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misappropriation of resident proparty are reported
immediately to the adminietrator of the facliity and
to ather officiala in accordance with Stata law
through estabished procedures (including to the
State survey and certification agency).

The facility must have evidence that all
violations are thoroughly investigated, and must
prevent further patential abuse while the
investigation Is in progress,

The rasults of all invastigations must ba reported
to the administrator or his designatad
reprasentative and to other officials in accordance
with State law (including to the State survey end
certification agency} within 5 warking days of the
incident, and if the alleged violation is verified
appropriate comective action must be taken,

gﬁs REQUIREMENT Is not met as evidenced

Based on amployee racord review, facility policy
review, and staff interview, the facility faled to
ensure the State Nurse Aide Repistry was
chacked prior to amployment for 1 of 3 CNAs
reviewed (CNA#1). The findings were:

1. CNA#1 was re-hired on 8/30/15, Review of the
amployee file falled lo show the CNA abuse
regisiry was verifiad prior to this date,

2, Review of the facilily'’s poficy titled "Abuse,
Naglect, and Misapproprtation of Residant
Properly Prohibltion” showed, under the section
titled "Screening... The Center verifien ficensure

via licensing agencies and appropriate registries.

o
FZ15 Cont d:

for less frequency.

Commiltee at least monthly until

F225| shall be taken to the Quality Assurapce
time asi Committee deems it approEate

ch
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3. Interview with the DON on 11/515 at 2:35 PM C NA L#S' and Housekeeper #1 jnd
confirmad the facliity was unabla lo produce documentation placed in personne] files,
evidence the State Nurse Aide Registry was (Dietary staff #1 is no longer employ
checked for CNA#1 prior 1o hire. ;

§5=0 | ABUSEMNEGLECT, ETC POLIGIES Business Office Manager and/or desighee
The facility must deveiop and implamant written shall review all personnel files |to
policies and procedures that prohibit determiie  all  abuse  trainfng
mistraatment, neglact, and abuse of residants documefitation is present.
and misappropriation of resident property.

Systemit Changes:
Staff Development Coordinator shall
This REQUIREMENT s nol met as evidenced implement training for staff not having
by: the doclunentation in their file. Training
Based on review of employee files, facility policy shall bel documented and included in jthe
review, and siaff interview, tha facility falad to files.
implemant policies angb pmefm fgr training
employees reganding abuse for emplayes ol
files raviewed (CNA¥3, AR5, dietary staff #1, Monitoring: _
housekoeper #1). The findings were: Staff lbwelopment Coordinator shall
audit new hire personnel files for trai
;ﬂ:lnlewle;:d with the adgwstralo;':n 1‘::::.15 at7 and documentation being completed
revaalsd no decumentation, other than an [ :
crientatian checklist was avaflable, to show abuse :.“' nﬁw: h'r;sf‘ Auits d?;al:izlebmgﬁl
training was completad prior to resident contact, e ey et LIt
Review of the fallowing employes files ehowed 1o the Quality Assurance Committee at 1
evidence of abusa iraining at orientation or prior monthly until it is deemed appropriate
to first date of resident contact: CNA #5, dietary less frequently.
staff #1, CNA#3, housakeaper#1. '
2, Interview with the DON an 11/5/15 at 2:35 PM
confirmed that the "Abuse Education Training"
verification was not in the above-named
employee flies for CNA #5, dietary staff #1, CNA
#3 or housekeeper #1.

