds,

F 283 | 483.20(1)(1)8(2) ANTICIPATE DISCHARGE:
§5=D | RECAP STAY/FINAL STATUS

When the facility anticipates discharge a resident
raust heve a discharge summary that includes a
recapitulation of the resident's stay, and a final
summaty of the resident's status to include ftems
in paragraph (b)(2) of this section, at the time of
the discharge that is avallable for relesse to
authorized persons and agencies, with the

analysis and recommendations. Audits
will continue until such time as the QA
Committee has determined that
compliance has been sustained.

T

F283 12102116

Corrective Actions
Resident #1689 no longer resides in the
facility.

Others Potentially Affected
Residents being discharged from the
facility have the potential to be affected
by this practice.

Systemic Changes
The Licensed Nurses will be educated
by the DON/designae on the process of
completing a discharge summary &
recapitulation of the resident's stay.
Medical Records will be responsible for
auditing discharge records for a
Discharge Summary and Recapitulation
of Stay on all residents discharged from
the facility; reporting findings to the
DON.
F 283

Monitoring

Medical Records will audit discharge
records for a Discharge Summary and
Recapitulation of Stay, and report
findings to the DON.

The DON will report findings to the
monthly QA Committee for further
analysis and recommendations; uniil
such time as the QA Committee has

FORM CM3-2567(02+98) Previous Verslons Obsolate EventiDiavkQY)
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F 283 | Continued From page 7
consent of the resident or legal representative.,

This REQUIREMENT s not met as evidenced
by

Based on staff interview and medical record
review, the facllity failed to ensure a discharge
(#168). The findings were:

resident #169 was discharged to an inpatient

of the residents stay was completed for the
resident.

confirmed there was no discharge summary
completed for the resident at the time of
discharge, and that her expectation was fora
discharge summary to be completed for the
resident when discharged 1o hospice.

F 284 | 483.20(}(3) ANTICIPATE DISCHARGE:
ss=p | POST-DISCHARGE PLAN

the participation of the resident and his or her

his or her new living environmant,

by:
RBased on staff interview and medical record

summary and recapitulation of the resident's stay
was completed for 1 of 3 ciosed records reviewed

Review of the nurse's note dated 9/2/18 showed

hospice, Review of the medical record showed no
evidence a discharge summary or recapitulation

Interview with the DON on 10/18/16 at 4:43 PM

When the facility anticipates discharge a resident
must have a discharge summary that includes a
post-discharge plan of care that is developed with

family, which will assist the resident to adjust to

This REQUIREMENT is not metas evidenced

F283

F 284
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review, the facility falled to ensure a . "
post-discharge plan of cara was developed for 1 Corrective Actions
of 2 sample residents (#1_68) whose discharge )
was anficipated. The findings were: Resident #168 no longer resides in the
facility,
Review of the 9/7/16 discharge surnmary for
resident #168 showed the resident was initially Others Potentially Affected
;’a%miﬁed on 3!7/16 for tfltehatment of wounds and
nfection, and received "therapies for Residents being discharged from the
strengthening," Further review showed the facility have the potential to be affected
resident had MRSA (methicilin-resistant by this practice.
Staphylococeus aureus) in hisfher wounds, and
would "need fallow up care with infectious Systemic Changes
d%sease." Revie}w of a nurse's note dated 9/7/16
showed the resident left the facility with family, a5 will be educated
vith medicalions provided, Including nsuiin and T clonos. regarding ihe
insulin supplies. Review of the medieal record Y he !
i post-discharge plan of care process and
showed no evidence a pust—d::scharge plan of the assoclated forms that need to be
tans was completed or sent with the resident. completed and provided to the
Interview with the DON on 10/19/16 at §:21 PM discharging resident/responsible party.
confirmed there was no evidence a
post-discharge plan of care was dev;lgﬁed for Monitoring
l ., Sh r
?esgglseigeanéggggltgca‘:r?: ;:gl:n sc;f iare s!?ou!d Madical Records will audit all digcharge
havs been completed for the resident, including & records to validate that a poistidéschaggs
list of medications and instructions. pian of care has been completed, an
F 314 | 483.25(c) TREATMENT/SVCS TO F 314| report to the DON. Audits will be
&8=F | PREVENT/HEAL PRESSURE SORES completed weekly on all discharged
resident records. The DON will report
Based on the comprehensive assessment of a audit findings monthly to the QA
resident, the facllity must ensure that a resident Committee for further gnalysis-and
who enfers the facility without pressure sores recommendations, until such time as
does not develop pressure sores unfess the the QA Committee has determined that
individual's clinical condition demonstrates that compliance has been sustained.
they were unavoidable; and a resident having - ———
pressure sores receives necessary treatment and
senvices to promote healing, prevent infection and
FORM CMS-2587(02:88) Previous Varsions Obsolsts Event [9:3vKQ1t Fasiny 10: WY0027 f continuation sheet Paga 9 of 28
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prevent new sores from developing. . )
Corrective Actions
This REQUIREMENT s not met as evidenced Resident #86:
by: » Receives weekly wound
Based on observation, medical record review, assessment and documentation
staff interview, and review of policies and by the Wound Nurse/designee,
procedures, the facility failed to ensure monitoring since 10/19/16;
and treatment of pressure ulcers for § of & o Isrecelving wound care per
#162) with pressure ulcers. The findings were: +  Has an individualized wound
. care plan;
1. Review of the 9/28/16 significant change MDS
assessment revealed resident #86 was af risk for ' ?:ﬁeim?ut::gﬂﬁn?e
pressure ulcers and had a deep tissue Injury. rovided as ordered by the
Review of the weekly wound documentation form Ph " y
dated 9/21/16 showed the resident had e deep pnysician,
tissue injury to the left heel which measured 4 by ]
5 centimeters (cm). Review of the 10/3/16 Resident #15:
physiclan order showed a foam dressing was » Receives weekly wound
ordered for the posterior left lower extremity, assessment and documentation
above the foot, where & knee brace was rubbing by the Wound Nurse/designes,
and caused a blister. The drassing was ordered since 10/19/16;
to be changed every three days. Observation on + Wounds are being accurately
10/18716 at 1:50 PM revealed the resident had a identified in the rasident's
deep tissug injury to the left heel and there was a medical record.
red area to the posterior left lower extremity
above the foot. The following concerns were Resident #152;
noted: i + Receives weekly wound
a. Review of the medical record on 1018/18 assessment and documentation
revealed the last documentation, including a by the Wound Nurse/designee
description with measuremeztsd. for the lteaft hesl since 10/16/16: !
wound was the weekly wound documentation !
form dated 8/29/16 (19 days previous), During an » TAR rigeots thg ;urregtcv;?:nd
interview on 10/18/16 at 5:15 PM the DON care orders and wound
confirmed the lack of documentation regarding admn_mste'red {o the resident per
the pressure ulcer, physician's orders.
b, During the abservation on 10/19/18 at 1:50 N ———
PM the red area on the postetior left lower
FORM GMS-2567(02-89) Previeus Versiona Ofealels Bvent ID:IVKO Faciy ID: WY0027 {f continuation sheet Page 10 of 28




