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The foliowing; cotnmon abbreviations are Used
throughout this doovment;

ADL- Activitles of Daily Living

1 BIMS. Brlaf Interview for Mental Status.
CAA- Care Afea Assessment

CDM- Cerliflad Dietary Manager

-ONA- Cartifiod Nurse Alde

| DON- Dlractor of Nursing

LPN- Licensed Practical Nurse

MDS- Minimum Data Set Assessment
RN- Raglstered Nurse

Lass eommohly used abbreviations will b
- annotated in each deficlency. _
F 226} 483.,13(c) DEVELOP/IMPLMENT F 228

S5K| ABUSEINEGLECT ETC POLICIES .
The facility must develop and implement

e faciity must dovalop and Implement written writtcn policies and proccdures that prohibit

[ policlas and procedures that prohibit mistroatmont, :jc‘:gllcct, and abuso of residents

1 mistréatment; neglect, and abuse of residents and misappropriation of resident property.
snd misappmprlauon of regident proparty. - This will be accomplished by:

A. 1) Resident f 55 was given oue on .

: one-suporvision-on-6/17 te 6/20/14;
[ o o ' On 6/20/14 vosident # 55 was
| This REQUIREMENT s aiot miel as evildenced tranaferred to Mountain View

| Based on ohyarvation, medical record review, _Cjﬁ-"ft‘_“ f-‘;‘ Gerlatslc Psychiatry tu
resident and staff Inferview, and review of facllity Twin I'a s, ID.
policy, the faclllly falled to linplement thelr polley 2) Resident # 27 Skin assessment
and procedures and recognize, repott and ; . <onho on//6/14  Bruising noted on
twestigate Ingldences of resident-o-resident | ' arms. Investigation done and
abuse Involving 1 sample residant (#56), In determined not to be abuse,
-addition, the facliity falled to follow thelr polioy and
pracedura and recognize, report; enhd investigate §
allegations of ‘abuge and Injutles of tnknown

- origihs for 3 of 3 sample resldents (3, #27,
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§En asterlak } denotes a deficlensy which the Institutlon Y Tie oxuused frony cotrecting providing & Is detormsied that
totaclion (6.thd patlants. (Sae hslructions.) Fxespt for nursing homas, the findings siated above are disalosaile 00 deys

3 comreolion is pmv!ded For nureing homes, the above ﬂmllngs and plans of eotrectlon are disclosabla 14
progigm porilcipation.
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| ncluded Alzheliner’s disouse, depiession, and

| sldition, the resident wanderad dally, The

#52) and 1 pon-garnple resident (#68), This
failure resulted In & dstervipation of Inmediate
jeopardy dus to the potential for serlous and
avoldable resident Injury, The findihgs were:

1, Roview of fhe: 6122114 quarterly MDS -
assessment for resldent #55 stiowed diagnoses

psychotic disorder. Review of the assessmant
showed for a cognitive paftern n BIMS score of 0
{Indlcating severs copnitive impalrment) and
physical behaviors directed toward others 4 to 6
tays a weels Included hitting, kicking, grabbing
-&nd pushing. The resklent also displayed verbal
behaviors towsrd Sthers and other behaviors that |
included hitting and scralching Winvhersalf, ]
rummaging and screaming 1to 3 days g week, Ih

following concerns wars Idantiflac:

a. Observation on 6/16/14 ot %45 PM
showed the realdent walking I the hallwey
Independently on the unt, Shewalked toa
resldant who was sltting In-a wheel shalr, grabbed
the-aimn of the chalr, and stood ovar the seated
regldent. The staff pried the resident’s fingers

| GOBHENOCARE CENTER | TORRINGTON, WY 82240
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3) Resident # 52 Skin Assessment
done on 774 0o bruising observed or
poted, no signs of abuse

suspected.

4) Resident # 13 New Skin I
Assessment done on 7/2 biulgingto |
legs noted. Tnvestigation done and
determingd not to be abuge,

B, Implementing the StaffResident
Abuse Investigation form on
£/18/14. This form Includes the
following information and will be
utilized for cach incident identified, |
for all actual and soypected cases of |
abuse, Alleged problam, Wwilness
siatements, administrative action
fuken, findings, & filare netions to
be taken, dale of complaint, date of
investigation initiated, ;
signature/titie, investigation
sompletion date.

€. Weokly skin assessment wiil be -

Hrem-the- wheet-chalrand-sfherelansad thesrmof
the chalr, The residant than leaned swey from
tosident 66, At 445 PM rosldent #55 was
vheetved sltting at a table unaccompanled., .

b, Review of the CNA dbcumentation showed
resident #866 axhiblited the foliowtig abusive
behaviors; L

-done to identify bruises of imknown
oripin,
I, The Social Worker or designes will
provide all siaff re-educated on -
#/18/14 and roviewed again at

On 6/8/14 at 438 PM.,,, atteripled to
strangle analhar resident, wrapped both hisnda
around the résident's neck and staried squoering
and yelling, "This lasted for 30 secongds because |
happanad t sée "

Oh §f26H4 af 2:01 PM.., assalilted

‘ahothier rasidont "hitting and smacking [himfher}

rovsing steff prectings om WI5A4 &

16714 on the following:

a, Identifying abuse and
protecting all residends
from hezards

FORM ORS-2667(02-60) Pravious Varalons Obsolots

Evaat i GYORH

Faoiily 10; WY0o1o

¥ é:on‘i!nuetton shost Page 2 of 33



DEPARTMENT OF HEALTH AND HUMAN SERVICEES W‘;‘:“gﬁﬁfﬂiﬂ%ﬁ’ég
CENTERS FOR MEDICARE & MEDICAID SERVICES i : OMB NO. 0938-0381
| STATEMENT OF DEFICIENGIES {X1) PROVIDER/SUPPLIER/OLIA (K2} MULTIPLE CONSTRUGTION (X3} DATE BURVEY
| AND PLAN OF GORRECTION IDENTIFICATION HUMEER: A BURDING & COMPLETED
¢
, f 7 HRAGAY. B, Wike 06/19/2014
NAME OF PROVIDER OR SUPPLIER | SYREET ADDRESS, CITY, OTATE, ZiP GODE
: 2009 LARANIE STREET
GOSHEN GARR GBNTER TORRINGTON, WY 82240
S0 ~ SUMMARY STATEMENT OF DEFICIENCIES b " PROVIDER'S PLAN OF CORREGTION ’
;5 FIR {EACH DEFICIENCY MUST BE PRECEDED BY FULL FREFIX {EAGH OORRECTIVE AGTION SHOULD BE sovFiaon
T REGULATORY OR LBG IDENTIFYING INFORMATION) TAG 0“033'““5“'333&13,;2,‘: J\I%EAPPRDPRMTE DATE
F 228 Continued From page 2 Faes
{ repeatedly white cursing...” b, Tacilit soli _
| On'6/6/14 at 5:09 PM... "Kissing up on b. 37“',2;‘“ abuse policy and
other residents, Madi other resident __;31“0:. ures,
uhgomfortable.” _ - 6. Btaff/Resident Abuse
- OnB8M0M4-at 10:07 AM ... trled Investigation forin
to grab the breast of another resklent and started E. StafffResideni Abusc Investigation
kissing him/her, . I form wil] be reviowed daily at Dept:
wanei 39;133; fmt;ﬂ ﬁfg;‘é thgorl;!!';nﬁf fﬁtf 1 r‘f*--r-l (A meeting and &t QAPY monthly.
wandered Into other ant reoms interfering A gt . . )
with care, kicked and hit other resldents, E ‘;m fﬂf ldm:(k_’_g ‘.;11]1] l,m lfgpt by. L}Zi
soreamed and oursad at others, Secla Wpi or of all inci gj,nts it the
| . Review of the. nurses' documantation Tacility. Fracking & wending will _—
| showed resident #58 exhibited the following be analyzedat QAPI. '
nbusive beﬂav{g;s: - o : -
Oh 3/28/14 @t 11:20 PM.., sat In different _—_— AR . L
chalrs for brief perlods of time white wendering, Feeihby wuesygadien a8 anstity
{hen sat at a table "swatting" at another residont "D N ().zw)\‘g, y ary sbote ﬁvb i
telling himer to "get out of hera," i ’s et
S 16 58125 AM.. v "lcking Jrmse. fa vTE wes o
| fight" with one resident and putting hands on - . S 2
another resident. Af 5:25 PM... was radireclad i i@% ”M’“‘u J‘WH’} ‘! Q"#&%&‘
Trom hitting feuh resldant and put histher hands on 4 M&Et s S, il Avefe
the back of the neck of a third resident, by . w Ly gl
On 5/8/14 at 6:56 PM... "lrying-to help" it ﬂﬂz'} ot 7.
{another resident to the bathroom then tried to sit
[-on-the-same residant: Later that same day '
{resldent #58 grabbed another resldent's arm and -
{ attempted to ¢hoke a third residant for yelling.
On 6104 at 11:47 PM... "was overly
friendly with iother residents this shift, squéézing
Ini to sit hext'to someone; Smiling and touching
resident's cheeks, squeszing the hand, rubblhy
thelr legs, talking to the [roslidents] in close
proximily Lo thelr face, remalned close even when
othar resldents backed away..."
On 6814 at 1:24 AM restdent #68
leened oh & chalr and put hands on another
resident In the sitting area. The other resident
| yolled and rasldent #55 hit-him/her. Resident #65. _
PO OMB288T(02-04) Provious Virslans Obsolaty £vent [0:6VDPH Faollity {0: Weo0 - 1T sontinustion shaet Page S-0f 33
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-another ragldant with 4 pillow, At 9:32 PM

 behaviors dally from &/11/14 to 8/14/14;

 grabbing them, wandering Into other resldent

| aibuse were:not identifiod and Investigated as

sontinued to wander to different seats, other
residents walked away, and residant #55 followed
the other residents. Later, resident #4685 hit

rasident #55 pushed staff when thay attempted to
fedirect him/her away from other resldents during
the evening meal. The realdent continued 1o yell
end grab other resldents' meals,

~+ The resklent had the following

aggressive behaviors toward other rasidents,

rooms and velling. S

d. Intetview with the DON on 8/17/14 at 4:50
PM rovealed the staff decuimented the residents
behaviors for medicatioh dose raadjustments. e
further stated the incidents of resident to.resldaent

abuse; norware the abuses reported to other
agencles.