i
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F 226 | Continued From page 3 F226] Resident #35 was interviewed by Sogiat
3. Review of the faciiity's poficy titied "Abuse, Serviced and no negative phychosogial
Nagilact, and Misappropriation of Resident resul was mnoted related to this
Property Prohibition” showed "Tralning: a) The observation.
Center m?;.ll::dadl emplmgrding aﬂr:d? ahuse :
hib es and ices g :
gzcessas. b) The Canter confirms that treining |s [de".t'ﬁ'?ah‘m. of Others:
provided during arientation and annually and Social !Services shall interview other
mure often as determined by the Center.* residents to validate they have bgen
F 241 483.15(a) DIGNITY AND RESPECT OF F241} treated With dignity. Anyove who stites
§5=p | INDIMIDUALITY they have not been treated with dignity
shall have follow-up investigation
The facility must promote care for residents in a
ma':lanarand in anp%::ar:rg'em m::‘;nahlahs er completed.
enhancas each res gnity and respect in :
full recognition of his or her individuality. Systemic Changes:
Staff ljevelopment Coordinator and/or
designee shall provide education relating
Based on of " tervi relating! to communicating what ca
and pmg:dure mﬁw': 'm hmagdm being provided and communicating
dignity for 1 of 5 sample residents (#35) during respect as well as dignity and resgect
cara obsarvalions. The findings were: training| using PRIDE inservice tool| to
staff in ach department.
1. Obsarvation on 11/3/15 ot 8:18 AM showed e eprianen
CNA #1 tock resident #35 into hisfher roem to
assist the resident (o the tollet. The CNA falled 1o v i,
explain to Iha residant what care was going to be Monitoring:
provided, The CNA stated, "Come on. Come Staff Development Coordinator and/or
[Resident name].” The resldent grabbed the bar designeé shall complete weekly randpm
and stood up, The CNA removed the reakient's audits by observation for staff interactjon
pants and brief then pushed on the reskient's with residents Any inaporo
buttocks to guida the resident aver the tollet fo it . ) ; Yy tnapp
down. Aﬂersiﬂh'lgdown the mm‘ 'BOY. mteractl_on shafl be. corrected at fthe
you push me around don't ya.* The CNA repfied, observed time. Audits shall be taken to
“Yep. You would push me If you could.” The CNA the Quality Assurance Committee at |
stapped out of the bathroom to gather suppiies at monthly until it is deemed less frequeticy
FORM CMI-2587002-00) Pravious Versions Obaotete Bvar M:FTTLY mumm# i cantinuation sheet Page 4 of 4
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his/her pants and the fioor, Tha CNA retumed fo The non-cleanable surfaces on walls,
the bathreom and provided perineal care to the window blinds, radiator cover shall be

resident and again stated, "Sit down. Sit down
[residsnt’s name). Come o, sit down.” The
resident sat down and the CNA axited the
bathroom. The CNA obtained papar towels and
entered the bathroom, The CNA cleaned the fioor
and ramoved 42: Iesl?tent‘s soiledlpants. ;tlle
CNA stated, got it on averything, didn't you."
The CNA hed the reaident stand to provide
perineal care and when finished, had the rasident
sit down on the toflet and stated, “Good fboy/gi].”
The GNA got the resident's wheelchair and had
the residant grab the bars to stand and the CNA
guided the residant to sit in the wheelchalr. The
CNA pulled the resident's wheelchair out of the
bathroom and the resident dragged the sciled
pants, which had bean lefi on the bathraom floor,
with his/har feet. The CNA stated, "No, leave that
thera.” When the rasident compliad, the CNA
again stated "Good [boy/girl]).”

2. Interview with the DON on 11/4/15 at 3:40 PM

revealed the CNA should not have spoken to the
resident in that way becauss it was “disrespeciful
and undignified.”

3, Reviaw of tha facllity policy tilled "Resident Bill
of Rights” published 7/27/15 showed "Each
Acionaly the oy Sttt soitos b o
e p ave the
right to "Be fully informed In advance about care
and treatmant.

483.18(h)}{2) HOUSEKEEPING &
MAINTENANCE SERVICES

The faciiity must provide housekeeping and
maintanance sarvices necessary fo maintain a

repaired and/or replaced by Maintenan
Director and/or designee. The observe
furniture shall be cleaned and/or replacgd.
The tiles on the front tab room fioor shall
be replaced as evidenced by the work
order, contractor bids, company approvil
of bids, supplies ordered and contract
scheduled.

Identification of Others:

Inspection of other areas within the
facility will be conducted by the
Maintenance Director and/or designee fo
identify other arcas with the observed
conditions.

Systemic Changes:

Maintenance Director shall provide
education to staff relating to identifying
and reporting any further similar items
observed in the survey.