Nov. 11. 2016 1:15PM

No. 3273 P 1)
DEPARTMENT OF HEALTH AND HUMAN SERVICES PR%?%A?%\%S
__CENTERS FOR MEDICARE & MEDICAID SERVICES . OMB NO. 0938-D381,
STATEMENT OF DEFICIENCIE! OVIDER/SUPP! ’
STATEVENTOEDEPCIENGES | ) PROVIDCISUFPLERICUA | D MULTILE CONSTRUCTION W o Gl
\ c
h 535042 B.WING 10/20/2016
NAME OF PROVIDER OR SUPPLIER STREET ADDRESS, BITY, STATE, 217 CODE
| SHEPHERD OF THE VALLEY HEALTHCARE CENTER 50 BAGNOLIA
V . CASPER, WY 82604 .
T D SUMMARY STATEMENT OF DEFICIENCIES e} PROVIDER'S PLAN OF CORRECTION s
.|  PREFIX (EAGH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX {(EACH CORRECTIVE ACTION SHOULD BE COMPLETION
TAG REGULATORY ORLSC IDENTIFYING INFORMATION} TAG CROSS-REFERENGED TO THEAPPROPRIATE DATE
DEFICIENCY)
F 314 | Confinued From page 10 F 314| Resident#162; 1200218

accordance with physician orders, An intsrview
with RN #1 on 10/20/16 at 10:10 AM confirmed

6. Review of the October 2016 treatment
administration record (TAR) revealed "Foam
dressing to left lower leg posterior above foot.

[every] 3 days. Every day shift.” Further review

actually changed. During an interview on
10/20/16 at 11:46 AM the DON confirmed the
documentztion on the TAR did not accurately
reflect the physician's order to change the
dressing every 3 days. She gtated she was
unable to determine when the dressing was
actually changed,

by the facility (last revised 9/29/18) showed the
interview on 10/19/46 at & PM the MDS

not addressed on the care plan.

issues showed resident #15 had an *arterial

and pannus. Interventions included being
"ollowed weekly by the wound nurse” and
»reatment as ordered.” Review of the weekly

[right] buttock St [stage] 1 was resolved. 1t also

buitock stage Il PU [pressure ulcer].” The
following concems were identified:

extremity did not have a foam dressing in placein

there shauld have been 2 foam dressing in place.

Brace rubbing on skin forming a blister. Change q

showed nursing staff signed off on that item every
day. [t was unclear when the foam dressing was

d. Review of the eurrent care plan provided
resident's wounds were not addressed. During an

coordinator confirmed the resident's wounds were

2 Review of the 8/1/16 revised care plan for skin

pressure wound” o the right lateral caif and had @
history of skin breakdown to the buttocks, groin,

wound documentation showed the most current
note was datad 9/28/18, This note showed a 'Rt

showed the "staff nurse nofified MD of niew L [left]

a. Review of the medical record showed after

o Receivas weekly wound
assessment and documentation
by the Wound Nurse/designee,
since 10/18/16;

+ s receiving wound care, per
physician's orders since
10/20/16.

