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This plan of correction does not constitute
F 000 | INITIAL COMMENTS FO00| admission and/or agreement by the provider of

the truth of the facts alleged or conclusions spt

plan of correction is prepared as required by
regulation.

To remain in compliance with all Federal and
State regulations, the center has taken or wil

throughaout this document:

CNA- Cerlified Nurse Alde

DON- Director of Nursing . . .
LPN-Licensed Practical Nufse :)afk:ﬂ’:ﬁ?:czgﬂ(.)ns set forth in the following plar
MDS- Minimum Data Set The plan of correction constitutes the centef’s
RN-Reglstered Nurse allegation of compliance such that all alleged
CAA-Care Area Assessment deficiencies cited have been or will pe
ADL- Activities of Daily Living corrected by the date or dates indicated.

CDM- Certified Dietary manager
PRN- As needed

Less commonly used abbreviations will ba

annotated in each deficlency. ' _ )
_ F 207 | 483.12(c) EQUAL PRACTICES REGARDLESS F207| ¥207 6 4
ss=E | OF PAYMENT SOURGE 483.12 Equal Practices Regardless jof

A facility must establish and maintain identica Payment Source

policies and practices regarding transfer,

discharge, and the provisian of services under the A facility must establish and maintgin
State plan for all individuals regardless of source identical policies and practices regardipg
of payment. transfer, discharge, and the provision lof
, . . services under the State plan for all
The facility may charge any amount for services individuals regardless. of source [of

furnished to non-Medicald residents consistent

with the notice requirement in §483.10(b}(5)() payment.

and (b}(8) describing the charges; and the State

is not required to offer additional services on CORRECTIVE ACTION

behalf of a resident other than services provided Facility residents who reside on separgte

in the State plan. units are treated equally including dietqry
offerings, newspaper availability, apd

This REQUIREMENT is not met as evidenced activities.

by: : ‘

Based on observation, resident and staff IDENTIFICATION __OF OTHER

interview, and review of menus, the facility failed RESIDENTS AND CORRECTIVE
ACTION

LABORATORY DIRECTOR'S OR PROVIDER/SUPPLIER REPRESENTATIVE'S SIGNATURE TITLE {6) DATE

Any deflcigncy statement ending with an astéy enoles 8 deflciency which the Insiitution may be exclised from correcting providi

other safeguarts provide sufficient protectlon to zhe atients. (Seenstructions.) Except for nursing homes, the findinge stated above are disclosable 90 days
following the date of survey whether or not a plan oficorrsct qn is provided. For nursh}%omes, the above findings and plans of correction are disclsable 14

days following the date these documents 'a}’s ra vailabl to theh Fcity—Iifdeticlen re gited, an apﬁman r cotiaction is re@{{site iccgntlmf

program participation.
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to treat residents who resided on separate units
equally regarding dietary offerings and activities.
The facility provided 1 of & units with additional
menu cholces and a daily newspaper. The
findings were;

Observation of the evening meal preparation on
8/26/14 at 3:20 PM showed the CDM carme to tha
food preparation area of the kitchen and started
preparing items that did not appear on the menu
for that evening. Review of the facility menu for
the evening meal showed the following items:
Low Fat Milk, Yogurt, Fruit of the day, Spaghett],
Cholce of Meat Sandwich, Soup Minestrone,
Bread Stick & Butter, Cold Water, and Yellow
Wax Beans. The following coricerns werg
ldentified:

a. Interview with resident #61 on 8/25/14 at
8:40 PM revealed s/he recelved better care by
staff when s/he rasided on the rehabilitation unit.
When asked for specifics, the resident siated,
"Just check If out."

b. Interview on 8/26/14 at 3:20 PM confirmed
the CDM was preparing food listed on 4 separate
menu (not provided to the surveyor whan menus
were requested) for the Rapid Recovery Unit
residents {rehabllitation unit).

c. Raview of the manus provided to facility
residents, and an additional menu provided cnly
to residents on the Rapid Recovery Unit, showed
separate items were avallable for the residents on
the Rapid Recovery Unit which Included: "All
Entree's are served with cholce of one slde dish
and Dessert, Chefs Menu of the Day-Made fresh,
ask your server for today's special, Crab Melt
Sandwich-Crab meat and Swiss cheese betwesn
fwo pieces of wheat or white toast grilled to a
golden brown, Rapid Recovery Burger-Fresh all
beef patty topped with American cheese. Served
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F 207 | Continued From page 1 F 207 No further residents have been affected by

this practice.

MEASURES TO PREVENT
RECURRENCE .
Activities will provide a newspaper daily
to all units in the facility.

Dietary offerings will be consisteht
throughout the facility regardless of unit
MONITORING AND
INCORPORATION INTO THE QA
SYSTEM

The Activities Director and Dietary
Manager will report any trends npt
consistent with this plan of correction
during the quarterly QA meeting for the
purpose of process improvement. The
quality assurance committee membefrs

will analyze  data and  make
recommendations to improve facility
practice.
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F 207 | Continued From page 2 F 207
on a bun with leftuce, tomate, pickle, Rapid
Recovery Sausage-Polish Sausage on a bun and
or topped with sauerkraut, Grilled Cheese-Grilled F241 - _
with or without turkey ham or roast beef, 483.15(a) Dipnity and Respect bf
BLT-Bacon Lettuce and Tormate cn white or Indivicgullity gy P

wheat bread, Fried Egg Sandwich-Fried Egg with
Mayo on white or wheat bread grilled to a golden

brown, Turkey Salad-Turkey Salad with onion and The facility must promote care fpr

celery on a bed of fresh lettuce or white or wheat residents in a manner and in §n
bread, Sides-Side Salad w/Dressing-Potato or environment that maintains or enhances
ggm Clhipsh:qclgttgge cha;ese, B%veratf;es~hgilk, each resident’s dignity and respect in fipll
ocolate Milk, Orange Juice, Cranberry Juice, iti £ hi her indivi .

Apple Juice, Hot Tea, Ice Tea, Coffee-regular or : recognition of his or her individuality.
decaf, Hot Chocolate, Sugar Free Hot Chocolats,
V-8 or Tomato Juice." CORRECTIVE ACTIQN

d. Interview with the CDM after menu review All residents are being treated with
on 8/26/14 at 3:20 PM revealed all resldents dignity and respect, including residents
could request food not on the standard menu. #62, #84, #102 and non-sampled residant
However, she confirmed the additicnal menu was #185. ¥I5K8 wiith (Pt{f"“mw fror
only providad to residents who resided on the . ‘i’ﬁ” fane
Rapid Recovery Unit. . O “ Ld."' .NH.H . “ &0 P

Resident #102 is receiving incontinente

e. Interview with a group of € residents on
8/25/14 at 2 PM revealed they did not regularly
have newspapers to read if they didn't pay for a

care to keep him clean and dry.

subscription, Interview with the activity director on Resident #7 is receiving assistance with
8/27/14 at 7:15 PM confirmed residents on the clothing changes and incontinence care jas
East unit did not receive a daily newspaper needed.

unless they paid for it; however, residents on the
Rapid Recovery unit normally received a daily

newspaper provided by the facility. Resident #84’s nails have been cleangd

F 241 | 483.15(a) DIGNITY AND RESPECT OF [ 241| and she is receiving care with ADL’S as ,OH #
ss=E | INDIVIDUALITY needed.
The facility must promote care for residents in a Resident #158 is assisted to wear the
manner and in an environment that maintaing or clothes of his choice.
enhances each resident's dignity and respect in
full recognition of his or her individuality. Care plans for residents #62, 484, #102|&
non-sampled Resident #158 have begn
FORM CMS-2567{02-09} Previous Verslons Obsolete Everl ID:WSZ111 FaciiityHB:w&&?m retlect Cu“‘emf.f '&Haﬁm‘é’lﬂéﬁ%ﬂéet Page 3 of 87



DEFPARTMENT OF HEALTH AND HU...AN SERVICES
CENTERS FOR MEDICARE & MEDRICAID SERVICES

48 g

_

.| will monitor my incontinence and keep me clean

This REQUIREMENT ig not met ag evidenced
by,

Based on observation, staff and resident
interview, and medical record review, the facility
failed to ensure effective measures to maintain
resident dignity were consistently implemented for
3 of 21 sample residents (#62, #84, #102) and 1
non-sample residents (#158). The findings were:

1. Review of the 8/20/14 quaiterly MDS
assessment shawed resident #102 required the
extensive assistance of che person with both
dressing and toilet use, Revisw of the residant’s
care plan, initiated on 6/9/13, showed the resident
was at risk for impaired skin integrity related to
uring incontinenca. Intervantions included "Staff

and dry..." Confinuous ckservation of the resident
on 8/24H14 from 6:15 PM until 2:60 PM showed
sfhe was wearing panis that were vis|bly wet
across the buttocks and down the left leg as s/he
left the dining room aftar dinner. The resident
went to hissher room and laid down on the bed.
Observation at 5:45 PM showed the DON entered
the resident's room, asked the resident if s/he
needed help, but left without checking for
incontinence. Observation at 2:10 PM showed
CNA#7 entered the resident's room and asked if
the resident would like hslping changing his/her
clothing. The resident expressed his/her hunger
to the CNA, who then left fo get the resident a
shack. The CNAreturned with a snack at 9:15
P, then left without helping the resident to
change clothing. The resident continued to sitflay
on histher bed with solted clothing, Observation at
9:40 PM showed RN #2 entered the resident's
room and closed the door to provide cares,

however, the resident was still in the same
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. IDENTIFICA F OTHE
F 241 | Continued From page 3 F 2414 N CATION OF ,R
RESIDENTS  AND CORRECTIVE

ACTION
No further residents identified as affected
by this practice.

MEASURES TO PREVENT
RECURRENCE

Staff will been re-educated by the
SDC/designee on or before 10/07/20(14
regarding the consistent freatment |of

residents with dignity and respect.

The DNS has met with CNAs to revi
any concerns related to job duties and
determine resolution to such concerns
applicable,

%I

to

The DNS/designee will conduct rand
observations during walking rounds
ensure staff is consistently ftreat
residents with dignity and respect and
ensure residents are -receiving

necessary assistance with their ADL’s.

AND
INTO THE QA

MONITORING
INCORPORATION
SYSTEM

The DNS shall report compliance trends
identified during the monthly quality
assurance meeting for the purpose| of
process improvement. '
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. The quality assurance  committ¢e
F 241 | Continued From page 4 F 241 .
. " members will analyze the results of audifts
clothing and incontinent condition when the RN to determine further correcti tion if
left the resident's room at 9:50 PM. ' frective action
necessary to ensure continued compliange
2. Observation of 8/25/14 at 10:34 AM showed with this plan of correction or and/br
CNA#1 and CNA#2Z assisted resident #62 to termination of monitoring if
his/her room to check the Incontinence brief, intervention(s) are successful.

While fransferring the resident from the
wheelchair to the bed, observation showed s/he
was wearing panis that were visibly wet acroes
the buttocks where urine had soaked threugh.
Interview with CNA #2, at that time, verified the
incontinence brief was saturated with urine.
Further interview with CNA#2 revealed the
resident was last toileted at 7:30 AM. CNA#2
also stated the resident required checking and
changing every 2 fo 2 1/2 hours, Review of the
care plan updated on 4/28/14 showed the
resident should bea tolleted before and after
meals, every night at bediime, every 2 hours
during the night and PRN. During the Interview
with CNA#2, it was determined and she verified,
the resident was not toileted after breakfast and
the time span between being tolleted was three
hours. Review of the 7/14/14 annuat MDS
assessment showed the resident had severe
cognitive impairment and was unable to be
interviewed.

3. Review of the 1/27/14 initial MDS assessment
showed resident #84 had severa cognifive
impairment and required total assistance with
personal hygiene. Revlew of the care plan
updated 1/14/14 showed the resident was
dependent on staff for all care with intervantions
to include anficipating all hisfher needs on a daily
hasls. An additional intervention included staff
should clean and frim the nalls after each bath.
According to the resident bath list, sthe last had a
bath on 8/14/14. Observation on 8/24/14 at 6 PM
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from 6:45 PM to 9:03 PM, and at 10:30 AM on
8/27/14 showed the resident's fingernails
remained encrusted with thick, brown matter,
Interview with RN #1 on 8/27/14 at 10:30 AM
verified she had noticed the resldent's fingernails
were ditty and needed to be ¢cleaned.

4, Observation on 8/28/14 at 9:03 PM revealed
CNA#3 and CNA #4 assisted non-sample
resident #1568 to bed. After transferring the
resident from the wheelchalr {o bed, they
removed histher clothing and placed the resident
in a hospital gown. The resident immediately teok
the hospital gown off and asked for hisfher own
pajamas. CNA#3 placed the hospltal gown bagk
on the resident despite the resident's raguest to
wear hisfher own pajamas. The CNA then said
the reason the resident had to wear a hospital
gown, instead of his/her own sleepwear, was
hecause "it's too hard" to put pajamas cn the
resident. Interview with the CNA at that time
veiified It was sasier for staff to dress the rasident
in a hospltal gown than it was to place the
resident in pajamas.

§. Observation on 8/25/14 during the noon meal
showed CNAs #6 and #1 were discussing
resident #158 in the dining room where other
residents wete eating their meal. CNA #8 stafed
"[s/he] hever does” stay al the table during the
meal, The intonation the CNA used was
derogatory. The two CNAs were complaining
about the resident self-propelling in and out of the
dining room during the meal creating more work

for staff.

(X4) ID SUMMARY STATEMENT OF DEFICIENCIES b PROVIDER'S PLAN OF GORRECTION {X5)
PREFIX {EAGH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX {EACH CORRECTIVE ACTION SHOULD BE COMFLETION
TAG REGULATORY OR LSC IDENTIFYING INFORMATION) TAG CROSS-REFERENCED TO THE APPROPRIATE BATE
DEFICIENGY)
. : F248
F 241 | Gontinued From page 5 F 241 .
' PAg 483.15(f)(1) Activities Medt

showed the resident was observed to have Int /Needs of Each Resident

uncombed hair and hisfher fingernails were nterest/Needs ol Lach Sesiden

encrusted with thick, brown matter. Observations . _ )

on 8/25/14 from 8:45 AM to 12:26 PM and again The facility must provide for an ongoing

program of activities designed to meet,
accordance with the

mental, and psychosocial well-being of
each resident.

CORRECTIVE ACTION

Individuvalized activities that include

meaningful rhythm of life are provid
for Residents #19, #60, #62, #84, #1(
#112 and #118.

Resident #102 is walking outside wi
staff during appropriate weather.

Resident #112 is walking outside w
staff during appropriate weather and
offered an opportunity to play boa
games during her waking hours.

Resident #118 s
magazines, newspapers and activities
his/her choice daily by staff.

Staff is remindi.ng resident #60 of facil

activities and ensuring resident has a copy
of activity calendar(s) readily accessiblg.

The activity calendar has been revised
include outings scheduled outside dur

comprehensive
assessment, the interests and the physical,

offered  books,

ng

n

ed
2,

—_

th
is
rd

of

ty

to

anpropeiat <. due
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gs=¢ | INTERESTS/NEEDS OF EACH RES

The facility must provide for an enhgoing pregram
of activities designed to mest, in accordance with
the comprehensive assesement, the interests and
the physical, mental, and psychosocial well-belng
of each rasident,

This REQUIREMENT is not met as evidsnced
by:

Based on observation, resldent, family, and staff
interview, review of the activity calendar, and
medical record review, the facility falled to ensure
individualized activities were provided that
inctuded meaningful rhythm of life for 7 (#19, #50,
#62, #84, #102, #112, #118) of 21 sample
residents, The findings were;

1. Raview of the 5/21/14 annual MDS
assessmeant showed resident #102 had severely
impaired vision, and rated "go oufside fo get fresh
air when the weather is good" as "very important.”
Review of the activity schedule for the East
statlon for the month of August 2014 showed the
only activity that involved going outside was
"Rosa Garden," which was scheduled for
Saturdays at 1:30 PM and Sundays at 10 AM.
Thare were no outdoor activitias scheduled for
‘weekdays. Interview with the resident on 8/27/14
at 10:20 AM revealed "There isn't much to do
when you can't see, se It's mostly sit and fwiddle

(X4 1D SUMMARY STATEMENT OF DEFICIENGIES ID PROVIDER'S PLAN OF CORRECTION (5)
PREFIX {EACH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX {EACH CORRECTIVE AGTION SHOULD BE COMPLETION
TAG REGULATORY OR LSC IDENTIFYING INFORMATION] TAG CROSS-REFERENGED TO THE APPROPRIATE DATE
DEFICIENCY)
F 241 | Continued From page 6 F 244 the. d.ay!'lght hours, slmd offering residents
. activity items of choice.
8. During an interview with the DON and RN #56 .. . . ]
on 8/27/14 at 10:20 AM, RN #5 said al staff The Activity Director is working on
should treat all residents with respect and dignity obtaining pet visits for the residents.
regardless of the diagnosis or condition. :
F 248 | 483.15(f)(1) ACTIVITIES MEET F248| The activities CAA has been completed {0[7/H

for Resident #62. She has been plOVldbd
with a baby for her enjoyment and |is
encouraged to attend activities of choice
and preference.

