08/30/2017 WED 8:46 FAX @002/042

PRINTED: 07/28/2017

DEPARTMENT OF HEALTH AND HUMAN SERVICES FORM APPROVED
CENTERS FOR MEDICARE & MEDICAID SERVIGES : OMB NO. 0938-0391
STATEMENT OF DEFICIENCIES {X1) PROVIDER/BUFFLIERIGLIA [X2) MULTIPLE GONSTRUCTION {X3) DATE SURVEY
.| AND PLAN OF GORRECTION | .. .\DENTIFICATIONNUMBER: | o RULDING. e | COMPLETED
536034 B.WING , 07/14/2017
NAME OF PROVIDER OR SUPPLIER STREET ADDRESS, GITY, STATE, ZIP CODE -
450 CARING WAY
WESTWARD HEIGHTS CARE CENTER LANDER, WY 82520
*a) D SUMMARY STATEMENT OF DEFIGIENCIES D PROVIDER'S PLAN OF CORRECTION 5
PREFIX {EACH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX {EACH CORRECTIVE ACTION SHQULD BE COMPLETION
TAG REGULATORY OR L3C IDENTIFYING INFORMATION) TAQ CROSS-REFERENCED TO THE APFROPRIATE DATE
. _ DEFICIENCY)
F 000 | INITIAL COMMENTS F 000
A recertification survey wasa cohducted by Submission of the plan  of
gﬁgh;aﬁ;ﬁkﬁ?ﬁs’"g and Surveys on 7/10/17 correction shall not be construed 8/16/17
g ’ as a waiver of this provider’s right
The following common abbravlatians are used to contest any and all deficiencies,
throughouit thls document: nor is such submission an
ADLS: Activities of Dally Liv admission that the facts are as
an A?. Ay rt\i’ﬂ;frgursz XI d; ng ‘ alleged, or that any regulatory
DON:  Dlrector of Nursing . violation occurred.
MDS: Minimum Data Set
RN: Reglsterad Nuree
k‘;’é ,'Z\iceggg,i:rfﬁuﬁa' NUTS% " The following is to be considered
: 55 nt Referance Da Y s
BIMS: Brief Interview for Mental Status our .Cmd'ble Allegation * of
RAl: Resldent Assessment Instrument Compliance.
Less commonly usad abbrevigtions will be
annotated In each deflclancy. !
Z;S; g%ssbol_(ggU%(QS&)&?@JET‘SOSFBL&EVEY F 167 F167 Right to Survey Results — Readily 811617
' Available '
(g)(10) Tha resldent has the right to- Corrective action to resident(s):
The location of the survey binder was
() Examine the results of the cl;rlost recent survay relocated to the corridor as you enter
of the facllity conducted by Fedsral or State the building. Three years of surveys

surveyors and any plan of correction in sffect with

respeat to the facility, and and complaint investigations were

placed in the binder. A posting noting

(@)(11) The facility must- the availability of the survey binder
: { was posted on 8/3/17.
) E?ast In & place readily tlaccesslble to resldents, How problem is identlfied for other
and femily members and legal representatives of
residents, the reslts of the most recent survey of residents and what corrective

actions will be taken: Residents will
be notified of the survey binder

() Have reports with regpect to any surveys, location, availability of three years of

‘ |
{ARORATORY DIREGTGR'S OR PROVIDER/BUPPLIER REPRESENTATIVE'S BIGNATURE w 87 ) OA
R mnishad it

Any dellclency staternent ending with an aslerlak () denotes a deficlency which the Institutlon may be excuead ¥rom carracting providing B i dutdinineyd hat
uther asfefuarda provida sufficlent protaation to the patients. (See Inslruations.) Excapt for nurslng homas, the findings slated above are dlaclosable 90 days
following the dats of survey whather or riot a plan of cormsation ls provided, For nursing homaes, the above findings &nd gigns of parrection are dieclosable 14
days fallowing the dale theee documants aro made avallable io the facllly, If daficlancles are clted, ah appraved plan of corraction s requisite to continued

the facillty.

progren pemiclpl o
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F 187 | Continued From page 1 F 167| surveys and complaint investigations
cerllfications, and complaint investigations made at the next three resident council
respecting the facllity during the 3 preceding meetings. Family members will be
et tne uclty,avalable for any il notified of the location and
to review upon request; and accessibility of the ‘ghrge years o_f

survey and complaint investigations
(iii} Post notice of the avallability of such reports in with a posted Notice of Availability, in
areas of the facility that are prominent and 'the monthly newsletter and monthly
accesslble to the public.  billing statement and through the
newsletter.
(v) The facility shall not make available Identifying .
infarmatian sbout complalnants or residents. Measures/systemic changes to
This REQUIREMENT s not met as evidenced | prevent recurrence: After each
by: ' survey or complaint investigation, the
Based on observation, resident, famlly and staft binder will be updated and three years
interviaw, the facllity falled to post most recent will be kept in the binder.
survey results In a readily accessible place, and .
failed (o post & notice of the avallabliity of facillty Monltor permanent solution: The
surveys and complalnt investigations for the survey binder will be updated by
previous 3 years during 5§ of 5 days of the survey. People Development Coordinator
The findings were: ' after each survey and the
Administrator will audit that it is
1. Observatlon from 7/10/17 to 7/14/17 showed :
thera was a wall-mounted display with a binder complete with the ‘?St .th ree years of
labeled "survey” behind the receptionist desk survey and complaint investigations
acrass from the facliity entrance which contained and the presence of the posting of
the 2016 Form CMS-2567 survey results and notice of availability of results.
plan of correction. Accessing the survey binder Results will be reported at QAPI
required golng behind the receptionist desk. meeting after the survey book has
There was no notics posted to indicate the been undated and checked
avallability of the facllity surveys and complaint pdaiec and checked.
investigations for the preceding fhree years.
2. Interview on 7/1117 at 2 PM with a group of
res)dents ravealed 7 of B residents could not state
where the survay results wers located,
3. Interview with a resldent's famlly member on
714/17 at 10:30 AM revealed s/he was not aware
FORN GMS-2667(02.08) Pravious Verslons Obsalste Event ID; WaR211 Faclity ID: WY0038 If continuation sheel Pege 2 of 41
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exploltation, mistreatment of resldents or
misappropriation of thelr property; or

(iii) Have a disciplinary action In effect against his
or her professlanal license by a state licensure
budy as & result of a finding of abuse, neglect,
exploltation, mistreatment of residents or
misapproprlation of resldent property.

{4) Report to the State nurse aids reglstry or
licenging authorities any knowledge i has of

STATEMENT OF DEFICIENCIES {X1) PROVIDER/SUPPLIER/CLIA (X2) MULTIPLE CONSTRUGTION {¥X3) DATE QURVEY
| /AND PLAN OF CORRECTION [DENTIFIGATION NUMBER: | a. BULLDING COMPLETED
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(X4} O SUMMARY STATEMENT OF DEFICIENCIES D PROVIDER'S PLAN OF CORRECTION 5
FREFIX (EAGH DEFICIENGY MUST BE PRECEDED BY FULL PREFIX (EACH CORRECTIVE ACTION SHOLILD 6C COMPLETION
TAQ REGULATORY OR LEG IDENTIFYING INFORMATION) TAG CROSS-REFERENCED TO THE APPROPRIATE DATE
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F 1687 { Continued From page 2 ' F1g7
survey results were avallable to inspect and could
not identify where the survey binder was (ocated.
Furtner, the resident had been living at the facility
for two years,
4, inlerview with the administrator on 7/14/17 at
10:54 AM confirmed the facllity had failed to
praminantly post a notics regarding the avalfabllity
of facllity surveys and complaint Investigations for
the preceding three years. Furiher, she revealed
the binder had been maved from its previous
location, and confirmad it was not avalieble to
visitors or residents in its current locatian,
F 226 | 483 12(a)(3)(4)(c)(1)-(4) INVESTIGATE/REPORT F 225|F228
ge=L | ALLEGATIONS/AINDIVIDUALS Corrective actlon to resident(s): 81617
Resident #54 famlly was contacted on
483.12(a) The faclllty must- evening of 7/11/17 because the
o resident was discharged on 7/8/17.
(3) Not employ or otherwlse engage individuals Administrator asked ?amlly member to
who- ask resldent about the abuse
(1) Have been found gullty of abuse, neglect, allegation and family notified
exploltation, misappropriation of property, or adminlstrator in the morning of
mistraatmant by a court of aw, 7112/17 that the resident sald, "no no
no, no one ever dld anything to me
() Have had a finding entered Into the State there, it was nothing but top-notch
nurse alde registry concerning abuse, neglect, care. Resident's physiclan was

notifled by Administratar and Director
of Nursing. A thorough investigation
was initiated by the facllity
Administrator and Director of Nursing.
How probiem is identifled for other
residents and what corrective
actlons will be taken:

Interviews with all residents or family
membars when resldent was unable
to be interviawed were conducted.

}
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| including Injurles of unknown source and

actlons by a court of law against an employee,
which would Indicate unfitness for gervice as a
nurse alde or other facliity staff.

(¢) In response to allegatione of abuse, neglect,
exploltation, or mistreatment, the facility must:

(1) Ensure that all alleged violations involving
abuse, neglact, exploitation or mistreatment,

misappropriation of resident property, ere
reporied immediately, but not later than 2 hours
after ihe allegation is made, If the evants that
cause the allegation Involve abuse or result In
serious bodlly injury, or not later than 24 hours If
the evants that calige 1he allegation do not involve
abuse and do not result In serfaus bodlly Injury, to
the administrator of the facliity and ta other
officlals (including to the State Survey Agency and
adult protective services where state law provides
for jurlsdiction in long-term care facllities) In
accordance with State lsw through established
proceduras.

(2) Have evidence that all alleged viclations are
thoroughly investigated.

() Prevent further potential abuse, neglect,
exploltation, or mistreatment while the
Investigation is In progress,

(4) Report the results of all Investigations to the
administrator or his or her deslgnated
representative and to other officlals In accordance
wlith State law, Including to the State Survay
Agency, within 5 working daye of the incldent, and
if the alleged violation s verlfled appropriate
correctlve action must be taken.
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x4 1o BUMMARY STATEMENT QF DEFIGIENGIES D PROVIDER'S PLAN OF CORRECTION *6)
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FF 225| Continued Frorm page 3 F 226 Measures/systemic changes to

prevent recurrence;

All team members were educated on
the Abuse and Neglect Standard prior
lto returning to work. Education was
provided at the All Team meeting on
July 20*, Abuse and Neglect
education will be provided quarterly
for four quarters and then twice per

' lyear as outlined in the inservice
schedule.

Monitor permanent solution:

The Director of Nursing or designee
will conduct a random audit of (5)
residents weekly for 4 consecutive
weeks, then monthly for 12 months.
These residents' records will be
reviewed for allegations. Findings of
the audit will be reported at QAPL.
This plan of carrection will be '
monitored/reviewed at the monthly
Quality Assurance meeting for 12
months or until such time consistent
substantial cémpliance has been met.