2. Medical record review showed resident #27
was admitted to the facllity on 12/31/08 with
diagnoses including nop-Alzhsline's dementia
and aphasia (absence or Impalrment of the abillty

This page lefi blank inleniionally

-notes dated 3194 and 6/16/14 showed the

16/12/14 showod the resident was moderately

| msslstance from statf to complete ADLs, ard _

to spenk). Review of soclal service progress

resident was, "rarsly underatood by others".
Review of the annusl MDS assgesment dated:

cognitively impalred, required oxterislve -

{ exhibitad verbal and physioal behaviors suchas |
| eursing, hitling, and kicking dally. Revlew of tha 1
{are plan updated 6/13/14 idantified the residant |

a6 having disruptive verbal and physical
kehaviors aiid goals were not met, "continuss fo _
fight during cares catising haim o [self] and
othare®, The following eoncerns were identified:

PURM CMS-2557(02-06) Pravious Vorslons Ohudlto Event ID:8VOP1 |

Feality 13 WO D
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‘showed the frulses on the right hand, wrist,

i forearm, and thigh were, "1 smali ciroular ,

{ shaped purple brulses,, residsnt uneble 1o explaln
thrulsing.. [soclal worker] notifled.of brulsing to
{arms and tHigh.” Review of an e-mall provided by -
| the soclel worker dated Tuesday. April 01, 2014

1 showed an emall from an RN, wha no longer

{he resident had clroular shaped bruising and, ")

fright handfarm especiatly).! The soclal worker

workeron 8/19/14 at 11:15 AM vetifled the

Centinued From page 4

8. Review of nursing notes dated 4/1/14
Brough 6/18/14 showed ths resldent had 11
documented incidences of unexplained bruises
andfor skin tears, and © of the 11 Incldences wen
unexplained bruises on.the hands, wiists,
forearms, and thighs, Ii eddition, review of a
nursing note dated 4/1/14 reveaiad the resident
Hiad bruises-on the upper right wrist, right hand,
outerright hand and forearm area, and a yollow
fading-brulse on the Hght thigh, This taview also

worked at thys faclilty, informing the soolal worker

am notifying you because the bruising looks
almost exactly ke fingermarks In some areas

teplied that same day; “While they are clrcular in
shape and could be mistaken for finger prints, |
don't belleve they are.” Interview with the soclal

F 228

This page left blank {ntentionally

1sompleted for the resident.

hruises was not lnvestigated:as potential abuse,
b. Review of faofiity incidents 3/1/14 through

/1814 showed no Ineidents or investigations of

brulses or skih tears of unknown orlgin had bagn

4, Interview with alert and oriented resldant #33
on 6/18/14 at 4:30 PM revealed e/he was aware
that CNA #1 reported an nckience when CNA#2
oused resldent #58 and, “thers was nothing
done." The Interview further showed rasident #58
was unable to vorballze, and could not verily or

deny any allsgations. Resident #33 also stated

BRI OMG-2607(02:69) Previous Vorsions Obsolole Evant EVDPH

Factiy 1 Wyoaio

IFoontinuation sheel Pags & of 33




DEPARTMENT.OF HEALTH AND HUMAN SERVICES. Pmygsgil\%g?{a&?élg

QENTERS FOR MEDICARE § MEDICAID SERVICES OME NQ. 0038-0391
BYATEMENT OF DEFICIENCIES %1} PROVIDERISUPPLIERIGLIA (X2 MULYIPLE CONSTRUGTION ' {X3) DATE BURVEY
AND PLAN OF GORRECTION IDENTIMCATION NUMBER: | &, BEADING ?jt" GOMPLETED

G
. 53A049 B, NG : 06/19/2014
NAME OF PROVIDER OR SUPPLIER BTREET ADDRESS, CITY, STAVE, ZIP CODE
! 2009 LARAMIE BTREET
{3038HEN CARE CENTER TORRINGTON, WY 82240
rgmj 3} SUMMARY STATEMENT OF DEFICIENGIES i D PROVIDER'S PLAN OF CORREGTION {X8)
HEFIX, | {EACH DEFIGIENCY MUST BE PREGEDED BY FULL - BRERIX {EACH CORRECTIVE ACTION SHOULD BB QOMPLETION
TAG REGULATORY OR LSO IDENTIFYING INFORMATION) W | GROSB-REFERENCED TO THE APPROPRIATE DATE
DEFICIENGY)
F 2281 Continuad From page 5 F 226

CNA#2 continued to work with resldents and
thal's why sthe, "folt llke f wasn't taken serlously
and thay didn't ook Into It*. The resldent revealed
CNA#2 was, "rough with the residents that can't
talk for themsalves.” The resident also revealed
flils had besn raported to a nurse who no longer
worked for the facilily.

Interview with GNA#1 on 6/18/14 at 4:40
PM varlfiad she had withessed CNA#Z say to
i tesident #58; "| [f---~] hate taking care of you."
Interview further showed CNA#1 recognized this
as, "verbal abuse", and stated shs; "réported it to
the adminisfrator on 6/12/14" and CNAH2 was
moved to another haltIn‘the facgility, The CNA also
revaaled CNA #2 was “rough with reafdents when
‘Yransferring them, grabbing them by the upper
arms”, which was also reported, The Intarview
‘ additlonaliy showed the CNA stated, "i prabably |
Tose my Job, but | don't care, because [CNA#2] |
does not nsed to be working with fesidants,” CNA
41 denied any steff interviewing him/her or
obtalning a statomenl, after the Incldeit was
raported on 6/12M4.

Review of the incidant reports showed  {
mo foldent for resident #58 for 5/1214. Interview |
with the-admnistrator on 619194 at :60_PM '

Thia page left blank intentionally

denied she was aware of any staff to rasldant
allagations of verbal or phyaical abuse.

' Review of facllity polley:and procedure

Hifled; "Staff Treatment of Resldents-Abuse

P\*eventmn revlewed 1/11 instructed, "D.

!denﬁﬁcation 1. All employees will mcnilcr for any

avidenca thal may constiiute resident abuse. b.l.
Verbalimental abuse by others”, In addition the- |
poliey-and precadure included; "E. Investigation 1.
Tho proliminary investigation must be completed
within 24 hours of first baling reported. 2. The
investigation will vary depending upon the type of
Incident. 3, The Social Worker, or his designee

FORM,.CMS-2507(02-89) Praviaiss Varslons Obsolate Evanl 1% SVIOPH Facllity ID; WY0G10 I continuntion shest Pags & 0f 33
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Lol the Envastigational Form,"

4. Review of the B/6/14. annual MDS assessment |
{ for rasident #52 showed #/he hed a BIMS score

Further, theresident had physlsal behaviorat
Injury. The resident required extensive asslstance

‘bruise to the Jaft hand from hitting the sit-to-gtand
| Hiit while recelving care, At 10:29 PN the nurse

will complste the investigation, 4...Step One-thers
will be a physical assessment of the resident,
There will be an Interview of the. resldent...Step
Two-There wlil be Interviews of all potentlal
Ylthesses. Step Three-Thete will be completion

of 1 Indloaﬂpg savare coghitive Impairment,

symptoms diregted toward others'and behaviors
hat would put him/er.and othars at risk for

for tranafers, personal hyglerie and dress]ng The

following concerns ware Identifled: '
a. Review of the nurses' notes dated 5!8!14'

timed 4:63 PM showaed the resident acquired a

noted a bruise located on the Jeft shin, It was
unclearwhen tha resldent asqulred the brulse.
The note speculated the resident may have
recalved the brulse during the uss of the
sit-to-stand fift There was no infonnation In the
pravious nele at 4:53 PV about the resldsnt
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This puge loft blank intentionally

| additlonal dociimentation to show an Invesstlgation
- was completad related to the neident. - :

{ voimpleted 6/9/14 showed there were 2 brilses:

hittihg his/her.shin. Further there was ne

b Review of the waakly akln assasamcmt

lncated on. tha lsft shln and fhve rght elds of the

1-on the face. |

- somplated on 5/16/14 showed addltional brulses

raouth-w ravious fiotes did

not indloate how thie resldent acquired the
Additional brulses or the reddened ares located

- ¢. Review of the weskly skin assessment

were located on-the loft forsarm, left shoulder and

FORNEGME:2867(02.09) Praviois Varaluns Obaolete

Bvant 10: 6VDPH
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; ;2 brulses o the upper right back, Agaln, thare

{ soratches.
15, Review oé’iha 3131144 quaitery MIIS
¥ nsgegament for resident #13 showead s/he had g

| rasldent did not exhiblt physical or verbal

Fhyglene. The followiny cohearme were ldentified;

nurse's note dated 5/7/14 shoad the resident

Continued FI o page 7

was no documentation to show an vastigation
was completed regarding the brulses.

d. Tha 6/7114 skin assessment Indleatod a
scabto the Isft shinwith & large purple brulse. In
additlon, the resident had soratchas on the right
buttock, Agaln, there was no dosumentation to
show how of when the rasidint acqulred the

BIMS scoreof 3 Indloaling savera cognitive
Impalrment. Further, tho assessment showed the |

behaviors. The resident regulred extensive
agslstance for transfers, dresming and personal -