Resident #137 receives weekly wound

monitoring and documentation by the

Wound Nursel/designee, since 10/19/16.

« Resident #131 Is receiving

weekly wound monitoring and
documentation by the Wound
Nurse/designee, since
10/19/18.

Others Potentlally Affected

Residents with wounds have the
potential to be affected by this practice.

Systemic Changes

The facility hired a Wound Nurse, who
began treating resident wounds on
10/14/18.

The facliity has designated an RN to
serve as a back up to the Wound Nurse
in such circumstances as the Wound
Nurse i unavailable,

The Wound Nurse/back up Wound
Nurse and Nursing Administration Team
will be educated by the DON on the
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9/28/16 there were no further notes related to the
buttnck wound. In addition, there ware no
treatment orders in the record related o the
buttock wound which was resolved, or the newly
identified wound documented on 9/28/186,

b. Observation of the resldent's skin on
10119416 at 5:53 PM with the wound nurse
showed an open area to the right upper buttock,
with pink edges and no drainage. The wound
nurse measured the area, which was 0.8 cm by
0.7 cmi. The area was freated with calazime
cintment.

c. Interview with the DON on 10/20/16 at
11:47 AM verified wound documantation and
orders were lacking related {o this resident’s
wounds,

3, Review of the initial MDS assessment dated
9/29/18 showed resident #1352 had diagnoses
that included mult-drug resistant organisms
(MDRO), diabetes, rheumatoid arthritis; and
bacteremia. Continued review showed the
resident had 2 diabetic ulecers, 3 gouty {arthritic
nodule) ruptures, a stage [V pressure ulcer to the
right buttoek, required total assistance with 2 or
mare parsans for transfers, and was at risk for
skin breakdown. Review of the care plan for skin,
revised 10/4/18 showed the resident had skin
issues and wanted histher skin to heal,
Interventions included staff to provide treatments
as ordered, to be turned/repositioned frequently,
and to have skin cbserved at least weekly during
the bathing process. The following concems were
identified:

g, Review of wound documentation notes
shewed a weekly wound documentation form was
compietad on the resident on 9/24/18, Further
review showed 3 weeks of documentation was

lacking, with the next completed wound

F 314| requirement for weekly wound

monitoring and documentation.
Monitoring

The DON/designee will perform weekly
audits on Wound Care Monitoring and
Documentation. Findings from the
audits will be reported monthly to the
QA Committee for further analysis and
recommendations; until such time as
the QA Committee determines that
compliance has been sustained,

————i sy

12102116
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documentation dated 10/16/16.

b. Review of the TAR for September/ October
2016 showed a treatment was ordered for the
wound on the right buttock to be completed every
day shitt beginning 8/23/16. However, the TAR
fziled to show documentation the treatment was
completed on 9/26, 10/1, 10/10, 10/11, and 10M7.

4. Review of the initial MDS assessment dated
0/20/16 showed resident #162 had diagnoses
that included left femur fracture, pressure ulcers
to the sacrum/coceyx and right heel, and
diabetes. Continued review showed the resident
hed 2 stage |l pressure ulcers (sacrum, right
heel), required some assistance of 2 or more
persons for transfers, and was at rigk for skin
breakdown. Review of the care plan for skin,
dated 5/26/16 showed the resident had skin
1ssues and wanted histher sKin to heal.
Intarventions included staff to provide treatment
as ordered, and for the resident to use & boot on
tight foot, and to have skin abserved at least
weekly during the bathing process. The following
concems were identified:

a. Review of wound documentation notes
showed a weskly wound documentation form was
completed on the resident on 8/27/16. Further
review showed no evidence of weekly wound
documentation for 2 weeks, with the next

completed wound documentation on 10/18/186.

b. Review of the October 2016 TAR showed 2
treatment was ordered for the coceyx wound to
be completed every day shift beginning 9/28/1 6.
Further review showed the treatment was not
documented as being completed on 10/2, 10/4,
10M0, 10/41, and 10/12,

¢. Raview of nursing progress notes dated
10/10/16 showed the resident voiced concemn
regarding his heel wound to the nurse.
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§. Review of the annual MDS assessment dated
5/9/16 showed resident #137 had diaghoses that
included morbid obestty, muscle weakness,
dehydration, and pressure ulcers, Continued
review showed the resident required extensive
assistance of 2 or more persons for transfer and
was at risk of skin breakdown. In addition it
showed an unhealed pressure ulcer of stage 1 or
higher. Review of the care plan for skin showed
the resident had a long history of vascular
wounds. Interventions dated 6/1/16 showed "My
skin will be observed with dally cares and at least
weekly by the wound nurse." However, review of
wound care documentation showed the resident
was last seen by the wound care nurse on
10/19/16 and prior to that was seen on 8/27/18,
with na documentation/monitoring of wound care
for 21 days.