FORM CMB-2607(02-86) Previous Verslens Qbsalals

Eyanl ID: WER211

Faeliity \D: WYQ0se

If conlinuation sheet Page 4 of 41



08/30/2017 WED 8:46 FAX

DEPARTMENT OF HEALTH AND HUMAN SERVICES

CENTERS FOR MEDICARE & MEDICAID SERVICES

STATEMENT OF DEFICIENCICS (X1) PROVIDER/SUPPLIERICLIA
AND PLAN OF GORRECTION IDENTIFIGATION NUMBER:

foos/04z

PRINTED: 07/28/2017

FORM APPROVED

OMB NO. 0938-0391

535034

(42) MULTIPLE CONSTRUGTION
|-A BUILRING

8. WING

(%3) DATE SURVEY
COMPLETED

NAME QF PROVIDER OR SUPFLIER

WESTWARD HEIGHTS CARE CENTER

STREET ADDRESS, CITY, STATE, ZIP CODE
1580 CARING WAY
LANDER, WY 82520

07/1412017

(X4) 1D
PREFIX
TAG

SUMMARY STATEMENT OF DEFICIENGIES
(EAGH DEFICIENGY MUST BE PRECEDED BY FULL
REGULATORY DR LEC IDENTIFYING INFORMATION)

D PROVIDER'S PILAN OF CORREQTION
PREFIX (EACH CORRECTIVE ACTION SHOULD

TAG CHOSS-REFERENGED TO THE APPROFRIATE DATE

DEFICIENCY)

{XB
BE OOMPL&I'(ON

F 225

Continued From page 4

This REQUIREMENT is not met as evidenced
by:

Based on medical record review, staff interview,
review of the facllity incident log, and pollcy and
procadure review, the facllity failed to Investigate
and report allegations of abuse for 1 of 8
allegations (resldent #54) reviewed. The fallure
resulted in an Immediate Jeopardy situation
ralated to a possible perpetrator having turther
access to at-risk adulis. The census was 53. The
findings were:

1, Review of a soclal services note for resident

#54 dated 8/20/17 and timed 2:22 PM showed

“(Given behaviors exhibited by {resident's name]
during the day, including threatening staff, telling
therapy that people were trying to rape [him/her]
within the facility, and stating that people were
stealing [his/her] money..." Furthar, tha note
indleated the facility contacted the regional
ombudaman for "infarmation about how to handle
the situation" and "Project Out to discuse

potential discharge plans."

2. Raview of a social sarvicea note for resident
#54 dated 8/20/17 and timed 5:14 PM showed
the resident had a BIMS score of 12/15
{moderately Impalred) and & depressian scora of
3/27 (minimal). Further, the note showed "....
[s/he] spoke about the "people In tha hallways*
peaking In [his/her] room and gossiping about
[him/her]...[sMe] said people out thers keep trying
to come In [his/her] room and touch {him/her] and
do Inappropriate things with [him/her]..."”

3. Interview with the DON on 7/11/17 &t 2:06 PM
revealed all allegations of abuge or neglect
ghould be reported to lhe charge nurse, and then
the DON and adminlstrator to ensure the resident

F 225
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Continued From page §

is safe and to keep the alleged perpetrator away
from the resident and the facllity. The nurse
would then Investigate by assessing the resident
for signs af Injury and the facility cameras would
be reviewed to attempt to identify the perpetrator.
Further, It was revealed even if a resident had a
cognitive defioli, the Incldent Is still Investigated
and all theft, resident-to-resident altercations, and
physical abuse should be reported to local law
enforcemant. The DON was not aware of any
gllegations durlng the previous 3 months.

4, Review of the facllity's incident log between
7/10/16 and 7/10/17 showed no evidence the
facllity had ldentifled, Invesltigated, or reported an
allegation of abuse for resident #54.

5. Interview with the DON and administrator on
7111747 at 3:53 PM revealed soclal services was
part of the facllity's abuse Investigation protocol,
and none of the allegations recorded In the
6/20/17 soclal servics notes were Invesfigated.
Further, it was revealed the adminlstrator became
aware of the allegations on July "5th or Gth” and
the DON became awara on July 10th; however,
no Investigation was Inltlated at that time, The
regigent discharged from the facllity on 7/8/17.

6. Review of the palicy and procedure titied
“Abuse and Neglect Prevention Standard” last
ravised on 312017 showed *...IV. identification: A,
All tearn members will be observant for any
resldent or team members' conditions that might
bs Indicative or predictive of potentlal abuse
andfor neglect, such as susplcious brulsing,
withdrawn behavlors, stress, change In
bahaviors, eto. All observations of suspected
abuse should be immediately reported to your
supervisor or the facllity administrator. If @ crime

F 225
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ia suspected, the Elder Justice Act requires all
Individuals {o report...V, Investigation A, All
allegations of abuse and/or naglect will be
Investigated and reported In accordance with lhe
state ang federal lawa. B, In the situation of an
allegation of abuge, the following people will be
notified Immedlately: Adminigtrgtor, DON, and

- | Saclal Services...VIl. Reporting/Response

Reporting must be made to the Administrator or
Deslgnea and other officlale (Including, State
Survey Agency and/or APS where state law
provides for jurlédiction in LTC faoliities) in
accordanoe with atate law through established
proceduies, Follow the state’s specific reporting
guidelines and requirements. Any alleged
physical, mental, verbal er sexual abuse;
mistreatment, neglect, misappropriation of

| resldent's property, ("Propérty” includes

medlcations), explojtation, or Involuntary
saolusion of & resident by a team member s to
be reported to the proper authorities,.."

7. On 7/71/17 at 5:06 PM the adminlstrator and
DON wera hotifisd of the Immediate jeopardy
gituation that had the potential to affect all
residents because the facllity had falled to
investigate and report an allegation of aébuse. The
facilty's action plan Included the following
corrgctive aclions: :

. An Investigation of the allegations of abuse
was Initiated on 711/17. ‘

.b. Al Interviawable residents, and family
members of residents who were not Interviewable
were contacted to identlfy any other allegations of
abuse. , ,

¢, All allegations will be Investigated and
reported per the facllity policy.

d. All tearn members wlll be educated on the
Abuse and Neglect Prevention Standard prior to
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resident’s status that will nat normatly resolve
taalf without further Intervention by staff or by
implementing standard disease-related clinical
(ntarventions, that has an impact on more than
one ares of the resident's health status, and
requires |nterdisciplinary réview or revision of the
care plan, ar both.)

This REQUIREMENT Is not met as evidenced
by

gaeed on medloal record raview, staff Interview,
pollcy and procedure review, and review of the
CMS RAI (resldent asssssment Instrument)
version 3.0 manual, the facllity falled to complete
a significant change MDS assessment for 1 of 3
sample resldents (#16) wha required a significant
change assessment. The findings wera:

1. Review.of the 11/8/18 quarterly MDS
assessment revealed resident #19 had ADL

actlons will be taken: An audit of all
current residents was completed by
the interdisciplinary team On 8/4/17.

significant change criteria will be
scheduled and have a significant
change assessment completed.
Measures/systemic changes to
prevent recurrence: Residents who
may heed to be considerad for
significant change assessments will
be discussed weekly at IDT Risk
meetings. The MDS Coordinator or
their designee is responsible for
.|menitoring changes in resident
condition that may warrant a
significant change MDS. The facility's

Any residents identified as having met
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F 225 | Continued From page 7 F 226
returning work.
e. All nawly hired team members are tralned
on hire and prior to contact with resldents,
8. The facillty action plan was accepted on
711217 at 4.36 PM, and the Immediate |eopardy
was removed on 7/12/17 at 7:32 PM. However,
deficlent practice remained at a scope and
saverity of F (widaspread potentlal for harm that
I& not immed|ate jeopardy).
Fsgzg ;‘\?:?I'EEF)Q( tgfé)ﬂgéﬁ;ahrgﬁ‘%%miNSéVE ASSESS F 274 F274 Comprehensive Assess after
Significant Change 8/16/17
(bY(2)(l) Within 14 days after the facility Corrective action to resident(s): A
determines, or should have determined, that significant change MDS was done on
there has been a ?lgnlﬂcar;t changlei In t?: resident #19 on 4/13/17.
resldent's physical or mental condition. (For How bro L . :
purpose of this sectlon, a “slgnificant change” resi dsnt : :3:; f’l:gf';gﬂed tf_o r other
means a major decline or Improvement In the rrective
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F 274 | Continued From page 8 F 274 |new electronic medical records
needs which included (Imited assistance with system, Point Click Care,
tollet use and bathing, and was Independent with (implemented 5/1/17) has a built-in
dressing. Furttiar, the resident had frequent tool to notify MDS Coordinators that a
urinary incontinence, and occaslonal howel e
Incontinence. Review of the 2/7/17 quarterly MDS S'gn'f"’a'?‘ chgnge has occurred when
assessment showed the resident had declined In an MDS is being completed.
status, and required extansive assistance with Education provided to the
dressing, tollet use and bathing, was always’ Interdisciplinary Team on significant
incontinant of urine, and had frequent bowel change criteria by MDS Coordinator.
-| Incantinence. Monitor permanent solution:

Residents who are showing decline or
improvement in one or more areas of
their health status will be discussed

2. Interview with the MDS coordinater on 7/14/17
at 8:25 AM confirmad that a sighlficant change
assessment should have been campleted due to

the changes reflected In the 2/7/17 quarterly MD8 every week during Risk Meetings. If
assessmant In the noted ADL. areas as.well as residents meet criteria for a significant
the change in bowel and bladder Incontinance. change, this will be completed under

direction of the MDS Coordinator or
their designee. This will be
monitored/reviewad by Director of

3. Review of the facllity policy titled "MDE 3.0
Completion”, dated 8/6/15, stated "A significant
change Is defined, according to the RAI Manual,

MDS, as & desline or improvement In a resident's Nursing or designee at the monthly
status that: 1) will not narmelly resolve itself .Quality Assurance meetings for 3
without intervention by staff or by Implementing .months or until such time as

standard disease-relatad clinlcal interventions, 18 substantial compliance has been met.

not self-limiting (for declines only); 2) Impacts
more than one area of the resldent's health

status; and 3) requires interdlsciplinaty review An audit of 5 residén‘cs will be
and/or revision of the care plan, completed by the DON or their

4. Raview of the "CMS RAI verslon 3.0 manual, designee weekly for four weeks,
October 2018," showed "...04. Slgnificant change monthly for three months, or until
In status assessment (SCSA) (A0310A=04)... substantial compliance has been
other conditions may not be permanant but would achieved

have such an Impact on tha resldent's overall
status for more than two wesks that they would
require a gomprehenslva assessment and care
plan revision. For examplg, & hip fraglure may be
viewed as a translent condition but It would

FORM CMS-2567(02-28) Previaus Varslns Obsolsle Event (D: WOR211 Faolilty ID; WYoase If continuation sheat Page 9 of 41
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generally have a major Impact on the resldant's
functional status In more than one area (e.g,,
ambulation, tolleting, ellmination patterns, sctivity
patterns)..." Continued review showed "...Decline
in two or mare of the following...any decline In &n
ADL (activlties of dally living) physical functioning
area where a resident 1s newly coded as
Extensive agsisiance, Total dependence, or
Activity did not occur since last asseesment.
Eurther, the RA| stated a significant change
pssesgment is approptlate when " .. Thereis

| determination that & significant change (slther

Improvement or decline) In @ resident's condition
from hjsfher baseiine has occurred &8s Ind(cated
by compasison of the resident's current status fo
the most recent Comprehenglve agsessment and
any sibsequant Quarterly assessments...” .
483.20(b)(2)(ll) COMPREHENBIVE ASSESS AT
LEAST EVERY 12 MONTHS

(b)(2) When required, Subject to the timeframes
presaribed in §413,343(b) of this chapter, a facillty
muet conduct & comprehensive agsessment of a
resident In gccordance with the timeframes
gpecified in paragraphs (b)(2)(l) through (lii) of
thia section.- The timeframes prescribed in
§413.343(b) of this chapter do not apply to CAHs.