The activities CAA has been completed
for Resident #84 and is encouraged by
staff to join in scheduled activitips
programming of preference and choice.

The activities CAA for Resident #19 hias
been completed and resident is beihg
encouraged to participate in activities jof
choice and preference.

Activities staff is scheduted and present
on the West unit to perform schedulgd
activities and to encourage resident
participation with activities of choice apd
preference which are individualized apd
include meaningful rhythm of life.

Activities care plans for Residents #19,
#60, #62, #84, #102, #112 and #118 have
been reviewed and revised to reflect
current interventions.

IDENTIFICATION OF OTHER

DT‘QIT\T‘W\TTQ A 'H\T'I'\ f"ﬁ'D"D]T‘(""I‘“TII‘
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your thumbs...| like to go outside if | get the
chance. They won't let me go by myself and they
don't come to take me anymere. There used to
be a person who worked with people like me, but
she's gone now. | spend a lat of time in my room
just being bored." Review of July 2014 activity
records for the resident provided by the activity
director on 8/27/14 showed the resident's
activities consisted primarily of indoor walks,
watching her roommate's television, listening to
books on tape, "talking/conversing,” visits with
other residents, and "walks 1o cantina."

2. Review of the 3/7/14 admission MDS
assassment showed resident #112 had rated
"going outside to get fresh air when the weather
'is good" as "very Important.” Review of the
activity schedule for the East station for the
month of August 2014 showed the only activity
that Involved going outside was "Rose Garden,"
which was scheduled for Saturdays at 1:30 P
and Sundays at 10 AM. There were no outdoor
activities schaduled for weekdays. Interview with
the rasident on 8/27/14 at 10:15 AM revealed
sfhe liked to go out into the rose garden, but the
door to tha garden was secured, and s/he was
unable fo reach the keypad to unlock the deor
from his/her wheelchair, The resident furthar
indicated s/he would sometimes like to play board
games, but that these games were only offered in
the: evening after s/he had already tetired for the
night. Further review of the activity schedule for
August 2014 confirmed "Table/Card Games" was
only offered on Wednesdays at 5:30 PM. Review
of August 2014 activily records provided by the
activity direcior on 8/27/14 showed the resident's
activities primarily consisted of independent
aclivities such as golng o the cantina, reading,

watching television, visiting with othier residents,

this practice.

The MDS Coordinator will audit eagh

comprehensive  MDS’s  to  ensure
compliance with all triggered CAA
completion.

MEASURES TO PREVENT
RECURRENCE

An activity assessment has begn

completed for every resident and thei

individualized care plans in accordang
with each resident’s comprehensiy
assessment, interests, physical, ment
and psychosocial well-being.

‘Activities and nursing staff have been
educated regarding activiti
programming and the importance
providing each resident wi
individvalized activities which include
meaningful rhythm of life and which mj
effectively assist with the prevention
boredom.

The Activities
request the input of the residents month
during the Resident Council meetin
Resident comments and suggestions fi
activity programming will
implemented into the activi
programming to the extent possib
Residents not represented at Resident

Director/designee  will

bs
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a

Y
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and "Wafches! goings on."

3. Medical record review showed resident #118
was hard of hearing and had impaired vision,
Review of the care plan for the resident showed
the following: "l have little or no activity
involvement r/t related 1o] Depression.” The goal
included, "l will express satisfaction with type of
activities and leve! of activity involvement when
askad through the review date." The interventions
included, "Explain to me the importance of sosial
interaction, leisure activity time. Encourage my
participation by asking me fo join, | may still
decline but | know what is going on..." The
following concerns were identified;

a. Review of the 1/27/14 annual MDS
assessment showed resident #118 found the
following activities very impartant: To have books,
newspapers, and magazines to raad, to listen to
music, and to do favarite activities, The following
activities were somewhat important, Kesping up
with the news and to go outslde to get fresh air
when the waather was good.

b. Review of the requested activity
assessment and documentation showed the
following: The activity assessment was a copy of
the 1/27/14 annual MDS assessment with no
additional information. Documentation review for
July and August of 2014 showed the following: Al
4's [indepandent] were writlsn In oh ali days for
Indocr and Outdoor Walks W/C [wheelchail],
Reads/NewspapersiMagazines, Views Telavislon,
Talking/Gonversing, and Visits-Othar Residents.
The documentation failed to indicate specifics -
such as time involved in these activities, if staff
and/or other residents were involved, or if any
encouragement by staff was provided.

c. Interview on 8/25/14 at 7:.45 PM with

resident #118 revealed, "l wish | could do
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Council or unable to attend the Resident
Council meeting will be visited at their
bedside for suggestions and comments

related to the facility activily
programiming,

MONITORING AND
INCORPORATION INTO THE QA
SYSTEM

The Activities Director/designee shgll
report any trends identified during the
quarterly quality assurance meeting fpr
the purpose of process improvement. The
results interviews and council meetings
shall be presented to the QA committee
members for the effectiveness of this plan
of correction, trends, recommendations
for further corrective actions if necessaiy,
and/or termination of monitoring if the
intervention is successful.
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4. Medical record review showed resident #60
had diagnoses which included multiple sclerosis.
Review of the care plan for the resident showed
the following: "I'm still able to make independent
choice to my involvement, but would like staff to
remind me. At times | can be forgetiul, | continue |
to complete independent activities and these
include: Family, computer, movies and
volunteering.” The goals included, "l would like to
attend facility activities on my own with min
[minimum] verbal reminders weekiy." The
interventions Included, "Ceoordinate with nursing
staff to ensure that | am up in my chair and ready
PRN, At times | may need reminder of these
spacial activiies/occasion celebrations. Pleass
provide a manthly activity calendar PRN, Often |
like South and East station calendars,” The
following concerns wers identified:

a. Review of the 4/15/14 annual MDS
assessment showed resident #60 found the
following acfivities very important: To have books,
nawspapers, and magazines to read, to listen to
music, fo be around animals such as pets, ta
keep up with the hews, to do favotite activities, to
go outside and get fresh air when the weather
was good, and to particlpate in religious services
or practices. The following activity was somewhat
important: To do things with groups of people.

b, Review of the requested activity
assessment and documentation showed the
following: The activity assessment was a copy of
the 4/15/14 annual MDS assessment with no
additional information. Documentation review for
July and August of 2014 showed the following: Al
4's [independent] were written In on all days for
Indoor and Outdoor Walks W/C [wheelchait],
Computers/|PADS/Readers,
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Reads/Newspapers/Magazines, Views Television,
Talking/Conversing, Special
Intereste/Friends/Family, and Visits-Cther
Residents. The documentation for July 2014 also
had a "4" for out of facllity for 2 days, and none
for August 2014.

o. Interview on 8/27/14 at 4:15 PM with
resident # 60 revealed, "We have bingo and an
occasional oufing for shopping, and that is all. |
am bored."

5, Group interview with B residents on 8/25/14 at
2 PM revealed ali resldents in attendance felt
more activities were needed, stating, "Bingo is
good, but we need more than that” and we "hunt
for something to do." Additionally, the resldents
felf the facility did not ask residenis for input on
planned activities. Four of the six residents
attending wanted to go cutside more often.

8. Interview with the activities director on 8/27/14
at 7:15 PM revealed she felt there were not
enough activity staff at the facility to meet all of
the residents’ needs for activities.

The following concerns were identified in regard
fo the Secure Unit:

1. Gbservation on the lockad secura unit from
8/25/14 from 8:45 AM to 12:26 PM and again
from 6:45 PM through 9:03 PM showed no
activities ware provided for resldents. Periodic
cbservations throughout the day and evening on
8/26/14 agaln revealed residants were either self
propelling up and down the hallway or sitting in
the day room without any formal aclivities being
available. Finally, periodic observations
throughout the day on 8/27/14 showed there was
no formal activity available and ne staff were
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assisting residents in an activity. According to the
August activity calendar, kick ball, walking club,
and trivia was scheduled for 8/25/14. On 8/26/14
these activifies were scheduled: lce ream social,
nall care, baking club board games and music.
However, based on periodic ebservations, nene
of these activiies were previded for, or offered to
residents, On 8/27/14 the scheduled activities
included meet and greet, reminiscence, nhoodle
ball, martha goodies, town hall meeting and
sing-and-swing. Again, based on ohservation and
record review, none of thase aclivities wetre
provided for, or offered to the residents on the
locked secure unit (west).

2. Review of the medicat record showed resident
#52 had diagnoses including Alzheimar's disease,
dementia with behavioral disturbances, senile
dementia with delirium, and anxiety. Review of
the 7/11/14 annual MDS assesstment showed
activities triggered for the resident as needing a
comprehensive assessment (CAA). The following
concerns were identified: _ : '

a. Review of the medical record showed no
evidence the CAA was performed. Interview with
the interim DON on 8/27/14 at 5:40 PM verified
she was unable to find the activities CAA.

" b. Review of the care plan, last ravised on
4/10/13 (16 months ago), showed the resident
liked simple, structured activities such as
socializing, reading (likes o be read to}, and
babies. Review of the 7/11/14 anhnual MDS
assessment showed the resident enjoyed snacks,
music, animzls, outdocrs, and religion. Interview
with a family member on 8/26/14 at 6:50 PM
revealed the resident had servad as the church
organist prior to his/her admission to the facllity
and loved music. However, observations on
8/25/14 from 8:45 AM through 12:28 PM and
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again from 6:45 PM to 9:03 PM (at least 8 waking
hours) showed no atiempt to involve the resident
in an activity other than at 9:50 AM the resident
was given a stuffed animal, The residant
immediately placed the stuffed anlmal on a
nearby chair and left the dining area. Periodic
observations throughout the day on 8/26/14, and
on 8/27/14 from {0 AM through 1 PM, again
showed no activily was provided, and ho staff
assisted or aftempted to Involve the resident in an
activity. Observation showed instead, the resident
sat in the wheelchalr and repeatedly yellad out
"golly, golly, gotly, golly."

* ¢, Review of the Individuai resident activities
flow sheet for 8/25/14 through 8/27/14 showed on
B/25/14 the resident "actively" participated in
indoor walks, meaning s/he self propelled in an
out of his/her room and thae dining area. In
addition, revlew of this document showed the
resident "passively” participated in "intellectual’
and "talking.” However, observations shawed no
interaction with staff or ofher residents. The
resident remained primarily alone, away from
other residents and staff, yelling out "golly, golly,
golly, golly repeatediy.” There was no evidencs
the resident was offered any type of formalized
activity,

3. Review of the medical record showed resident
#84 had diagnoses including Alzheimer's disease,
dementia without behavicral disturbances,
depression, and anxiety. Review of the 1/27/14
initial MDS assessment shawed activities
triggered for the resident as neading a
comprahensive assessment {CAA). The following
concemns were identlfied:

a. Review of the medical recard showead no
avidance the CAA was performed. Interview with
the Interim DON on 8/27/14 at 5:40 PM varified
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she was unable to find the activities CAA,

b. Review of the 1/15/14 initial activity
assessment showed the resident enjoyed
shacks, music, animals, anc fresh air. Review of
the care plan dated 1/9/14 showed the resident
wanted to be included in activities for sensory
stimulation such as being read to or listening to
music. Observations on 8/26/14 from 8:45 AM
through 12:26 PM and again from 6:45 PM to
8:03 PM, periodically throughout the day on
8/26/14, and on 8/27/14 from from 10 AM thrcugh
1 PM showad no activity was provided and no
staff assisted or attempted o invelve the resident
in an activity.

¢. Review of the individual resident activities
flow sheet for 8/26/14 through 8/27/14 showed on
8/25114 the resident passively participated in
"intellectual® and "talking." In edditicn, review
showed there was music on In the unit and ths
resident listened. However, observaticn showed
the resident sat in the wheelchair or In the recliner
in the day room in g corher area and siept much
of the time,

4, Review of the medical record showed resident
#19 had diagnoses including dementia without
behavioral disturbances, deprassion, and anxiety,
Review of the 7/10/14 significant change MDS
assessment showed gctivities triggered for
comprehehsive review: The following concerns
were ldenfified:

a. Review of the madical record showed no
evidence the CAA was perfarmed. Interview with
the interlm DON on 8/27/14 at 540 PM verified
she was unabie to find the activites CAA.

b. Review of the 7/10/14 section "F" of the
MDS assessment showed the resident enjoyved a
tub bath, family, listening to musie, deing things
with groups of peaple, and participating in favorite

F 248
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The facility must provide housekeeaping and
maintenance services necessary to maintain a

door chips in room #217 and #216, frg

door chips of room #222 and the left side

of the kick plate for room #215.
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activities. Review of the care pian last revised on .
6/9/14 showed the resident preferred activities 483.15(1)2) ~ Housekeeping  and
which did not involve overly demanding cognitive Maintenance Services
tasks stich as being read to, music, massages,
televiston, movies, and nail care. Observations on The facility must provide housekeeping
8/25/14 from 8:45 AM through 12:26 PM and and maintenance services necessary o
again from 6;45 PM to 9:03 PM, periodically maintain  a  sanitar order] atd
throughout the day on 8/26/14, and an &/27/14 Fortable inter Y Ys
fror from 10 AM through 1 PM showed no comtortable mterior.
activity was provided and no staff assisted or
attempted to involve the resident in an activity. CORRECTIVE ACTION
¢. Review of the Individual resident activities Carpets throughout the building have
flow sheet for 8/26/14 through 8/27/14 showed on been cleaned including the secured unit,
8/25/14 the resident passivaly participated in an south unit, east unit, Ellbogen unit and the
“intellactual’ activity and Independently ranid recogver unit ’
participated in a "talking" activity. Iri addition, P M )
raview showed the resident actively went on _
indoor and outdoor walks. However, observation On the B hallway of the rapid recovefy
showed the resident sat in the wheelchair and unit, the following issues in resident areqs
self-propelled up and down the hallway on hisfher have been corrected:
own without interactlon with activity or nursing The edge of the front of the door to room
staff during the above noted times of obssrvation. #206 #211, #203 including the bathrodm
5. Interview with the activitiss coordinater on door, #200 inc.luding the bathrogm dogr,
8/27M14 at 536 PM revealed there were #202, #201 chips have been repaired, The
supposed to be two activity staff on the west unit wallpaper on the back wall of the
to provide activities. However observations as bathroom # 212 has been repaired.
noted earlier showed no aclivities were provided
ar offered an the unit during observations on On th S :
8125114 from 8:45 AM through 12:26 PM and forlllo\:if h?”“’ay‘ rapid Loovery ”‘“t;lthe
agaln from 8:45 PM to 9:03 PM, pericdically 8 Issucs th resident areas haye
throughout the day on 8/26/14, and on 8/27/14 been corrected: _
from from 10 AM through 1 PM. The front door to room #218 with a chuk
F 253 ] 483.15(h)(2) HOUSEKEEPING & F253| missing from the bottom right, missipg ,0’7}‘;_
88=F { MAINTENANCE SERVICES chips on the edge of door #220, bathrodm