6. Review of the admission MDS assassment
dated 1/14/16 showed resident #131 showed
diagnoses Including diabetes mellitus type 2,
coronary artery dissase, and chronic Kidney
disease. Continued review showed the resident
required assistance of 1 or more persons for
transfers and was at risk of skin breakdown.
Review of the residsnt care plan for skin showed
s/he had skin issues: "Stage 3 pressure uicer
dated 5/20/16 to be treated weekly by the wound
nurse.” However, review of wound care
docurnentation showed the resident was last
seen by the wound care nurse on 10/19/16 end
prior to that was seen on 8/27/16, without
documentation/monitoring of wound care for 21

days.

7. On 10/20/16 at 11:35 AM the DON provided a
document entited "Skin Program Cheat Sheet”

F314
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F 314 | Continued From page 14 F 314| F371 12/02/16 | 12102116
She stated nursing staff were expected 0 follow .
this document regarding pressure ulcers. Review Corractive Actions
of the document showed "...Weekly Wound '
Documentation Form (one wound per form) in The facility discarded the Healthshakes
PGC [Point Click Care] until wound/PU is hesled. that wera identified thawing; without
Shouid be completed with team on wound dates.
rounds.” During a previous interview on 10/18/16
at 5:15 PM t.he DON cpnﬁmled the lack of The facility has begun dating

F 371 gg;“g;;‘?g‘gﬁgggggggsww ulcers. £3 Healthshakes that are placed for

. . 71| thawing; with a 14-day cycle.
s5=€ | STORE/PREPARE/SERVE - SANITARY o y o
. ) Dietary Staff wers educated on proper
The facility must - . .
(1) Procure food from sources approved or g?ggeggtene during the survey
considered satisfactory by Federal, State or local ’
authorities; and
(2) Store, prepare, distribute and serve food
under sanitary conditions
' Others Potentially Affected
Residents who receive Healthshakes
have the potential to be affected by this
This REQUIREMENT s not met as evidenced practice.
by:
Based on observation and staff interview, the
facility failed to ensure safe food handling Systemic Changes
practices in 2 of 5 kitchans (the south kitchen, the
west kitchen). The findings wera: The Dietary staff were educated on the
; spot when Healthshakes were identified
1. Observation on 10M7/16 at 3:35 PM in the as not being dated.
South kitshen showed 14 cartons of thawed
health shakes located in a refrigerator unit. There The Dietary Manager will be educated
was nio label to show when they were 1o be used the Dietary Staff again on 11/23/16
by or discarded. According fo the Instructions regarding dating Healthshakes and
printed on the cartons, the "Mighty Shakes" were performing hand hygiene before and
good for 14 days after thawing. after glove use, after handing non-food
FORM CMS-2587(02-99) Previous Verslans Obsolete Event ID:3vKQM Pcility 10: WY0027 If continustion sheet Page 15028
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F 371 | Continued From page 15 F 371| surfaces, and before serving resident | 12/02116
2. Observation of the West kitchen on 10/20/16 at food.
11-03 AM showed 3 trays of thawed "Mighty . SRR .
Shakes" stored In the refrigerator unit The trays Monitoring
contained 25-30 cartons each and none were
{abeled with 3 use by or discard date. The Dietary Manager will perform
weekly audits, at random day and
times, regarding hand hygiene during
3, Observation of meal service in the South the meal service process and on
Kitchen on 10/18/46 at 11:48 AM showed dietary appropriate dating of Healthshakes.
aide #1 handled the door to the refrigerator unit to '
geta food item. Without performing hand hygiene The Dietary Manager will report findings
she retumed to the steamtable and continued monthly to the QA Committee for further
serving resident meals. analysis and recommendations, unti
’ such time as the QA Committee -
ACCOrding to Food Code 2013, U.S. Public Heslth determines that Comp“ance has been
Service, 2-301.14 When to Wash: FOOD sustained.
EMPLOYEES shall clean their hands and .
exposed portions of their amms... "(E) After
handling sciled EQUIPMENT of UTENSILS...(H)
Before donning gloves for working with FOOD;
and (1) ARer engaging in other activities that
contaminate the hands.”
4. Interview with the Certified Dietary Manager on
10/19/16 at 2:30 PM verified a system for dating
the health shakes for expiration was needed, end
further verified hand hygiene was needed after
hands became contaminated.
F 425 | 483.60(a).(0) PHARMACEUTICAL SVC - F 425
ss=¢ | ACCURATE PROCEDURES, RPH
The facility must provide routine and emergency
drugs and biclogicals to its residents, or obtgin
them under an agreement described in
§483.75(h) of this part. The facility may permit
unlicensed personne! to administer drugs if State
law permits, but only under the general
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supervision of & licensed nurse.
orrective Actlons
Afacility must provide pharmaceutical services

(inclucing procedures that assure the accurate All expired medications were discarded
acquiring, receiving, dispansing, and at the time of the survey, in the
administering of all drugs and biologicals) to meet appropriate destruction method, in the
the needs of each resident. - following areas:

+ South Med Cart #1

The facility must employ or obtain the eervices of E

a licensed pharmacist who provides consultation . 533 mg g:g ﬁ

on all aspects of the provision of pharmacy « EastMed Room Refrigerat
services in the facifity. o \WestMed Cart efrigerator