(lif) Not less than once every 12 months.
This REQUIREMENT s not met as evidenced
by: ‘

Based on medical record review, staff Intarview,
and review of the CMS RAl Manual, the facllity
falled to complete a comprehenelve assessmernit
within 366 days after the most regent
comprehensivé agsessment for 1 of 8 sample
resldents (#19) who required an annual
assszsment. The findings were:

F 274

F 275

F275 Comprehensive Asseas at least every 12
months

Corractlve actlon lo resident(s): A quartarly
assgesment was completed on 2/7/17, but it
ehould have been an annual assessmant.
When the ercor was discovared, an annual
MDS was completed on resident #18 on
3722117,

How problem is Identifled for othsr
regidents and what corractive actions will
be taken: Tha MDS Coordinator completed an
audl of afl ourrant residents on 8/2/117 to
determine that they have had an annual
assessmen( within 366 days of thelr previous
annual assessment,

Measuras/systemic changes to prevent
recurrence: MDS Coordinatars will work
logether to schedule and varlfy dates and
assessment typea, A copy of the ARD
calandar will be given lo the Administrator and
DON monthly, outlining which assessments
(quarterly and annual) are due that month. A
Jiat of the last assggsmants that wers

8/16/17

FOAM CMB-2687(D2-58] Previous Versione Obadjals

Event ID: WaBR21}
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(d) Use, A facllity must maintain ali res/dent
assessments complated within the previous 16
months In the resldent's active record and use the
regults of the assessments to develop, review
and revise the resident's comprehensive care

i plan.

483.21
{(b) Comprehensive Care Plans

(1) The facliity must develop and implement a
comprahensive person-centered care plan for
each resident, consistent with the resident rights

potentlal for weight loss have current

ETATEMENT OF DEFICIENCIES (X1} PROVIDERISUPPLIER/CLIA {X2) MULTIPLE CONSTRUCTION (%3} DATE SURVEY
AND PLANOF CORRECTION | IDENTIFIGATION NUMBER: | A piLDING .. | COMPLETED
535034 B. WING 07/114/2017
NAME OF PROVIDER OR SUPPLIER STREET ADDRESS, CITY, STATE, ZIP OODE
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2 PROVIDER'S PLAN OF CORRECTION )
PO | o DEFGIENGY MUBT P PREGEDED AY FULL PREFIX (EAGH GORRECTIVE AGTION SHOULDBE | compuinon
TAG REGULATORY OR 1.8C IDENTIFYING INFORMATION) TAG CROSS-REFERENCED TQ THE APPROPRIATE DATE
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F 275 | Contlnued From page 10 F 275 completed on all residents In the pravious
‘ a@lactronic MDS record system will be made
1. Review of the MDS schedule showed resident avaiiable to the MDS Coordinators fo use to
#19 had an annual comprehensive MDS verlfy last annuat assessment dates‘. MDS ,
assesament with an assessment reference date Coordinatars afe sware °fr;2§j;?1°l1“ rements far
(ARD) of 3/21/17, Further review showed the | an annua overy '
resident's prior comprehenalve assessment had ' Monltor permanent salution: Routine audits
an ARD of 2/9/16, a dlfference of 406 days. will ba compleled by the Diractor of Nursing or
: thelr designee fo audit assessment type and
i 2. interview with the MDS Coordinator on 7/14/17 dale. These audits will be complsted on §
at 8:25 AM confirmed there had not been a rosldents weekly for four weeks, manthly for
comprahensive assessmant completed within three months, then quartarly and as needed.
366 days of the prior comprehensive asseasment Audit records will be reviewed by the QAP
with tha ARD of 2/9/16. committae untll such time consistent
substantlal compliance has been achlevad as
3, Review of the "CMS RAI version 3.0 manual, dstermined by the commitiee.
October 2018," Ohapter 2 reveaied "...The ARD
of an assassment drives the due date of the next
assessment. The next comprehensive
assessment Is due within 386 days after the ARD
of the most recent comprehenslve agsessment..."
F 279 483.20(d):483.21(b)(1) DEVEL%% F 279 F279 Develop Comprehensive Care Plans 5/16/17
88=n | COMPREHENSIVE CARE PLA Corrective actlon to resident(s):
483.20 The care plan for resldent #22 was

reviewed by the interdisciplinary team
and updated ss indlcated. The care
plan for resident #8 was reviewad by
the Interdisciplinary team and updated
as indicated.

How problem Is Identifled for other
resldents and what corractive
actions wlill be taken: An audit was
completed by the (DT on 8/3/17 to
ensura that all residents who have
incontinence, significant welght loss or

care plans and Interventlons.
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set forth at §483.10(c){2) and §483.10(c)(3), that
inoludes measurable objectives and timeframes
to meet a resldent's meadical, nursing, and mental
and psychosoclal needs that are dentified in the
comprehensive assessment. The comprehenslve
care plan must describe the following -

(1) The services that are to be furnished to attain
or maintain the resident's highest practicable
physical, mental, and psychosocial well-belng as
required under §483.24, §483.25 or §483.40; end

() Any services that would otherwise be required
under §483.24, §483.25 or §483.40 but are not
provided due to the resident's exarcise of rights
under §483.10, Including the right to refuse
treatment under §483.10(c)(6).

(i) Any speclalized sarvices or apacialized
rehabillitative eervices the nursing facllity wil
provide as g rasult of PASARR
recommendations. If a fecliity disagress with the
findings of the PASARR, It must indlcate its
rationale In the resldent's medical record.

(iv)In consultation with the rasident and the
rasldent's reprasentative (s)-

(A) The resldent's goals for admission and
desired ouicomes.

(B) The resident's preference and potential for
future discharge. Facllitles must document
whether the resident’s deslra to return to the
community was essessed and any refarrals to
local contact agencles and/or other appropriate
entitles, for this purpose.

BTATEMENT OF DEFICIENCIES {(X1) PROVIDER/SUPPLEER/GLIA (X2) MULTIPLE CONSTRUCTION (X3) DATE BURVEY
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FREFIX (EACH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX (EACH GORRECTIVE AGTION SHOULD BE COMFLETION
TAG REGLLATORY OR LSC IDENTIFYING INFORMATION) TAG CROSS-REFERENGED TO THE APPROPRIATE DATE
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F 279 | Continued From page 11 278

Measuraes/systemic changss to
prevent recurrence: Residents who
have had any changes are reviewed
during our weekly risk meseting and
care plans are reviewed by the
interdisciplinary team to ansure that
they are current. Additionally,
resident care plans are updated with
acute changes as they occur.
Education has been provided to the
IDT team expectation of maintaining
current care plans.

Monltor permanent solution:
Waekly audits will be completed by
the Director of Nursing or thelr

| designee to ensure that care plans for

‘incontinence and welght loss are
current. These audits will be
completed on 5 residents weskly for
four weeks, monthly for three months,
then quarterly and as needed. Audit
records will be raviewed by the QAPI
committes until such time consistent
'substantlal compliance has been

iachleved as determined by the

gommlttee.
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Contlnued From page 12

(C) Discharge plans In the comprehenslve care
plan, as eppropriate, in accordance with the
requirements set forth in paragraph (c) of this
sectlan, ,

This REQUIREMENT is not met as evidenced
by:
Based on staff interview and medical record
raview, the facllity failed to develop
comprehensive and individusilzed care plans for
2 of 12 sample residents (#8, #22). The findings
were:

1. Revlew ¢f the B/20/17 admigslon MDS
assassment showed resident #22 had diagnoses
which Inoluded diabates mellltus, constipatlon,
hyperilpltiemla, and copnltive communidation
deficlt THe resident's BIMS acore was 8 (geverely
impalred). The resldent requjred limited
asslstance of 1 person for eating, and hada
welght of 137 pounds. The following concerns
wera [dentified: S

a. Raview of & "Nutrition/Dietary" note dated
5/16/17 and timed 9:20 AM showed the résident's
diet was regular and the registered dietician {RD}
recommended a change-to fimfted concentrated
ewaets (LCS) related to the diabetes dlagnosls,
and a multi-vtatmin eyery day related to varied
ordl Intake. Further, the documented welght at
that time wae 136 pounds,

b, Review of a "Nutrition/Dietary" nole dated
6/7/17 and timed 1:33 PM showed "IDT
[Interdieciplinaiy team) review of welght. Residant
continues to have poor po [by mouth] intake.
Reeldent may have acuie (liness. New order for
UA obtalfied. Taking supplements. Will continue
to obsarve weekly." . :

¢, Review of 2 "Nutrition/Dletary" note dated
86/21/17 and timed 1:62 PM showed "IDT review
of continyed welght loss. Resldent continues to

F 279
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eat very small bites If at all. Resident is currently
on a liquid dist until a [slc] escphagram Is done.
Welghts wlll be updated as avallable. Continue
weekly monitoring and progress from
esophagram,”

d. Revlew of a "Nutrition/Dietary” note dated
6/28/17 and timed 4:20 PM showed "Welght
review: Current welght Is 100.6# [pounds]
(6/26/17), 14.5% welght dacline past 30 days,
25% welght deoresse past 180 days. Current dist
Is LCS diet with Breeze suppisment at meals,
Oversll deoline reported...[resident name] le cued
and fimltéd assist at this time In the main dinlng
room for meals...RD recommends change dlat,
offer meal fortification, offer ahocolate
healthshake at meals, Offer 80c¢ twocsl
[supplement] TID [ihree times per day]..."

. Raview of a "Nutritlan/Dletary" note dated
7/6/17 and timed 2:62 PM showed "80 Day
Nutrition Review: Current weight la 983
(7/6117)...15.7% welght decrease past 30 days,
26.8% welght decline past 180 days. Significant
welght decline past 30-180 days. Current diet Is
Thin Ligquids due to posalble strlcture. Resident I
diabstic but not ourrently. on diabetlc dlet while on
thin liquld dlet...Resident Is assisted at meals In
main dining room or in [Ris/her] room...No new
nutritlenal recommendations at this ime."

f. Review of “Walghts and Vitals Summary”
showed & 5/17747 welght of 137 pounds, a
672117 welght of 124.5 pounds (10% welght
loss), & 5/28/17 welght of 117.6 pounds (17%
waight loss), a 6/11/17 weight of 108 pounds
(28.2% welght |oss), a B/21/17 welght of 100
pounds (37% weight logs), and a 7/8/17 welght of
58 pounds (39.7% welight loss).

g. Revlew of the care plan showed no
evidence a nutritlonal care plan wae developed or
implamented.

(x4) 1D SUMMARY STATEMENT OF DEFICIENCIES ) PROVIDER'S PLAN OF CORREQTION (Xg)
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h. Interview with the DON and dietary
manager on 7/13/17 at 5:06 PM confirmed the
resident's nutritlon care plan wag not developed.
Further, it was ravealed a care plan should have
been developed related to the resident's identified
welght loss and need for Interventions.