nt
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. . ' on the secure unit:
sanitary, orderly, and comfortable interior, d r t
The back exit door kick plate has be¢n
This REQUIREMENT is not met as evidenced secured and the spider web removed, the
by: holes in the four walls of the dining arga
Based on observation and staff interview, the have been repaired, the damage on baojth
facility failed to ensure a variety of fems in 5 of § sides of the door from the dining to the
resident areas, including the lockad secure unit . '” l b ired and
{west unit), south unit, east unit, Ellbogen unit, main haflway have been repaired and tie
and the rapid recovery unit, were clean and wel| baseboard to the right of the dining arga
maintained. The findings were: replaced. The half wall in the smaller
dining area has been secured. The paint
1. Interview with the housekeeping supervisor on on the exit door by the piano and the w4ll
3.:27/1?1 att1t'll1 :1?} AII\(;I con_ﬂrr;w%c: th?hcarpefs i on either side of the piano have been
roughout the building, including the secure unit, . :
south unit, east unit, elboken unit, and the rapid '.‘eﬁanle d. 'tl“l(lie p'ago room d(l)%r IS CUfbea:d
recovery unit were dirty with multiple whitish and Jelly localed on the piano lid have been
blackish/brownigh stalns. She acknowledged the removed. The top drawer of the four
electrical carpet cleaner had been out of drawer chest in room #39 has bepn
operation for a month, and the carpet was old and repaired. The three darkened stained tiles
Hfiided re%Iacemegt Slge furtheghaclénﬁ);yledged to the left of the front door of room #p9
at many darmaged surfaces in the building, . :
especlally the flooring of the shower room next to have been gleaned o the. extent possille
room #112, were too damaged to be adequately and the kick plate chips have bepn
cleaned. The carpet issus was chserved by the repaired. The door for room #41 h.as been
survey team from entrance to the facility on replaced and the marking reading the
8/24/14 at 1:05 PM unti! exiting the facility on room number has been replaced wijth
8/27/14 at 10 PM, appropriate signage. The back wall
baseboard batt lefi 1l |of
2. Interview with the maintenancs supervisor on r jgfn ;Zrl iaizi eef: ;{2;1:(1 ;1; r‘:aain,(éf
827114 at 12:456 PM verified multiple areas of the Also tf Il o the lft of P )
facility were in need of repair, and the facllity 50 the wall to the left of the  commode
falled to have a plan with a specific timeframe fo and the front door kick plate has been
address those concerns, Areas in need of repaired. The rusty heat vent in room #37
repair/cleaning included the following: has been repaired. The carpet tear at ropm
a, Observation of the A hallway of the rapid #43 has been repaired and the divider
recovery unit on 8/25/14 at 8:25 AM revealed the b
following issues in resident arsas: Tha adge of
the front door to room #2086 had multiple chips
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missing on the oufer edge from the floor to 29
Inches in height, The edge of the front door to
room #205 had multiple chips missing on the
outer edge from the floor fo 26 inches in height.
The edge of the front door to room #2411 had
multiple chips missing on the outer edge from the
floor to 38 Inches in height. The back wall of the
hathroom in room #212 had wallpaper pulled
loose in 2 areas, from the baseboard to 8 inches
in height and from the baseboard to 10 inches in
height. The edge of the front door to room #203
had multiple chips missing on tha cuter edge
from the fioor to 36 Inches in height. The
bathroom door also had multiple chips missing on
the outer edge from the floor to 36 inches in
helght. The edge of the front door to room #202
‘had. multiple chips missing on the outer edge
from the floor to 38 inches In height. The edge of
the front door to room #201 had multiple chips
missing on the ocuter edge from the floor to 42
inches in height. Tha adge of the front door to
room #200 had multiple chips missing cn the
outer edge from the fioor to 30 inches in height.
The bathroom door had multiple chips missing on
the outer edge from the floor ic 42 inches In
height. '

b. Observation of the B hallway of the rapid
racovery unit on 8/25/14 at 9:35 AM revegled the
followlng issues in resident areas: The front door
to room #218 had a 3 Inch by 2.5 inch chunk
missing on the bottom right, The adge of the front
door to room #220 had multiple chips missing on
the outer edge from the floor to 32 inches in
height, The bathroom door of room #217 had
multiple chips missing from the floor to 24 Inches
in height, and was scraped across the 36 inch
door on the inside at 22 inches in helght from the
floor. The bathroom door of room #2186 had

multiple scrapes from the floor to 32 inches in
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repaired and or replaced. Room #43
transition strip has been replaced. The
heat vent in room #35 has been repairgd.
The front door kick plate chips of room
#36 and the torn carpet have bepn
repaired. The back wall heat vent and the
bathroom het vent of room #42 has been
repaired. The front door kick plate |of
room #34 and all four walls have been
repaired. The shower handle of room #34
has been secured, the inside of the front
door and floor have been replaced.

The shower room by #112 with io
chipped broken floor tiles by the front
door and 17 loose floor tiles will {be
“ repaired or replaced.
The south unit shower room partial
divider between two shower stalls has
been repaired.

IDENTIFICATION  OF _ OTHER
RESIDENTS AND CORRECTIVE
ACTION
The Maintenance Director/designee will
complete an audit of each room gnd
common areas, by 10/07/2014, to identify
any rooms in need of repair(s) which may
fail to ensure a safe, comfortable and
homelike living environment.

Items identified will be logged on [the
worl/repair log for safety prioritizalion

and repairs/replacement in an on-gaing
fort
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height. The adge of the front deor to room #222 RECURRENCE
was chipped on the outer edge from the floor fo Housckeepers and Department Managers
42 inches in height, which exposed the inner will be re-trained by the Maintenange
wood In an area 3 inches long by 0.5 inches wide. Director/designee on  or  befofe
The left side of the frant door kick plate of room 10/07/2014 re: entering identified items
#2156 was pulied loose from the floor to 34 Inches needing repair into the TELS system fpr
in height. Also, the inner bathroom doer had timely repair and follow-up to ensufe
multiple chips in the door from the floor to 32 . . .
inches in haight, compliance with this measure.
¢. Observation of the secure unit on 8/25/14
at 10:55 AM revealed the foliowing issues in The Maintenance Director will re-educzlte
resident arsas. The back éxit door kick plate in the staff, including Department Managers
the dining area was loose from the door from the on or before 10/07/2014 re: the process
top 1o 11_inches downwgrd. Also, the qoor handle for communication to the maintenange
had a spider web below it. All 4 walls in that department of anv identified I
dining area had muttiple smat! holes at 1 foot in cepartment o y identilied — repair
height from the floor, The deer from the dining to concerns, to ensurc items identifipd
the main hallway had damaged areas on both during rounds, in need of repair, gre
sides from the floor to 32 Inches in height that entered documented for timely repair apd
exposed metal underneath, and the bassboard to follow-up.
the right of the door was missing. The smaller
di_ning area had a half wall in front of the servery The Maintenance Director/designee will
with the wall pulied foose from the floor to 17 , _ )
inches In height. The exit door by the plano Ih the review the work/repair log five days
small room across from the dining area had the weekly to ensure items in need of repqir
paint scraped off in a 16 inch by 25 inch rectangle are corrected in a timely manner.
at 26 inches in helght from the floor. The wall on
each side of the piano had muitiple scrapes of MONITORING AND
Va!’ying height which exposad the Wa" under the INCORPORATION INTO THE OA-
paint. The piano room door had scuffs across the SYSTEM
entira 36 inches that were located 24 inches in = . . .
height from the floor. The piano had jelly on the The maintenance director will monitor fhe
lid for the keyboard. [n room #39 the top drawer work/repair log orders and corrections|to
in a 4 drawer chest of drawers was broken. The ensure timely completion and compliance
floor had 3 darkened stained 1 foot by 1 foot tiles with this plan of correction.
to the left of the front door. Also, the bottom left
front door klck plate had muitipts chips from the
floor to 38 inches in height. The room #41 door
number was missing and the number was
FORM CMS-2567(02-99) Previous Versions Obsolete Evant ID: WSZ111 Faeility [0: WY0027 if continuation sheet Page 180f 57
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-was damaged at 35 inches in helght and 44

missing. The heat vent along the back wall had
multiple rust areas 70 inches across, The carpet
between the hallway and room #43 was torh at
the left of the door from the floor to 8 inches
across. The back wall had a divider board that

Inches across that showed the board undernsath.
A hoard above the heat vent had stain damage
across the entire front wall. The front door
transition strip (divides rcom floor from hallway
floor) was damaged all 38 inches across and was
not a cleanable surface. Tape had been placed
over the area, and was partially off and collected
dirt and debris. The back wail heat vent of room
#35 was scraped and the entire vent had migsing
paint. The front door kick plate of room #36 on
the left had multiple chips from the ficor to 36
inches in height. Tha carpet in the hallway by the
front door had 3 inch tears on each side of the
door. The back wall heat vent of room #42 had
scraped paint and multiple rusted areas along the
entire length of the wall. The bathroom heat vent
along the left wall was scuffed 53 inches across.
The front door kick plate of room #34 had
mulitiple chips on the left from the floor to 36

PREFIX (EACH DEFICIENCY MUST BE PRECEDED BY FULL
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marked on the hallway wall with a maglc marker. : .
The bathroom left wall and back wall baseboards The maintenance dlrecFor shall report.ary
wera scuffed across 52 inches by 52 inches. t"e“({'s identified during the quarter|y
Also, the wall to the laft of the commode had quality assurance meeting for the purpose
damage 12 Inches above the floor to 26 inchas of process improvement. The results of
above the floor and a second area 36 Inches these audits shall be presented to the QA
above the floor that measured 33 inches across. committee for analyzing this qualify
The front door kick plate for room #41 had improvement measure for the
multiple chips on the left from the floor to 36 fhocti £ the int . d
inches in helght. The back wall heat vent in room cllcctiveness of the infervention, trengs,
#37 had multiple rust areas across 110 inches. recommendations for further correctiye -
The front door and kick plate in room #3236 had actions if necessary, and/or termination [)f
multiple chips on the left from the floor to 36 monitoring if the intervention lis
inches in height. Room #42 had the door number successful.

FORM CMS-2667(02-89) Previous Verslons Obsolete

Event ID: WSZ111

Facillty iD: WYD027

If continuation sheet Page 19 of 57

19



PRINTED: 08/11/2014

R

DEPARTMENT OF HEALTH AND HU.....N SERVICES q FORM APPROVED
. CENTERS FOR MEDICARE & MEDICAID SERVICES OMB NC. 0938-0381
STATEMENT OF DEFICIENCIES {X1) PROVIDER/SUPPLIER/CLIA {X2) MULTIPLE CONSTRUCTION (X3) DATE SURVEY
AND PLAN OF GORRECTION IDENTIFICATION NUMBER: A BUILDING COMPLETED
C
535042 B. WING 08/27/2014
NAME OF PROVIDER OR SUPPLIER STREET ADDRESS, CITY, STATE, ZIP CODE
60 MAGNOLIA
SHEPHERD OF THE YALLEY HEALTHCARE CENTER CASPER, WY 82604
{X4) ID SUMMARY STATEMENT OF DEFICIENCIES D PROVIDER'S PLAN COF GORRECTION (%8}
PREFIX (EACH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX (EACH CORRECTIVE ACTION SHOULD BE COMPLETION
TAG REGULATORY OR LSC IDENTIFYING INFORMATION) TAG CROSS»REFERENCED;% &"\I;I)E APPROPRIATE RATE
DEFIC
F 253 | Continuad From page 19 F 253

inches in height. The back wall heat vent in room
#33 had multiple paint scuffs the entire length of
the wall, The hallway wall just to the righ{ of room
#44 had a chip that measured 1 inch by 8 inches
with paint off and wall damage. The front door
kick plate of room #44 had multiple chips out on
the left from the fioor to 36 inches in height, The
heat vent on the left wall had paint scraped
entirely across at 53 inches. The front door and

| kick plate of room #45 had multiple chips on the
left from the floor to 36 Inches in height. The
bathroom baseboard on the left wall had muftiple
scrapes across the entire wall length. The front
door and kick plate of room #31 had multiple
chips on the left from the floor to 36 Inches in
height. The television room across from the
nursing desk had 9 walls of varying width, and
sach wall had multiple areas with paint scrapes.

d. Observation on 8/25/14 at 11:45 AM of the
rapid recovery unit revealed the following issue in
a resident area: The cabinet by the television
room across from the nursing station’ had muitiple
areas of wood damage throughout the cabinet on
the outside at 34 Inches in height and 72 inches
across.

e, Observation on 8/26/14 at 2 PM of the east
unit revealed the following issues in resident
areas; Room #100 had a 2 inch by 3 inch hole In
the floor tile in front of the bathroom sink. Carpet
was missing in a 4 inch strip at the front docr,
The bathroom tile of room #101 just inside the
door fo the right had multiple cracks with the
longest at 8 inches in length, The cracks were
blackened with dirt and was not an adequate
surface for cleaning. The inside bathroom door of
room #103 had 3 separate scrapes near the
bottom and 2 small holes on the left side. In the
hedroom on the wall fo the left of the bathroom
door there was wall damage from the floor to 18
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inches in height and 3 inches across. The floor
tiles by the front door of room #104 were split
through a total of 16 tiles with blackened dirt and
was not an adeguate surface for cleaning. The
left wall by the bathroom door was torn fiom the
floor to 58 inches In height and included a tear in
the baseboard. The back wall in the bathroom of
roam #105 had 7 holes past the toilel, The
baseboard on the wall beside the left bathroom
door of room #106 was torn from the floor fo 3
inches In height. Also, at 32 inches in height on
the same wall there was a 3 inch area of wall that
was missing. The front door to room #107 had
multiple chips missing on the left from the floor fo
13 inches in height. The bathroom floor of roem
#109 had a 5 inch by 5 inch area of ile to the left
of the toilet that was totally crushed and could not
be adequately cleaned. The wall behind the tollet
was separated from the floor to 12 Inches in
helght. The bedroom wall to the left of the
bathroom door had a corner with 2 walls
separated from the floor to the ceiling. Also, a 4
inch by 4 Inch area of the baseboard was
missing. The right wall by bed B had a 4 inch by 7
Inch tear over the center of the bed. The
bathroom tile floor of room #111 had a 36 inch
tear in front of the door which allowed
visualization under the door from the badroom o
the bathroom. The bathroom door of room #112
had a hole 6 inches by 9 inches at the bottem
right. The tile floor in reom #1156 was dirty
(darkened) throughout, Also, the bathroom fioor
was dirty and sticky with brownish fim. There was
a hole completely through the wall behind the
toilet that was 4 inch circular. The inside
bathroom door of room #118 had a 2 inch by 4.5
inch hole 42 inches above the floor. The
bathroomm door of room #119 had 2 holes that
measured 3 Inches across by 0.5 inchas wide at
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37 inches in height. The baseboard to the right of
the bathroom door was missing at 4 inches by 4
inches, The wall behind the toilet had 5 patched
holes that were not smoothed or painted. The
bathroom door of room #120 had a 3 inch by 1
inch hole on the outside at 23 Inches in halght.
The bathroom door of room #121 had a 1 inch by
3 inch hole on the inside at 23 inches in height.
Also, the left bathroom wall baseboard was pulied
away from the wall 37 inches across. The wall to
the right of the bathroom door in room #124 had
a 2 inch hole at 12 inches in height. In room #12&
the baseboard to the left of the bathroom door
was loose from the wall at 4 inches by 4 inches.
The front door of room #127 was chipped on the
left from the floor to 36 inches in height. The
bathroom door of room #120 had 2- 4 Inch by 4
inch patches that were rough and unpainted. The
baseboard to the left of the bathreom door in
room #129 was loose from the wall 4 inches by 4
inches. Room #131 had 4- 1 foct by 1 foot tiles
baside the bed that were dark stained. Also, a tile
by the left side of the front door was chippad 2
inches by 4 inches. The wall to the right of the
closet in room #1140 had a 2 inch by 4 inch tear
near the floor, Also, the 4 inch by 4 inch
baseboard was missing.

f. Observation on 8/25/14 at 9:35 AM across
from the secure unit nursing station revealed a
bathroom with a torh kick plate on the door at 4
Inches by 4 inches. Also, the heat vent on the left
wall was scuffed entirely across, The piano in the
back right room across frem the dining area
continued to have jelly on the Hid for the keybeard.

g. Observation on 8/27/14 at 11:15 AM of the
south unit revealed the following issues in
resident areas. Tha basehoard to the left of the
bathroom door in the bedroom of room #117 had
a 2 inch by 2 inch missing area. The back wall In