Others Potentially Affected

This REQUIREMENT i not met as evidenced Al residents have the potential to be
by: affected by this practice.
Based on observation, staff interview, and policy
and procedure review, the facility failed 1o ensure Systemic Changes
medications available for resident use'were not
past the manufacturer's recommendad expiration The DON/designes will educate
dates in 4 of 8 medication carts (West, South, Licensed Nurses, CMA's, and the
East 1, and East 2) and 1 of 2 (East) medication Nurging Administration Team on the
rooms. The findings were: process of regularly checking all

, ‘ medication sto i
1. Observation on 10/20116 at 9:15 AM of the Mmedcation staregs aree for axpired or
South medication cart#1 showed 1 blister pack
of Trzanidine HC1 4 mg tablets had expited on The facility will develop a schedule to

9/30/16, and 27 of 30 tablets remained in the
pack. Interview at that tire with medication gide
#1 verified the medications were available for
resident use and past the expiration date.

regularly check for expired medications
on each Nursing Unit,

2. Observation on 10/20/16 at 9:59 AM of the
East medication cart #2 showed 4 blister packs of
resident medications had expired. The following
concems were identified:

4. Tramadal HCL 60 mg tablets expired on
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DEFIGIENCY)
F 425 | Continved From page 17 F 425 Monitoring ' 12/02/16
10/12/16; 2 of 20 tablets remained in the pack.
b. Tramadel HCI 50 mg tablets expired on -The DON/designee will audit medication.
7/31/16: 5 of 30 tablets remained In the pack. storage areas weekly for expired
c. Oxycodone HCI 5 mg tablets expired on madications.
10/8/16; 9 of 30 tablets remained In the pack. .
d. Hydrocodone - APAP §-325 mg tablets Audit findings will be reported monthl
expired on 9/25/16; 13 of 31 remained in the to thie QA C.gommittee foﬁofurther Y
pack. ] . analysls and recommendations, unti
&, Interview on 10/20/16 at 9:53 AM with such time as the QA Committee
medication aids #2 verified the medications were determines compliance has been
available for resident use and past the expiration

date. Further she stated that the "nurses had just sustained.

checked the carts” on the East wing the day
before,

3, Observation on 10/20/16 at 10:18 AM on the
East medication cart #1 showed 1 blister pack of
Furosemide 20 mg tablets had expired on
8/31/16; 8 of 30 tablets remained in the pack.

4, Observation on 10/20/16 at 10:35 AM of the
East medication room refrigerator shawed 1 box
of Bisacody! Suppository 10 mg had expired on
&6/16; 18 remained in the box.

5. Observation of the West unit medication cart at
9:35 AM on 10/20/16 showed a Glucagon
Emergency kit {treatment for low blood sugar)
had an expiration date of 8/2016, Interview at that
time with RN #1 confirmed the kit was available
for resident use,

6. Review of the policy titled, "Medications:
Storage of," dated June 2018, showed "...3. No
discontinued, outdate, ordetetiorated
medications/solutions are available for use in this
facility. All such medications/solutions are
destroyed".
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F 431 | 483.60(b), (d), (&) DRUG RECORDS, F 431 \
ss=D | LABEL/STORE DRUGS & BIOLOGICALS orrective Actions
The facility must employ or obtain the services of The South Unit Med Cart#2 is locked
a licensed phammacist who estap}ishes a system when the nurse steps away from the
of records of receipt and disposition of all cart; and is being monltored by the Unit
controlled drugs in sufficient detail to enable an Manager.
accurate reconciliation; and determines that drug
records are in order and that an account of all Others Potentially Affe
controfled drugs is maintained and periadically cted
reconciled. Residents who reside on the South Unit
Drugs and biclogicals used in the facilty tust be ave ihe potential to be affectad by this
labeled in accordance with currently accepted P :
professional principles, and include the )
appropriate accessory and cau%onary Systemic Changes
instructions, and the expiration date when .
applicable. ! P The Licensed Nurses and CMA's will be
re-educated, on or before 12/02/16 by
In accordance with State and Federal faws, the the DON/designee, regarding the
taciity must store all drugs and blologicals in requirement of keeping medication carts
locked compartments under proper temperature locked whenever the cart s not being
controls, and permit only authorized personnel to actively used; and/or the nurse needs to
have access 1o the keys. step away from the medication cart,
The facility must provide separately locked, Monitoring
permanently affixed compartments for storage of
controlled drugs listed in Schedule i of the The DON/deslignes will audit all
Comprehensive Drug Abuse Prevention and medication and treatment carts daily, at
Control Act of 1976 and other drugs subject to random times, on all units to ensure that
package drug distribuion systems in which the findings will be reported monthly to the
be readlly detected. recommendations; urtii’Stich time as
the QA Committee has determined that
compliance has been sustained.
This REQUIREMENT Is not met as evidenced ' '
by: o
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Based on observation, staff interview, and policy
and procedure review, the facllity failed to ensure
gafe and secura storage of medications in 1 of 8
medications carts (South unit medication cart #2)
during 3 random observations. The findings
wera:

1. Observation on 10/17/16 at 4:48 PM showed
medication cart #2 was placed In front of the
South unit nurse's station. Further observation
showed the cart was unlocked as RN #anda
shident were obtalning medications. The RN left
the student and unlocked cart unattended and
walked down the hallway. Continued observation
at 4:25 PM showed RN #2 had returned to the
cait, obtained medications, and again left the
unlocked cart and student unattended.