- 8. Review of the weslly 8kln assessmeant

had abraslons andfor hruises on the lefi antarlor
lower leg, right anterlor lowerteg, and skin tears
located on the left vuter elbow and left outer arm,
Review of the ntirses' notes prior to the
assessment did nof revesl how the resldent
acquired the Injuiles. Review of the incident

1 Hoars to the right foréarm, rght hand and ¥ight
' fourth diglt. Further, review showed the raalctant

F 228

This page left blank infentionally

leports did notshow an investigation was
completed rolaiet to the injuﬂeh

b. Review of the nurse's note dated 5/9/14
showed the resldent fell which resulted fo skin

o. The w:aakly skin assessment completed
B/14/14 showed skin tears located on the right
biceps in addiilon to the right hand. Review of the
nurses' notes from the previous weaek dld not

. ta momnths ndlcating the
f}jurtes noted 2 dﬂya previously were notdie toa |
fall,
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|  brulsing oh each of the lower extierillles, The
| previous skin assessments only showed 1 brulse |
| located on each the ﬂght and left lower sxtramily.

| should be classified as an infury of unknown
1 source when tha saurct of the Injury was not

Injury. could not by explained and ihe injury fs

} observed ab.brie particular polnt In tmeror the

}for residant to resldant abuse, the fachily wid to
take apprapriate steps to protect other residents,

Continled From page 8
Include Information abaut whers tha resldant
aocyuired the Injury foceted on the right Lpper arm,

d. Review of the nurse” s.nole dated 628114
showed the skin assessment Includsed 2 areas of

Revlaw of the nurses' nutes from the previous
week did nqt show.any Incldents of Injury or falls,

8, Raview of fiwe polioy and procedurs for Abuse
Neglect Explaltation of the Incapaocitated or
Yilnérable Adult dated 11/5M 8 showsd Injution
obsorved by any persarior the source of the

susplolous because of tha extent of the Injury or |
the locatlon of the injury ar the namber of injliles

Incldent of Injuries over fire. Further, It showed

prevent further hewivi 16 the reeldents and
eaazess adtions talen for on-golng

F 226

Titis page Ieft blank intentionally

1 offéctiveriess,

{ 7. Roview of tha polloy and pt‘ocecittm Hilad; Staff

gillerla for Identifying {J{)%lbita victlms of ablsé or

Treatment of Residents-Abuse Prevention, dated
1014111 showed all employeas were to monitor
restdents for evidence of abuse, The physical

-1 s¢raichas; culs, &__nd briless,

| Investigations and doaumentation related to the
' ln}una&. desaribed.

neglect included physkeal frauma such ae

&, During an Inierview on 619714 at 2,35 PM, the
administrator verified the fack of additlonal
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F 228
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88=D

the following hnmediate chahges:

 pasidont #56 to help enaure the safely of othor

| resldents fram abuse, including reviewing the

- policy and procedura for abuse, '

transfer resident #55 to another facllity. -

i“f‘.he facility's action plan was accebt_'éé on &/18/14

at 3:40 PM and the Immeadiate jeopardy was
[ femoved on 6/18/14 at 6:30 PM. Howavar,

Lontinued From page 8

On 8/17/14 at 4:40 PM the administrator was
notified of the immedlate joopardy relaied fo
fesiklant-to-rasident abuse and Injurles of
unknown origi. The facility's action plan included

&, One lo one copiniious supervigion for
residents as well as him/Mergelf.
b, Staff education about prowoiing

‘. Alteigemenis for tranaportation to

teficlent practice remalned at & scape-aind
soverlly loval-of an H,

483.20(d); 483.20(k)(1) DEVELOP
COMPREHENSIVE CARE PLANS

A facility must use the resulls of the assessment
o develop, feview dnd revise the resldeni's

F 228

F279

The Taeility must use the results of the
| assessment to develop, review and revise the |
vesident’s comprohensive plao df care. This |

Loomprehensive plan.of cara

“The faclilty Must develop & comprehetisive care
plan for each resident that Includes messurabla
| objectives and timetables to mest a:resident’s

madlcal, nutsing, and mental and psyshosoclal
needs that are identifled In the comprehensive

| will be accomplishied by:
A,

1) Resident # 55 was transferred (o
Monntain View Centor for Geriniric
Psychiatry in Twin Falls, 1D,

2) Residont # 19 care plan updated
to ncludle alnems in place,

-asseasmen{.

| highest practicable physical, mental, and-
| psyehosoolal well-belny as required under

The care plan must describa the services that are
to ba furrlstied to attaln or malntain the resldeil's

monitormg of alatms, and current
inferventions. Completion date
HEn4
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-§463.26; and any services that would otherwlse
be raquired under §483.25 but are not provided
4ue to the resldent's exerolee of rights under
§483,10, including the right to refuse treaiment
urider §483,10{b}{4).

This REQUIREMENT Is ot met as evidenced
by : _

| Based on medical record review, staff Intarview
1 and review:of the policles and procedures the

for 3 of 18 dample residents (#6, #19, #56), The
findlngs were: '

1. Revlew of the 6/22/14 quarterly MDS
assessment for rasident ¥55 showed diagnoses
included Alzhelmar's diseass; depression, and
{ psyohollo disorder. The assessmient showed for
coghltive pattetn, a BIMS score of 0 indlcating
severs cagnitive Impalrmant, Further, physical
beheviors directed toward othére 4 to 6 days »
‘weak Included hitting, kicking, grabbing and
pushing. The resldent also digplayed verbal
behavlors toward others.and otlier behavlors that
fncluded hiitihg and scratching him’hersal,

| facllity falled to ensure the oare plan was updated |

3) Resident # § the restorative care
plan was updated to reflect
interventions to maintain resident's
functional mobility and general
strongth, Completion date 7/9/14

B. Al residents vequire an updated oare
plan to ensurc ohjectives,
interventions and timetables are
chrrent to meet their medloal,
nursing and-mental and
psychososial ngeds, All residents
care plans will be reviewed for
aceuracy of curront care,
Completion date 7/9/14

€. A careplan log will be implemented
on each hall.to document when a

. care plan is updated for DON or

designse to review gt daily QA
meeting, Implemented on 7/17/14

D The MDS coordinator will provide
edudation at the CNA & Nuse
Meetings on 7/15/14 & /16/14 on
the following:

Fimmaging and screaming 1o 3 days a woak,
‘the resident wanderzd dally. The following
vohoems-wers ldentifled;

| - a Review of the nurses' notes and CNA

| documentation for April through June 2014
showed the residerit was physically and-verbalfir

8. Value ofaccurate care
plana as a living document
and follawiig the care
plang,

b Care plun update process

| 1}
abuslve toward other resldents.-Behaviora

Inciuded hitting and wandering Into other resldent ;
rooms disrupting cara. The resident yelled at
other residents who responded negativaly by
yelling and striking back, S/he also made sexual
advances Including kissing, and touching other

| residents breasts.

B A quatity improvement monitoring
tool will be implemented and
completed by the nurse hafl
manager monthly, following the
MDS calendar for chart selection, to

FORM GMS001{02:99) Pravious Verslons Oimalole Byant [ HR
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F 279 | Continued From page 1] F 270
b Review of the oare plan for behavlors last assure care plans are-current with

updaled 8/8/14 showed the residant began to lay

1 ot the flodr and staff ware to make himiher the neads of the rosident,

comfortable If the area was safe, The staff was F. Audlt information will be reported
tiol to disturb the resident bacause sfhe may : moenthly at the QAPT Meeting until
become violént. It did not include the safety of - 50% vompliance hus been achioved

other recidents, Further, the cara plan updated on _ for 3 consectilive months. L s
11714113 showed the reeldent's bahaviors had ' -

rapldly escalated, The 8/28/42 cary plan update
only showgd the CNA was to malntain the safaly

1 of other resldants, It was not updatad after the
resldent's behaviors had escalated related to

| protecting bther raesidents. It did not inclide the
safety mesguras needed to ba taken; under what -
clrcumstarices and whet sltustions needsd to be

| avoldad for the resldent to pravent further

| ®scalation of behaviors toward other residents.
‘The cara plan did not acddress any praventive
measures.”

2. Raview of the 3/30/14 enaual MDS
assessmentfor resldent #19 showsd hig/her
diagnoses Includad Alztisimer's disaase and s/he
hed fallen. The CAA updated 4/3/14 Identiled tha
tasldent-as having the potential for falls and
 frauma. The care plan tpdetod 4/27/14 revealed. | o

|~ “ftheresidant hed sustalned an unwinessed fall
| Revlew of post fallnotes reveeled the resident
had a fall assessment soore of ,"10", identifying 1
the resldent as belng at Aisk for falling, Additional
teview of post fall notes showed a sensor slarm

et
nrotn

was atlached to the bed and chair, however, the

place atthe:ime of the fall and, "did not alarm
staff," Revigw of the vare plan revealed na new

- Interventions were Inftiated fo prevent falls,
Including staff checklng akarms fo ehaure they

- were in plage and functioning properly, The.care
plan was not updated untll 6/16/14, 21 days after-

- FCIRN OMB-2607(02-90) Provius Viralons Obsolote Eveht {0: 5VDP1{1 Facdlity 12: WYQ040 it eontinuation shoet Page 12 of 48
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| the resident fell and sustained & left hp fracture
that required surglcal Intervention,

{ementla, This revlew showed the resident had
limitad rangs ¢f rmotlen in upper eid lower

| physical tharapy‘evaluation showed thi iesldent
TH arlred restoratlve nursing for efely swareness

| therapy follow-up avalustion stiowed o

1 an funciional mobililty, safety awarenoss, and
1 general strengthening.

| rastorative réoords showead testorative nising

{ vias hot provided after Fabruary 2014, Reviaw of
1 e oxra plan, updated on 529/14, showed -

11:85 AM nurslng unit manager & stated

Continued I{mm page 12

8, Revlew of the Bf22/14 quarterly MDS
aseessmentshowsd resldent #5 tiad dlagnoses
that Includad Jumhags and noh-Alzhsimel's

extremities, Used & wheslchalr or walker for
!ocomotion, raquired extensiyve asslstance with
ADLs, and npsded asslstanca 1o balarice dufing
transition and- walking, Review of the 214114
ambulation, Revlew of the 2/27/14 physival

recommendgtion for restorative: nursing to foous

Review of the Fobruaty thratgh Juna 2014

Intatventions regardling rasﬁaraﬂv&z hurging wols
not developad: Durlng an:Interview on 8/19/14 at

F279

}besn Included In lhe carg plan.