Monitoring;

Maintenance Director and/or designee
shell perform weekly random audits of khe
facility. Results of the audit shall be
Fasa| taken to the Quality Assurance
Committee at least monthly until it is

deemed less frequency is appropriate.
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santtary, orderly, and comfortable intarior,

This REQUIREMENT is not met as avidencad

by:
Based on chservation and staff interview, the
facility failad to provide a sanitary and
wel-maintained environment in 3 of 3 resident
units (Front, Back, and Sscured). The findings
were:

1. Tour of the faciiity on 11/5/15 between 10:00
and 10:30 AM revaaied the following concerns
with the tub rooms:

a. Observation of the tub room in the front
hall next to room #16 on 11/5/M5 at 10 AM
showed that the majorily of tiles in the room
(mone than 30 ties measuring 12 inches by 12
inches) were cracked and badly damaged. There
vmmp'ga:g;whera secﬂunluftl'letlles had
complelely broken away In multiple pkices,
measuring up o 6 Inchas by 2 ¥ inches,
Addiionally, tha edge of the tub facing the
doorway was covered in tape that was a dirty,
brown color, creating a non-cleanable surface.

b. Obhservation of the tub room in the back
haflway on 11/5/15 al 10:10 AM showed that the
wall by the door had a section with paint chipped
away and a dent in the wall measuring
approximately 14 inches long and % inches desp
with plaster and meta) axposed, creating a
notkcleanabie surface,

2. Tour of the facliity on 11/3/15 and 11/4/15
revealad the following concems with fumiture in
the fsciitty:

a. Observation of the green racking chair in
the dining area on the secure unit on 11/3/15 at
10:37 AM showed that the chair had white crusted

FORM CMS-2867:02-60) Provious Versians Obsclets Evand ID:FCILN Pexity 10: wyomr if continuation sheet Page 8 of 44
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steins on tha front of the seat.

b, Observation of the blue arm chalr on the
secure unit in the dining area on 11/3/15 at 10:37
AM showed there were whita crusty-looking
stains on the side of the chair.

¢, Obsarvation of the tan arm chair on the
secure unit near the back axit door on 11/3/16 at
10:31 AM ghowed the chair had some
brownish-black stains oa the side of the chalr.

d. Ohservation of the rasident sitting araa
across from the nurse's siation on 11/4/15 at
12:06 PM in the back hallway showed 1 of 3
sofas was badly faded and dingy. Additionally, the
carpat in the back seating araa had dark stains
multiple areas,

3. Tour of the facility on 11/3/15 and 11/4/15
revealed the following concems with resident
rooms;
a. Observation of the bathroom In room #1 on
11/4/15 at 11:24 AM showed that approximately
28 Inches up from the fioar a section of paint was
off the bathroom wall, measuting 26
{ in length. Additionally, there was paint
chipped off the edge of the bathroom door with
exposad metal meesuring 22 inches in length,
creating a non-cleanable surface.

b. Observation of racm #5 en 11/4/15 at
11:20 AM showed there was paint chipped off the
bathroom door frame measuting 18 inches in
length, exposing metal and craating a
non-cleanable surface,

¢, Ohservation of room #6 on 11/4/15 at 1122
AM shawed in the bathroom there were 4 small
hales in the wall to the lefl of the toflet, level with
the top of the tollet. Also, 15 inches up from the
fioor, thera was a patch of wall mesisuring 8
inches by 7 inches that had not baen repaintad,
creating a non-cleanable surfacs,

F 253
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d. Observation of room £16 on 11/4/15 at
11:29 AM showed the metal cover on the deer
was peeling back in sections, creating sharp
metal edges,

. Obsarvation of room #25 on 11/4/15 at
11:27 AM showed the bathroom radiator had
pulled away from the wal] by approximately 2
inches, creating a sharp metal edge that was
sticking out.

f, Qbsarvation of room #29 on 11/4/15 at
11:25 AM showed the doorway was missing the
transition divider that separated the Roor In the
room from tha fioor in the haliway, altowing dirt
and debris to build up inside of this space,

g. Observation of room #20 on 11/3/15 at
9:55 AM on the secure unit showed the blinds in
the right comers of both windows were broken
and that there was a saction of exposed metal
and drywall by the bathroom door, creating a
non-cleanabla sorface.