9. Observation on 10/18/16 at 11:13 AM ghowed
medication cart #2 was ptaced in frontof the
South unit nurse's station. The cart was unlocked
and unattended. Continued observation showed
multiple nursing and maintenance staff walked
past the cart. The cart remained unlocked and
unattended until 11:25 AM, when an unidentified
staff member pushed in the locking mechanism,
Incking the cart.

3, Observation on 10/18/16 at 1:20 PM showed
medication cart #2 was placed In front of the
South unit nurse's station, The cart was unlocked
and unattended, with no steff members in the
vicinity. Continued observation showed 2
residents and one family member of a resident
passed the cart At 1:24 PM, licensed practical
nurse (LPN) #1 locked the cart

4. Interview with the DON at 10:50 AM on

10/20/16 confirmed the medication carts need to
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be locked, further she stated "It's not ok to leave . Corractive Actions
[the cart] open when dellvering medications to .
residents.” Resident #152 Is receiving wound care,
, T, utllizing appropriate Infection Prevention
5. Review of the policy filed "Medications: and Control techniques since
Storage of”, dated June 2016, showed "...5. 10/20/2016
Compartments containing medications are locked )
wher?'not Sarer T;Teyf? orﬁct?erwduzed to transport Resident #123's Foley catheter
(sécomg::nh:xggsnt?\clud: nbut ;}eenc;t limited to drainage bag and tubing is being
drawers, ...cans and boxes", ' maintained up off of the fioor, and is not
F 441 | 483,65 INFECTION CONTROL, PREVENT F 441 be";tgi T°i"ed over due to tubing
§8=D | SPREAD, LINENS r positioning.
The facility must establish and maintain an CNA staff was re-educated by SDG on
Infection Contral Program designed to provide @ proper hand hygiene techniques in the
safe, sanitary and comfortable environment and dining room and during meal setvice
to help prevent the development and transmission with resldents. Resident#126 is
of disease and infection, receiving proper assistance from staff
during meal service, staff are
(a) Infection Confrol Program performing appropriate hand hygiene at
The facility must establish an Infection Contral mesl service time.
Program under which it =
(1) Investigatas, controls, and prevents infections Others Potentially Affected
in the facility; .
(2) Decldes what procadures, such as isolation, All residents have the potential to be
should be applied to an individual resident; and affected by this practice,
(3) Maintains a record of incidents and corrective
actions related to infections. Systemic Changes
(b) Preventing Spread of Infection Certified Nursing Assistants will be re-
(1)Wh’.“'“ the Infection Control Program educated on proper hand hygiene
defermines that a(;es;dm!eedgxtsgagﬁ;\ fo st techniques during meal service, on or
prevent the spread of infection, the facility mu )
isolate the resident. i ' l it before 12/02/2016 by fhe SDC.
(2) The facility must prohibit employees a ) .
communicable disease or infected skin lesions Licensed Nurses will be rsl—efgugated on
from direct contact with residents o their food, if g?gge%%lene af’;fii ggpteg U“se %u?{:‘g
n techniques to use
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direct contact wili transmit the disease.

(3) The facility must require staff to wash thelr
hands after each direct resident contact for which
hand washing is indicated by accepted
professional practice,

(c) Linens

Personnel must handle, store, process and
transport linens so as to prevent the spread of
infection.

This REQUIREMENT Is not met as evidenced
by:
Basad on observation, medical record review,
staff interview, and poilcy and procedure review,
the facility failed to ensure Infection prevention
practices were followed by staff during 4 random
chservations, Thase practices affected residents
#123 #126, and #152, The findings were.

1, Review of the medical record for resident #1562
showed the resident had multiple wounds on
his/her heel, wrist, finger, and buttocks requiring
wound care and dressing changes. During
observation of wound care on 10/18/16 at 2:25
PM, the following concems were identified:

a. While preparing for the wound care, a
bottle of wound care ¢leanser fell into a trash can
containing discarded wound dressings and cotton
tipped applicators. RN #3 reached into the trash
with an ungloved hand, retrieved the
contaminated bottle, and placed it on the
resident's nightstand, Further observation showed
she used the same hotlle to cleanse 3 separate
wounds.

b, While dressing the butock wound RN #3

obtained a pair of seissors out of a plastio caddy

the DON/designee.