1YV, Proceduiv/intervantions: ¢

Interventlons for restorative nurslag should hava -

4, Reviaw-of facllity policy and proctdute fifled,
“Fall Prevention Protodol, reviewed 9/11 showad
wThis nlan of care

281
88=D

Twilt speifically address approashes that wif
-decreass tisk of falls”.
A483.20(K)(3){f) SERVICES PROVIDED MEET

- The sewlcas}pmvfdﬂ_d or arranged by the facility

F‘ROFESSIONAL STANDARDS

F 281

F 281 will bogin on the noxt page
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F 281 Continued:From page 13 P8y
must meet professional standards of guelity, :
‘ghls REQUIREMENT la not met as evidencad - The facility will ensuro that it meots
Based on medlmii recovcé ravlaw=_an§ 'aiarif , ggojzzigﬁsﬁzgd@fm of quality.. This wil
 Intorview, the faolllty falled to nolify the physialan | ' A
| of elevated blood pressures for 1 of 4 wamplo | AL gﬁid‘f'u.# 79 ]_“)'mct‘”fsﬁN“’ﬁ“g
| vesidants (#79). Further, the faclilty fafiad to . And Nurse Managerd wotking with
‘snsure physloal therapy was Inffiated in & timoly | Medical Dir¢ctor fo mplement
-menner for 1 of 1 sample resldents (#48) wrdered blood pressuro paraimeters,  Blood
ta recelve physlonl therapy. The findings were: pressare parameters will be in place. |
ki AGCOI‘dIélg ta the Merck Manuér 19th 'diéi i | by W14 ' |
1. A ) sdifion; _ A Resi onived &
2011, lkshowed for classificationsof L iﬁﬁ?ﬁﬁ?ﬁ?ﬁ;ﬁf ﬁ?ﬁ :iii%t;f;‘
| hypertanslan, normal was less than 120/80, etege |-~ was started on 6/23/14. Resident is
1 hypartonsion was 140-159/90-98 and stage 2 o sontinuing with PT at this time
hypettansion was over 1607100, Futthar, 1t _ B. New guidelines fiom Medical

showed sttoke was a comimon consequence of

Inadequats troatment of hypsrtanston, Director to fmpletent blood

~ Reviaw.of the 3/26/14 quarferly MDS- ] prossure patantefors, To be
asgessment for resident #79 siower s/highad | implemented on. 7/17/14,
| diagnoses to Include hypartension {alevated , €. DON or designes will educate
blood prassure) and GVA (cerebrovascular Licensod nursing staif ox the
accident); Review of the dune 20114 MAR showed : : ollowing on 7/16/14

tha resident raceived the medicatioris Loprassor

and hydrochiorathlazids far hypertension and B Now guidelines for

} Bispin for GVA prophylexis. Review of the nurses’ 1 standurd parameters
notes showed the following blood presstres: On- | - b, Notifying the doctor
"OI6M4: 1671107, /16114~ 148/101, 6({26/14- o _ oltgide those paramelers

| 204/086, 6/8f14-~ 160796, 6/7 14~ 203/07, 6/8/14- ] -0 g 24w, chart check
184/89, 6/11/14.186/93, 618/14. - 180190, Futher | - procedarcs.
review of tho nurses’ nates showad this blood e R TR

| prassures were not re-talken to check aocuraey ut D Chawt audits will be done manthly,

| the time of the: high readings or the physlclan was A minioram of 38 records will be
notlfisd. During an Interview with the corporale reviewed monthly by the RN Nurse
nurse on /1814 4t 4146 PM, she acknowledged Manager or designee.

the nurse should have te-checked the resident's
hlood pressure, She further &tated if the blood

PORM CME-2567(02-0) Pravious Varslors Obsdlale Evais {0 3w Faliy i) Wyoosn I sankiauation sheet Page 14 0f33
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pressure vemsined slevated, the nurse should : o
have notfled the physlclan due to the resldents B Audit infommation will be roported
diagnoass and madlvations. monthiy at the QAPT meeting until
90% compliance has been achieved
2, Raview ofihe B4 quarterly MDS far 3 consecutive months,
nasessment for resident #46 showed the
resident had non-Alzhelmer's demsntia; limlted e
tange of motion In the fower exfremities and used
‘a wheslchair for locomotion. Further review
 showad the resident required supervision with
-ADLs, and had an unsteady galt, but was able to
stabliize withaut staif usslstance, Riview of the
March 2014 to June 2014 post fall sasessmonts
showed the regident fall 11 times. Review of the
physlolan orders showad a physical theuapy
avaluation was requestad on 51344, Dutlng an
Interview oh 8119/14 at 4:06 PN unit manager 2
 stated tha ofder for the ovalueilun find not baen
-glgned untithe week of 6/16/14 and tha
evaluation was schaduled 6/25/14. He further ©
‘stated ho did not know why Gie nursing staff had
| not followad up to ensure the eva[uaﬂmn wcm ]
done timely, i
F 3161 483,25(e)(2) INCREASE/PREVENT DECREASE F3168} : .
55=D | IN RANGE OF MOTION : - 1 'The Facility will ensure that a resident with o |
. , — : . limited range of motion roceives-appropriate
Baaed on the {}Ompl’shei‘islve asseasment of 2 1 treatiment and services to increase rings of
rasldant, the facllity must ensure that & resident totlon wnd/or prevent further decrease in
wilh & Imltod rarge of motion revelvon { ‘rnge of motion, This will be accomplished
appropriate freatiment and setvices to Incrense by: ]
| range of motioh andfor {o prevent further A, 1) Resident # § was raforred for PT |
‘deotaase intangs of motion. " eopsult on 619714, PT ovalusied
and recommended continuation of
' _ vestorative care. Restorative cate
' This REQUIREMENT s not met as svidenced plan in place to reflect interventions
y: : , o maintain residant’s functional
Bazed o gbservation, staff shd family interview
Event 1D: V0PI Faoility {2 Woot0 It continuntion shieal Page 15 of 89
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F #18 { Continued From page 15 Fats:

-and mediodl racord review the Faollity fallsd to
‘ansure restorative nursing was provided for 8 of

Icentified as nesding this service. The findings
Were: :

1. Review of the §/22/14 quarterly NIDS

-that Included lumbego and non-Alzhslmer's
1 dementla. This review showad the residant had

2014 to June 2014 post-fall nsssisments showed
| ihe tesident fell 7 imes. Raview of the 2/4/14

physleal tharapy evaluation showed the resident
required restoratlva nurslhg for safely awereness |

| recommendation for restorative nursing to factis

{ showad the raskiant walked 100 fo 800 feet two

10 sample resldents {45, #18, #48) who were

assesemert showsd resident #5 had dlsgnoses

limited range of moton I upper and Jower
pxtremities, uset a wheslchalr or walker for
locomotion, required extensive asslstance with
ADLg, and needad assistance’ t balance duilig -
transliion:and walking. Revi “whiumy

with ambulation. Review of the 2/27/14 physleal
therapy follow-up evaluatiot showad a

on functional mobillty, safely awarenass, and
general strengthening.
Review of the 2014 restarative records

mobility and general strength,
Completed on 7-8-14,

2) Rusident # 46 received sipned
orders for PT op 6/11/14. PT started

with P'F ab'this thne,

3) Residerit # 19 was referred to PT.
PT was ordered 5/27/14, (OT)
started on /29714 {1 started on
6/02/14. Resident is continuing
with PT at this time:

Allresidents will recetve a mobility
assesgment at adinission.

Quarterly assessments comploted on
all residents to identify ROM
decline,

.. Level One Restorative Therapy
Progeasti implemented on 7718114
All Residents identified as having
ROM dechine will be evaluated For
PT orrestoiative therapy. Goals
and treatment plans will be
established on each resident

on 6/23/14. Resident is continming

Ho-thrae fimes weekly with the restorative skie

{ restorative nurslng wes not providsd aftar.

| February 2014. Revlew of the'tare vlan, updated
| on 62014, showed Iiterventitnis regarding

| restoratlve fiurslng weré nof developed, During an

during February 2074, This review also.showad

purlicipating in restorative therapy
10 assist in achioving & maintaing
his/her highest level of sclf-care and
Independence,

. . The Restorative Therapy RN

Maneger will re-educale nursing

i 0 ¢ : ]
- { sometimas staff assistad the resident to the
- {bathroom and s/lie used a watllcer, but nostly the -

B4t A4S PV, CNAHG stated

resident used the whaslchalr, _

On 6/18/14 at 3:40 PM, the resldent wag
observed walking approximately 20 fest from the
wheslchal o the dining room table. Conllnued:

stafl at CNA & Nuorve Mosting on
July 15 & 16, 2014: -
-4, - Restorative care program
and how nursing staff

TORM OMS2567 (02-90) Pravious Vamlens Obsolale

Event IR SR
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{ obsetvation revealed staff were not present and. : (dant?
the resident used furniture and the fireplacs wall ?lont?b"tis. t‘; m’ld;nt °
for support, At 4:58 PM, LPN #1 saw the resident Hmetional Independence.
standing whils using a chalr for support. At tht B Level One Restorative
fime the LPN got & wheelchalr and directed the Therapy Program
| resident to slt In the whealchair, During an G. A qualley improvement monitoring
Interview on 6/10/14.at 11:36 AW nurslng unit tool wilk be implemented by the
manager #1 stated staft education was needed to Restorative Therapy RN Manager to

fiake staff aware that posiioning the resident in

‘the wheeldhal was not tho best approgch on ensuro that all resident rostorative

8/18/14 when the resldent demonstrated the neods are being met. ‘This audit will |

| deslre to walk. The unit manager also varified - bereviewed at QAPT until 90%
restorative nursing had not beap provided for the " compliance hag besn achieved for 3 23114
tealdent sinos February 2014 and she did not _ sonsecutive months. S

know why It was not confinued after that time.