F 253
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the bathroom of room #7 had a 1 foot by 1 foot
tear along the bottom of the wall. The left, bottom,
and right edges (border) of a mirror on the
bathroom door were missing at 10 inches by 1
foot by 12 inches, The bathroom door of room #3
had a 4 Inch by 2 inch hole on the outside at 26
inches In helght. Also, the left front door kick plate
was torn from the door 2 inches at 12 inches in
height. The bathroom light switch in room #3 had
a chip in the wall on the right cornier, Also, thera
was 3 hole in the wall there that measured 2
inches by .75 inches. The front door kick plate of
room #27 was torn from the floor to 18 inches in
height. The bathroom heat vent against the right
wall was scraped with multiple rust areas at 36
inches across. The baseboard made of wood at
the right and back bathroom wall of room #26 had
the: staln missing. The front deor Kick plate of
room#15 had an area from the floor {o 26 inches
in height that had multiple scrapes and missing
areas. The front door left kick plate in room #26
had damage from the ficor fo 36 inches in height.
The front door kick plate in room #24 was
damaged from the floor to 32 inches in height.
The front door transitich strip of room #23 had
brownish oid glue that accumulated dirt and dust
at 36 inches across. The corner of the wall by the
bathroom door in the badrcom had a piece of wall
missing that exposed the metal underneath from
the floor to 1 foot in height. The bathroom door in
room #22 had bottom inner docr damage and
multiple scrapes across 36 inches in height and
14 inches up.

h. Observation on 8/27/14 of 11:45 AM at the
Ellbogen unit revealed the following issues in
rasident areas; In room #60 the screen was off on
the left side of the back window that measured 18
inches by 42 inches. The screen was propped
against the back wall, The front door kick plate of
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room #68 was damagad from the floor to 26
inches on the right. The bathrcom door kick plate
was loose from the door at the top 36 inches
across. The bathroom heat vent of room #61
against the left wall was scraped 32 inches
across. The left bathroom wall of room #62 was
damaged at 1 foot in height and 24 inches
across. The right wall in the bedroom by the bed
was damaged with paint missing by the head 1
foot by 1 foot.

i, Observation of the shower/tub rooms on
8/26/14 at 9:10 AM revealsd the following issues:
The shower room on the rapid recovery unit
across from room #2414 had 5 floor tiles cut
through and were darkenead/dirty in the cut, The
damaged area could not be adequately cleaned.
Paint was scraped off of the right wall from the
floor to 42 inches in height. The shower room
across from room #2017 had the baseboard on the
left wall torn at 4 inchas by 3.5 Inches. The door
to the right by the shower had paint scraped off
on both sides of the doorframa from the floor to
38 inches in height. The locked sacure unit
shower had the following lssues: to the left of the
front door the carpet was tom from the floor to 3
Inches across, The flooring at the door was
separated betwean the shower room and hallway
with an accumulation of dirl and was not a
cleanable surface, The heat vent against the right
wall was scraped with multiple areas of rust
entirely across. The front door kick plate was
chipped at the bottorn left cormner from the floor to
3.5 inches in height and 2 inches across. The
east unit shower room by room #102 had the
following issuas: The tile transition divider under
the front door was chipped in 3 places, the
longest was a 2 inch V-shape, was blackened,
and was not a cleanable surface. The east unit
shower room by room #122 had the following
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issues: All 4 walls had paint and wal! damage in
multiple areas, with the longest damags 483.20(k)(3)(ii) Services by Qualifigd
measured at 10 inches by 8 inches, The shower Persons/Per Care Plan
handie holder was loose from the wall and could '
nat be used to hold the shower handle, which was The services provided or arranged by the
laced in the sink. The Inside of the front door e ‘ ; T
Ead multiple scrapes to the paint and was not a facility mL.ISt be provided by. qualifigd
cleanable surface, The floor was damaged and persons in accordance with cath
discolored over the entire surface and was not a resident’s written plan of care,
cleanable surface. The shower room by raom ,
#112 had the following issues: By the fronf coor CORRECTIVE ACTION
there were 2 floor tiles that were chipped and The facility personnel have reviewed and
broken and could not be adecuately cleaned. updated the care plan for Residents #]9
There were 17 loose files at the middle of the and #62
under edge of the tub, which created a surface )
that could not be adequately cleaned. The south .
unit shower room had the following issues: The Resident #62 was changed out of wet
partial wall divider between the 2 shower stalls clothes at the time of staff observatign
had significant damage throughout on both sides. during the survey and is consistently
The end Idfalcing the front hai(:i a 81 inch by 6 iﬁch being checked and assisted  with
damaged area, and the divider was hot touching : . L
the flo%r at the front due to the extensive damage. mcomll nence needs as necessary per His
The inside wall of the right shower stall from the care pian.
floor to 3 inches in height and 8 inches across )
| was tom and could not be adequately cleaned. Resident #19 is receiving assistance with
F 282 | 483.20(k)}(3)(i) SERVICES BY QUALIFIED F 282| oral care, and ADL’s per the plan of carg. /}O)T/W
48=p | PERSONS/PER CARE PLAN IDENTIFICATION OF OTHER
. . . RESIDENTS AND CORRECTIVE
The services provided or arrangad by the facility ACTION
must be provided by quslified persons In No furth: id .
accordance with each resident's written plan of pl‘(c')lcti(l;]e et residents  affected by  this
care. . .
MEASURES TO PREVENT
RECURRENCE '
ghis REQUIREMENT g not met as evidenced Nursing staff will be re-educated by the
¥ i f
Based an observation, medical record interviaw, ?eDg,ﬁliiSlg;};To Oliln Oj;l I?ef(l)re 119 /07720 ?I
staff interview, and review of facllity policy and garding 1oToOWINg the plan ot care aj
ensuring residents receive approprigte
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F 282 | Continued From page 25 F 282| MONITORING AND
procedurs, the facility failed to ensure staff INCORPORATION INTO THE QA
followed the care plan for 2 of 21 sample SYSTEM
residents (#19, #62), The findings wers; The MDS Coordinator/designee will

ensure resident care plans are updated
1. Observation of 8/25/14 at 10:34 AM showed quarterly with individualizéd
CNA#1 and CNA#2 assisted resident #82 to interventions.
hisfher room to check the inconiinence brief,
| While transferring the resident from the ) ’
wheelchair to the bed, observaticn showed sihe The DN,S/ de51gn§e will C‘?“d““ random
was waaring pants that were visibly wet across observations during walking rounds fo
the buttocks where urine had soaked through. ensure staff is consistently providing
Interview with CNA #2, at that time, verifled the assistance to the residents with thgir
incontinence brief was saturated with urine, ADL’s.
Further interview with CNA #2 revealed the
resident was last toileted at 7:30 AM. CNA#2 .
also stated the resident required chacking and The DNS shall report compliance trens
changing every 2 to 2 1/2 hours. Review of the identified during the monthly quality
care plan updated on 4/28/14 showed the assurance meeting for the purpose of
resident should be toilefed before and aiter process improvement. The quality
g‘eﬁllS.tﬁ‘ler}f aitght jtpbgﬂtinn’lex Ieviﬁ’ 7—| htOUf' s assurance committee members  will
uring the night an . During the Interview . ] .

with CNA #2, It was determined and she verified, ?nft:yze the res.l its Oi;.audlj[g to determine
the resident was nof tolleted after breakfast and urther: corrective action 1 necessary t.o
the ime span between belng tojleted was three ensure COl‘Itml.]Gd compliance with this
hours. plan of correction or and/or termination pf

' monitoring  if  intervention(s)  are
2. Review of the 7/10/14 significant change MDS successful.
assessment showed resident #19 had severe
cognitive Impairment and required total
assistance with personal hygiene. Review of the
care plan last updated on 4/28/14 showed the
resident had a deficit in self care performance
and required staff assistance with ADLs.
Interventions included cn the care plan were;
resident was edentulous {no teeth) and needs
toothettes to clean the mouth and gums. In
addition, the resident required assistance in
combing hisfher hair and washing and drying
his/her face, Observation on 8/25/14 at 7:10 PM
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F 282 | Continued From page 26 F 262 F311
revealed staff did not cifer to assist or provide 483.25(a)(2)  Treatment/Services  to
oral care or washing of the resident's face and Improve/Maintain ADLS
hands during bedtime care. Review of the faility A resident is given the appropriate
policy and procedure on nursing care standards, treatment and services to maintain or
;Zﬂgggiuli?hﬂ\cﬂgfﬁgggé f{?ﬁg’:g t"r;a\esrsri::tﬁ&ce as improve his or her abilities specified {n
taeth or dentures clean, no less than AM/PM with (p:a(r)agraph (a)(1) of this section.
care which consists of ,.,PM: washing face, RRECTWE_ACTIO_N
hands, back, peri-area and apply lotion fo Restorative Nursing is being completed as
back/legs." recommended  for  resident  #14P.
Restorative aides are not being pulled to
3. Interview with the DON and RN #5 on 8/27/14 the floor to cover a shift assignment.
ra)} ;noszz;g Ql:iil&::eaied staff should follow the care IDENTIFICATION OF OTHER
F 311 | 483,25(a)(2) TREATMENT/SERVICES TO F 311 ig%%ﬁms AND CORRECTIVE | "’ !
s8=D | IMPROVE/MAINTAIN ADLS ACTION
Residents receiving restorative nursitg
A resident is given the appropriate treatment and programs have the potential to be
services to maintain or improve his or her abilities affected. Restorative aides are not beiilg

specified in paragraph (a)1} of this section.

This REQUIREMENT (s not met as evidenced
by:

Based on medical record raview, and staff
interview, the facility failed to ensure restorative
nursing exercises weara consistently utilized to
malntain andfor restore ADL function for 1 of 5
sample residents (#142) who were referred for
restorative services. The findings were:

Review of the 7/2/14 quarterly MDS assessment
showed resident #142 suffered from chronic pain.
Review of the resident's care plan revealed the
resident was "constantly in pain." Care plan
interventions included "[resident name] receives
massage therapy from RNA [restorative nurse
aide] for shoulder pain.” Review of the restorative

utilized to cover a direct care shift
assignment. The DNS/designee will audit
Restorative Nursing Services.

MEASURES TO PREVENT
RECURRENCE -
Nursing staff will be educated by ilie
DNS/designee, on or before 10/07/2014,
re: no-tolerance policy regarding
restorative aides working a  shifft
assignment,

MONITORING AND
INCORPORATION INTO THE QA

SYSTEM
The DNS/designee will audit Restorative
Nursing monthly to ensure that residents
are receiving restorative services as
recommended, until such time as the QA
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PROVIDER'S PLAN OF CORRECTION

A resident who is unable to carry out activiiies of
daily living receives the necessary services to
maintain good nutrition, grooming, and personal
and oral hygiehe.

This REQUIREMENT s not mef as evidenced
by
Based cnh ohservation, medical record review,
staff intetvlew, and review of policy and
procedure, the facility failad to ensure residents
who requlred extenslive or total assistance
performing ADLs recelved assistance with
hygiene for 6 of 21 sample residents (#19, #22,
#62, #84, #102) and 1 non-sample resident
{#168) identified as requiring or extensive or total
assistance. The findings were: :

1, Review of the 8/20/14 quarterly MDS
assessment for resident #102 showed s/he
required the extensive assistance of one person

dependent residents
A resident who is unable fo carry o
activities of daily living receives I
necessary services to maintain

hygiene.

CORRECTIVE ACTION

Residents who require extensive or total
receiye
includigg

assistance performing ADL’s
assistance with  hygiene;
residents #19, #22, #62, #84, #102, a
#158.

Resident #19 is receiving assistance wi
oral care, and ADL’s per his care plan.

Resident #22 is receiving assistance wi
incontinence care per the care plan.

20¢
nutrition, grooming, and personal and orjal

it

he
d

1d

th

th

(X4) ID SUMMARY STATEMENT CF DEFIGIENCIES D (%6}
PREFIX (EAGH DEFIGIENCY MUST BE PRECEDED BY FULL PREFIX (EACH CORRECTIVE ACTION SHOULD BE GOMPLETION
TAG REGULATORY OR LSC [DENTIFYINS INFORMATION; TAG CROSS-REFERENCED TO THE APPROPRIATE DATE
. DEFICIENCY)
F 311 | Continued From page 27 F 311 )
alde dacumentation for the month of August 2014 The DNS shall report compliance trends
showed the resident was to receive "Massage identified during the monthly qualib/
neck and left shoulder at resident's request 15 assurance meeting for the purpose of
min [minutes) 2 X [times] waekly.” Further review process improvement. The quality
showed the rgsident ha;:l received_}he massage ] assurance committee members  will
only 4 times between 8/1/14 and 8/26/14, instea . ,
of the 7 times sfhe should have. Cn 8/19/14 a ]%nat}yze the re:.u]ts of_.audl.t ; to defermite
note wag written that indicated "RNA not done urther corrective action 1t necessary fo
pulled to the floor." Interview with RN #3 on ensure contml.led compliance with this
8/26/14 at 4:10 PM revealed restoratve gides had plan of correction or and/or termination of
been bean pulled from doing restorative work to monitoring  if  intervention(s)  ate
working the floor "quite a bit" during the summer successful.
due to staffing issues. F312
F 312 ] 483.25(a)(3) ADL CARE PROVIDED FOR F 312 . } ]
A e 483.25(2)(3) ADL care provided for 10[7[11
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(®1) PROVIDER/SUPPLIER/CLIA

{%X2) MULTIPLE CONSTRUCTION
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Jincluded "Staff will monitor my incontinence and

with both dressling and toilet use. Review of the
resident's care plan, inltiated on 6/8/13, showed
the resident was at risk for impaired skin integrity
related to urine incontinence. Interventions

keep me clean and dry..." Continuous observation
of the resldent on 8/24/14 from 5:16 PM until ¢:50
PM showed s/he was wearing pants that were
visibly wet across the buttocks and down the left
leg as she left the dining reom after dinner, Tha
resident walked down the hall to histher room and
lald down on the bed. Observation at 5;45 PM
showed the DON entered the resident's room,
asked the resident if s’he needed help, but left
without checking for incontinence. Observation at
£:10 PM showad CNA #7 entered the resident's
room and asked if the resident would fike help
changing histher clothing, The resident expressed
his/her hunger to the CNA, who then left to get
the resident a snack. The CNA refurned with a
snack at 8:15 PM, then left without helping the
resident fo change clothing. The resident
continued to sit/lay on his/her bed with soiled
clothing, Observation at 9:40 PM showed RN #2
entered the resident's room and closed the door
to provide cares, howaver, the resident was still in
the same clothing and Incontinent condition when
the RN left the resident’s room at 9:50 PM.

2. Review of the 5/14/14 quarterly MDS
assessment showed rasident #22 was always
incontinent of urine. Review of the resident's care
plan for bowel and bladder function, last revised
on 2127113, showed the resident was unable to
recagnize tollefing urgas and was incontinant,
Care plan interventions included "Staff of 2
anticipate [resident name] needs: chack [him/her]
for incontinence G AM [every morning],

before/after meals, Q HS [every bedtime], and Q

per the care plan.

AND PLAN OF GORREGTION " IDENTIFIGATION NUMBER: A BUILDING COMPLETED
C
535042 B, WING 08727/2014
NAME OF PROVICER OR SUPPLIER STREET ADDRESS, CITY, STATE, ZIP CODE
EPHERD OF THE VALLEY HEALTHGARE CENTER 60 MAGNOLIA
SH CASPER, WY 82604
(X4) 1D SUMMARY STATEMENT OF DEFICIENGIES I PROVIDER'S PLAN OF CORRECTION (%5)
PREFIX (EACH DEFIGIENCY MUST BE PREGEDED BY FULL, PREFIX (EACH CORRECTIVE ACTION SHOULD BE COMPLETICN
TAG REGULATORY OR LSC IDENTIFYING INFORMATICN) TAG CROSS-REFERENCED TO THE APPROPRIATE DATE
DEFICIENCY)
Resident #62 is receiving assistance with
F 312 i :
Continued From page 28 F 312 washing her hands before and after megls

Resident #84 nails have been cleaned and

she is receiving care with ADL’S
needed.

Resident #102 is receiving incontiner
care to keep him clean and dry.

Non-sampled Resident #158 is receivi
assistance with grooming prior to m

times.

IDENTIFICATION __ OF _ OTHI

as

ce

ng
pal

IR

RESIDENTS AND CORRECTIY

I

ACTION
No further residents affected by t
practice.