h. Observation of room #7 on 11/4/15 at
11:40 AM showed the baseboard near the
bathroom was paefing away from the wall.
Additionally, an both sides of the wall an the
bathroom doarway, paint had pesied away in
sectinons measuring 11 inches In length, about §
inches up from the floor, exposing a
non.cleanable metal susface. Also, 11 Inches up
from tha floor, the bathroom had a section of
plaster peeling off the wall,
non-cleanable surface. Additionally, the dresser
had peint pealing off 4 of 4 drawers in multiple
sacticns,

i Observsation of room #10 on 11/5M15 at 5:48
AW showed the doorway had a threshold with 4
tiles that measured 9 Inches by 9 inches that
werfe cracked.

J. Observation of room #14 an 11/4/15 at
11:45 AM ghowed that inside the bathroom, paint

FORM CME-2857(02-00) Previaus Varsions Ohasinta Evant InFEILY1 Faciity 10; WYQ037 if continuation shoet Page 8 of 44
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had scraped off the wall, exposing 2
non-cleanable metnl surface measuring 10
inches In length, 5 inches up from the floor.

k. Observation of ropm #31 In the back
haltway on 11/4/15 at 12:05 PM showed that a
section of the blinds were broken in tha back left
comer of the window. To the right of the sink, 9
inches up from the gk counter, paint had ripped
off from the wall exposing an area that measured
about 3 Y% inches by 1 % inches, creating a
surface that was not cleanable. Additionally, the
paint was chipped off the cioset and the drawers
ta the right of the sink in numerous sections.

|. Obzarvation of room #44 In the back
hatlway on 11415 at 11:55 AM showed that the
paint had peeled off the wall to the right of the
mirror, exposing a non-cleanable surface that
measured 4 inches by 7 inches, Addilionally, the
woud at the edge of the wall of the closet had
mﬁ?wd off in & section measuring 24 inches in

4. Tour of the facility on 11/4/15 and 11/6/15
revesied the following concerns with other areas
in the bullding:

a. Observation of the nurse's station in tha
bacik hallway on 11/4/15 at 12:05 PM showed the
paint on the comer adge of the wall had chipped
away, which expased a non-cleanable metal
sufface that measured 18 inches in length, that
was 3 inches up from the foor.

b. Observation of the radialor in the back
mmywmwmgfsnsmusm

wene metal sticking out
approximately 1 inch each, creating sharp edges.

C. Observation of the physical therapy room
on T1/5M15 at 9:55 AM ghowad tha floor In the
center of the roem had several stains and etreaks
of dirt. Additionaily, tha paint on the wafl by the
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fire extinguisher had pesled away and bubbled up
from the surface, that exponsed plaster and
created a non-cleanable surface.

d. Observation of the tllea in the back hallway
an 11/5/16 at 10:13 AM showed thal there was a
section of tilas that measured 12 inches by 12
Inches, with 4 of the tiles cracked and bubbled
up, and ane tile in the same eection that was 7
inches by 12 inches and also cracked,

5. Interview with tha maintenance direciar on
1175115 at 11:00 AM revealed that the Gles in the
tub room in tha front hallway had been instelled 3

w%g,;however. they wera put in incorractly,
ne the tiles in the room neadad to be
replaced; howsvar, furthar intarviaw with the
maintenance direcior verified the faciiity did not
have a written plan of when the tiles in the front
tub room would be repaired.