2. Review of the 8/8/13 admissicn MDS T
assessment stiowed resident #46 had diagnoses | -
that Included non-Alzhelmer's dementls and s/he | -
petformed all ADLg inidapondantly, noliding -~ |
walking-with & walker, This rovisw.also showed

-} the resident did ot have functiohal limitations In
range of motion. Review of tha 6/4/14 quarterly
MDS assessment showed the regident declined
In this following areas; range of motlon In the

| lower extremitles was limited, used a wheelchair

for locemation, required supervision with ADLs,
4and had an unsteady galt. Review of the March
2014 to June 2014 post fall assessmeits showed
{ the tesident fell on 3720114, 5/8/14, 5112114,
161314, 6/16/14, 6/23/14 (two times) , 5/30/14,

- {6/01/14, 8103714, and 8/17/14, This review
N PR, IS TV

"
[£:D

brulses, and/or abrastons, Revlew of the .
physician-orders showed s physical therapy
svaluation was requestad-eii 5/13H4. Durlng an
Interview on 6/19/14 at 4:06 PM unit managor £,
stated the order for the evaluation had not boon |
signad until the weels of 6/16/14 and the:

FORM GNIS-Z887(02:08) Previols Verslons Obentole Evand VPP Facllity 1D Wy9d10 it aoniinuaion sheet Page 17 0F 33




DEPARTMENT OF I-{EALTH AND HUMAN SERVICES

CENTERS FOR MEDICARE & MEDICAID SERVICES

PRINTED: 07/03/2014
FORM APPROVED
OMB NO. 0938.0381

STATEMENT OF OEFICIENCIES
AND PLAN OF GORRECTION

(X1) PROVIDIZRIBUPPLIERICLIA
IDENTIFICATION NUMBER:

4

£%%) MULTIPLE CONSTRUCTION
A, BUILOING

{X3) DATE BURVEY

’BV : COMPLETED
]

H3A048

| B WiNG

08119/2014

NAME OF PROVIDER OR BUPPLIER
GOSHEN CARE CENTER

1 2000 LARAMIE STREET

1. BTREETADDREES, CITY, STATE, ZIP CODE

[ TORRINGTON, WY 82240

4) 10
REFIX
TAQ

SUMMARY BTATEMENT OF DEFIGIENCIES
{EACH DEFIQIENCY MUST DE PRECEDED 8Y FULL
REGULATORY OR LG IDENTIFYING INFORMATION)

D
PREFIX
TAG

PRROVIDER'S PLAN OF CORREGTION
{EACH CORREGTIVE ACTION SHOULD BE
GHOBB-REFERENCED TO THEAPPROPRIATE
DEFICIENCY)

Gﬁ}fi’ﬁﬁ}'ﬂoN |
bATE

318

| Fa2s

58=J

1 The facillty _muéi ensyra that the vesident

Continued From page 17

svaluation was schedulad 8/23/14, The unlt
manager stated he did not know Why it was not
done timsly; nor did he know why the resident
hiad not beah evaluated for restorative nursing.
During ani Interview-on 6/18/14 at 4.08 PM & -
famiy member stated s/he vigltad the resldent

tally and noted the reskient had gotteh weaker -~ |

and fall more often. The family member stated -
sthe had requested therapy or soma fype of

| sxerolse strengthening: progrem for tha"resideht'

over a month ago, but staff had notresponded to

e request;

3 Re\r}ew_df'the medioal racord for resident #19
| showad. tha care plan dated 5/29/13 ldentified the

rosident as having the potentiat for decline In

strength. Interventlons Inclided rastorative

huralng 3-6 tmes weeKly, Review of the

| restorative log calendar 4/1/14 through B/20/14
showed the vesident recoelved restorative nursiig

40 timos tn Aprll and.6 imes in May prior to

1 sustaining a fall which resulted In a fractured hip

on 5/20/14; There was no documantation

{ avallabla to:clarlfy why the resident had not

racalved rogtorative nursing 8 to-§ times weekdy. " |

F 318

403.25(hy FREE OF ACCIDENT
HAZARDS/SUPERVISION/DEVICES

anvlroprnent femalns as free of accident hazards |

f?‘hfs REQLL:EREMENT is not mat as ovidenced

agis possible; and each resident recelvas
aivision And asslstance

Kil
[4+]
s
2l

| environment will reinain as free of socident

The factlity will ensure that the resident's

hazatds as is. possible and each resident
receives adequate supervision and assistanco

devices seidents, This will be

adequate supe ! o devices fo |
pravent accldents, . o

sccomplished by:
A, 1) Resident #55 was given one-on-
one supervision on 6/17 to 6/20/14.
On 6/20/14 resident # 55 was

FORN GMS-2667(02-00) Provious Varslony Glisolate

Toveng IDVBVDPTE
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| staff nterview and reviaw of pollcles and

1 fowerd other residents and the polential for 1 -
‘serious and avoldable Injury. ‘l‘h@'ﬁndlnga \f{s—srta: 4

Pased on observation, medical revard review,

prooadures, the facility falled to ensure residents
"on-the securad unlt recalved adequate

- supervision ard were protected from A reskient
{##55) with documetited abuslys behaylor. in
addtion, praventive Infervantions for falls were
notput ln placs for 1 of 1 semple residant (#19)
that resulted In a fall with fracture, Fihally, post fall
evaluatione were ncomplete for 2 of & sample
residents (#8, #48), This Tallure resultedd in &
determination of Inmediate jeapaedy related o |
resldent #55 and his/her hislory of physleal gbuse

1, Review of the §/22/14 quarterly MDS
assessment for resident ##65 showed diagnoses
Inaluded AfZhalmier’s disaage, dapression, and
paychotic disorder, Review of the assessment
shiowed for a coghitive patteim a BIMS scora of O
{indlcsiting severa cognilive Impalrment) end
physical behaviors directed toward others 4 10 &
tays & waeld Inalided hitting, kinking, grabbing

1 addition, the resident wardered dally. The
§ following concerns were [dentified ragarding

Center for Gerlatrie Psichiatryin
Twint Falls, 11, -

1) Resident # 19 Care plan updated |

with fall interventions on 6/3/14.
Spot audits will be done to ensure
intervenlions are in place and
wotking properly, Post Gl

investigatlon was updated on 79714

3) Restdent # 3 fall sevtion of care
plan vpdated to show cutesnt stalus
of resident and fall interventiony in

'12'441 [ | . © PROVIDERS PLAN OF GORRECTION ).
PREFIX {EAGH DEFICIENGY MUST BIE PRECEDED £Y FULL PREFIX (EACH GORRECTIVE ACTION SHOULD BE COMPLETION
TAG REGULATGRY OR LSC IDENTIFYING INFORMATKN) [ me WO&S'REFERE&?%E,E& g{%ﬁ APPROPRIATE BATH

F* 828 | Continuad From page 18 Fap3
by: ' transferred to Mountain View

place, Reslornfive secionofeare |, | .

plan i placs that reflects
interventions to maintain regident’s
Tunctional mability and general

- sirength, Cotapletion dote 7/9/14
4) Resident #46 new fulitisk

© valyation dovs on:6/2514,
Regident’s roiom was moved closer |

to the purse's station for closer
observation on 5/30/14 Resident is

undor close supervision, PT started |

on 6/23/14,

-and pushing: The testdent also.displayed-vorbal
behaviors toward others and other behaviors that
included hitting and scratohing him/herself,
rurmmaging and scraaiing 1108 days a wesk. In

staff's fallure to ensure safely for residents

Vnplemented an Emergency plan
protocol on 5/21/14 and fall packets
on 6/18/14 to guide nursing statfon
how {0 assess, investigate &
documient & fall and nolify.
emergency persainel if needod.

affected by rosident #86's behaviors:

a. Observation on 8/18/14 at 3:45 PM
showad the resident wealking in the hallway
[ Independently on the unit. Sthe walked to a
 residant who was sitling In s wheel chair, grabbed
the arm of the chialr, and stood over the sested

resident. The staff pied the residents fingers

. Implemoented the Staff/iesident

Abuse lnvestigation Torm on
G814, This Forim inciudes the
Tallowing Information and will be