2, Reylew of the admisslon MDS assessment
with an ARD of 5/22/17 showed resldent #8 had
triggered care areas which Included fallg,
depresslon, urinary tract Infection and
Incontinence of howel and bladder, The resident
was asseesed as having problems with both short
and long term memory. The assesament further
showed the resident requlred extansive
psslstance with transfers, dressing, toilet use and
personal hygiéne, and s/he was chartad as
alwayg incontinent of both bowel and bladder.
The following concerns were |dentified,

g. Raviaw of the "Inllial/Interdisciplinary Care
Plan® dafed 5/15/17 showed in the area of
bowel/biadder continence, the resident was
marked as Incontinent of both bowel and bladder.
There were check boxes for interventions which
included tolieting plan, bladder retralnlng,
catheter, pads/brisfs and ostomy, however, none
of the Interventions were checked.

b. Revlew of the Care Area Asgeeament
(CAA) workshest, dated 5/27/17 showed:
"Realdent |s currently always Incontinent of
bladder, Requires 1-2 person assist for her task
of toligting." The contributing factors checked for
tha resident's Incontinence Included paychological
or psychiatric problems, urinary trect Infaction,
urinary urgancy and need for assistance In
tollsting, Parkinson's disease, depresslon, and
use of anfidepressants. Tha CAA care plan
conslderations stated the overall objective for the
1 care plan would ba improvement, slow.or ,
£ORM CMS-2587(02.98) Pravlous Verslons Obsolate Evant I0:WORZ1Y Faalllly ID: WY0D36 If contintration shaet Page 16 of 41
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minimlze deacline, avold complications, and
minimize riska. Further, the CAA riotad "Requlres
1-2 persop asslst for task of talleting. Recelving
OT, PT and ST [occupational therapy, physical
therapy, speach therapy] seryices ourrently.
Decreasa the numbar of bladder Incontinent
eplsodes. Dacrease the amount of assistance for
{hig/her] task of tolleting and promote
Independence as able." ‘ ,
¢. Review of the resident's care plap, inltiated
5/27/47 and last updated 7/13/17, llsted
Incontinence only a8 problem related to falls.
Interventions to prevent falls included "Anticipate
and maet resident's needs PRN (as needed]" and
"Resident will be evaluated for bowel and bladder
program.” The care plan did not provide detalls:
on the assistance the resident neaded for
toileting, or Intarventions to decrease the number
of bladder Incontinent eplsodes &8 described In
the CAA, '

F280 | 483,10(c)(2)(Hlliv.v)(3),483.21(b)(2) RIGHT TO F 280| F280 Right to Participate in Planning 2
55=0 | PARTICIPATE PLANNING CARE-REVISE GP Care 816/
483.10 Corrective action to residentgs): A
()(2) The right to participate In tha development three-day Hourly Elimination Diary Is

and implementation of his or har person-centered being completed on resident #8.

plan of care, Including but not limited to: How problem is identified for other
. residents and what corrective

j(i) 'lrhde; "E'th tol pﬁtrttict%atst{% tlhg lp:gnn:ns_pmfesf. actions will be taken: An audit was

ncluding the right to Identify Indlyiduals or roles to

be Included in the planning process, the right to com dp'eiedh“ 8{12’;7 to ensure t:‘f‘t all

request meetings and the right ta requést residents have had a three-day Hourly

revislons to the psrson-centered pian of care. Elimination Diary completed. If it was

' determined that a resident does not

(1), The right to partlcipate In establishing the have a current three-day Hourly

expect?dfgoi': rfgd °u;cgngg§nf care, the fyfe. Elimination Diary, or it has not been

amount, frequency, and duration of care, and any completed correctly, a new three-day

other factors related to the effectiveriess of tha"__ | diary has now been initiated. |
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F 280 | Continued From pege 16
plan of cara,

i (iv) The right to receive the services and/or ltems
included in the plan of care.

(v) The right to see the care plan, Including the
right fo sign after significant changes to the plan
of cars,

' (c)(3) The fecllity shall inform the resident of the
right to particlpate in his or her traatment and
 shall support the resident in this right. The
 planning process must--

(i) Facllitate the Inclusion of the resident and/or
residant represantative.

(W) Include an assessment of the resident's
strengths and needs.

(ill) Incorporate the reskient's personal and
cultural praferences in developing goale of care.

483.21
(b) Comprehensive Care Plans

F 280 Measures/systemic changes to
prevent recurrence: The
ADON/Restorative nurse will be
responsible for initiating and ensuring
completion of the three-day
elimination diary per the facility's
operating standard. Nursing staff will
'be reeducated on completion of the
three-day Hourly Elimination Diary.
The ADON or their designes will be
responsible for review and evaluation
of the elimination diary and the bowel
and bladder assessments to
deterrnine individualized care
planning.

Monitor permanent solution:
Weekly audits will be completed by
the DON or their designee on the
completion of three- day elimination
diaries. These audits will be

four weeks, monthly for three months,
then quarterly and as needed. Audit

completed on five residents weekly for -

(2) A comprehensive care plan must be- records will be reviewed by the QAPI
committee until such time consistent
EL) Davelope;d wltlhln 7 days afte{ completion of substantial compliance has been
& comprenenglve assessmant. achieved as determined by the
(Ily Prepared by an Interdisclplinary team, that committes.
includes but is not lImlted to—
(A) The attending physician.
(B) A reglstered nurse with responsibliity for the
resident.
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Continued From page 17

(C) Anurse alda with responsibliity for tha
resident.

(D) Amember of food and nutrition services staff

(E) To the extent practicable, the particlpation of
the resident and the resident's representative(s).
An explanation must be Included In a resldent's
madical record if the particlpation of the resident
and thalr resident representative ig determined
not practicatle for the development of the
resident's care plan.

(F) Other approprlate staff or professionals in
disciplines as determined by the resldent’s needs
or as requested by the resident.

(1il) Reviewed and revised by the interdisciplinary
team after each assesement, Including both the
comprahensive and quarterly review
asaesaments.

This REQUIREMENT is not met as svidenced
by:
Based on medical recard review, staff Interview,
and raview of facllity polley and procedure, the
faclity falled to follow care plan interventions for 1
of 8 sample resldents (#8) with developed care
plans. The findings were;

1. Raview of the admiselon MDS assessment
with an ARD of 5/22/17 showed resldent #8 had
triggsred care areas which Included falls,
depression, urlnary tract Infection and
incentinence of bowel and bladder, The resident
was aseessed as having problems with hoth short
and long term memory. The assessmant further
showed tha resldent required extensive
asslétance with transfers, drassing, tollet use and

F 280
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persona| hyglene, and s/ihe was charted as
always Incontinent of both bowel and bladder.
The following concerns were [dentified:

a. Raview of the care plan created on 6/16/17
showed an intervention "Resident will be
evaluated for bowe! and bladder program.” This
intervention wae dated 6/27/17.

b. Revlew of the resldent's medicel redord
showed an "haurly elfminatlon dlary" had been
fllled aut on 7/1/17 and 7/2/17. The directions on
the form stated "Keep a Pally Bladder Digry for @
minlmum of three (3) days to éstablish ari
Incontinent resldent's volding and: eliminztion
pattern. Check the resident every hour and
complete this chart...Every effort shouid be made
ta racord-elimination Informatlen avery hour x

| [times] 72 hours to determine If there 1§

pattern”

2. Intarview on 7/14/17 at 10:18 AM with the

.DON reveslad the ADON was responsible for the

facility's bowe! and bledder, program, but the
ADON was no longer employed with the faclilty.
She stated sfter looking at the ADON's records
that "some projects were not finished." She was
unabls fo provide evidenoe that & full evaluation
had been completed on the resident as care
planned on 6/27/17, and further was unable to
provide evidence a bowel and bladder evaluation
was performed on admisslon.,

3, Review of tha facllity pollcy titled “Bowel and
Bladder Management Standard" showed the
following:

a. "A resident who has a cathetar orls
incontinent of bladder (elther an ddmisslon or

| duting thelr stay) will be Identified, assessed and

provided appropriate treatment and services to
achlgve or malntaip as much normal urinary

4) | SUMMARY srAi’eMENEOF DEFIGIENGIES D ()
SR (EACH DEFIGIENGY MUST BE RRECEDED BY FULL PREFIX (EACH CORREGTIVE ACT|ON SHOULD BE COMPLETION
TAG REGULATORY OR LEC IDENTIFYING INFORMATION) TAG CROSS.REFERENGED TO THE APPROPRIATE DATE
o ‘ DEFICIENGY) ’
F.280 | Continued From page 18 F 280
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Continued From page 18
function as possible, this Includes the prevention
of urinary tract Infections....”

b. "Resldents with fecal incontinence must
recelve the appropriata treatment and services fo
restore as much normal bowel function as
posslble.”

. "Asgsassment Toole: ,

Hourly Elimination Diary - started 3 days
after admisslon and to be completed by day 7 of
resident stay

Bowsl Assessment - Done on admisalon,
quarterly, annually, and with significant change...
This assesament |s complete after 3 days of
Hourly Admisslon Diary Is completed by not later
than day 8 of admisslon.

Bladder Assesament - Done on
admisslon, quarterly, annually, and with
significant change... This assesament is complets
after 3 days of Hourly Admisslan Dlary Is
completad by not later than day B of admisslon.

Inéontinense Summary Gulde - Atool to
asslst In formulating comprehensiva summary to
asslst In formulation of Bowel and Bladder
Program.”
483.26(e)(1)-{3) NO CATHETER, PREVENT UTI,
RESTORE BLADDER

(e) Incontinence.

(1) The facllity must ensure that resldent who is
continent of bladdar end bowsl on admission
recoives services and assistance to.maintain
continence unless his or her clinical condition Is
or becomes such that continence |s not possible

to malntaln,

(2)For & resldent with urinary Incontinence, based
on the resident's comprehensive assessment, the
tacllity must ensure that-

F 280

Fa15; F315 No Catheter, Prevent UTI, Restore

Bladder

“Corrective action to resident(s):

| Resident #43's physician was faxed
'on 7/14/17 by the DON requesting
~orders for use of urinary catheter.
When it was not returned promptly,
the DON re-faxed the MD on 7/17/17
requesting orders for catheter. The
physician responded on 7/19/17 that
the resident could have the catheter

8/16/17
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| catheterization was neceseary;

(i) A rasldent who enters the facliity without an
indwelling catheter Is not cathetarized unless the
resident's clinleal condltion demonsirates that

(il) A resident who enters the facllity with &n
Indweliing catheter or subsequently recelves one
Is agsnssed for removal of the catheter B8 aoon
83 possible unless the resldents olinleal conidltion
demonstrates that catheterization Is neceasary
and

(1ll) A resldent who Is Incontinent of bladder
receives approprlate treatment and services to
prevent urinary traot [nfections and to restore
continence to the extent possible.

(3) For a resident with fecal incontinence, based
on the restdent's comprehenslve sssessmenl, the
facllity must ensure that a resldent who Is
incontinent of bowel recelves appropriate
ireatment and services ta restore as much normal
bowel function as possible.