MEASURES

TO PREVE]

his

RECURRENCE

Nursing staff will be re-educated by
DNS/designee on or before 10/07/2(
regarding following the plan of care 4
ensuring residents receive appropri
assistance with their ADL’s,

MONITORING

the
14
nd

ate

AND

INCORPORATION INTO THE l(

A

SYSTEM
The DNS/designee will conduct rand
observations during walking rounds

DIm
to

ensure staff is consistently providing

assistance _tothe residents. .sadth.th

=il
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F 812 | Continued From page 29 F312

The DNS shall report compliance trends

2-3h Jevery 2 to 3 hours during the night], and . . . A
fevery uring the nightl. an identified during the monthly quality

PRN, changs incontinence product/clothing when

solled, and provide peri care and additional assurance meeting for the purpose jof
barrier cream application as warranted...[s/he] is process improvement. The quality
changed in bed," Continuous observa.tlon of the assurance committee members Wil
; ?ﬁ)‘ii’glt t?]f; ?‘;29%13?1 tfrﬁg‘s i:gtscﬁgcﬁgglfg:so PM | analyze the results of audits to determine
incontinence, At 12:50 PM, the resident was further corr(?ctlvg acthI’ll‘lf necer»'s;:ry t.o
transferred from wheelchair to bed, but was not - ensure continued compliance with this
checked at that time (almost 4 heurs). plan of correction or and/or termination| of

: monitoring  if  intervention(s)  are
3. Review of the 1/27/14 inltlal MDS assessment successful. '

showed resident #84 had severe cognitive
impairment and required total assistance with
persohal hyglene. Review of the care plan
updated 1/14/14 showed the resident was
dependent on staff for all care with interventions
to include anticipating all histher needs on a daily
basis. An additional intervention included staff
should clean and trim the nails after each bath.
According to the resident bath list, s/he iast had a
bath on 8/14/14. Observation on 8/24/14 at 6 PM
showed the resident had uncombed halr and
his/her fingemails were encrusted with thick,
brown matter. Observations on 8/25/14 from 8:45
AM to 12:26 PM and agaln from 6:45 PM to 8.03
PM, and at 10;30 AM on 8/27/14 showed the
resident's fingernails remainad encrusted with
thick, brown matter. Interview with RN #1 on
8/27/14 at 10:30 AM verified she had noticad the
resident's fingernails wers dirty and needed fo be
cleaned,

4. Review of the initial and the 4/17/14 guarterly
and the 7/11/14 annual MDS assessment showed
resident #62 required extensive assistance with
personal hygiene. Cbservations from 8/24/14
through B/27/14 showed the resident never used
silverware but always ate with his/her hands.
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Review of the physiclan's crder dated 4/25/14
showed the resident should have his/her hands
washed frequently. At no time during the
observation of 3 meals, the evening meal on
8/24/14, breakfast on B/25/14 arnd lunch on
82714, did staff offer or assist the resident fo
wash his/har hands prior to or after eating.

6. Review of the 7/10/14 significant change MDS
assessment showed resident #19 had severe
coghitlve impairment and required total
assistance with personal hygiene, Review of the
care plan last updated on 4/28/14 showed the
resident had an deficit in self care performance
and required staff assistance with ADLs.
Intarventions included on the care plan were:
resident was edentulous (no teeth) end needs
foothettes to clean the mouth and gums. In
addition; the resident required assistance In
combing hisfher hair and washing and drying
his/her face. Observation on 8/25/14 at 7:10 PM
‘revealed staff did not offer to assist or provide
oral care or washing of tha resident's face and
hands during bedfime care. Review of the facility
policy and procedure on nursing care standards,
reviewed August 2011, showed "Assistance as
needed with oral hygiena to keep the mouth,
teeth or dentures clean, no less than AM/PM with
care which consists of ...PM: washing facs,
hands, back, peri-area and apply lofion to
backflegs."

6. Review of the 8/12/14 annual MDS
assassment showed nan-sample resident #158
required total assistance with personal hygiene
and grooming. Observation on 8/24/14 at .55
PM showed the resident's hair was uncombed
while at the dining table during the evening meal,

483.25(d) No catheter, prevent Ul
restore bladder

Based on the resident’s comprehensi
assessment, the facility must ensure tha
resident who enters the facility without
indwelling catheter is not catheteriz
unless the resident’s clinical conditi
demonstrates that catheterization w
necessary; and a resident who

incontinent of bladder receiv
appropriate treatment and services
prevent urinary tract infections and
restore as much normal bladd
function as possible.

CORRECTIVE ACTION

Resident #62 is being assisted with timg
toileting and incontinence care per ci
plan.

IDENTIFICATION OF OTHER
E

RESIDENTS AND CORRECTIY

WI,

ve
[a
an
ed

D11

9 Iy
hre

ACTION
No further residents affected by ¢
practice.

1is

MEASURES TO PREVENT

RECURRENCE

Nursing staff will be re-educated by ¢
DNS/designee on or before 10/07/20
regarding following the plan of care 4
ensuring residents receive appropri
assistance with their ADL’s.
MONITORING AN

he
14
nd

e

D

INCORPORATION INTO THE

DA

SYSTEM
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Tl j i
51| Conusd From page 7 o] e S siings L sonduct e o)
F 315 | 483.25(d) NO CATHETER, PREVENT UTI, F 315 T & W lg ouncs o
5=p | RESTORE BLADDER ensure staff is consistently providing

Based on the resident's comprehensive
assessment, the facllity must ensure that a
resident who enters the fadiilty without an
indwelling catheter is not cathetetized uniess the
resident's clinical condition demonstrates that
catheterization was necessary; and a resident
who Is incontinant of bladder raceives sppropriate
treatment and services to prevent urinary tract
infections and to restare as much hormal biadder
function as possihle.

This REQUIREMENT s not met as evidenced
by

Based on observation, medical record review,
and staff interview, the facility falled to provide
appropriate and timely tofleting for 1 of 12 sample
residents (#62) with incontinence. The findings
were!

Observation of 8/25/14 at 10:34 AM showed CNA
#1 and CNA#2 assisted resident #62 to his/her
room to check the incontinence brief, While
transferring the resident from the wheelchair to
lhe bed, observation showed sfhe was wearing
pants that were visibly wet across the buttocks
where urine had soaked through. Interview with
CNA#2, at that time, verified the Incontinence
brief was saturated with urine, Further inferview
with CNA#2 revealed the resident was last
tolleted at 7:30 AM. CNA #2 also stated the
resldent required checking and changing every 2
to 2 1/2 hours. Review of the care plan updated
on 4/28/14 showed the resident should be toileted
before and after meals, every night at bedtime,
every 2 hours during the night and PRN. During

‘Hazards/Supervision/Devices

assistance to the residents with thg
ADL’s.

The DNS shall repo-rt compliance iren
identified during the monthly quali

assurance meeting for the purpose
process improvement. The qual
assurance committee members W

analyze the results of audits to determi
further corrective action if necessary
ensure continued compliance with il
plan of correction or and/or termination

monitoring  if  intervention(s) 4§
successful

F323

48325 (h) Free of Accide

The facility must ensure that the reside
environment remains as free of accide
hazards as is possible; and each residd
receives adequate  supervision a
assistance devices to prevent accidents.

CORRECTIVE ACTION
Electrical outlets in resident rooms #4

#36, #34, #33, and #44 have be
replaced.
IDENTIFICATION OF OTHLE

Bt

ds

ty
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e
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nt
nt
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w1

R

RESIDENTS AND CORRECTIY

I

ACTION
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The facility must ensure that the resident
environment remains as free of accident hazards
as is possible; and each resident recelves
adeguate supervision and assistance devices to
prevent accidents.

This REQUIREMENT is not met as evidenced
by:

Based on ohservatioh and staff interview, the
facility failed to ensure the facility was free from
accldent hazards In 1 of 5 resident areas (locked
secure unlt). The findings were:

Observation on 8/25/14 at 10:56 AM revealed the
following electrical outlets [n resldent roams that
ware fn an unsafe proximity to where dementia
residents would lay on their beds:

a. Room #43 had an electric outlet on tha
back wall that jutted out over the bed 2 inches by
the head of the bed .

b. Room #36 had an electric outlet on the
back wall by that bed that was by the head of the
hed.

¢. Room #34 had an slectric outlet on the
back wall by that bed that was by the head of the
bed.

d. Room #33 had an eleciric outlet on the
back wall that jutted out over the bed 2 inches by
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F 315 | Continued From page 32 F 315 The Maintenan_ce Directgr/designee
the interview with CNA #2, it was determined and cm:nplet.ed an audit of_each resident rogm
she verified, the resident was not tolleted after to identify any rooms in need of electrical
breakfast and the time span between being outlet replacement which may fail |to
tolleted was three hours. ensure a safe living environment.
F 323 | 483.25(h) FREE OF ACCIDENT F 323| MEASURES TO PREVENT 10)7IH
ss=0 | HAZARDS/SUPERVISION/DEVICES RECURRENCE

Housekeepers and Department Managers
will be re-trained by the Maintenance
Director/designee on  or  befgre
10/07/2014, re: entering identified items
needing repair or replacement into t{he
TELS system for timely repair and
follow-up to ensure compliance with this
measure.

ill

—_

The Maintenance Director/designee W
re-educate the staff, including Departm¢
Managers on or before 10/07/2014 re: the
process for communication to the
maintenance department of any identified
repair/replacement concerns, to enspre
items identified during rounds, in need| of
repair, are entered and documented for
timely repair and follow-up.

The Maintenance Director/designee will
review the work/repair log five days
weekly to ensure items in need of repair
are corrected in a timely manner.

MONITORING AIND
INCORPORATION INTO THE QA
SYSTEM

The maintenance director will monitor the
wmk/repair log orders and corrections to
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determined by resident assessments and
Individual plans of care.

The facllity must provide services by sufficient
numbers of each of the following types of
parsonnel on a 24-hour basis to provide hursing
care fo all residents in accordance with resident
care plans:

Except when walved under paragraph (c) of this
section, licensed nurses and other nursing
personngl,

Except when waived under paragraph {c) of this
section, the facility must desfgnate a licensed
nurse to serve as a charge nurse on each tour of
duty.

This REQUIREMENT is not met as svidenced
by.

483.30(a) Sufficient 24-hr Nursing

Staffing per care plans

The facility must have sufficient nursi
staff to provide nursing and relaf
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323 i . .
F t?mznﬁlg::ifif:bzzge 33 F 323 The maintenance director shall report any
e. Room 44 had an electric outlet on the back trenf{ s identified dur{ng fth?[h quarterly
wall that jutted out over the bed 2 inches by the quality assurance meeting for the purpose
head of the bed . of process improvement. The results pf
these audits shall be presented to the QA
Interview with the maintenance director on committee for analyzing this quality
82714 a.t 12:45 PM‘reVeaIEd he never thought of improven‘]ent measure for the
the electrlfsal outlets in 'fhe resident rooms In the effectiveness of the intervention, trendls,
ssoure unlt as a safety issue, but would . .
ro-evaluate them recommendations for further corrective
F 353 483.30(a) SUFFICIENT 24-HR NURSING STAFF | F 353 actions if necessary, and/or terminationjof
58=E | PER CARE PLANS monitoring if the intervention |is IO’ 7 f‘j
successful.
The facility must have sufficiant nursing staff to
provide nursing and related services to aftain or
malntain the highest practicable physical, mental,
and psychosocial well-being of each resident, as F353

ng
ed

services fo.attain or maintain the highpst

practicable  physical, mental, 3
psychosocial well-being of each residd
as determined by resident assessme)
and individual plans of care.

CORRECTIVE ACTION

nd
nt,
ts

Adequate staff are assigned to proviide

for the physical, psychosocial, and qua

ity

of life needs for residents #19, #22, #60,

#62, #84, #102, #142, and two n
sampled residents #30, and #158.

Dn-
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Based on observation, staff and resident
Interview, and medical record review, the facility
falled to ensura adequals staff were asslgned to
provide for the physical, psychosocial, and guality
of life neads for 7 of 21 sample residents (#19,
#22, §60, #62, #84, #102, #142,) and 2
non-sample residents (#30, #158). The findings
were;

1. Review of the 8/20/14 quarterly MDS
assessment for resident #102 showed s/he
required the extensive assistance of one person
with both dressing and foilet use. Review of the
resident's care plan, initiated on 6/8/13, showed
the resident was at risk for impaired skin Integrity
related fo urine incontinence. Interventions
included "Staff will monitor my Incontinence and
keep me clean and dry..." Continuous observation
of the resident on 8/24/14 from 515 PM until 9,50
PM showed sfhe was wearing pants that were
visibly wet across the buttocks and down the left
leg as s/he left the dining room after dinner. The
resident walked down the hall to his/her room and
lay down on the bed, Observation at 5:46 PM
showed the DON entered the resident's room,
asked the rasident if s/he needed help, but teft
without checking for incontinence. Observation at
| 9:10 PM showed CNA#7 entered the resident's
room ahdl asked if the resident would like helping
changing hisfher clothing. The resident expressed
his/her hunger to the CNA, who then leff to get
the resident a snack. The CNA returned with a
snack at 9:16 PM, then left without helping the
resident to change clothing. The restdert
continued to sit/fay on histher bed with solled
clothing, Observation at 9:40 PM showed RN #2
entered the resident's room and closed the door
to provide cares, however, the resident was still in

the same clothing and incantinent condition when

hungry.  Resident #102 is receiving
incontinence care to keep him clean and

dry.

Resident #22 is receiving assistance wijith
incontinence care per the care plan,

Resident #84 nails have been cleaned and
she is receiving care with ADL’S |as
needed.

Resident #19 is receiving assistance with
oral care, and ADL’s per his care plan.

Non-sampled Resident #158 is receiving
assistance with grooming prior to meal
times.

Resident #62 is receiving assistance with
washing her hands before and after megqls,
toileting and incontinence care per 1‘]16
plan of care.

Restorative Nursing is being completed as
recommended  for resident  #142,
including massage therapy for chronic
neck and left shoulder pain, per plan| of
care.

IDENTIFICATION OF OTHER
RESIDENTS AND CORRECTIVE
ACTION

All residents have the potential o be
affected by this practice. Daily direct dare

<2

staffinouall be-coiesr
rertl =TT
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F 363 | Continued From page 35 : F 353
the RN left the resident's room at 9,50 PM, MEASURES TO PREVENT
RECURRENCE
2. Review of the 5/14/14 quarterly MDS Nursing department has received benefit
assessment showed resident #22 was always of in-service/training to deficient practice.
incontinent of urine, Raview of the resident's care
ian for bowe! and bladder function, last revised . . .
gn 2127113 showed the resident was unable to EhT DI\(;N/(cilemﬁ]nee V\lfllllizn_n(;)mtor :Laf]? D
recognize toileting urges and was incontinent. atly vioncay tnroughl rriday, with the
Care plan interventions included "Staff of 2 Nurse Manager On-Call for Saturday and
anticipats [resident name] needs: check her for Sunday providing oversight of the clinical
inconfinence Q AM [every morning], beforefafler staffing.
meals, & HS [every bedtime], and Q 2-3h [every
2 to 3 hours durilég tr&elniﬁht], ar;ld F'RN], ghan%e MONITORING AND
incontinence product/clothing when solled, an
provide peri care and addlticnal barrier cream INCORPORATION INTO THE QA
application as warranted...[s/he] is changed in SYSTEM . o .
bed.” Continuous obsarvation of the resident on The DON/designee will monitor staffing
8/25/14 from 8:55 AM until 12:50 PM showed the daily Monday through Friday, with the
resident was not checked for incontinenoce. At Nurse Manager On-Call for Saturday and
12:50 PM, the resident was transferred from Sunday providing oversight of the clinigal
uyheefchair o bed, but was not changed &t that staffing. Direct reporting of staffing
t.lme (almost 4 hours). trends will be made to the Administratot.
3. Review of the 1/27/14 initial MDS assessment
showed resident #84 had severe cognitive :
impalrment and required total assistance with The DNS shall report compliance trends -

personal hygiene. Review of the care plan
updated 1/14/14 showed the resident was
dependent on staff for all care with inlerventions
to Include anticipating al! histher needs on a daily
basis. An additional Intervention included staff
should clean and trim the nails after each bath.
According to the resident bath list, sthe last had a
bath on 8/14/14. Observation on 8/24/14 at 6 PM
was observed to have uncombed hair and his/her
fingernails were encrusted with thick, brown
matter. Qbservations on 8/25/14 from 8:456 AM tc
12:26 PM and again from 6:45 PM fo 8:03 PM,

and at 10:30 AM on 8/27/14 showed the

identified during the quarterly qualjity

assurance meeting for the purpose
process improvement.
assurance commitiee members W
analyze the results of audits to determ
further corrective action if necessary
ensure continued compliance with t
plan of correction or and/or termination
monitoring  if  intervention(s)
successful

of
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resident's fingernails remained encrusted with
thick, brown matter. Interview with RN #1 on
827114 at 10:30 AM verified she had noticed the
resident's fingernails were dirty and needed to ba
cleaned,

4. Revlew of the 7/10M4 significant change MDS
assessment showed resident #19 had severe
cognitive impairment and requlred total
agsistance with personal hygione. Review of the
care plan last updated cn 4/28/14 showed the
resident had a deficit in self care performance
and required staff assistance with ADLs.
Interventions included on the care plan were;
resident was edentulous (no teeth) and needs
toothettes to clean the mouth and gums. In
addition, the resident required assistancea in
combing hisfher hair and washing and drying
his/har face. Observation on 8/25/14 at 7,10 PM
revealed staff did not offer to assist or provide
oral care or washing of the resident's face and
hands during bedtime care, Review of the facility
policy and procedure on nursing care standards,
reviewad in August 2011, showed "Assistance as
needed with oral hygiene to keep the mouth,
testh or dentures clean, no less than AM/PM with
care which consists of ...PM: washing face,
hands, back, peri-area and apply lotion to
hack/legs."