Monitoring

Weekly Infection Control Audits will be
completed by the DON/desighes,
regarding hand hyglene, wound care
infection prevention techniques, and
hand hygiene during meal service,
Audit findings will be reported monthly
to the QA Committee for further
analysis and recommendations, until
such time that the QA Commitiee has
determined that compliance has been
sustained,

SUMMARY STATEMENT OF DEPICIENCIES 1D PROVIDER'S PLAN OF CORRECTION 5)
PREFIX {EACH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX {EACH CORRECTIVE ACTION SHOULD BE COMPLETION
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full of wound care supplies and placed them
directly on the resident's bed shests. Further, the
nurse used the scissors 1o cut the sterle packing
strip that was placed in the resident’s buttock
wound,

c. interview at that time with RN #3 verified
that a bamier should have been placed on the
resident's bad before placing the Scissors on the
sheets, Further, she stated "[ didn't realize |
grabbed the bottle out of the trash, | shoutdn't
have done that"

2. Observation on 10/17/16 at 5:55 PM showed
resident #123 was sitting in a wheelchalr with
hisfher Foley catheter tubing lying on the fioor
below him/her. Continued cbservation showed
the resident rolled over the catheter tubing, and
then back over It again, CNA#1 assisted the
resident out of the dining area and rolled the
wheeichalr over the Foley catheter tubing.

3. Observation on 10/20/16 at 9:13 AM showed
resident #1283 sitting in @ wheelchair in the dining |
area with Foley tubing lying on the floor,

4, Observation on 10/19/16 at 11:54 AM showed
CNA#2 delivered a meal tray fo resident #126,
After placing the tray on the table the aide walked
across the room, picked up & chair using both
hands, and took it to where the resident was
seated, Without performing hand hygiene the
CNA handled the resident's beverage glasses
and utensils as he assisted the resident with
dining.

5. Interview with the DON at 10:45 AM on
10/20/18 confirmed hand hygiene should be
completed prior to feeding residents, and running

over the catheter tubing was an infection control
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risk and not goad practice. Further, she
confirmed scissors used in wound care and
dressing changes needed to be placed on a
barrier in the room and net directly on bed sheets,
Additionally she stated "The wound cleanser
should have been left in the trash and not used.”

6. Review of the policy titled, ‘
*Handwashing/Hygiene", dated August 2014,
showed "...5. Employees must wash their hands
for at least twendy (20) seconds ...g. before and
after assisting a resident with meals.,.”

7. Review of the policy tited, "Infection Prevention
Program Overview', dated May 2014, showed

v A INFECTION PREVENTION
NURSE...Responsibilities may
include:...Implementing evidence-based infection
gontrol practices, including those mandated by
requlatory and licensing agencles, and guidelines
from the CDC..."

483.70(h)
SAFE/FUNCTIONAL/SANITARY/COMFORTABL
E ENVIRON

The facility must provide a safe, functional,
ganitary, and comfortable environment for
residents, staff and the public.

This REQUIREMENT is not met as evidenced
by:
Based on observation and staff interview, the
facility failed o ensure the environment was
maintained in 2 safe and sanitary manner for staff
in § of 5 kitchens (Main, South, East, Rapid
recovery, West kitchens) and other random
locations (the dishroom, the laundry room, and

F 441

F 466
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1. Observation on 10/20/16 at 8:54 AM showed
the clean utility room on the South unit had &
damaged wall. The wall was crumbling in an area
that measured 5 faet by 6.5 inches. Also, the
counterfop and backboard around the sink in the
room were coming apart with areas of loose
material. This damage created a surface that
could nat be effectively deaned,

2. Obsetvation an 10/17/16 at 3:20 PM showed
the floor in the main dishroom had baen removed
and the grout/base of the floor was visible and
was not finished. Interview with the certified
dietary manager at that ime revealed work had
begun on the drain in approximately February
2018, She was uncertain of the completion time
for the additional work which was required to
cover the fioor.

3. Observation In the main kitchen on 10/17/16 at
3:20 PM showed the wall undemeath the garbage
disposal sink was damaged and falling apart.

4. Observation of the East unit kitchen on
10/18/16 at10:50 AM showed an area measuring
6 feat by 1 foot of the floaring near the steamtable
was stained and discolored, There was alsc an
area 3 feet by 2 feet with damage to the wall
inside of the entrance with peeling paint and
gouged areas.

5. Observation of the West unit kitchen on
10/19/16 &t 11:03 AM showed 11 floor tiles near
the steam table which were cracked/chipped, The
wall behind the steam table had damage covering

an area 5 fest by 1 foot. In addition, the door
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the South unit clean utility room). Tha findings
were: Corrective Actions 42/02/16

The damaged wall, countertop and
backboard on the clean utility room on
the South Unit is to be repaired or
replaced,

The maln dish room floor will be
repaired or replaced,

‘The well underneath the garbage
disposal sink will be repaired.

The floor tiles, wall damage and door
frame on the West Unit Kitchen will be
repaired or replaced,

The East Unit kitchen floor in front of
the steam table, wall damages and
peeling paint will be repaired or
replaced.