This REQUIREMENT Ig not met as evidenced
by:

Based on observation, resldent and staff
intérview, and medical record review the facllity
failed to ensure resldents admitted with indwelling
cathetars wera assassad for removal of the
catheter for urinary catheters 1 of 1 sample
resident (#43) with Indwalling catheters. The
findings were:

1. Revlaw of the medical recard for resident #43
showad s/he was admltted on 7/3/17 with
dlagnoses that Included a perl-rectal abscess.
Observation on 7/41117 at 8:38 AM showed the
rasident had a Faoley cathater. interview with the

(X4) ID PROVIDER'S PLAN OF éORRECTICJN X6
PREFIX (EACH DEFICIENGY MUST BE: FREQEDED BY FULL (BACH CORRECT)VE ACTION SHOULD BE °‘°M,§LE“°"
TAG REGULATORY OR LEC IBENTIFYING INFQRMATION) CROBS-REFERENCED TO THE APFROPRIATE ATE
DEFICIENCY)
F 315| Cantinued From page 20 E 315|discontinued unless there was a

contraindication. Per progress note
by charge nurse on 7/19/17,
"Recaived return fax with order to
remove cathaeler unless
contraindicatlon. Resident has peri-

| gluteal abscess and states
understanding that catheter Is in place
to facilitate wound healing."
Resident's catheter was removed on
7127117 after wound VAC therapy was
discontinued, Resldent discharged to
_home on 7/28/17. Diagnosls for use
'of catheter on this resldent was rectal
abscess (requiring wound VAC
therapy).

How problem is identified for other
residents and what corrective
actions wlll be taken: An audit will
be completed by the Staff
Development Coordinator/Infection
Control Nurse or their designee to
ensure all residents in the facility with
catheters have orders for use with
appropriate diagnosis. If orders are
not present for catheters, these will be
.obtained by the physician.
IMeasures/systemic changes to
prevent recurrence: Licensed
nurses will be educated by the DON
and SDC/ICN on the necessity of
obtaining orders and diagnoses on

FORM CMS-2667(02-6) Pravious Varslons Obsolele
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{d) Accldents.
The faclilty must ensure that -

(1) ‘The resident environment remains as free
from accident hazards as is possible, and

' (2) Each resldent receivas adequste supervision
and assletance devices to prevent accldents.

(n) - Bed Rails. The facllity must attempt to usa
appropriate alternatives prior to Installing a glda or
hed rail. Ifa bed or side rall [s used, the facllity
must ensure correct Installation, use, and
malntenance of bed ralls, Including but not limited
to the following elaments,

(1) Assess tha resldent for rigk of entrapment
from bed rallg prior to Installation.

(2) Revlew lhe risks and benefits of bed rails with®
the resident or resident representative and obtam

that orders for uge are in place. These
audits will be completed weekly for
four weeks, monthly for three months,
then quarterly and as needed. Audit
records will be reviewed by the QAPI
committee until such time consistent
substantial compliance has been
achieved as determined by the
committee.

F323 T'ree of Accident
Hazards/Supervision/Devices

Corrective actlon to resident(s):
The art supplies from resident #24's
desk were removed and placed ina
locked office. They are now stored in
the resident's room in a storage box.
IResident # 19 was assessed by a

8/16/17

STATEMENT OF DEFICIENCIES: N paownzwsuppuemcu,« '(X2) MULTIPLE CONSTRUGTION (X3) DATE SURVEY
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PREFIX (I:ACH EFIU]ENCY MUST BE PREQEDED BY:FULL . PREFTX (EAGH CORR CT%EACT!QN SHOULD BE COMPLETION
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- residents with catheters. Education
F 315 Co?;im.;edt F;:otn;lpage 21 o sthe had th F 315\will be pravided on the bowel and
res|dent at that ime revealad s/hne na e ladd f
cathater placed while in the hospital related to bladder stand‘grd t_o ||ce_n s?d nurse
his/her wound. and order verification within PCC.
The SDC/ICN will identify at the
2. Review of the admission orders dated 7/3/17 . weekly Risk meeting residents with
showad no evidence of a physlolan's order for the catheters. ensure orders and
Foley tatastar. Review of the post-apérative note . T btai
dated 6/19/17 showed the Foley catheter was diagnosis are obtained and
placed Intra-operatively, assessment/care planning have been
completed.
3. Interview with the DON on 7/13/17 at 5:30 PM
confirmed the resldent did not hav? an order for .[Menitor permanent solution:
the Foley catheter and a physiclan's order was Routine audits will be completed by
required the ADON or their designee on all
F 323 | 483.25(d)(1)(2)(n)(1)-(3) FREE OF ACCIDENT F 323" ) esignee on a
§8sE HAZARDS/SUPERV!SIONIDEVICES residents with catheters, to ensure

!
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. nurse using a pre-restraining
F 323 Continued From page 22 F 323 evaluation and the enahler bar was

- | Informed cansent prior to Instaliation. removed by maintenance department
How problem is identifled for other

(3) Ensure that the bed's dimenslons are Y !
residents and what corrective

approprlate for the resldent's size and weight.

This REQUIREMENT is not met as evidenced - |actions will be taken: The leadership
bg: 4 o observal il el team did room searches and removed
ased on observation, medical record review, inail clippers, scissors, nail files from

and staff intarview, the faclity falled to ensure o ' L
! [resident rooms. Thase items were
d or . .
itams that could cause Injury wara seclre also kept in the med room, in bags

attended In 1 of 2 resident hallwaysa (100 hall).

Further, the faclity falled to agsass 1 of 5 sample with resident identification written on

resldents (#19) for safety with enahler bar use. them. They are available to be
The findings ware: checked out by the nurse when
needed, and are to be returned to the
Pples Siway to be locked in the med room.

rooms of residents #9 and #12. The art aupplles

Included scissors, markers, watercalor palnts, a An audit was completed on 7/28/17 by

pencll sharpener, glue, and some other ltems, At Social Services to identify all residents
the time of the observation, no one was present who currently have enabler bars. Per
with the art supplies, and tha supplies were not DT review. residents who have

ly sgcured, !
safely se ‘ enabler bars that do not need them for
2. Review of the 5/8/17 admlssion MDS bed mobility or assistance with
of 4 (severely impalred), had a depression scors 'the maintenance department. Al

of 2, and had exhlbited no behavlors at tha time

'| of the assessment. The following concerns wers residents with current enabler bars will

Identifled: | dated 621 be checked to make sure that a pre-
g, Review of a progress note date 7 i :

and timed 4:46 AM showed "Resident having @ restraining evalt;ationgzgﬁ mpleted,

hard time adjusting to roommate. Feals the room measurements have

s [hla/hers], Resident found eltting on roommate documented, care plans state that

by CNA prior to 2200 {10 PM]. Resldent had to be enabler bars are in place, and a

coaxed back ta [his/her] slde of the raom. No therapy screen has been requested

further Incidents thie shift." b These will be
b, Review of a progress note date 8/2/17 and for use of enabler bars.

timed 11:08 PM showed the resident was "very reviewed guarterly as part of gach

agitated” and wanted to "preak a window or resident's MDS assessment process.
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F 323\ Continued From page 23

§ something §0 | can get oul of here and go home." :

: c. Review of a progress note dated 6/18/17

| and timed 7:38 AM showed the resldent became
i "very agitated" at approximately 11 PM because

! another resldent was in his/her bathroom.

. Resident #8 called the other resident an

| inappropriate name and slammed the door. The

i resident cantinued to escalate as avidencad hy

| "speaking loudly that nobody else shauld be In

i [his/her] bathroom and verbalizing

| anger/frustration.” Further, the note indicated the
; facility implemented a "plan for safety” which

| Included moving the resldent into a private room

with & "non-shared restroom."

! 3. Review af the 6/21/17 admission MDS
agsessment showed resident #12 was usually
understocd and understands, had a BIMS score
i of 3 (seversly impaired), had a deprassion score
of 3, and had exhibited no behaviors.

4. Observation on 7/12/17 at 2:.03 PM ghowed the
| art supplies continued to be unsecured and 4
staff members were in the hall near them. The
stalf members left the area where the supplies
ware [ocaled and did not secure them,

; 5. Observation on 7/12/17 at 2:18 PM showed an
" unidentifled staff member assisted resident #12
into his/her room. The art supplies remalned
unattended and unsecured.

8. Observation on 7/12/17 at 3:03 PM showed
resident #12 laft his or har room end sloppsd at
the desk where the art supplies were located. The
resldent handled items on the desk, shuffled
papers, laid them down agaln, and then returned
to his/har room. :

Measures/systemic changes to
F 323 prevent recurrence: Residents who
‘wish to have a scissors and who have
the cognitive ability to be safe, they
will be provided a bandage or safety
scissors. Any other resident need for
scissors will be handled with
assistance from facility staff. On
admission, residents and families will
be informed about not bringing
scigsors or other potentially unsafe
items into the building. Staff will be
educated on the expectation that they
are aware of potentially unsafe items
and that they secure and report these
items to their supervisor,

Upon discharge from the facility,
enabler bars will be removed from
resident beds by maintenance. The
IDT has developed a checklist to be
usad to verify reoms have been
cleaned, equipment has been
removed, and that if enabler bars
were present, they have been
removed. This checklist will be given
to maintenance and housekeeping by
social services when residents
discharge. If an enabler bar needs to
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7. Observation on 7/12/17 at 3:10 PM showed
resjdent #12 left his/her room and grabbed a box
of faclal tissues off the desk where the art
supplles were located and threw the box on the
floor, An unldentified staff member approached
the resident and asslsted him/her back Into the
room, The art aupplies remained on the desk

i unattended and uhseécured.

8. Observation on 7/12/17 at 3:14 PM showed
rasident #12 left his/her room and was standing
by the desk with the art supplies. An unidentified
CNA approached the resident and then convinced
him/her ta return to his/her room.

9. Obsérvation on 7/12/17 at 3:26 PM showed
resident #12 wandered down the hall and stopped
at the deek where the supplies were located. Two
t unldentified staff members approached the

{ resident and communicated with him/her and
then both &taff members walked away from the
resldent. At that time, the resident went back to
desk and stood near It. An unidentified staff
member returned to the resident and aaslsted
him/her baolc Into his/her raom,

| 10. Observation on 7/12{17 at 3:41 PM showed
ragident #12 left histher room and weni fo the
desk where the art supplles were located. The
resldent handled papers and ltems on the desk,
then et the itema down agaln. At no time during
observation dld resident #12 handle the scissors
even though they remained accessible,

11. Observatlon on 7/12/17 at 3:43 PM showed
resident #12 attempted to leave the facillly
through the exlt door near the desk. Staff
approached the reeident and assisted him/her
back to his/Her room;

maintenance applies the bar,
measurements will be taken by
maintenance and provided to MDS,
who will complete a Pre-Restraining
Evaluation and list the enabler bar
measurements. The MDS
Coordinators will review the pre-
restraining evaluation quarterly,
determine if enabler bar(s) are still
appropriate to be used, ensure that
measurements of the bar is
documented, and send a therapy
screen for evaluation of enabler bar
use.