8, Interview with the accaunts manager in charge
of Isundry and housekeeping verified in the
seating area In the back hallway, across from the
nurse's station, one of the three sofas was
stained and dingy and that a second sofa had
staing on the amm rest. The accounts manager
verffied that the cofas were old and needed to be
rapiaced. She stated |t had been 3 weeks since
the furniture in this area had been clsaned, but
added, "They don't get any cleaner.” She also
verified tha carpet in the back saating area was
stained and siated, “We get down and spot clean,
but it doesn't got really clean.” The accounts
manager verified the stains on the green rocking
chair, tha biue arm chair and the tan atm chair in
the secure unit dining room area. She sald the
green rocking chair and blue arm chair had last
bean cleaned on Monday, 11/2/15, but she was
not famillar with the tan arm chalr in the comar by

FORM CMB-2587(02.08) Prawious Vetsions Obsolete Event ID:FE7L1 Faciny ID: WYaoay Ifcontinustion shest Paga 10 of 44
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the exit door, and added, "it must be new.” She #4,48,#20,#35,440443,  #48, 9,
verified the brownish-blackish stains on tha side #51,#59, #61, #62 shall be completed.
of the tan chair needed to be removed, The
accounts manager revealed the corporate Interior Identification of Others:
designer had heen ta the facilly 4o look at An audit of residents MDS Asscssmenty
raplacing the furniture; howevar, at that time, leted in the last 30 d valll b
there was no written plan or clear time fine of Ll in the lag eys snall| be
when this furniture would be replaced. performed. Audit of CAA worksheets|for
F 272 | 483.20{b)(1) COMPREHENSIVE F272| analysis shali be completed.
&8=f | ASSESSMENTS
The facifly must conduct initially and periodicall Systernic Changes:
col nitally a A .
a comprehensive, accurale, standardized g%gag‘;';:;:i:: gowde;:y wicﬂ‘:'p" Bte
reproducible assessment of each resident's 1 pet3 acqess
lunctional capacity. to completion of MDS and C|
worksheets,
Afaciiity must make & comprahensiva
assessment of a resident's needs, using the Monitoring:

(&N%:!puda ne“ati e DNS/Designee  shall conduet by
least the foll.owlng: e m random audits CAA completion according
Identification and demographic information; to RQAI schedule for accuracy fnd
Customary routine; analysis. Trends identified throngh
Caognitive patterns; wonitoring shall be teken to the Quality
5 e unication; Assurance Committee monthly for review
Moad and behavior pattems:; by the IDT until a lesser frequency is
Psychosocial well-being; deemed appropriate.

Physical functioning and structural problems;
Continence;
Diseasa diagnosis and health conditions;
g%ntal and nuirtional stalus;
R 3
Activity pursu;
Medications;
Special treaimenis and procedures;
Discharga potentst
Documentation of summary Information regarding
PO CAME-2867{02-08) Pravicus Varsisms Dbsolete Event I0:FT7LI Pachy I0D: WY00T?
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the additicnel sssessmant performed on the care ;
areas triggerad by the completion of the Minimum
Data Set (MDS); and

Documentstion of participation In assessment. !

This REQUIREMENT is not met as evidenced

by:

Based on medical record review and staff
interview, the faciity falled to ensure
comprehensive assessments were complated in
a variety of triggered araas for 13 of 13 sample
residents (#4, #8, #28, #35, #40, #43, £43, }40,
#51, #52, #59, #81, #82), The findings were:

1. Review of the annual MDS assesamant dated
8722115 for resident #4 showed the fallowing
areas triggared for further assessment: cognitive
losa/dementia, communication, uwrinary
incontinance and indwelling catheter,
psychosocial well-being, mood state, behavioral
symptoms, activities, fals, nuiritional staius, and
pressure Uicer. Raviaw of the CAAE for the
triggered areas showead the description of the
impact of the problem/naed on the resident
andfor the rationale for the cara plan decision
was not individuslized,

2. Review of the admission MDS assessment
dated 11915 for resident #8 showsd the
foliowing areas trigpered For further assessmant:
cognitive loss/damsentia, communicalion, urinary
incontinenca and indwelling cathater,
psychosocial well-being, behavioral symploms,

FORM CH6-2967(03-40) Previous Verslons Obsolots Event D:FCTLN Fechty (0 WYOU3? W continuation shest Page 12 of 44
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gactivitieg, falls, nuritional status, dental care,
pressure ulcer and psychotropic drug use,
Review of the CAAs for the tiggarad areas
showed the description of the impact of the
problam/nesd on tha resident and/or the rationale
for the care pian decision was not individualized.