- ghlized for cach incident identified,

FOM CMS-2667(02-00) Praviods Varsicho Otisaloto
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from the wheel ohalr and e/he released the arm of} . i e ]
the chale. ‘The resldent then leaned away from for alf actual and suspecied sases of |
resldent #68. At 4:45 PM regldent #55 was abuse, Allégcd.pfoblefn, witness
phsavad gitting &t a table unaccompanied, statements, ad_lmmstmtlve aclion
b. Review of the CNA dosumentation showed taken, findings, & future actions to
resident #85 axhibitad the following abusive ] be taken,-dute of complaint, dafe of
behamgﬁ B/8/14 at 4:38 PM... stternpted to nyestigation iitiated,
; 38 PM,.. atie ! o .
strangla another resident, wrapped hoth hands &Lgnniur?mt:f’ti)_msﬁgauo“
araund the'residant's neck and started squeszing commpletion date. _
and yelling: “This lasted for 30 seconds because | D. Implemented 24 hour order review
happened fosee It" ' on 07/09/14 to ensure all new orders
On 525M4-at 2:01 PM. .. assaited are implemented. T
‘Jancther reﬁ!deht "hﬂﬂngahd 3ma0|§|ng Ihimfhe[‘] RB. The Socisl Worker Dl-'designee wﬂl
tepoatodly while cursing, . The DON, nurse provide all stalf re-educated on
manager and oclal gervices ware notifled. / o .
. On6/3/14 8t 1:44 PM...came up b 18{14 and‘lcwc\lvc,d again at
on ofher slasping reslderita and put hinvher In a nursing staff meetings on 7/15/14 & |
cholée hold: The nurse manager and DON weire 7116/14 on the following;
notified, - o ' a. Identifying abuse and
‘On'6/6/14 at 5:08 PM... "kissing up on protecting all residents
- nther residents. Made other restdent from hazards
unconnforiable.” : e e _
0N 610/14 at 10:07 Ak ... tried to b. - Facility's abuse policy and |
grab the breast of another resident and started pr "C“d“"‘fs‘
kisslng himéher, o 6. SwfffResident Abuse
Daily from 6/2/14 through 8/15/14... Investigation form
 wandered ipto other resident rooms Interfasrng F. SipfUResident Abuse Investigation
:’;‘r*;:;’:a ';“;'éeguﬁglgdh;:gmg%‘den*3' Sorm will bo roviewed daily at Dopt.
"¢, Review of the nurses' 'dbcunﬁentaﬂon QA moeting aud at QAPI monthly.
| showed resident #65 exhibitad the followlng G. Anincident log will bo kept by the
abuslve behiviors: - - Secial Worker of alHneidents in-the
On-3{29/14 at 11:20 PM... satih different facility. Tracking & trending will
chalrs for bilef periods. of time while wandeting, be analyzed at QAPL monthly, WA
| then sat at ¢ table "swatting” at ancther resident |
talling him/her to "get out of here,*
- Onid/6/14 at 9:26 AM... was "plcking
fight" with ona resident and putting handson
FORMTHIB-2687{02.99) Previeus Vordons Obsalele Event (D 8YDP{1 Fadllty 10; WYop10 i continuation shest Page 20 of 33
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F 323

from hiting & resident and put hisshaer hands on

| #nother resldent fo the bathroom then tried to sit

rasident's oheeks, syuawzing the hand, rubbing

resident in‘the sitting area. The résident yelled

{ the other residents. Later, resident #85 hit

Gonfinued From page 20
ahother resident, At 6:25 FM... was redirectsd

the back of the neok of a third rfesldent.
On b/8/14 at 5:55 PM.., "tryig to help"

on the same resident. Laferthat samb day
resident #66 grabbed another resident's arm and
attemptadito. choke a third resident for yelling.

On 6710114 at 11:47 PM... "was overly
fendly with other residents this shift, squeezing
In to sit nekt & somaone, smiling and touching

their legs, talking to the [resldents] in close
proximity to-thelr face, remalned lose even when
olher residents backed away..,"

-On 6/9/14 at-1:24 AM resident #55
{oaned on -4 chalr and put hands on another

eid resldent #66 hit him‘her. Resident #65
contihuad:to wandarto different seafs, other
residents walked away, and resldent #65 followed

another resldent with & pillow, At9:32 PM
resident #85 pushed staff when they attempted 1o
redirect him/her away from other residents during
the evaning meal. The rasident continued to yell

F 23l

This page left blank intentionally

| dally fram 6/11114 to B/14114; aggressive-
hehaviars toward other resldents, grabhing them,

and-grab-otherresidents' meels:
Thi résldent had the Tollowlng behaviors

wandering Into other resident rooms and yslling.
d. Revlsw of the cure plan for behaviors last

' bacome vidlent. It did not Include other residents
1and what neaded fo be dona to protsct them.

updated 6/3/14 showad the resldent began to lay
on the floar and staff were to make him/her
comfortable If the area was safe. ‘The steff was
not 1o disturb'the resldent becauss e/he may

Further, the 1114/13 care plan uptate Indicated

FORM CMS-2607(02.89) Proviou Varskons Obsolate
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- | the resldent's behaviors had tapldly escalated,
The 8/28/12 care plan update only showed the
| GNA was to: malntaln the safety of other regidents
! Eng h?d hot: hilaen updated sinoe the egoalation of
ehavlors, It dld not Identlly safely measures . ey R PIRTER—
I neaded to be taken to protect the other resldents, this page left blank intontionally
undar what circumstances and what situations.
neaded to be avoided that would causs an
‘aecatation of behaviors for the resident.
Praventive measures had not been included In
the cara plan.
- e. Review of the polloy and procedure for
' Abuse Neglect Exploitation of the fnoapaoitated
or Vulnerable Adult dated-11/5/13 stiowed for - |- -
resitent-to-residant abuse; the-facllity wasto take | -
appropriate staps to proteot other: res[danta, '
prevent furiher harm to the resldents and
‘| ronsReas aglions-taken for on~going
effactivenaas,
£, Interview with-the DON on 817114 at 4:50

1 PM rovealed the staff documented the resident's
1 behavlors for medioatlon dose readjustments. He
further stated the Incldents of residentto-resident
-tbuge weramot idenfified and invesligatad as
1 abuse; nor were the abuses. reported to other

fsgencies

10N 8/17/14 at 4:40 PM the adminlstrator was
yiotiflad-of the Immediate jeopardy related o

1 resident #66. The facllity's-action-plan Included
{ the followlng Immediate changes:

' a, One to oné continunua supervision for |

oaldent #65 to help ensure the safety of other
| rosidents ag well as him/hersalf, ,
- b.: Staff education about protecting
rasidents from abuse, Including reviewlng the
1 policy and procadure for abuse,
o, Arrangements for fransportation to
transfer restdent #55 o anather fac]llty

FORM G- mr{oz BQ)PIBVMaVem(ona Obsolale’ 7 EventiDGVDPY{ . Fachity ID:Wv0010 1f eoirtliuation sheet Pago 22 of 33
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| The facilty's actlon plan wae sooepted on 6/10/14
ot 3:40 PM and the immediate jeopardy was
removed oh 8/18/14 at 6:90 PM. However,
deficient practics remaiiiad at.a scope and . A
saverlly level of a G. - "This page lelt blank intentionally

Identified concerns refated to falls and resident
safely, ' a

| 2. Medloal racord review showed realdent %19
| was admifted to the faclilty 37203 with |
Jdlagnoses including Alzheimer's diseass, memary.

1 loss, and patsonal history of & fall. Roview of the
1 GAA dated B/6/14 identified the resldent as
having the potentlal for trauma and falls, Review
of the care plan updated 1/29/14 revealed the
resldent ha Inlarventions inicluding senser
alams for the chalr and bad, asslstive devices
Including using & walker with sasistance, staff
asslsting with fransfers, Inatructig e resident to
call forhelp, and houdy staff rounding. The
-following consains were dentifled:;

a. Review of the nursing notes showed the

| resldent sustalned an unwitnessed fall on

1 42714, Review of post-fall notes ravealsd the

rosident had s foll sasessment scora.of,"{0"

é ¥ ¥
{ klentifylng the rosldant as being at risk for falllng.
FAddittonal review of post fali nofes showed 8/he
“ Fhad sensor efdrms [vthe bed chalr, howaver,
- the sensor glarm Iri the resident's chalrwas not in
‘blace at the fime of thé Fall aried, “did nof alamy - !
staft." Review of the care plan revealed o new’ - 3

trtetventions were implementsd to pravent falls,
Including staff checking afarms to ehsure they
Were In place and functioning properly, Review of
the nursing notes dated 5220714 showad the
resldent sistalned & withessed fall resulting th a

- { frectured left hip that requirod surgtoal
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Intervention; The care plan weas not updated untll
8116114, 21 days after the resident fell and '
{sustalned a Joft hip fracture thet required surgical
Interveniion. :

‘pehind hisfher whaelchalr in the hall and
1 revealed the rasklent hau been trangférred from -

| iave been gssessed whila on the flogr prior to

1resident's sensor vlarm and found the.resldent up
in hisfher room walking unaisleted. The résident

 the resident tiad to pushi her awey and Tell,

1 tovealed no post-fall investigation was compieted,

i

Continued From page 23

b, literview with LPN #2-on 8/17/14 at 5:30
PM ravealed she recalled the resident falling ot
520114, CNARS found the resident walking

wimessed the gsldent fall. The interview further
the floor to a whaelchalr after the fall but should
hoing movsd, howaver, she, "regly didfethink
[rosldent's name} had a braken hip.