5. Review of the 8/12/14 annual MDS
assassment showed non-sample resident #158
required total assistance with personal hygisne
and grooming. Observation on 8/24/14 at 6:55
PM showed the resident's halr was uncombed
while at the dining table during the evening meal.

8. Observation of 8/25/14 at 10:34 AM showed
CNA#1 and CNA#2 assisted resident 62 to

FORM GM3-2567 (02-949) Previous Versions Obsoiete Event ID;WSZ111 Facllity ID: WY0027 If continuatlon sheet Page 37 of 57
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histher room to check the incontinence brisf.
While transferring the residant from the
wheelchair to the bed, observation showed s/he
was wearing pants that were visibly wet across
the buttocks whers urine had soaked through.
Interview with CNA#2, at that time, verified the
incontinence bilef was saturated with urine.
Further interview with CNA #2 revealed the
resident was last toileted at 7:30 AM. CNA#2
also stated the resident required checking and
changing every 2 to 2 1/2 hours. Review of the
care plan updated on 4/28/14 showed the
resident shoutd be toileted before and after
meals, every hight at bedtime, every 2 hours
during the night and PRN. Durlng the interview
with CNA #2, it was determined and she verifled,
the resident was not toileted after breakfast and
the time span between being foileted was three
hours,

Review of the initial and the 4/17/14 quarterly
and the 7/11/14 annual MDS assessmant showed
resident #62 required extensive assistance with
personal hygiene. Observations from 8/24/14
through 8/27/14 showed the resident never used
silverware but always ate with his/her hands,
Revlew of the physician's order dated 4/25/14
showed the resident should have hisfher hands
washed frequently. At no time during the
observation of 3 meals, the evening maal on
B/24114, breakfast on 8/25/14 and lunch on
8/27/14, did staff offer or assist the resident to
wash hisfher hands prior to or after eating.

7. Review of the 7/2/14 quarterly MDS
assessment showed resident #142 suffered from
chronic pain. Review of the resident’s care plan
revealed the resident was “constantly in pain."
Care plan intervenfions included "[resident name]
recelves massage therapy from RNA [restorative
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nurse aide] for shoulder pain." Review of
restorative aide documentation for the month of
August 2014 showed the resident was to recelve
"Massage neck and left shouldar at resident's
request 15 min {minutes] 2 X [times] weekly."
Further review showed the resident had recelved
the massage only 4 times between 8/1/14 and
8/28/14, instead of the 7 imeas s/he should have.
On 8/19/14 a notation indicated "RNA not done
pulled to the floor." Interview with RN #3 on
8126114 at 4:10 PM revealed restorative aides had
been been pulled from doing restorative work to
working the floar "quite a bit" during the summer
due to staffing issues.

8. Interview on B/24/14 at 1:30 PM with resident
#30 revealed 'sometimes they [the staff] don't
answer the call light because they [the facility]
don't have enough help,"

9, Interview on 8/24/14 at 6:30 PM with resident
#60 revealed "only 2 CNAg on the South
Unit...not enough help for 50 odd residents...and
when they [the facllity] is short the bath aides get
pulled...at least once a week."

10, Interview with CNA #11 on 8/28/14 at 4 PM
revealed "sometimes the bath alde gets pulled [to
work the floor] at least once a week...sometimes
as much as three times g week."+

11, On 82714 at 10:40 AM, staffing concerns
were discussed with RN #5 and the DON, RN #5
stated the facility was having a problem with
hiring CNAs. He sald they had been hiring NAs
(nurse aides in fraining for CNA) as potential CNA
-staff, however, the RN said the MAs were hot
passing their CNA tests. Consequently, these
employees were not qualified by training to
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F 353 | Continued From page 39 F 363 48330(c) Posted Nurse Staffing
function as an indepandent CNA caring for In f(;rma "
residents. _ 1on
F 356 | 483.30(e) POSTED NURSE STAFFING F 356 The facili v followt lgh’ﬁ
85=p | INFORMATION : ne tacility must post the followin

information on a daily basis:
¢ Facility name

a g‘a”'\(l]lt)aSiS: . ¢ The current date
gTﬁglogr?:rT it e The total number and the actial

o The total number and the actual hours workad
hy the following categories of ficersed and
unlicensed nursing staff directly responsible for
resident care per shift

- Registered nurses.

- Licenised practical nurses or licensed
vocational nurses (as definad under State law).

- Certified nurse aides.
¢ Resident census,

The facility must post the nurse staffing data
specified above on a daily basis at the beginning
of each shift. Data must be posted as follows:

categories of licensed nd
unlicensed nursing staff directly
responsible for resident care per
shift: :
> Registered Nurses
¥ Licensed Practical Nurses
¥ Certified nurse aides
e Resident census

hours worked by the fo]low;tlg

CORRECTIVE ACTION

o Clear and readable format. The }‘.'acility is posting the total number|of
o In a prominent place readily accessible to nursing staff and their actoal hours at the
residents and visitors. beginning of each shift worked.

' IDENTIFICATION __ OF  OTHER

The facility must, upon oral or writtan request,
make nurse staffing data available to the public
for review at a cost not i¢ exceed the community
sfandard.

The facility must maintain the posted daily nurse
staffing data for & minimum of 18 months, or as
requirad by State law, whichever is greater.

This REQUIREMENT is not met as evidenced
by:

- ACTION

RESIDENTS AND CORRECTIVE

No residents affected by this practice.
MEASURES TO PREVENT
RECURRENCE
The WEHA/designee has re-educated the
SDC to post the total number of nursing
staff and their actval hours at fhe
beginning of each shift, including changes
related to staffing changes.

MONITORING AND
C ORATION"IN A
FORM CMS-2567{02-99) Previous Versions Ohaolete Event |D; WSZ141 Facllity 35 AQ of 57
SYSTEM
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ss=p | INDIVIDUAL NEEDS

Each resident receives and the facllity provides
food prepared in a form designed to meet
individual needs,

This REQUIREMENT is not met as evidenced
by:

Based on observation and staff interview, the
facility failed to ensure finger foods were provided
far 1 of 1 sample resldent (#62) and 1
non-sample reslident (#6) who were Idenfified as
needing finger foods. The findings were:

Observation on 8/27/14 of the hoon meal showed
residents #62 and #6 received the regular menu
served to other residents. The meal included rice
as the starch portlon of the meal. Beth of these
residents were to recelve all finger foods. When

(X4) ID SUMMARY STATEMENT OF DEFICIENGIES i )
PREFIX {EACH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX (EACH CORRECTIVE ACTION SHOULD BE COMPLETION
TAG REGULATORY OR LSC IDENTIFYING INFORMATION} TAG CROSS-REFEREgg;EIg’Eﬁ g\!;i)E APPROPRIATE DATE
, The Director of Staff Development will
F 356 %(;r;t!;uzg OF;: r\f)e?tigc)?lion d staff Interview. the F 856 report any trends not consistent with this
facility failed to post the total number of nilrsing pla"t.Of co?ecuf}? during the qua;rterly QA
staff and their actual hours at the beginning of meeling  for the purpose ol - process
each shift worked for 4 of 4 days of obssrvation, improvement. ~ The quality assurange
The findings were; committee members will analyze data and
make recommendations to improye -
Observation of the nurse staffing board on facility practice.
824714, 8/25/14, 8/26/14, and 8/27/14 showed it
was posted for a 24-hour perlod instead of at the F365
baginning of each shift as required. Interview with .
the staff development cocrdinator and staff 483;3'5(")(3) Food in Form to Mept
coordinator on 8/27/14 at 4:45 PM verlfled the Individual Needs
hours were posted for an entire day rather than at
the beginning of each shift. Further, they said Each resident receives and the facility
changes _to the .schedule based upon cali-ins of provides food prepared in a form designéd
changes in acuity or need wera not noted on the to meet individual needs
postings until the following day prior to being filed. |
F 365 | 483.35(d)(3) FOOD IN FORM TO MEET F 355| CORRECTIVE ACTION loh[H

Resident #62 and non-sampled Residgnt
#6 are receiving finger foods.
IDENTIFICATION OF OTHER
RESIDENTS _AND _CORRECTIVE
ACTION
No further residents affected by this
practice.
MEASURES TO PREVENT
RECURRENCE
The registered dietitian/designee has fe-
educated the dietary staff regarding mepu
alternates for residents with orders |to
receive finger foods.

The dietary manager in collaboration with
the dietitian will ensure the menus contdin
appropriate finger food alternatives.

FORM CMS-2567{02-29) Pravious Versions Obaoisle Event ID: WS2111
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interview, the facility failed to ensure an alternate

residents who refuse food served.

This REQUIREMENT is not met as evidenc'ed
by: :
Based on observation and staff and rasident

meal was offered or provided to 1 of 1 sample
resident (#19) who verballzed s/he did not ke the
meal provided. The findings wera:

Observation on 8/24/14 at 6:50 PM revealed
resident #19 refused to eat the meal s/he was
served. The resident kept repeating s/he "didn't
like it." The resident further said the food "burnsd
[his/her] mouth." Instead of offering the resident
an alternative, staff placed a heglth shake in front
of him/her and told the resident to drink the heaith
shake. The resident received no other food

Nutritive Value

Each resident receives and the facil
provides substitutes offered of simi

nutritive value to resident who refuse fopd

served.

CORRLECTIVE ACTION

Resident #19 is receiving meals
accordance with her/his preferences.

The dietary manager completed a me

preference interview with Resident #19.

Resident #19’s meal card and care pl
were reviewed and updated to refl
current preferences and interventions.

ty
ar

al

2t
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(X4} ID SUMMARY STATEMENT OF DEFIGIENCIES D PROVIDER'S PLAN OF CORRECTION (%5)
PREFIX - (EACH DEFICIENCY MUST BE PRECEDED RY FULL PREFIX {EACH CORRECTIVE AGTION SHOULE BE COMPLETION
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DEFICIENCY)
F 365 | Continued From page 41 F ag5| The dictary manager/designee will ensufe
RN #1 asked the dletary staff member to replace each meal prepared s ser ved  fn
the rice with a finger food, the dietary alde said accordance with residents’ diet orders gn
the only other choice was mashed potatoes in accordance to meet their individuﬁal
because the kitchen had prapared ne other needs.
starch alternative. The RN asked the distary aide MONITORING AND
1o obtaln a finger food to replace the rice for these INCORPORATION INTO THE OA
2 residents a second time, and was agaln told by SYSTEM
the dietary aide there were no other options The Diet: M "
available, The RN then told the dietary aide to he Dictary Manager will report apy
return to the kitchen and ask them to prepare trends not consistent with this plan pf
tater tots or french fries for residents #82 and #6. correction during the quarterly QA
interview with the RN at that time revealed she meeting for the  purpose of process
did not know why the residents did not receive improvement.  The quality assuranpe
thelr ;m%er foods as usualés OF SIMILA F 266 committee members will analyze data ahd
F 366 | 483.35(d)(4) SUBSTITUT F R make recommendations to improye IO)‘I)H
s8=D | NUTRITIVE VALUE .y .
facility practice.
Each resident receives and the facility provides
substitutas offered of simliar nutritive value to F366 :
483.35(d)(4)Substitutes  of  Similar
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| When a nourishing shack is provided at bedtims,

least three meals daily, at regular times
comparakle to normel meaitimes in the
community.

There must be no more than 14 hours between a
substantial evening meal and breakfast the
following day, except as provided below.

The facllity must offer snacks at bedtime daily.

up to 16 hours may elapse between a substantial
avening meal and breakfast the following day if a
resident group agrees to this meal span, and a
hourishing shack is served.

This REQUIREMENT is not met as evidenced
by

Based on observation, review of medical
records, staff and resident interview, the facility
failed to offer bedtime snacks to residents on 1 of
5 units {East unit). The findings were:

1. Continuous observetion of the Fast unit on
8124114 from 5:15 PM to 9:50 PM showed no
bedtime snacks were offered o resldents on that
unit,

alternate when the resident does not like

their meal, requests something different
eats less than 50% of their meal.

The facility completes meal preferen
interviews with residents on admissi
and quarterly and as needed.

Resident fray cards and care plans aL‘e

reviewed and updated to reflect chang

in resident food preferences to ensufre

STATEMENT OF DEFICIENGIES {X1) PROVIDER/SUPPLIER/CLIA (X2} MULTIPLE GONSTRUCTION {X3) DATE SURVEY
AND PLAN OF GORRECTION IDENTIFICATION NUMBER: A BUILDING COMPLETED
c
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SHEP GASPER, WY 52604
(X4) 1D SUMMARY STATEMENT CF DEFICIENCIES ) PROVIDER'S PLAN OF CORRECTION (%6)
PREFIX (EACH DEFICIENCY MUST BE PRECECED BY FULL PREFIX {EACH CORREGTIVE ACTION SHOULD BE COMPLETION
TAG REGULATORY OR LSC IDENTIFYING INFORMATION) TAG CROSS-REFERENGED TO THE APPROPRIATE DATE
DEFICIENCY)
F 366G | Continuad From page 42 F 366 m%%
during that meal. The resident was assisted to RRE v
hisfher room by CNA#3 on 8/24/14 at 7 PM. ACTION .
Interview with the CNA at that time revealed the No other residents affected by this
reason she did not offer the resident an allernate practice.
meal was because she "didn't think about it." MEASURES TO PREVENT
F 368 | 483.35(f) FREQUENCY OF MEALS/SNACKS AT F 368} RECURRENCE. | 0}71 p_/
$s=D | BEDTIME The SDC/designee will re-educate the
| Each resident recelves and the facility provides at nursing staff on or before 10/07/2014, rp:
offering residents a nutritive equivaleht

DF

L
n

SR

compliance with practice and resident
preference.

MONITORING AND
INCORPORATION INTO THE QA
SYSTEM

The Dietary Manager- will report any
trends not consistent with this plan jof
correction during the quarterly QA
meeting for the purpose of procdss

improvement,
committee members will analyze data a
make recommendations to
facility practices.