Monitor permanent solution: The
Director of Nursing or their designee
will complete weekly audits of five
resident rooms for scissors and other
potentially hazardous items and
enabler bar use on residents. These
audits will be completed weaeskly for
four weeks, 'and monthly for three
months. Audit records will be
reviewed by the QAPI committee until
such time consistent substantial
compliance has been achieved as
determined by the committee.
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12. Observation on 7/12/17 at 4:57 PM showed

Continued From page 25

the ert supplies ramalned on the desk unattended
and unsecured,

13. Interview with the administrator on 712/17 at
6:568 PM confirmad that sclssors would be a
safety risk for resldents with cognitive
impairment, Further, It was revealed that the
facliity did not allow residents to keep scissors or
any other itermn that could present a risk to haalth
and safety of the resldents,

In regards to enabler bars:

Review of a quarterly MDS assessment dated
21117 showad resident #19 had a BIMS score of
8 (moderately impalred) and had dlagnoses
which included unspecified lack of coordination
and non Alzhelmer's dementia, Observation on
7/10/17 at 4:68 PM showed the resldent was not
In bed. ‘The bed had an enabler device In place
on the outside of the hed and the cther side of the
bed was agalnst the wall. The device was
designed to have § gaps between the bars which
were large enough for the resldent to place
hisfher limb through. The gaps measured 3 1/2
Inches by 4 Inches, 4 1/2 inches by § 1/2 inches,
and 2 inches by 6 Inches. Revlew of the
resident's medical record showed no avidence
that a safety assessment was campleted,
Interview with the adminlstrator on 7/14/17 at 1:34
PM revealed an asgessment for safety of the
devica had not baen completed.

483.25(g)(1)(3) MAINTAIN NUTRITION STATUS
UNLESS UNAVOIDABLE

(¢) Assisted nutrition and hydretion.

F 323

F 325
Avoidable 85=G

F328 Maintain Nutrition Status Unless

8/1e/17
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FF 325 { Continued From page 26 F 326 Corrective action to resident(s):

! avidence a nutritional care plan was developed or

(Includes naso-gastric and gastrostomy tubes,
both percutansous endoscopic gasirostomy and
percutaneous endoscopic [ejuncatomy, and
enteral fluids). Based on a resident's
comprehensive assessment, the faollity must
ensure that a resident-

(1) Maintains acceptable paramaters of nutritional
status, such as usual body welght or desirable
body walght range and electrolyte balance, unless
the resident's clinical conditlon demonstrates that
this is not posslble or resldent preferences
indicate otherwlze;

(3) Is offerad a therapeutic diet when there 1s &
nutritional problem and the health care provider
orders a therapautle diet.

This REQUIREMENT Is not met a& evidenoed
by:
gased on medical record review, and famlly and
staff Interview, the facliity falled ta identify and
implement nutritiona! Interventions to prevent
walght loss for 1 of 3 sample resldents (#22) with
slgnificant welght loss. This fallure resulted in 8
24% welght logs [n 28 days for resldent #22. The
findings were:

1. Review of the 5/20/17 admisslon MDS
aseessment showed resident #22 had dlagnosss
which included diabetes mellitue, constipation,
hyperlipldsmia, and coghitive commiunication
deficlt. The resldent's RIMS score was 3 (severely
impaired), and s/he raquired limitad assistance of
1 person for eatirg. The resldent had a welght of
137 pounds. Review of "Welghts and Vitale
Summary” showed a §/14/17 welght of 136.2
pounds. The follawing concerns were identlfied:
a. Review of the care plan showed no

Rasldent #22's nuirltion care plan was
corrected to include current
Interventions, dletary preferences, and
diagnostic test completed 7/27/17,
Records were obtained from assisted
llving centar where resident lived prlor
to admission and from the local
hospital to see what resident's
baseline welght was before
admisslon. The attending Physician
was notlfled that the resident's
baseline weight prior to admission
was 118-120 pounds. This was
recorded in IDT progress notes as
wall. Resident's weight has steadily
increased and resident Is now #105
as of B/2/17.
| ..

How problem is identifled for other
residents and what corrective
actions will be taken: An audit has
been completed on all residents who
have significant weight loss or are at
risk for weight loss, to make sure that
they have current care plans and
interventions, that physicians and the
dietician have been notified, and that
the IDT has discussed nutritional
interventions.
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Implemented.

b. Review of a nursing note datad 6/16/17
and timad 1:56 AM showed ", Remalned in room
this evenling for dinner by request due to baing
tirad from the maove. Abls to take mediaations
whole without diffloulty...”

c. Réview of a "Nutrition/Distary" note dated
5/16/17 and timed 9:29 AM showed the resident's
diet was "regular” and the registered dieticlan
(RD) recammiended & change to limited:
concentrated swests (LCS) related to the
diatietes diagnosls and & multl-vitamin every day
related ta virled oral Intake, Further, the
documented weight at that time was 135 pounds.

d. Review of "Welghts and Vitals Summary"
showed &6/17/17 weight of 187 pounds and a
5/21/17 weight of 124,56 pounds (12:6 poundg or
9.1% wéight loes In 4 days).

a. Interview with the registered dietician on
771417 at 11:26 AM revealed she did not bellave
she was notlfled of a significant welght loss In the
waok after the resident was admitted. Further,
she stated she would have bean cancerned about
a 12.5 pound wejght lose In 4 days.

f. Raview of "Welghts and Vitals Summary"
showed a 5/24/17 welght of 121 pounds, a
b/28/17 welght of 117.56 pounds, and a 8/31/17
weight of 118 pounds (21 pounds or 16.3%
welght loss In 14-days). There was no evidence
the facliity Implementad Interventions to prevent
further weight loss.

g. Réview of the hursing nota dated 6/2/17
and timed 6:23 PM showed ", Famlly also
wanted to know how much resident had besn
sating; this RN reported that Intake had been
between 26+75 percent for most meals, thaugh
[s/he] occaslonelly refuss fslc] @ meal."

h. Review of & "Nutrition/Dletary” note dated
6/717 and tired 1:33 PM ghowed "IDT
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F 3256 ; Continued Fram page 27 F 325 Measures/systemic changes to

.prevent recurrence: Residents with
significant weight loss or at risk for
significant weight loss are reviewed
weekly by the IDT during Risk
'meetings. The IDT determines new
nutritional interventions and updates
the resident's plan of care at this time.
Significant weight loss will be
communicated to the resident, family,
and physician, as well as the facility's
consultant dietician, The dietician will

| document recommendations for
interventions for individual residents.

Education will be provided to the IDT
and nurses on expectations of
interventions related to significant
weight loss.

Monitor permanent solution:
Routine audits of five random’
residents will be completed by the
Director of Nursing or their designee
to ensure that residents who have
weight loss have current care plans,
dietician reviews, and nulritional
interventions have been implemented.,
These audits will be completed weekly
for four weeks, monthly for three
months, then quarterly and as
needed. Audit records will be
reviewed by the QAPI committee until
such time consistent substantial
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i showed a 6/7/17 weight of 117.5 pounds, a

Continued From page 28
[Interdisciplinary team] review of weight. Resident
continues to have poor po [by mouth] intake.
Resldent may have scute lliness. New order for
UA obtalned. taking supplements. Wil continue to
ohserve weekly." .

| Ravisw of the June 2017 MAR showad the
resident was ordered a multi-vitamin on 5/18/17;
however, a caloric supplement was not ordered
until the resident recelved an order for "Boost
Breeze" on 6/16/17.

J. Review of "Welghts and Vitals Summary"

6/11/17 welght of 106 pounds (11.5 pound or
8.7% welght loss from previous welght 4 days
prier), and 8/14/17 welght of 104 pounds (33
pound or 24% weight loss in 29 days).

k. Review of & nureing note dated 8/18/17
and timed 10:53 AM showed "...Spoke with ST
(speach therapist] t/t [related to] resldent having
possible stricture, will fax MD again for
response/orders.”

I, Interview with the DON and dietary
manager on 7/13/17 at 6:05 PM confirmed the
resident's nutrition care plan was not developed.
Jt was revealed a care plan should have been
developed related to the resident's identified
welght lass and neéd for Interventlons. The DON
further revealed the resldent had nausea,
vomiting, and other acute liness they helieved to
gontributs to the welght loss. (

m. Review of the medleation administration
racord for May 2017 showed the resident
racelved an order for Zofran (an anti-nausea
medication) 4 milligrams by mouth every 6 hours
as needed on 5/22/17 for nausea and vomiting,

n. Review of the medication administratlon
record for May 2017 and June 2017 showed the
resident anly received Zofran on 7 out of the 25
days between 5/22/17 and 6/16/17,

F 326| compliance has been achieved as

determined by the committes.
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p. intarview with the rasldent's famlly
members oh 7/13/17 at B;20 PM reveajed the
famlly falt the resident's stay wasn't going well
because the resident continued to decline. The
family stated the rasident did not have Issues with |
eating prior to admitting to the facliity. The family
revesled the resldent never ate “healthy," has
always egtan small portions, and ate better when |
| s/he was offered sweets, Further, the famlly falt
| pressured to have the esophagram performed;
 however, they felt the resldent would not want tha
procedure completed and they declined to have it

performed.
F 329 | 483.45(c)(e)(1)-2) DRUG REGIMEN |8 FREE F 328} £399 Drug Regimen is Free From
gg=D | FROM UNNECESSARY DRUGS Umecessﬁ_y Drsgs 8116117
, 483.45(¢l) Unnecessary Drugs-General,
Each resident's drug regimen must be frae from . corractlve action to resldent(s): A
unnecessary drugs. An unnecessary drug le any request for gradual dose reduction
drug when used-- has bean faxed to resident'’s new

primary physician (resident's prior
primary physiclan moved In July of
2017). The primary physician did not

(1) In excessive dose (including duplicate drug
therapy); or

(2) For excesglve duration; or want a gradual dose reduction on
: resident's trazodone, and provided
(3) Without adaquate monitoring; or ratianale for Its use. Iri the future,
, v . gradual doss reductlons will be
(4) Without adequate Indications for its use; or E requested from the resident's
I neurojagiet.

{6) In the presence of adverse consequences
which Indlcate the dose should be reduced or
discontinued; or

(8) Any combinations of the reasons stated In
paragraphs (d)(1) through (6) of this saction.
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| symptams." Further review of the physiclan office

483.45(e) Psychotroplc Drugs.
Based on a comprehensive assesament of a
resident, the faclllty must ensure that--

(1) Residents who have not used paychotroplc
drugs are not glven thase drugs unless the
medication is necessary to treat a specific
tondltion as diagnosed and dosumanted In the
clinlcal record;

(2) Resldents who uee psychatropic drugs recelve
gradual dose reductions, and behavioral
Interventions, uniess ¢linically contraindicated, in
an effort to discontinue thesa drugs,

This REQUIREMENT Is not met as evidenced
by

Based on medical record review and staff
interview, the facility falled to ensure medicatlons
were used at lowest effectlve dose and
appropriately for 1 of 10 sampled residents (#16)
with psychotropic medications. The findIngs were;

1. Review of tha medioal recerd for resident #16
showed the resident was admitted on 12/13/16
with dlagnoses that Included Insomnla. Review of
the Medlication Adminlstration Record (MAR)
showed an order for Trazodone 50 milligram
(mg), glve 1-3 tablets by mouth as needed for
insomnia, Review of the physlclan office note
dated 7/12/18 showed resldent had chronle
insomnla and "will try a higher dose of Trazodone
to see It this helps with her neuropathlc

note showed resldent took Trazodone 50 (mg)
2.3 tablets by mouth at bedtime. Revlew of the
physiclan office note dated 08/27/16 revesled the
resldent had chronic Insomnia and Trazodone
helped. Further review of physiclan office note
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Measures/systemic changes to
prevent recurrence: After the IDT
Psychotropics Review committee has
determined that a gradual dose
ireduction needs to be requested from
a physician, a request for gradual
dose reduction will be signed by the
IDT and sent to the resident's
‘physician. This fax will then be kept in
the Psychotropics binder until the next
weekly IDT mesting, when the
resident's records will be checked o
see if the fax has been returned from
the physician, signed, with either
orders to decrease the dose of the
medication or rationale as to why
dose reduction was not ordered. If
the physician has been faxed twice
and an answer has not been received,
the DON will contact the physician

|
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showed the resldent was on Trazodene 50 mg
2-3 tablets by mouth at bedtime, Review of
admission documentatlon to facllity falled to show
gvidence of physlclan documentation of rationala
for taking Trazodonae,

2. Review of the 4/6/17 "Request for
Psychopharmicologleal Medication Change"
showed the resident was recelving Trazadane
50mg 1-2 tabs every bedtime. The form was
signed by the physlclan, but made no
recommeandation to reduce the dosage and did
not provide a retionels for continuing the listed
dosage.,

3, Review of the "Antidepressant Medication
Review" form dated 8/19/17 showed a gradyal
duse reduction as having been atterpted on
4/8/17. However, review of the MARSs far Aprif,
May and June 2017 showed no change in the
Trazadone dosage. Review of the GDR dated
6/28/17 showed the physician signed the form but
the saction for the physician documentation was
left blank.