¢.nterview on 6717714 at 5:40 PM with GNA
3 revaslod 'ghie had been vlerted by the

was, “confused and gelng to make & pegnut
butter and Jefly sendwich.” The Inferview further
revealed the more the CNA offersd asslatanoe te
the resldent the more agltated s/he became unitl

d. Revlew of 5/20/14 post fall docurnentation
Interview with the adininiztrator on 8/19/14 at

F 323]

This pge left blank intentionally

1 10:10 AM vernifled the laek of post fall follow-up.
 dosumentation for the fall sustalned on 8/20/14,

in addition; the facilly had adbpted a naw fal
protocol relaled to-assessing residalts where
they lay after & fall; howaver, staff ware not
in-serviced (il 61844 or 29 days aiter resident

1 watrent an dacurrence report and be Immedisialy
' Tnvastigated by the nuiss i oharge o wesbas for

#1o-felton 52004

8. Review of faoilily polloy and procedurs tifed,
"Fall Prevention Protocol, reviewed 9/11 showod;
NLUPr ocedum![ntervenllons 0, Alf falis will

contributing factors”,
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assassment showssd rasidant #5 had diagnoses
{ that Inoludod fumbago and non-Alzhelrers
dementla, This review shiowad the resident had
Hrnlted range of motfort In upper ard lower
‘extremities, used & wheslchair or walker for
Hosomotion, and required extensive asslstance
with ADLs, This teview glso showed the tegident |
needed asslstance to balgnce durlng transilon
1and walking, Review of the February 2044 to -
June 2014 postsfall sgsessments showed
ron-infury falls occurrad on: 2420114, 317414,
B1914, 4125114, BIOK4, BI14114, and 6/12/14,
Review of the-2/4/14 physical thetapy svaluation
showed {his:regident required restorativa nurslitg
for safely awarahess with ambulatioh, Review of
the 2/27/14 physioal therapy follow-Lp evaluation
showad & tacominendation for resforative nursing
| to focus on functionat moliliity, safety swaraness,
{ and general strehgihening. Review of the 2014
1 restoratlve records showead the resident walksd
1 100 to 600 fest two to three fimes waekly with the
restorative alde during February 2074 This - -
review also showed restorative nurglng was not
provided after February 2014, Réview df the care

plan, updatad on 8/20/14, showed lnlerventiong |
regarding restorative nuralngw&m not devatopad,

On BMB/44 at 3:40 PR, the residentwas
-obgorved walking approximately 20 feet from the
wheslchalr fo the dinlig rooim takle. Cortihued

-observaflon ravee fwerg-hobpresentand
the resldent used fumiture and-the flreplace wall .
| for support, AL3:68 PM, 1PN #1 saw ihie resident
standing white using & chalr for supporl- At that
me the LPN got a wheslchalr and direstsd the
resldent to sitih the wheelchalr, During an
Interview on'6/10/14 at 11:36 AM unlt manager #1
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stated staff education was neaded to make staff
aware that pesitioning the resident In the
wheelohalf. was not the bast approach on 8/18/44
when the resident demonstrated the deslre to
walk, The Unitmanager also varified restorative
hursing had not been provided for the resident
since Febraary 2014 and she did not know why It
“was not contlnued efterthat tme,

"1 4. Review of the 8/8/18 admisslon MDS
assesshient showed resident #46 had diagnoses
thatIncluded non-Alzhelmer's dementia and s/he
performed all ADLs Independently, ncluging
Twalking with & wafker, 'This review also:show o
| the resident did not have functional limlafiors In
“¢Tange of motion, Review of the 5/4/14 quaiterly -
‘MDS asgessment showed the resident's ahilities
daclined. This review showed the resident had
limited range of motlon In the lowsr extremities
and used a‘Wheelehalr for locomotion, The review
1 8l8o showsd required supervision with ADLs, and
{ hed an unsteady. galt, but was able-to stabilize’
without staff asslstance. o
- Ravisw of the March 2014.10 June 2014

| 3120114, 61614, 6112114, 5113114, 511514,

| Post-fall assessments shawed the resident fall on |

This page left blank intentionally
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BI28/14 (lwa times); 6130714, 6/01/44, 8/03/44,

{ and 8/17/14, This review revesled three of the
{fells resulted in skin tears, bruises, andfor

‘| abrasions. This review and the care plan,
updated on 5/11/14, showod ho evaluation of ihe
| effectiveniass of the curent approaches. During
an infarview-un 6/18/14 at 4208 PM a farmily

member stated this family member saw tho
resident daily and noted the resident had gotton
weaker aiw foll more often, The famlly mernher
| stated s/he had requested therapy ar some typa
{of exerclse strangthening program for the

| resldent over & month ago, but staff had riot
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| responded to the request, At that time the family
member also stated staff repaatedly. poaltloned
the resident In the wheelchalr at the nuress' desk
| for prokenged perlods of time..

- Review of the phyefolan orders showad a
| physlosl therapy evaluation was requested on
1 811314, During an interview on 6/19/14 at 4:05
| PM unit manager #2 stated the order for the
| evaluation hpd:not been slgned untll the week of
16/18/14 andi the evaluation way scheduled
-6/23/14. The unit manager stated he did not know
why [t was not.done timsly, nor did he know why

the resident had not been avaliatéd for

restorative nursing; : : _ |
F 3711 483.36() FOOD PROCURE, : - B8 t
BemE] & FORF/PREPAREJSERVE SANITARY S The facility will ensure food propavation and
' service equlpment is in a cleanablo condition. |
The fachity must - oL This will be accomplished by:
(1) Progure food from sources appmved Dr S A No specifie regidents noted on Form
co?ﬁlgl%red sagsfactory by Fedoral btate or fooal L CMS 2567. All residents have the
aAunariias; an i R
(2) Store, Frepare, distrlbute and serve food B S ﬁ:ge;ﬁ:i;o be affected by this
tindar sankary condiions B. Dirly ceiling iiles will bo replaced
and chipped and peeling paint will
be repaired i the main kitchen by
: : July 31, 2014,
| ' €, The oven in the kitchen on the
'é"f;i}s REQUEREMENT L nOt met oS evidenced : secuied unit will be cleaned by
Based oh obsorvation, staff Intorview, and review = culinary staff woeklyand
of cleaning logs, the facli!ly falled to ensurea | dﬂcum*f\ffd accordingly beginning
ntmired in 2 of 2 SNy 9,200
Kitcheniood: areas {the maln kitchon and the - In The microwave on the secured unit

secured unit), The findings were: will be cléaned daily by culinary

d according]
1, Observation of the maln kitchen on 646/14 atuff and documented accordingly

| at 11:30 AM showed 4-5 celing tlles above 2 beginning July 9, 20 (4.
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 separate food praparetion areas were spotted \ e
with stains and coated with dust, Intorviow wit B. RDor designee will provide
cook #1 at the timie of the obsarvation rovealed sducation to fueility culinary staff
the stains loaked, "kiida flke bests of foud an the following by 7/31/14
splatter.” Additional observation revealed chipped 4. Replacemsnt of ceiting
{and peeling paint ol the wall-sbove 2 sapurate - tiles, ropair of chipped and
| food preparation areas, At the end of the hutfat ecling paint o
whara food Was plated, thero was an ares of b Clarbs ad
beeling paint that measured approximalely 4 by 6 + LloAning and
Inches, In additlon, near the handwashlng sink documentation of oven and
theta wae an arei of peeling peint tak Measured microwave on the secured
approximately 7 by 4 Indhes. Interview with the | - unit,
l%mll(lllo?; 6118'{14[3%1?'3%!’3?‘211 V@ﬁﬁﬂdéhggleté !E?M ' .+ T, The facility RD or designee will
e kilehen should have bisn teplaced, The COR T sonduct atdits i dlaan
| also steted the kitchan Had nat bsen palnted In - ondl auels o cloaning eud
| the 11 years she had worked at the facility. I ' Comieniation of the oven alk
-vaddition; the CRM verifled the Kitchen neaded to ' gmmzfave nggk'% (i’ la:“ i
ba panted. ' Operations will condoet audits on
: _ coiling tiles and paint durlnp
2, Obsarvation of the oven located In the environimentul and safety rounds
Saied 1o hack o oo o e e ok and ifany ars find o be ou of
AN sides.of the ¢ ag , - siders will be
burned o food that wae srumbling and flaking on’ ‘ ﬂ?mjf ?“nce work orders will bo
the floor of the ovir, Review of the cloaning logs _ paced. .
showed the stove wag supposed to bo cloanad 3. "The results of the audits will be
monthly, on the second Sunday of the month, tubulated and repurted Al the
which would have besi B/8/14, However, there facility’s monthly QAPT meating
 Wais o documentation that the stove had been until 90% compliance has been _—
‘oloaned, Intarview with cook #2 &t the time of the achieved for 3 consecutive montis, (et
-obsarvaﬂgln ray;aal_ed she was unsufe When tha o
1 ovan wag lest clefined, e
3. Obsarvatlon of fhe mlcrowave on the
seoured uniton 8/18/14 at 11:46 AM showed it
was not clean. The Iiterfor of the microwave had
dited spllled food on the top, buok, sides and
bottom, nterview with cook #2 uf the time of the
obssivation revealed activitles was responsible
for tleaning the microwave and varlied the
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1 verified the microwave on the secured unlt wae

- JAccording t to Food Codle 2013, U.S Public Health

| Bafe, sanitary and mmfmtabie envlmnmant and

Continued From page 28

milcrowave shouldl have baen oleaned, Interview
with the DON on 8H 814 at 12:20 PM showd
environtiental ssrvices was supposet o olean
thie microwave on the seoured unkt es neaded,
Interview with the COM on 6718114 at 12:30 PM

supposed to be cleaned by environmental
sorvices ae Headad,

Barvice: 480111, "(A) Equ[pmént food-comtast
surfaces and utenshs shall be clean fo slght and
touch.. (CY Nonfood-contact suriaoés of
-equipmentshall ba keptfiae of @n accumulation
of dust, dirf; food residoe, .and athar debris,"
483.85 INFEQTION GQNTROL PREVENT
8PREAD, LE?JEI*&‘S

‘the 1aci1rty must establlsh’ and malntaln an
Infectlon Confrol. Program designed to provide a

{af disenise and infeatien

() Infeetlon Control Pl‘ogmm
'The facility;must establish-dn infectic:n Conirel

F a7

' 'l‘hé:ﬁw,i'iity must establish and matatain

land tnfection, Thigwill be nscompj}ished

an infection control program designed fo
provide a safe, sanitary aud comfortable
environment and to help prevent the
development and transmission of disease

by:
A 1} Resfdent #27 — Appropriate
perlncale observed, Monitoring for
signs and symptoms of

-t nJuFBr“ UHE!S!‘ Whleh*'*
£1) Investigates, controls, and prevents fnfactions é B

| mctions relatad to Infaotions,

It the faclilly;
| (2) Deoldes what prooedures, such as isolation,
"should be applied to.an individual resident; and

(8) Malntalns a rscond of Insidents and ﬁurrectlve _

infection. (‘,m_np leted on 7/10/14
2) Resident # 44 Appropriate pert-
ware observed, Monitoring Tor signg
and syrmptoms of
~ infection, Completed on 7/10/14
B. BSecret shopper hand hygiene

{b) Preventmg Spread of !nfectt&n

{1) When the Infectlon Conirol Pragram
detertines that a resldent nesds Isolation to
prevent the spraad of Infeotion, the facilily must

audits is an on-going Infection
Provention activity and will
continue, All ingtances on non-
comphance will be addressed

with the fndividual md
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{solate the resident,
{2} The fadllity must prohiblt employees with a
{ sommunicablé disease or Infeoted skin lealong
from direct contact with residants or their food, If |
‘Hdiréct contact will transmit the disease. .
| {3) The fadliity must require staff to wash. thelr _
hahds afte§ gch direot rasldent contact for whfch
hand washing fs Indlcated by accaptad
i professlonal practice.

