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' An oh-slte revislt survey was conducted by
, Heaithedre Licenglng and Suivays from 3/7/18 to
1 3/8/18 for all previona deficiencles clted on
i 1118118, in-addition to a new complalrit survey
| was pmmpt%g by complaint intakes WY00002573 ; \
g . and WY00D02576.
¥l F'684. Quallty of Care - F se4| 084 32912018
Bl | s5eG : CFR(s): 483.26 '
 § 483.25 Quality of cara , , L
+ Quality of care Is a fundamental principle that #1 Corrective Action: b
applies'to'all treatment and-care provided to Resident #6 no longer resides in the facliity. -
* facillty rezldents. Based on the comprehensive .
., assessmant of a resldent, the faclity must ensure #2 Identification of Others: \
» that ra_g‘id,e‘ntn récelve treatment and cara in Audit of all falls that occurred within the last
+ accoriante with profeselonal standards of 30 days to determine that neurological
- practict, the comprehensiva person-centered assessments were completed according to
; care pian, and the resldents’ chaicas, Neurological Record instructions by
: ‘tl"p‘ls REQUIREMENT I3 not met us evidenced March 28, 2018.
. Based on madica! racond review, staff intarview, 435 ; )
[ \ . ystemic Change:
: f“d policy and procedure review, tha facllty falled Al falls will be reviewed 5 days per week
; ta ensure ohgoiny comprohangive assessments immim(i
i were completed as necessary for 1 of 3 resldents by the Interdisciplinary Team (IDT) and 2
(#6) who exgerieniced falls, fésulting In a delay in days per week (weekend) by a nurse
tteatment fdr resident#8 who had a fracture. The manager to ensure neurological
| findings were; , assessments have been completed per
_ Neurological Record Inatructions for 3
: ' Raview of tha 11/4/17 admission Minimum Data months.
3 | Set agsessment showed resident #6 had
B ' diagnoses which includad Parkinsan's Disease, All licensed nurses will be educated by
‘ vascular dementla, hypertension, cdtéoarthris, DON and/or designee on the facility Fallg
£ . and chronic obatructive pulmonary disease. Management System for neurological
& ‘ Further, the resident Had a brlef interview for assessments by March 28, 2018.
ol { mental 8tatus score of 1 (saverely cognltively
At - . Impaired). The follawing concerns were identiflad:
e i & Review of the 1/1/18 Interdisciplinaty Poat
i
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Ay deficrency stalamént snding with an asteriak () &énolsa 8 defigioncy which the Institylion may be excused from comaating providing 1t Is dotamnined that |
i+ othar safeguards'provide aufficiart protection to the patiants. (Sas Instnictions.) Excant for nurming homes, the flndings stated ebova sie disclassble 0 aye
. folldiwing Jhe date of survey whattar or not a plan of corrction s provided. For nursing tomas, the above findings and plana of comaction are disclysable. 4

R d:g; ulwlm%datg thess documents ara made avellabls to tha facillly. If deficiencles are oited, an approved plan of camaction Is requisite to cohtinued

\{, Pregram participation.
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Bl 0 (xa)ip | SUMMARY STATEMENT OF DEFICIENGIES D PROVIDER'S PLAN OF CORRECTION _ L pm |
4T PREFC | (EACH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX (EACH CORRECTIVE ACTION SHOULD BE COMPLERON
b TAG REGULATORY OR LBC IBENTIFYING INFORMATION) TAG CROSE-REFERENCED TO THE APPROPRIATE Wl:
A DEFICIENCY) "
. Feadl mamt #4 Monitoring; 3/29/2018
. [ 684 Continued From page 1 F884|  The DON or designee will audit all falld |
‘ E:&gg:: dsmwgd the ’g?'&i“f;gf’;gpo QAP weeKly for a period of thres months to
: Log" for Januar;} 2018 sthed the resident fall at ensure compliance with neurological
6:10 PMan 1/1/18, and had “Bruige/Hematoma® assesament.
and "Comnplaints of Paln." However, review of the . . s
antlrecme;iml record showad the facllty felled to The DON or designee will present the
, perform neurcloglcal assessments. The review results of the audits during QAP for
. showed no evidence the facillty completed any review and revision monthly.
: further agsassmsnts or recorded any additional o
| vital signa untll 1/2/18'at 3:06 PM (20 hours and s
56 minutes after Inltial assessments). o
' b. RevieW of thie profiréss note dated 1/2/18 iE
- and timid 3:06'PM showed the resldent was . _f’;;{:‘
+ [ethargle, pale, end mouth-breathing with shallow ¥

' resplrationé. Further, the regident had a fever of -
' 101.3 degree Fahrenhelt, and oxygen saturation i
readings of 86-90%. The residant was o

. transparted to the hospital by emergency medical :

1 garvices at 3 PM. Th

c. Review of the progress note dated 1/2/18

. and timed 6:23 PM showed the hospital

' emergency room reported the resident had a
‘nonsurglcal fracture" and was being transfarred

+ to another facllity for hospice.

i d. Review of the 1/19/18 "Record Request
Notification” compilated by the health information
manegéer showed thie resident had a fall with

, fractured hip, .

8. Review of the facllity policy titled "Fall

- Management” last reviewad November 2017

 Showed "...When a fall occurs the resident Is
assessed for injury by the nurge...” Further review

| 8howed *... in the event a resident has a fall and it
has been determined they hit thelr head...or it

_ cannot ba determinad If they hit their heed... the

' nursa Inltiates the following actions... Neurologcal

1 checks are campleted and documanted par

¢ Instructions.”
f. Review of the "Neurological Record" form o0
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el shaws the following instructions: "Frequancy:
" avery 30 min [minutes] imes 4, every 1 hour
“1imes 4 hours, avery 4 hours times 24 hours,
every 8 hours for the tamalninig 72 hours, or as
"ordered by a physiclan.”
: g. Interview with the DON on 1/18/18 at 3:45
PM eonfirmiad her expectation was for residents
» with unwitnessed falls to have neurological
' assessinents,.and for residents with falls to have
timely cormprehensive assessmants as raguired.
: She further confirmad the resident did not have
;- " neurological éssessments and timely
iy + comprshansive assasstents.
e : o
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