4, Revlaw of the 6/29/17 "Request for
Peychopharmacologleal Medlcation Change”
showed the resldent was recelving Trazadone but
did not indlcate & dosage and did not recommend
a dose raduction.

6. Interview with the consultant pharmacist pn
7114117 at 8:30 AM revealed whan a resldent Is
on a home madication and is admitted to tha
facllity It Is difficult to get the dosage changed and
he was not comfortable with the resident's ourrent
Trazodone dose. Further, It was revealed the
resldent's Trazodone dosage was "normally not
what | would recommend. | would recommend a

X4) 1D y 5
il (EACH DEFICIENCY MUBT BE PREGEDED BY FULL PREFIX {EACH CORRECTIVE ACTION SHOULD BE COMPLETION
TAG REGULATORY OR L8C IDENTIFYING INFORMATION) TAG GROSS-REFERENGED TO THE APPROPRIATE OATE
' PEFICIENGY)
F 329 Continued From page 31 F 328}and request a telephone order for

gradual dose reduction or rationale as
to why it is not ordered.

Monitor permanent solution:
Routine audits will be completed by
the Director of Nursing or their
designee on 5 random residents to |
evaluate if GDRs are being returned
from physicians with rationale or ‘
requests for dose reduction. These
audits will be completed weekly for
four weeks, monthly for three months,
then quarterly and as needed. Audit
records will be reviewed by the QAPI
committee until such time consistent
substantial compliance has been
achieved as determined by the
commitiee,

i
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(e)(1) Therapeutic diets must be prescribed by
the attending physiclan.

(e)(2) The attending physician may delegate to a
reglstered or licensed dietitian the taek of
prescribing a resident's dlet, Including a
therapeutic dlet, to the extent allowed by State
law.
Thls REQUIREMENT [s not met as avidencad
by:

gaamd on observation, medical record raview,
and staff intarview, the facllity falled to ensure an
appropriate therapeutic dlet was served per
physlclan orders for 1 of 12 sample residents
(#10) during meal time. The findings ware:

Review of the "At risk for potential Impaired
nutritional etatug" care plan last revised on
5/22/17 showed resldsnt #10 had Interventions
whioh Included “"Offer finger foods, soup in mugs
and hot cereal in mugs for better meal
consumption.” Review af the medioation
administration record for July 2017 showed the
diet order for resident #10 wae "Regular dlet
Mechanical soft texture, Regular Liquids
consistency, Extra sgg at breakfast" The
follawing concerns were |dentifiad:

a. Observation on 7/12/17 beginhing at 5:36
PM showed the cook preparing meal trays to be
served to resldents during the dinner meal time,
At the serving window was & plle of laminated dlet
cards printed with each resident's name, food

‘resident #10 a diet that was not the

fx4) D SUMMARY STATEMENT OF DEFIGIENCIES D PROVIDER'S PLAN OF GORRECTION {6y
PREFIK {EACH DEFIC/ENCY MUST BE PRECEDED BY FULL FREFIX (EAGH CORRECTIVE ACTION BHOULD 8E COMPLETION
TAG REGULATORY OR L8G IDENTIFYING INFORMATION) TAG CRUSE-REFERENCED TO THE APPROPRIATE DATE
DEFICIENGY)
F 329| Continued From page 32 F 329
low dose, which would be 12.9 mg - 25 mg.”
F 367 483.60(e)(1)(2) THERAPEUTIC DIET F 3671F367 Therapeutic Diet Prescribed by
ss=p| PRESCRIBED BY PHYSICIAN Physician 816117
Corrective action to resident(s):
grapautic Diets
(6) Therap The team member who served

appropriate texture was re-educated
on therapeutic diets and double-
checking resident diet orders. The
team member who prepared the
incorrect diet texture for the resident
was re-sducated on preparing
{herapeutic diets and following
resident diet orders. Resident #10 is
served the correct diet as ordered by
the attending physician. )
How problem Is Identified for other
residents and what correctlve
actions will be taken: All residents
who have mechanically altersd diets
have been Identified. Residants are
sarved the carrect diet per their
physlcian's order. The dietary
manager will do random audits during
mealtimes to ses that residents are all
being served thelr diets as ordered, in
the appropriate texture. Any problems
wlith diets will be corrected
immediately and educatlon will be
glven 1:1 to team members.
Measures/systemic changes to
prevent recurrence; An in-service
will be provided to dlatary team

meambaers on the praparation and
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PREFIX
TAG

SUMMARY STATEMENT OF DEFICIENCIES
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[s}
PREFIX
7AQ

PROVIDER'S FLAN OF dpRRﬁCTION 1XE)
{FACH CORRECTIVE AGQUN SHOULD BE COMPLETICN
GROB8-REFERENCED 70 THE APPROPRIATE DATE
DEFICIENCY}

F 367

F a7t
- §8=D

anttnusd From page 33

preferences, allergles, and dletary orders. Review
ot the diet card for resident #10 showed s/he had
g mechanical soft dlet ordered; however; the
cook placed a regular serving of prime rib,

mashed potatoes, gravy, a vegetable medley end |.

a rall on the tray. The cook then placed the dlet
card on the tray with the plate. When the tray was
picked up by the dletary manager, the card was
placed in a pile for meals that had already been
sarved. The dietary manager defivered the tray to
the resident, placed It on'the table, and asslsted
the resident by cutting the maat with a fork and
knife. The kitchen manager wag asked to verify
the identlty of the resldent and his/her diet order.
She confirmed the Identity,of the resldent, and
upon checking the dlet card, verified the resident
was glven an incorrect meal. Thetray was
ramoved from the table, and the.correot diet
ordered meal was provided fo the resident,
483.80(1)(1)-(3) FOOD PROCURE,
STOREIF’REPARE/SERVE - BANITARY

{1)(1) - Procure food from sources approved or
consldered satisfactary by federal, state or local
autharlfies.

(1) This may Include food items Ghtalned directly
from lacal prodycers, subject ta appliceble State
and local laws or regulations.

(il) This provision doss not prohibit or prevent
facllities from using produge grown in fecllity
gardens, sublect to compliance with applicable
safe growing and food-handling practices.

(ill) This provislon doeenot preclude residents
from consuming foods not pradured by the facillty,

F 367

Farn

e}

[« 8

sarving of correct Thérapeutic diefé tor
residents. Education was provided at
the July all-teem maeting on making
sure that residents receive their
corract diet texture. Education will
again be provided at the August all-
team maeting on the importance of
following therapeutic dlets.

Monitor permanent solution: The
dietary manager will do random audits
on five residents in the dining room to
ensure that residents with therapeutic
diets are served the correct diet.
These audits will be completed weekly
for four weeks, monthly for three
months, then quarterly and as
needed. Audit records will be
reviewed by the QAPI committee until
such time consistent substantial
ompliance has been achieved as
etermined by the committee.

F371 Food Procedure,
Store/Prepare/Serve, Sanitary
Corrective action to resident(s):
Resident #1 did not have any adverse
outcomes related to improper food
handling. The team member who
performed improper food handling
was educated by the Dietary Manager
on using proper hand hygiene and
gloves when preparing food.

8/16/17
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F 371

((2) - Store, prepare, distribute and serve foad In
accordance with professional.standards for food
sarvice safaty.

(I)(3) Have a policy regarding use and storage of
foods hrought to resldents by famlly and other
vigltors to ensure safe and sanitary storage,
handling, and consumption.

This REQUIREMENT s not met as evidenced
by:
Based on observation, staff inlerview, and food
code review, the facllity failed to ensure food was
appropriately handled o prevent contamination
during 1 of 1 meal preparation (evening meal),
The findinga ware:

Obeervation an 7/12/17 at £:13 PM showed cook
#1 prepared meals to serve (o residente, The
coak opened the door to an unheated wall oven
unit, obtalned a plece of fried chicken with his
bare hand, placed it on a plate, and putitinto a
microwave.

Interview with the dietary manager on 7/12/17 at
5:40 PM rovealed the expectafion was for staff to
wear gloves when diractly bandling ready-to-eat
food iterns.

Review of the Food Code, U.8. Public Health
Sarvice, FDA, 2013, section 3-301.11 Praventing
Contamination from Hands showed: “(B) Except
when washing frults and vegetables as speciilad
under...food employees may not contact
exposed, raady-to-eat food wilh thelr bare hands
and shall uzs suitable utensils such ag dell tissue,
spatulas, tongs, single-use gloves, or dispensing
squipment. (C) Food emplayeea shell minimlze
bare hand and arm cotitact with exposed food
that Is not In a ready-to-eat form."

(X4) ID SUMMARY BTATEMENT OF DEFICIENCIES 0 PROVIDER'S BLAN OF CORRECTION e
PREFIX (EAGH DEFICIENGY MUST BE PREOEDED BY FULL PREFIX {EAGH QORREGTIVE AGTION EHOULY BE GOMPLETION
TAG REGULATORY OR LSC IDENTIFYING INFORMATIDN) TAG CROSB-REFERENCED TO THE APPRAFRIATE DATE
’ DEFICIENTY)
iHow problem Is ldentlfled for othar |
Conlinued From page 34 Far residents and what corrective

actions will be taken: All residents
who are served a meal from the
kitchen have heen Identified. The
dietary manager has completed a
food preparation and dining service
audit. The distary manager will
complete audlts during mealtimes to
see that all dietary team members are
handling food correctly. Any problems
with team members not handling food
properly or wearlng gloves will be
immediately corrected and 1:1

education will ba provided.
Measuresisystemic changes 1o

prevent recurrence: All dietary team
members were in-serviced on hand
hygiene and glove use on 7/25/17. All
team members were educated
7/20/17 on using gloves when
handling residents' food. Education
will be provided again at the August
all-team meeting on hand hygianse and
glove use in the dining room.