{(c) Lmens_

| Persorinel must handle, store, process and
iransport llnens so as to prevent the spread-of
Infection,

II}‘hls RFQUIREMENT is not pet as avidanced
v: - _
! Basaed on. observation staff Interview, and review
1 of facility policy, the faclllty falled to ensure

{ Infection cantrol medsuras were followed during
{ parineal carg for 2.of 8 dbeervations affecting 2
rasldents (#27 #44). ‘T‘he findings ware:

1. Obaervaﬂon of par{neal Gare for regideont 27
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education/counseling will goour
ot g individuat basis as deemed
necessary,

The DON or designes will
provide infection prevention
gducation to nursing stalf on
7/15/14 & 7/16/14 including;

4. Hand hypiene & proper

glove use. _

b. Peri-care Procedures.
Pori-care competencios will be
evaluated twice & year than
annually thereafter,

“Three spot audits will be
performed monthly for the next3
months by RN nurse managers
for the next 3 months fo ensure
correct peri-care procediires, (bt

with GNA#5.0n 8/16/14-at 3:30 PM-revenlad the
resident was tolleted using a sit-to-stand lift. The
CNA applied gloves-and uUsed disposable wipes lo
olean tha resident and first cleaned the rectal
area using & back and forth motion then

i discarded the wipe, Sha did not change her
glaves or perform hand Hyglene, but proceeded

ta clean the residents perfneas area In s back and
| farth motion from the urinary opening to the racta!
area and back toweard the urinary opening using

| the sdme disposable wipe, The CNAthen
afjusted the resldent's adult birksf and clothing

- prior to discarding gloves and washing hands.
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2. Observation on 6/17/14 at 5:25 AM showed
CNA## trangler resldent #44 to the bathroosm
with a slt-torstand Jift, The CNAremoved the
Incontinenca pad with gleved hands thon
‘removed the gloves, donned & second pair after
' washing hei hands. The CNA then retrieved the
rasldent's slippers. She placed the slippers oh the |
resident's faat than procseded with perlnesl care |
without first.changing her gloves-and psriorming
hand typlene, Further, during Tncontiience sare,
the CNA setubbad the residentsanterlor
potingum baok and forth and not In'one tireciion
with a-single wipe. Review of the.0/6/14 quarisrly
‘MDS assassment showad the resident regulred
extensive ssslstance with tolfoting and personal
hyglene.

Reviow of the undated polioy and procedure for
famalo porineal care. showed before lnltialing the
-gare, the staff mermbei1s ta perfom hand.
hygiena and doti giuves Further, the parinaum

- 1 shauld be washed “using a clsan washaloth or
pefineal wips, wipe Inlhe direction from perineum
| to rectum (fiont fo back). Repeat.on the opposite
slda, usinggmmvgshc{cath or parineal wipe.,"

Duﬂng an lntel view wlth the administrator on

1 6/19/14.a 220 PM, she verified the CNA should
| have removed her glovas and washad her handa
after placing the slippers oh theresldent's feet
and before starting perineal oars, Furiher, the

CNA ther restdemt's periream i
ohe directiuﬁ an{i rmi beick and fotth,
= 5201 488, 75(&)(1) CLAA i FBR
§8=E | COMMIT TEE-MEMBERS/MEET
QUARTERLY/PLANS

“Fag 1520 will begin on the next page
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A feclliy rust malntain @ quality assessment and
gssurance committes consisting of the director of |
nurslig seivicas; a physiclan desighated by the s e e
facillty, and at least 3 other members of the The fucility will contliue to maintain a .
faoilty -qu_n!ity gssessment end sssorancs commitice
Y s, vonsisting of the director of nursing services;
“The quality asseasment and assUraNge : ph?,g’"‘*"f“ de”‘b’g‘md “;Y]ﬂ“"} {ﬁ“;‘“y’ and at
{committee meets at least quarterly to Identiy - 3;:“ "f o mom "‘f of the Fucility staff,
11ssues with respact to-which qallty Bsssssment Thils w;l _ §gec§mp_ ighed by, K
1and assurance activities are necessary; and- A, Tho quallly asscssmentand
| develops and implements Approprats plans of nesurance comittoo will contine -
'ggaotion o correct Edanﬁﬁed quality deifolancles, to mest monthly fo identify issues
with respéct to which quality
Eggﬁt:u?; é?%iﬁ‘;‘fé?{g gﬁénﬁﬁﬁﬁﬁﬁm assessment and. assurance activities
except lrsofar a3 suol dlaclosure 1s ralated to the | ;re ?e,'msfw afd d.e‘:emf and .
compllance of such commitiee w?th the - nptement appropriate plans of -
quuirﬂmﬂﬂtb of this Qecﬂon' I *act[i;on to correct identified
defioioncies,
{b"ood falth at{at t& by the commiﬁea to [danifﬁ{ B. No spetific rosidents noted on Form
and cortect guality deflciehicies wil not be usad ag TMS 2367, Al residents have the
17 basls for sanctions. ' potentinl to be affected by tivs
'&?ﬁt&;&lmy., _
| This REGL J!RI“MEN'? s not m{at Hs evidanued €. All depaeciient audit forms will be
Thy: vollneted and analyzed al the
} Basadt an. rqvlew of falls dcmumerataﬂnn and siaft wronthly QOAPL
Interview, the facllity falled to ensure-an eifective D All areas réotiving less than 90%
quality assutance and performance fmprovement vompliance will recoive an action
{QAPI) program was In-place, The failure to lan to iereass compliance,
suslain.an effactlve plan Impacted resldent care ., pian 1o plhiance.
rdamwaaia&ahmgiadﬁq%m B, Tracking and wrending of falls by
supervislon, The findings were: Incadion, time, frequency,
. ' ~ohzervation status, injury and
RE\{?W t:f thg di‘-‘tﬁ pl;’\gg@fgﬂbyfme fﬁsu|l|t§3?ﬁ9d apfivity will continue, Thess
yesldents eXpatiense 5 trorm AR [e] numb iil be reported and
81614 éwhhln 77 days) and one restlled In & e w pot
fraclurad hip: Further review of thla data. ghowed , ‘
Faalily 10, WYQD10 If continuation sheet Page 32 of 33
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there were 26 falls in Aptil, 37 falls In May and 17 -
-falla &5 of Jine 18, 2074, Review of past surveys. antlyzed in the weekly fall
re"eai?tfi gltall{%n? f'e]f‘ted 1o lnjuirtas fr ﬁmgﬁns sommitte for evaluation and
were cited on 10/26/13 and agaln on /28494 ; ;
CNA #5 wal Interviewed on 8/16/14 at 4:45 P,  Douenil proventative acons.
CNAS #7 aid #8 were Intafviowad on 6/17/14 af » Eduoation will be dobo by the
6:20 AM. LPN #3 was Interviewed on 8/17/44 at 6 or designee with the QAP!
| AM.- During the above interviews all stated staff commitiee on the fotlowing by
were froquently pulls:i from othor areas to work In 73114
gare%s “iher!?h the%/ w;ara not famlll&;r with the 8. Importance und
residents, They further stated restdents wers T
 miore [kély to hewe falls when the primary 22:;;;2::‘ :fngi(;::ll:g:ce
Toare-giver-during the shift did not have knowledge hil
of the reskdérits Individual nare naeds ahd the program. ,
resldent did not know-them. Intorvisw with the b, The five-elements of QAP!
adminlstrater on 671914 at 2:30 PM revealed the - 1) Design & Scops, 2)
MEFBF %1‘1 msingeaé fam?d baan idenélﬂad B Q. Govornance & Leadership
problem through the process Bnd measires Nreedback. Datr
{ haid been Implemented 1o reducs the nutmber of f?irmi?g?nm:g Systems
falls, Review of the documentsd measires that N & -
were Implemented and QAP data analysis 1 erl“orm_m:w ImpIOYEfmbﬂl
showed na nforvation ahout falls in reiation to Projects, ) Systemntie
the residents’ madications, numbar of staff angd Analysis & Systemie
aouity, and staff knowlsdye about regidant's Ation,
Individuaj 091‘*9 needs. £. Review of new Dashboard
; to incorporate new audily
: — - being implemented
. included in (his POC,
G. A QATI seif-Assessmedt too)] will
boe used to evaluate the extent io
which componerits of QAPI ave in A
place. Completion date will be July
et
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