The floor tiles, countertop edging and
wall damage on both sides of the
refrigerator will be repaired or replaced,

The celling tlles, cabinets, peeling paint
and missing hardware on the South Uni
Kitchen will be repaired or replaced.
The Laundry room floor will be painted.
The celling In the clean linert folding
area will be repaired. The hole in the
wall next to the new dryer will be
_repaired.
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F 466 | Continued From page 25 E 485 = y Affected
frame between the steamtable area and the Al residents have the potential to be
beverage area had chipped paint and gouged affected by this practice.
wood.
. 1. The Maintenance Director or
8. Observation of the Rapld Recovery kitchen on designee will conduct a facility
10/19/16 at 1%:17 AM showed 13 broken/chipped wide audit of all food service
floor tles, missing countertop edging, and areas to ensure that the floors,
damage to the walls on both sides of the cellings, paint and walls are in
refrigerator. good repair. Any Issues noted
7. Observation of the South unit kitchen on in the aydit will be rc.asolved‘
1076 gt 3:35 PM showed 2 damagad celling 2. The “f\a‘“‘fvf}f""e dD"f""t"f_j o
tiles. The tiles had discoloration and a flaking esignee will conduct a facility
surface. The cabinets in the kitchen had missing wide audit on all laundry service
or damaged hardware and peeling paint areas and utility rooms to
ensure that the floors, ceilings,
8. Observation of the laundry room on 10/20/16 at and walls are in good repalr.
10:06 AM showed the floar had once been Any issue noted will be
peinted a gray color and the paint was now wom resolved.
2way in various areas, In addition, therewas a
section of the cefling In the clean linen folding
area that was damaged and coming away. There
was a hole in the wall near a new dryer unit that
exposed the sheet rock and covered an arsa 13
inchas by 2.5 inches. Systemic Changes
Q. interview \Nﬁh the admiﬂimtnf on 10’20’18 at The Maintenance Depanment will be
B:55 AM revealed he was aware of issues in the educated on the regulatory expectations
building and they were in the process of getting regarding the maintenance of floors,
bxd?e?t::\c’: &?{:gt:&?'%;h:m Were no ceilings and walls In food service areas,
1 P - laundry service areas, and utility rooms.
F 514 | 483.75(1)(1) RES F514
88=D RECORDS{JOMPLETEIACCURATEIACCESS!B
LE Monitoring
The facility must maintain clinical records on each
; The Maintenance Director or designee
;f‘:f:é‘g :ﬁgo ngwga? :;::pot;d{‘;;ogssional will complete a random weekly audit of
' five facility service areas with the
FORM CMS-2557{02-88) Previous Varsions Obsolale Event ID;3VKQU Faolly 1D: WYQUZ7 # continustion sheet Page 26 of 28

emphasis on floors, cellings, walls, and
countertops; x 30 days and then
monthly x 80 days. Audit results will be

reported to the QA Commitiee for

further analysis and trending, until such
time as substantial compliance has

heen achleved.
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accurately documented; readily accessible; and .
systematically organized. - Corrective Actions | e
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The alinical record must contain sufficient W7 J0and 31 ¥ 70 &q s
information to identify the resident; a record of the phdedd i T30, Mex [ W
resident's assessments; the plan of care and .
services provided; the results of any &aiie &&c,wuu}d}’ SiY e
preadmission screening canducted by the State;
and progress notes. ,M’/v(? ‘
This REQUIREMENT is not met as evidenced
by: re ntially g
Based on staff interview and medical record Others Potentially Affected
review, the facility failed to ensure medical 1 .
records were complete and accurate for 2 of 26 se: 'dg‘rg s rf si?in‘gt og theﬁEats thbmtth’
sample residents (#40, #125). The findings were: pfa :t; o potential io be afiected by this
1. Review of the 9/12/16 quarterly MDS .
assessment showed resident #125 was admitted Systemic Changes
on 4/25/16, had diagnoses that included urinary . '
incontinence and urinary retention, and had an The Licensed Nurses and CNA's will be
indwelling urinary catheter, Review of a 4/26/16 re-aducated on the process of
physician order showed staff were to track the determining food/fluid intake and
resident's intake and output each shift The racording intake and output, by the SDC
following concerns were identified: on or hefore 12/02/16.
a. Review of the "Resident Consumption
Flow Record” from 10/4/18 through 10/18/18 Monitoring
showed no intake was r@corded on 22 shifts.
b. Review of the resident's output records The Unit Managers will monitor intake
from 10/1/16 through 10/18/16 showed the and output daily on their respective
resident's output V.las not recorded on 23 shifts. units, and report monthly to the QA
AM confirmed the documentation was not analysls and recommendations; untl
complete for the resident's intake and output. such time as the QA Committee has
2. Review of the 9116/16 quarterly MDS determined that compliance has been
assessment showed resident #40 was admitted . .
_ on 6/10/16, and had diagnoses that included
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hypertension, depression and a history of falls.
Review of a 8/20/16 physician order showed staff
were to track the resident's intake and output of
fluids each shift, The following concems were
identified:

a. Review of the intake records from 10/1/16
through 10/18/16 showed the food and fiuid
intake was to be recorded for each meal, and
there were 31 meals with no information
recorded.

b. Review of the resident's output records
from 10/1/16 through 10/48/16 showed the
resident's cutput was not recorded on 5 shifts.

c. Interview with the DON on 10/20/16 at
11:15 AM verified the intake and output records
were not complete.
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