Monitor permanent solution: The
dietary manager or their designee will
complete random audits on five
residents in the dining room and
kitchen to ensure that residents' food
is handled properly. These audits will
be completed weekly for four weeks,
monthly for three months, then
quarterly and as needed. Audit
records will be reviewed by the QAP(
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F 441 | 483.80(a)(1)(2)(4)(e)(f) INFECTION CONTROL,
ss<k | PREVENT SPREAD, LINENS

(a) Infection prevention and control program.

The facility must establish an infection prevention
and contro! program (IPCP) that must include, at
a minimum, the following efements;

(1) A system for preventing, (dentifying, reporiing,
investigating, and contralling Infectlons and
communicable diseases for all residents, staff,
volunteers, visitors, and other individuats
praviding services under a contractual
arrangement besed upon the facliity assessment
conducted acsording to §483.70(e) and following
accepted natlonal standards (faclity asssssment
implementation Is Phase 2);

(2) Wiitten standards, policies, and procedures
for the program, whioh must include, but are not
limitad to:

(1) A system of survelllance deslgned to Identlfy
possible communicable diseases or infections

before they can spread to other persons In tha
facllity;

(i) When and to whom possible incldents of
gommunicable disease or Infectiona should be
reported,

to be followed to prevent spread of infections;

(iv) When and how lsolatlon should be used for a
rasident: Including but not imited to!

(A) The type and duratfbn of the isolation,
depending upon the infectious agent or organism

(Ill) Standard and transmisslon-based precautions |

committee until such time consistent
F 441 sybstantial compliance has been

achieved as determined by the

committee. '
F441 Infection Control, prevent spread 8/16/17

Correctlve action to the resldent:
The team members that were
identified as not using appropriate
infection prevention procedures were
educated on hand hyglene and
nebullzer cleaning, The nebulizer
mask for the affected resldent was

replaced.

How problem is identlified for other
residents and what corrective
actions will be taken: The Infection
Control Nurse, or their designee will
complete random audits of hand
hygiene in the dining room, during
wound care, and during personal
care. They will also perform random
audits of nebulizer use to ensure that
masks are cleaned after nebulizer
administration. If any problems are
identified during these audits, the ICN .
will provide 1:1 education to team
members on correct infection
prevention procedurgs. Team
members will be educated on hand
hygiene and nebulizer cleaning.
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(f) Annual review. The facliity wilt conduct an

Involved, and

(B) Arequirement that the Isolatlon should be the
least restrictive possible for the resident under the
clroumstances.

{v) The circumstances under which the facility
must prohibit employees with @ communlcable
digease or Infacted skin lesions from direct
contact with resldents or thelr food, If direct
contact will transmit the disease; and

(vi) The hand hyglene procedures ta be followed
by staff involved lh diréct resident contact,

(4) A system [or recording incidents {dentifled
under the facliity's IPGR and the corrective
actions taken by the facliity,

() Linens. Personnel must handle, store,
process, and transport linens so as to prevent the
spreag of Infection.

annual review of lte IPCP and update thelr
program, as necessary,

This REQUIREMENT la not met as evidenced
by: ,
Bagad on cbservation, staff Interview, poliey and
procediire review, and review of profassional
standards, the facllity falled-to ensure .adequate
hand hyglene wag performed during 1 of 3
observations of wound care.(resident #43), 1 of 3
observations of personal hygieng (resident #10),
and during 2 of 2 meal observations. Further, the
facility falled to ensure infection prevention
technlgues were followed for 1 non-sample
resident (#48) who recelved nebulizer treatments,
The findings were.
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FREFIX .(EACH DEFINIENCY MUST BE PRECEDED Y FULL PREFIX |EACH CORRECTIVE ACTION SHOULD BE COMPLETION
TAG REGLLATORY OR L8C IDENTIFYING INFORMATION) TAG CROBE-REFERENGED TO THE AFPROPRIATE * DATE
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Measures/systemic changes to
F 441 Continued From page 38 F 441|prevent recurrence: Nursing and

dietary team m embers have
completed a competency check for
handwashing. Any problems
identified during the competencies will
be handled with 1:1 re-education. All
nurses will complete a clean dressing
competency. Any problems identified
during the competencies will be
handled with 1:1 re-education.

Team members were educated on
7/20/17 on proper handwashing
tachnique. A hand hygiene online
learning module has also been
assigned to all team members on
MyNetlLearning (the facility's online
learning center). A module on wound
care was also assigned to all licensed
nursing staff on MyNetlLearning.
Nurses will be educated at the August
nurse meetings on infection
prevention in the dining room, during
wound and personal care, and
cleaning of nebulizer masks. CNAs
will be educated at the August
department meeting on infection
prevention and hand hygiene. Dietary
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team members were educated on
F 441{ Continued From page 37 F 441 .
hand hygiene/glove use and cross
1. Observation on 7/10/17 at 8:08 PM showed g ;
CNA#4 was assisting 2 resldents to eat. The contamination by the registered
CNA used her right hand to assist both residents dietician on 7/25/17. Pocket-sized
and did not perform hand hyglene hatween hand sanitizers have been purchased
interactions with the residents. Further, the CNA and given to all team members so that
vt provie o6 secon esidant o o fond these can be cartled for use at any
and pro res e of fo i i
with the same hand. At 6:11 PM CNA #4 handled gc"a?"asztﬁ ?ha"d Srzg’,t'zetgsﬁire "
a napkin the secand resldent had in his/her lap, e nurse's station and in
The CNA then turned and gave the first resident & the nurse supply room.
bite without performing hand hyglens. All nursing and dietary team members
2 o0 " JHOM? at 6:20 PM showsd will complete hand hygiene
. Observation on ate: showe ; :
CNA#S5 entered the dining raom without °°mpfte”°’e§ quarterly. All CNAs wil
performing hand hyglene. The CNA obtained a complete peri care com petencies
paper towal and got It wet In the sink. The CNA quarterly. Nurses will complete
toﬁg ?dw'ptat%%r fﬁ\ﬂ:’elaﬁg?hglat‘-z?éig{'gmgabl6 of wound care competencies twice a
a resident, touche rre e . :
shoulder then returned ta the first resident and year'and as nseded. 'Educatlon will :
used the paper towel o wipe the resident's face be given to nurses twice a yearand
and hands. as needed on cleaning nebulizer
3. Ob i 1217 8t 1210 PM showed masks after use. If problems are
. Observatlon an : e . o , . .
staff wera passing meal trays to resldents and 1dent|f|e§i during roundmg‘ or dermg
providing sst up help. The staff did not perform completion of competencies, 1:1
hand hyglene between meal trays. education will be completed and PRN
in-services will be held.
4. Observation on 7/12/17 at 12:21 PM showed
the dletary manager assieted residents during
lunch. She touched a rasldent's shoulder and
hands while the resident was coughing, She then
went to the kitchen servics window, retrleved a
plate of food and a frult cup, and brought them to
a 2nd rasident. She touched the 2nd resident's
napkin, then touched the resident, She then
touched the handle of a coffee cup for a 3rd
resident with her right hand while rubbing the 3rd
resldent's back with har left hand, Next she
touched her own clothing while pulling up her _ .
FORM CMS-2667(02+08) Previoiis Varslons Obsolate Bveni |D; WoR211 Faallity I0: WY0038 - If continuetion ahaet Page 38 of 41
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apron. She visited another table and rubbed a 4th
residant's back, At the same table she wrapped
her right arm around the resident's back and gave
him/her a hug. She then went to the coffes
machine in the dining reom, grabbed the coffes
pot handle with her right hand, poured a cup of
coffee, and replaced the pot. All tasks were
performed without campleting hand hygiene.

5. Observation on 7/12/17 at 12:32 PM showed
CNA #6 was assisting a resident to eat. The CNA
touched the resldent's faet and wheel chalr foot
rasts than entered the kitchen area. Tha CNA
returned with a clothing protector and & glass of
Julee for the resldsnt. The CNA moved to another
resident and asslatad the second regident with
flulds, No hand hyglene was performed,

6. Observation on 7/12/17 at 11:28 AM showad
CNA#3 and CNA#7 assleted resident #10 to the
bathroom. When the resldent was finlshed, CNA
#3 applied gloves and provided perlneal care to
the resldent, The CNA then applled a clean brlef
and pulled up the regident’s pants without
removing the contaminated gloves.

7. Obsarvation of wound care for resldent #43 on
711/17 at 10:25 AM showed the following
£oncems:

a. RN #4 entered the resident's room, did not
perform hand hyglene, put on glovas, and
touched the dressing looated on the resldent's
peri-rectel area,

b, The RN removsad the gloves, pulled opan
the drawers of the nightstand, and locked for
dressing supplles.

¢. The RN laft the raom without performing
hand hygiena.

d, The RN returned to the room with dressing

TGy . D , o
lgRE)le {EAQH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX (EACH QORRECTIVE AQTION SHOULD RE OOMng-%rION
TAG REGULATORY OR LEC IDENTIFYING INFORMATION) TAGQ CROSS-REFERENCED T0O THE ARPROFRIATE DATE
DEFIIENGY)
F 441 Continued From page 38 F 441! Monitor permanent solution: Audits

will be completed by Director of
Nursing or their designee on five
residents concerning infection
prevention during wound care,
personal care, in the dining room, and
after nebulizer adminisiration. These
audits will be completed weekly for
four weeks, monthly for three months,
then quarterly and as needed. Audit
records will be reviewed by the QAPI
commnittee until such time consistent
substantial compliance has been
achievad as determined by the
committee,
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supplies and did not perform hand hyglene.

e, The RN put gloves on, touched the area
surrounding the resldent's wound, cleansed the
area around the dressing, openad the dressing
supplles, and relnforced the dressing on the
wound,

f. Review of the facility's policy titled
Lipplncott Rrocedures-Hand Hyglens, revised
May 12, 2017 revealed “...using an alcéhol-based
hand rub Is appropriate for decontaminating the
hands befare putting gloves. on, after contact with
a patient, when moving from a contaminated
bady sita to-a clean body site, after contact with
wotind dressirigs, after removing gloves..."

8. Interview with the (nfection prevention nurse on
7/14/17 at 10,05 AM revealed hand hygieng was
expected to be performad betwsen each resldent
contsct In the dining roem and upon entéring a
resident's room. Further, she revealed It was,
expected that glove changes would be performed
anytime @& nurse leaves the area when a drassing
change was being performed and after pefineal
care before the staff member touched clean
itarns such as a brief or the resldent's clothing.

8 Observation on 7/11/17 at 9:20 showed
resldent #48 recelved a nebulizer breathing |
treatment, Upon completion of the treatment, RN
#3 placed the mask and chamber on the bedside
table. The following concems were Identified:
a, Interview with the DON on 7/14/17-at 1 PM
ravealed the nebullzer masks and medicine
chambers wera not'cleaned between uses. The
DON stated, "Whean the nebullzer treatment Is
finjshed the nyrse.puts the mask and medicine
chamber In elther a baggy or pink bagin. The
mask and medicine éhamber.are changed weekly

and the tubing Is chafiged manthly. The domestic
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aldes have a log."

b, Review of the PDR 2013 Editlan Nurse's
Drug Handbaok showed nebullzers should be
cleaned after uss.

c. Review of the Natlonal Asthma Edycation
and Prevention Program patient education dated
March 2013 showed, "after sach treatiment wash
the medicine cup and mouthpleca or mask with
warm water and miid soap. Rinss well and shake
off excess water, Alr dry parts on a paper towel..."
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