The quality assuranke
nd
imprope
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04) ID SUMIMARY STATEMENT CF DEFIGIENCIES D PROVIDER'S PLAN OF CORRECTION 45}
PREFIX (EAGH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX {EACH CORRECTIVE ACTION SHOULD BE COMPLETIGN
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DEFICIENCY)
\ F368
F 368 | Continued F| e43
on rom pag F 368 483.35(f) Frequency of meals/snacks gt
2. Review of the 5/21/14 annual MDS bedtime
assessment for resident #102 showed that . ) .
"snacks between meals" was "very important' to Each resident receives and the facility
himfher, Observation of the resident on 8/24/14 provides at least three meals daily, at
from 5:15 PM to 9:50 PM showed no bedtime regular times comparable to normal meal
e ackiontwan nourd 1 sl et roomma times in the community. There must be
about fo siarve!" The roommate, resident #107 no -~ more than. 14 hours_ between |2
was heard to reply, “I'v hungry, 100." At9:10 PM substantial evening meal and breakfast the
CNA #7 approached the resident and asked if following day, except:
sthe wanted help getting ready for bed. The The facility must offer snacks at bedtime
resident and his/her roommate expressed their daily. '
hunger to the CNA, who said she would "Chack-
Englinack box" and see what she could get for CORRECTIVE ACTION
‘ Residents are being offered bedtime
3. Interview with resident #112 on 8/25/14 at snacks on all units of the facility.
10:20 AM revealed s/he was not routinely offered
a bedtime snack, The Dietary Manager will meet with
4. Infervi " 6 residents on 8/25/14 Residents #102, #107 and #112 to ensute
. Interview with a group of 6 residents on their needs related t k :
at 2 PM revealed that bedtime snacks were not ceds related to snacks are being
offered to them. One resident stated it had been tmct. ]
| "months" since bedtime shacks were offered, and IDENTIFICATION _ OF _OTHER
added "You can ask, but they don't always have RESIDENTS AND CORRECTIVE
anything." ACTION
. - : Residents residing on east unit afe
5. Interview with CNA#8 on 8/27/14 at & PM potentially affected by this practice.
vernfled the residents on the East Unit were not MEASURES TO PREVENT
routinely offered bedtime snacks, and have to ask
for thar. RECURRENCE
F 371 | 483.35()) FOOD PROGURE F 371 The SDCf/designee will re-educate the )0)7}F'/
s5=F | STORE/PREPARE/SERVE - SANITARY nursing staff on or before 10/07/2014, rg:
the  procedure for  passing and
The faciiity must - documenting bedtime snacks.
{1) Procure food from sources approved or
considered satisfactory by Federal, State or local Dietary staff will prepare and delivpr
bediime snack-to-each-unit-daily-
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. The DNS/designee will audlit
F a7t g;gg?ﬁ;:.l:gdm paga 44 F 371 documentation validating that bedtime
(2} Store, prepare, distribute and serve food snacks have been offered.
under sanitary conditions MONITORING AND
: INCORPORATION INTO THI QA
SYSTEM
Licensed nurses will ensure residents dre
offered a bedtime snack and acceptance jor
This REQUIREMENT fe not met as evidenced refusal of snacks are documented.
by: . .
gased on observation and staff interview, the The Director of Staff Development wiill
facility failed to ensure a sanitary environment in report any trends not consistent with this
1 of 6 food preparation/storage areas (the main plan of correction during the quarterly QA
kitChen). In addttlon, the faClilty falled fo fOHOW lneeti-ng for the purpose of procgss
propet thawmg procedures for liguid nutntlona] improvement.  The quality assurarjce
supplements in 2 of 5 food storage areas (rapid it bers will anal data ahd
recovery dining, locked secure unit dining). The commitlee members will ahalyze dala an
findings were: make recommendations to imprgve
, facility practice.
1. Observation in the main kitchen on 8/26/14
from 2:20 PM through 4:20 PM revealed cook #1
was preparing the evening meal. The following F371
concerns ware identifled: : .
a. Observation showed the cook carried 483.35(1) Food . Procure,
large colander of pasta, the main entree for the Store/Prepare/Serve — Sanitary
evening meal, to a sink. The cook had gloves on,
turnad on the water, and used the sink hose to The facility must store, prepare, distriblite
rinse the pasta, Without removing the glovas, the and serve food under sanitary conditiong,
cook placed his hands in the pasta, mixed it, and CORRECTIVE ACTION
transferred it to another container, Afterward, the The Registered Dietitian/designee has fe-
cook removed the gloves, washed his hands, and ducated Diet Staff reeardine kitel
re-gloved, Then he pushad a cart to the walk-in cdugated Llctary cgarcing kefen
refrigerator, grabbed two large tubes of raw sanitation, including proper glove usage
ground beef and placed tham on the cart, and including donning and removal.
took them to the tilt table. He cut open the fubes
of raw beef, and without changing gloves, placed The ceiling above the main stove has bgen
Pialhands in and transferred the beef to the tilt cleaned, the pipes for the fire suppressjon
able. . C
b, Obsarvation showed the celling above the fkgvihﬂ]en:?f:;lﬁsul‘;einlsasn {l.j eﬁ':ﬂflei' if
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main stove was sollsd with food debrls and
grease, There was also grease on the pipes for
the fire suppresslon system above the main
stove, and the pipes had chips of paint missing.

¢. Observation showed 11 (1 foot by 1 foot)
tiles in the food preparation area that had various
cracks with blackened and dirly linas, with
surfaces that were unable to be adequately
cleansd,

d. Ohservation showed the cook was wiping
the food preparation arsa with a cioth from a
bucket with quat (ammeonia) solution. He then
replaced the cloth in the bucket. The cook then
took a food thermometer and temped the
different foods baing prepared. The cock washed
the thermometer off in the sink, dipped the
thermometer in the guat solution which contained
the cloth used to sanitize the surface of the food
preparation area, and temped the minestrone
soup. The cook repeated the same process and
temped the pasta.

According to Food Code 2013, U.S. Public Health
Service 4-601.11 "(A) Eguipment food-contact
surfaces and utensils shall be clean to sight and
touch...(C) Nonfood-contact surfaces of
equipment shall be kept free of an accumulation
of dust, dirt, food residue, and other debris.”

2. Chservation on 8/24/14 at 5:26 PM In the
Rapid Recovery dining room showed 12 (4
ounce} cartons of nutritiona! shakes in the
refrigerator that were undated. Additional
observation on 8/25(14 at 9:36 AM In the rapid
recovety dining room showed 7 {4 ounce)
nutritional shakes in the refrigerator undated.
Observation on 8/24/14 at 5:45 PM In the locked
secure unit dining reom showad 23 (4 ounce)

cartons of nuiritional shakes in the refrigerator

STATEMENT OF DEFICIENCIES (1) PROVIDER/SUPPLIER/GLIA (X2) MULTIPLE CONSTRUGTION (X5) DATE SURVEY
AND PLAN OF GORREGTION - IDENTIFICATICN NUMBER: COMPLETED
A. BUILDING
C
535042 B. WING 08/27/2014
NAME OF PROVIDER OR SUPPLIER STREET ADDRESS, CITY, STATE, ZIP CODE
80 MAGNOLIA
SHEPHERD OF THE VALLEY HEALTHC c
¥ HEALTHCARE CENTER CASPER, WY 82604
X4} 1D SUMMARY STATEMENT OF DEFICIENCIES D PROVIDER'S PLAN OF CORRECTION 5
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REFICIENCY)
- Eleven tiles in the food preparation arga
F 371 | Continued Erom page 45 F 371 prep

with various cracks and blackened dirfy
lines, have been repaired and or replacdd
to allow for proper cleaning of the surfage
area,
Nutritional Shakes are dated prior {o
dietary staff distributing to the facility
units. Nursing staff are dating nutritional
shake cartons when opened for use.
IDENTIFICATION __OF  OTHER
RESIDENTS AND CORRECTIVE
ACTION

No residents affected by this practice.
MEASURES TO PREVENT
RECURRENCE
The Registered Dietitian has re-educated
dietary staff on 09/12/2014 regarding the
process for Equipment-food contact
surfaces and utensils; and nonfood-
contact surfaces of equipment shall be
kept free of an accumulation of dust, dift,
food residue and other debris.

The Registered Dietitian/designee has fe-
educated the dietary department regarding
kitchen sanitation, including proper gloye
usage including donning and removal.

A cleaning schedule has been developpd
to ensure kitchen surfaces are clean aphd
sanitary and the dietary staff have bepn
re-educated by the Registered
Dietitian/designee.

The SDC/designee will re-educate the

nlnmncr and rhpfmv staff to_date the

FORM CMS-2567(02-98) Pravious Versions Dbsolele
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PREFIX (EACH DEFICIENCY MUST BE PRECEDED 8Y FULL PREFIX {EACH CORREGTIVE ACTION SHOULD BE COMPLETION
TAG REGULATORY OR LSC IDENTIFYING INFORMATION} TAG GROSS-REFERENGED TO THE APPROPRIATE DATE
DEFICIENCY)
F 371 | Continued From page 46 F a7y | loaves izhgp Kiichen and again when the
that were undated. Additional observation on use.
8/25/14 at 12:06 PM in the locked secure unit MONITORING AND
dining room showed 17 {4 ounce) nutritional INCORPORATION INTO THE QA
shakes in the refrigerator undated. According to SYSTEM
the nutritional shake cartons, the shakes should The Registered Dietitian will complefe
be frozen, then when brought to the refrigerator kitchen sanitation audits monthly and as
for thawing the product is good for up to 14 days. needed to ensure continued compliange
Interview with the CDM on 8/27/14 a1 9:44 AM Wiﬂ.] ﬂ.]iS plan of correction and kitchen
confirmed facillly staff should change gloves and sanitation protocol.
re-wash hands properly when handling food, She
also acknowledged the ceiling abave the stove The SDC will complete random audits pf
ne;afded Fepalinti“:g in or cile)[l to bt'?l an ahdec[{él%te unit refrigerators to ensure nutritional
surface for cleaning, and floor tiles should he
intact for adequate cleaning. [n addition, the CDM fili]:(l:;erile;r\ih eia;id ir‘::lhen opened - and
stated nutritional shakes should be dated when pred.
transferred to the refrigerator for thawing in order i ,
to determine If the shake is still adequate for The Dietary Manager will report apy
consumption, trends not consistent with this plan pf
F 441 483.65 INFECTION CONTROL, PREVENT F 441| correction during the quarterly QA IOlT;H
$8=E | SPREAD, LINENS meeting for the purpose of process
improvement.  The quality assurange
The facility must establish and maintain an coEunittee members wil(? analj)/fze data and
Enf;zction ftlontroldProgr?mt di;ajsigneq o provt:de ? make recommendations to imprope
safe, sanitary and comfortable envirchment an o ; X .
to help prevgnt the development and transmission facility satisfaction with meals.
of disease and infection.
{a)} Infection Control Program F441
Tha facility must establish an Infection Control 483.65 TInfection Control. Prevent
Pragram under which it - S d. Li ?
(1) Investigates, controls, and prevents infecilons pread, Linens
in the facility; - » )
(2) Decides what procedures, such as isolation, The facility must establish and maintqin
should be applied to an Individual resident; and an Infection Control Program designed [to
(3) Maintains a record of Incldents and corrective provide a safe, sanitary, and comfortable
aclons related fo infections. environment and to help prevent the
development and transmission of disease
and dnfant o
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, - CORRECTIVE ACTION
F 441} Continued F[-ror; pagz 4: nfect F 441 Infection Control is being practiced qn
E% %ﬁ;ﬁ%gglnfgﬁlin %ogt?c?ltlfgpo ram resident units for all residents, including
determines that a resident needs isgoration to {”eSidentS #142, #112, #62, #7_5, #1_29; to
prevent the spread of infsction, the facility must include shower and gurney disinfection,
isolate the resident,
{2) The facility must prohibit employees with a Resident #142 and #129 receives |a
communicable disease or infected skin !eslons shower on a shower gurney that has bedn
et oy e s propety disineccd, and n s showgr
(3} The facility must require staff to wash their room that hias bech properly disinfected.
hands after each direct resident contact for which . o '
hand washing is indicated by accepted Residents #142 & #112°s urine collectign
professional practice. bag is kept at the proper level (below
) waist) at all times to prevent potentigl
g];r:glr?ﬁcesl must handls, store process and complications.
t linehs so as t' }n the spread of . . . . .
it;?ggt;iagrr" I o prevant P Resident #62 is receiving assistance Wlh‘l
washing her hands before and after meals
per the care plan.
This REQU'REMENT iS not met as eVidEnGed Resident #75 iS receiving medica‘tio s
by. : . .
Based on observation, staff interview, medical ?dn.}{lllftered p?.r best p racmfd ‘Zl?d che
record review, and review of manufacturer's acl I_ty_s | poney on cdicatipn
instructions, the facliity failed to ensure infection Administration.
control practices were practiced by staff on 2 of 5 IDENTIFICATION __ _OF _ OTHER
resident units, The findings were; RESIDENTS  AND  CORRECTIVE
ACTION
1. Observation on 8/26/14 at 10:50 AM showed No other residents were affected by tHis
resident #142 was transferred from a shower practice
gurney to bed after receiving a shower, The '
resident had a urinary catheter in place, and the MEASURES TO PREVENT
urine collection bag was lying at the foot of the RECURRENCE
gurnay, level with the resident's supine body. Licensed Nurses were re-educated pn
After the resident was transferrad from the Medication Administration on 09/15/20)14
?hun}eyttofbtﬁd, éhz urirr]\_e ﬁonedijm b?gdwas_ laid at by Omnicare Pharmacy.
e foot of the bed, which was elevated, Urine
was noled to be flowing backwards in the tubing
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) SDC/designee re-educated direct cate
f 441 Continued From page 48 F 441/ staff on Infection Control practices, on ¢r

toward the resident. CNA#9 and RN #4 before 10/07/2014. including:
proceeded to place a dressing on the resident's I ’ &

wound. At 10:58 AM, the CNA and RN procesdad o Shower and shower gurngy
to dress and groom the resident, placing soiled disinfection

linens on top of the urine collection bag. ¢ Urine drainage bag positioning
Throughout the observation the urine collection and management
bag remained above the level of the resident's e Hand hygiene for staff

bladder, with backflow noted. Interview with RN
#4 at 11 AM confirmed the urine collection bag
should ba kept below the leval of the resident's

Cleaning resident’s hands before
and after meals.

waist, ~ o Proper handling of medicatios
2. Ob 8/25/14 at 12:44 PM showed whon dropped.

. Dbservation on at 12: showe o . .

resident #112 helng transferred from the * I,?l:sbg]fectmn of Whirlpool type

wheelchair to the shower gurney. The resident

had a urinary catheter in place, and after belng MONITORING AND

placed onto the shower gurney, the urine INCORPORATION INTO THE QA

collection bag was placed on the gumney at the SYSTEM

resident's feet, level with the resident’s supine DNS, SDC, and Unit Managers will

body. Interview with the infection control nurse cn observe staff durin £ isual
, \ , e g cares for visug

B/27H14 at 6:15 PM confirmed it was the facllity's confirmation of proper infection control

expectation that urine collection bags be Kept

below the rasldent's waist leval. procedures, during daily walking rounds

3. Review of the initlal and the 4/17/14 quarterly The Infection Preventionist/designee will
and the 7/11/14 annual MDS assessment showed report any trends not consistent with this
resident #62 required extanslve assistance with plan of correction during the quarterly QA
personal hygiene. Observations from 8/24/14 meeting for the purpose of procebs

through 8/27/14 showed the resident never used . ¢ TI i
silverware but always ate with his/her hands. improvement. e quality assuranpe
Review of the physician's order dated 4/25/14 committec members will analyze data and
showed the resident should have his/her hands make recommendations to improve
washed frequently. At no time during the facility practice.
observation of 3 meals, the evening meal on
8/24/14, breakfast on 8/26/14 and lunch on
812714, did staff offer or assist the resident to
wash his/her hands priot to or after eating.

4, Dbservation on 8/27/14 at 9@ AM showed LPN
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#1 administered medications to resident #75. The
following coticerns were noted:

a, The resident dropped ail the pills on the
floor. The nurse did not know how many pllls she
was to administer to the resident, but gave
him/her 18 pills off the floor, and did not check
the Medication Administration Record (MAR)
before allowing the residant to swallow the
medlcation.

b. The resident stated this happens "all the
time," nurseg hand the cup to the resident and
leave the room, and then return to find the
resident has spilled the pills onto the carpsied
floor.

¢, Interview with the Infection Preventionist
{IP) on 8f27/14 at 6.15 PM verified the
expactation is to throw away the pills after they
have been on the floor.

5. Observation on 8/25/14 at 9 AM showed CNA
#10 showered resident #129 then transferred
him/her to the wheelchair via the Hoyer lift, The
following concerns wera nated:

a. The CNA sprayed VIREX TB product on
the shower gurney cushions, and then proceeded
to immediately wipe the product off the gurney.

b, Instructions on the product stated
"Formulated fo disinfect hard non-porous
environmental surfaces ...spray evenly over
surface ...let product remain on surface for 3
minutes."

¢. Subsequent observations on the same day
showed the GNA allowad a contact time of 15
seconds and 8 seconds,

d, Observation on the same day at 10 AM
revealed CNA #10 poured Classic Whirlpool
disinfectant cleaner on the floor and washed the
floor 15 seconds later. Review of the product's
instructions stated "allow to remain wat for 10

STATEMENT OF DEFICIENCIES {X1) PROVIDER/SUPPLIER/CLIA {X2) MULTIPLE GONSTRUCTION
AND PLAN OF CORREGTION IDENTIFICATION NUMBER; COMPLETED
A, BUILDING
c
535042 3. WING 08/27/2014
NAME OF PROVIDER OR SUPPLIER STREET ADRESS, CITY, STATE, ZIP CODE
SHEPHERD OF THE VALLEY HEALTHCARE CENTER 60 MAGNOLIA
CASPER, WY 82604
(%4) D SUMMARY STATEMENT OF DEFICIENCIES D PROVIDER'S PLAN OF CORRECTION (%5}
PREFIX {EACH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX (EACH CORREGTIVE ACTION SHOULD BE - GOMPLETION
TAG REGULATCRY OR LBC IDENTIFYING INFORMATION) TAG ROSS-REFERENCED TO THE APPROPRIATE DATE
DEFICIENCY)
F 441 | Continued From page 48 F 441

FORM CMS:2567(02-98) Previous Verstons Obsolets

Event |ID:WSZ111

Facllity I: WYo027

If continuation sheet Page 50 of 57



0@)501 - PRINTED: 09/11/2014

DEPARTMENT OF HEALTH AND HUMAN SERVICES

q FORM APPROVED
CENTERS FOR MEDICARE & MEDICAID SERVICES OMB NO, 0938-0391
STATEMENT OF DEFICIENGIES {X1} PROVIDER/SUFPLIERICLIA {X2) MULTIPLE CONSTRUCTION {¥3) DATE SURVEY
AND} PLAN OF CORRECTION IDENTIFICATION NUMBER: A BUILDING COMPLETED
C
535042 B. WING 08/27/2014
NAME OF PROVIDER OR SUPPLIER STREET ADDRESS, CITY, STATE, ZIP CODE
60 MAGNOLIA
SHEPHERD OF THE VALLEY HEALTHCARE CENTER CASPER, WY 82604
(X4 I} SUMMARY STATEMENT OF DEFICIENCIES . D PROVIDER'S PLAN OF CORREGTION )
PREFIX (EACH DEFICIENCY MUST BE PRECEDED BY FULL PREFiX (EACH CORRECTIVE ACTION SHOULD BE COMFLETION
TAG REGULATORY OR LSC IDENTIFYING INFGRMATION) TAG GROSS-REFERENGED TC THE APPROPRIATE DATE
. DEFICIENCY)
, F456
F441| Continued Frompage 50 F 441 183.70(c)2) Essential Equipment, Saf
minutes and then let air dry.” During an interview Overating Condition
with the CNA at the time of observation, she said p g
"I pour some of the product out [an unknown . o _
quantity), and | leave the product on for 10 The facility must maintain all essentigl
seconds, then | spray it down." mechanical, electrical, and patient care
a. Interview with the IP on 8/27/14 at 5:15 PM equipment in safe operating condition.
verified the expectation Is to leave the product on CORRECTIVE ACTION
tha floor for a 10 minute wet time, and on the The facility put the buffer out of servide
gurney for a 3 minute wet time before wiping the . . \
equipment down. on 8/24/2014. The facility provides safe
F 456 | 483.70(c)(2) ESSENTIAL EQUIPMENT, SAFE F 456 equipment for staff use. )i
55=0 | OPERATING CONDITION IDENTIFICATION OF OTHER
' RESIDENTS AND CORRECTIVE
The fagility must maintain all essential ACTION
mechanical, electrical, and patient care No residents were affected by this
equipment in safe operating condition, practice.
MEASURES TO PREVENT
This REQUIREMENT is not met as evidencad RECURRENCE
by: The Maintenance Director/designee willl
Based on obsetvation and staff interview, the complete safety checks on resident
facllity falled to ensure equioment used by staff equipment, on or before 10/07/2014. Any
was in safe operating condition. The findings equipment identified as a safety concein
were. will be placed in Lock-Out/Tag-Out, and
Observation on 8/24/14 at 6:10 PM showed removed from the paticnt care ara.
housekeeper #1 took a floor buffer fo storage. _ ) _
The buffer had an aftached tag that stated, The Maintenance Director/designee re-
“Danger, do not operate." Interview with the educated All Staff on the process of Lock-
housekeeper at that time confirmed he had just Out/Tag-Out, removing equipment in
usgd the: buffer, and had used it other times need of repair, and the process for
during his employment of 3 months. He . .
confirmed the Danger tag had been attached to reporting maintenance concerns on - or
the buffer for those 3 months. Interview on before 10/07/2014.
8/27/14 at 11:15 AM confirmed the floor buffer MONITORING AND
with the Danger tag should hot have been used INCORPORATION INTO THE OA
as it was potentially a fire hazard, SYSTEM 10 }—;} H
F 494 | 483.75(e)(2)+(3) NURSE AIDE WORK > 4 MQ - F 494
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Equipment will be safety-checked
quarterly and as indicated during routine
Maintenance Rounds.

F 494 | Continued From page 51 F 494
§S=D | TRAINING/COMPETENCY

A facility must not use any ndividual working in

the facllity as a nurse aide for more than 4 The Maintenance Director/designee wiill
months, on a full-ime basis, uniess that Individual report any trends not consistent with this
is competent to provide nursing and nursing plan of correction during the quarterly QA
related services; and that individual has meeting for the purpose of procgss

completed a training and competency evaluation
program, or a competency evaluation pregram
approved by the State as meeting the

improvement.  The quality assurance
committee members will analyze data apd

requirements of §§483.161-483.1564 of this part; mal_«? recommendations  to  improve
or that individua! has been deemed or determined facility practice.
competent as providad in §483.150(a) and (b).
F494
Afacility must not use on a temporary, per diem, | 483.75(e)(2)>-(3) Nurse Aide Work pd
lsased, or any basis other than a permanent mo — Training/C ¢
employee any individual who does not mest the 0 — lTaiing/L-ompetency
requirements in paragraphs (@)(2)(1) and {ii) of )
this section. A facility must not use any individyal
working in the facility as a nurse aide for
Nurse aides do nat include those individuals who more than 4 months, on a full-time bagis,
furnish services to residents only as paid feeding unless that individual is competent |to

assistants as defined in §488.301 of this chapter. provide nursing and nursing related

services; and that individual has
completed a training and competericy
evaluation program,

CORRECTIVE ACTION
This REQUIREMENT is not met as evidenced The CNA Staff working the locked seciire
by: . . ) unit have received Dementia Training [on
Based on staff interview and chservation, the or before 10/07/2014.

facility failed to provide adequate dementia

orientation and training for the CNA staff who IDENTIFICATION _ OF OTHER

worked on the locked secure unit (west) for 2 of 5 RESIDENTS AND CORRECTIVE

CMNAs (#3, #5) ohserved working on 8/24/14 and ACTION

8/25/14. Tha findings were: ‘ Residents who reside on the locked secure
) . . unit have the potential to be affected |by

1. Observation of CNA #3 during the evening this practice.  All nursing assistants

meal on 8/24/14 revealed she used a curt and assignedtowork_on_the_locked secuted
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. . unit will be educated on Dementia
n g:rzzn:)iii;ov?igz %: gjsist residents during their o Training, on or before 10/07/2014.
meals, telling them thay must eat or "eat your Infgégggs CL. 1O PREVENIE
food." In addition, observation of the CNA while EN . i
providing care to non-sample resident #158 on The Hand-in-Hand Training Program wifl
8/25/14 at 9:03 PM showed she laughed when be utilized to train all nursing assistanis
the resident removed the hospital gown she had on caring for residents who have
placed on the resident for bedtime. The CNA dementia.  The facility will provide
placed the hospital gown back on the resident Dementia Training upon hire to all new
even though the resident had said s/he wanted qursine assistant staft
pajamas. The CNA said "oh these residents g )
behaviors are so funny, they just make me i .
laugh." Interview with the CNA on 8/25/14 at 6:52 The SDC/designee will re-educate staff
PM revealed sfhe had been assigned to the unit on the proper manner in communicating
for approximately two menths, She also stated with and about residents who have
she had received no speciallzed training on how dementia. on or before 10/07/2014
to care for dementia residents but that she ’ '
thought they were "funny" to work with. MONITORING AND
INCORPORATION INTO THE QA
2. Interview with GNA #5 on 8/24/14 at 6 PM SYSTEM _
revealed she had been assignad to the dementia The SDC/designee will audit training
care unit for only two days alnc‘i had not been records to ensure compliance with this
provided any speclalized training on dementia dementia training practice, monthly uniil
care. The CNA indicated she was unfamillar with all nursing assistants have been trained.
the rasidents and how to work with them. The SDC/designee will report any trends
3. During an Interview with the DON and RN #5 not consistent with this plan of: correctidn
on 8/27/14 at 10:20 AM, RN #5 said all staff during the quarterly QA meeting for the
should treat all residents with respect and dignity purpose of process improvement, The
regardless of the diagnosis or condition, Interview quality assurance committee membefs
with the DON on 8/27/14 at 4:35 P verlfied CNA will  analyze data and  malle
staff h_ad recel_ved no specialized training oh care recommendations to improve facilily
of residents with dementia. ractice
F 514 | 483.76()(1) RES E 54| P .
58=F | RECORDS-COMPLETE/ACCURATE/ACCESSIB
LE F514 o )M
483.75(1)(1) Res Records-
The facllity must maintain clinical records on each Complete/Accurate/Accessible
resident in accordance with accepted professional
The facility must maintain-clinical-records
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F 514 | Continued From page 53 F 514 accepted  professional  standards %nd
standards and practices that are complete; practices that are complete; accurately
accurately documented; readily accessibls; and documented; readily accessible; gnd
systematically organized. systematically organized.

CORRECTIVE ACTION
The clinical record must contaln sufficient The July 2014 MARS for residents #5,
information to identify the resident; a recerd of the #18, #19, #21, #22, #20, #33, #35, #19,
resnc.:[ents assessments, the plan of care and H60, #62, #67, #84, #86, #88, #102, #1112,
services provided; the results of any 4118, #121. #127 4 #1490 | b
preadmission screening conducted by the State; 110, > > an ave been
and progress notes, obtained through PCC and printed. The
software problem was remediated | by
PCC.
This REQUIREMENT is not met as evidencad IDENTIFICATION OF OTHhER
by: : | . RESIDENTS AND CORRECTIVE
1 Based on medical record review, and staff ACTION _
interview, the facliity failed to maintaln complets == . )
and accurate medication administration records Point Click Care was uotified in eqrly
for all residents in the facility. The census at the August 2014 that the facility was unable
time of the survey was 160, The findings were: to view or print July 2014 MARS, hand
1 Review of medical s for l then contacted frequently up to [and
. Review of medical racords for all samiple : :
residents (#5, #18, #19, #21, #22, #20, #33, #35, ﬁ:g“ff '3;2;32"? EZ:égd ‘”f;‘é'ée f;‘oplizg
#49, #60, #62, #67, #84, #65, #88, #102, #112, P o .
#118, #121, #127, and #142) showed MARs for through the concern until remediated,
the month of July 2014 were not available. o
All residents had the potential to] be
2, Interview with the facllity administrator on affected by this practice.
Bf27/14 at 8:20 AM confirmed an issue with the MEASURES TO PREVENT
facllity's sofitware, and that records of medication RECURRENCE
adminlstration for the month of July, 2014 could : . .
not be viewed, printed or otherwise retrieved for Medical Records will perform electronic
any of the residents in the facility. The facility had data access audits twice monthly |and
communicated with their software vendor, and report any inability to access data td the
had been unable o resolve the problem. NHA and Point Click Care.
F 520 | 483,75(0)(1) QAA F520 MONITORING AND lof7lK
S8=E COMMITTEE-MEMBERS/MEET INCORPORATION INTO THE |OA
QUARTERLY/PLANS SYSTEM
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F 520 | Continued From page 54 F 00| Medical Records will report any trends

A facility must maintain a quality assessment and
assurance committee conslsiing of the director of
nursing services; a physiclan designated by the
facility; and at least 3 other members of the
facility's staff.

The quality assessment and assurance
commitfes meets at least quarterly fo identify
issues with respect to which quallty assessment
and assurance actlvities are necessary; and
develops and implements appropriate plans of
action to correct identified quality deficiencies,

A State or the Secretary may not requirs
disclosure of the records of such commilttes
axcept Insofar as such disclosure is related to the
compliance of such committee with the
requirements of this section.

Good faith attempts by the committee to identify
and correct quality deficiencies will nof be used as
a basls for sanctions.

This REQUIREMENT s not met as evidenced
by:

Based on observation, staff, resldent, and family
Interview, review of medlcal records, and facility
polley and procedure, and review of the activity
calendar, the facllity falled to ensure the qually
assessment and assurance program was
effective in maintaining and sustaining
improvement in repeating deficient practices
identified and cited over the past four surveys.
The findings were:

The following concerns with the faclity's quality

assessment and assurance program; -

not consistent with this plan of correcti\on
during the quarterly QA meeting for the
purpose of process improvement. The
quality assurance committee membégrs

will  analyze data and  mdke
recommendations to improve facility
practice.

F520

483.75(0)(1) QAA Commitl*ee—

Members/Meet Quarterly/Plans

The quality assessment and assurahce
committee meets at least quarterly| to
identify issues with respect to wlich
quality  assessthent and  assurapce
activities are necessary; and develops and
implements appropriate plans of action to
correct identified quality deficiencies.
CORRECTIVE ACTION

The facility has implemented a QAPI
process to address the practices cited in
the Annual Survey of 08/27/2014;
including:

o F241
F248
F282
F312
F315
F323
F371
F441
F520
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F 620 | Continued From page &5 F 520 IDENTIFICATION _ OF OTHER
RESIDENTS AND CORRECTIVE
1. Examples where rasident dignity was not A—QI-LI—(—)—E )
maintained durlng the 2014 survey is detailed in All residents have the potential to be
Federal citation F241. Deficient praclice in regard affected by this practicee.  The QA
to not maintaining dignity was alsc written in 2010 Committee will continue auditing the
and 2011, above F-Tag concerns until the next
2. Examples where activities ware not g:}%lfs%'ggg TO PREVENT
individualized or provided to residents during the
2014 survey is detalled in Federal citation F248. RECURRENCE
Deficient practica in regard to the activity program The QA process has been redevelopgd
was written in 2010 and 2011 as well. into a new format that encompassgs
elements of a QAPI program.
3. Refer to Federal citafion F282 for evidance P
facility staff did not follow the care plan for _ .
residents during the 2014 survey as well as the The QA Team and all staff will be
2010 and 2012 surveys, : educated on the QAPI process, on pr
before - 10/07/2014. A procdss
4. Federal citation F312, tolleting, grooming, and improvement will be developed followitlxg
carefassistance with activities of dally living, was analysis of the trends, and reviewed for
cited as a deﬁciency in 2010, 2011'& 2012, and progress in the next QA lneetillg.
gg:‘l 3. This personal care tag will again be cited in MONITORING AND
‘ . INCORPORATION INTO THE QA
5. Refer fo Federal citation F315 for detalls SYSTEM ,
regarding inadequate incontinence care cited in The QA Committee will gather data and
2011, 2012, and again in 2014. report quarterly at the QA Meetilg,
analyze data and make recommendations
6. Federal tag F323 regarding providing to improve facility practice.
supervision to prevent accidents was clted in
2010, 2011, and 2012. This cltation will again be
cited during this current survey.
7. Federal citation F371 regarding clean and
sanitary conditions in the kitchen was clted in
2010, 2011, 2012, and will be clted again in 2014,
8. Federal citation F441 in regard to infection
control deficient practica was cited during the
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past four surveys and will be cited again during
this currant survey.

9. Finally, the guality assurance and performance
improvement Federal citation, F&2C, is being
cited during the 2014 survey and was also cltad in
2011 and 2013.

10. Interview with the DON and RN #5 on 8/27/14
at 10:20 AM revealed these were areas being
monitored as part of the quality assurance
process, However, each of these areas continued
to be cited as areas of deficient practice during
the most current survey.
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