3. Review of the comprehensive MDS
assassmant dated 21/15 for resident #20
showed the following areas triggered for further
assassmont: delirium, eognitive loss/dementin,
communication, ADL functional/rehabifitation
potental, urinary incontinence and indwelling
catheter, mood state, falls, nutritionsl status,
pressura ulcer and peychotropic drug use.
Review of the CAAs for the triggered areas
showed the description of tha impact of the
problem/need on the resident andfor the rationale
for the care plan decision was not individuakzed.

4. Raview of the annual MDS assessment dated
SI1515 for realdent #35 showed the fol|

areas triggered for further assessmant: delirium,
cagnitive loss, visual funstion, communication,
urinary incontinence, psychosocial wellbeing,
mood stata, behavional symptoms, activities, falls,
nutritional status, pressure uicers, psychotropic
drug use, and pain, Review of the CAAs for the
triggerad areas showed the descrintion of the
impact of tha problam/need on the resident
and/or the rationale for the care plan decisian
was not individualized.

5. Review of the annual MDS assessment dated
2/16/15 for resident #40 showed the following
areas triggered for further assassment: cognitive
loss, ADL functionirehabilitation potential,
incantinence, psychosacial well-bsing, moad

stats, behavioral symptoms, activities, falls,

F2r2
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F 272 | Continued From page 13 ¢ Far2
pressure ulcers, psychotropic drug use, and

return to communily mfanapI!cReviewmmeCAAs :

for the triggered areas showed the description of :

the Impact of the problem/need on the resident  :

and/or the rationaia for the care plan dacislon

was not Individualized,

8. Review of the annual MDS assessrment dated
9/3/15 for resident #43 showed the following
areas triggered for further assessment cognitive
loss, communication, ADL function/rehabliitation
potential, urinary incontinence, mood state,
behaviaral sympiems, fafis, nutritional statu
pressure ulcers, psychotrapic drug use, physical |
restraints, and pain. Review of the CAAs for the
triggered areas chowed the description of the
impact of the probleminesd on the resident
and/or the rationale for the care plan decision
was not individuallzed,

7. Raview of the admiseien MDS assessment
dated 8/4/15 for resldent #48 showed the
following areas triggered for further assessment;
cognitive loss/darnantia, ADL
funclional/rehabilitation potential, urinary
incontinence and indwelling catheter,
psychosocial well-being, mood stabe, activities,
falls, dehydration/Muid prassure
ulcer, and pein. Review of the CAAs for the
triggened areas showed the description of the |
impact of the problem/need on the resident
and/or the rationale for the ¢are plan decision
was not individuailzed,

8. Review of the comprehensive MDS
asgassment datad 8/24/15 for residant #49
showed the following araas triggesad for further
agssesement: cognitive loss/damentia, visusl
function, communication, ADL
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functional/rehabilitation polential, urinary
incontinence and indwefling catheter,

the CAAs for the triggered aress showed the
decigion was not ndividuaitred.

7122115 for resident #51 showed the follawing
areas triggered for further assessment: adl
functienal/rahabilitation potential, urinasy
incontinence and indwelling catheter, falls,
nutritional status, pressure ulcer, psychotroplc
drug use, and pain. Review of the CAAs for the
triggered areas showead the dascription of the
impact of the problam/need on the residant
and/or the rationate for the care pian decision

10. Review of tha admission MDS assassment
dated 8/15M5 for resident #52 showed the

incontinence and Indwelling cathater, falls,
nuiritional status, and psychotrapic drug use.
Review of the CAAs for the triggered areas
showed the description of the impact of the

11. Raviaw of the admission MDS assessment
dated 8/14/15 for rasident #59 showed the

mMMNImm 'p:gnual.

ona urinary
incontinenca and indwslling cathster,
psychosccial well-being, mood stata,

peychosocial well-baing, activities, falls, nutritional
status, dantal care, and prassune uicer. Review of

descripfion of the impact of the prablem/need on
the resident and/or the rationale for the cara plan

9. Review of the annual MDS assessment dated

folowing areas triggered for further assessment:
cognifive loss/dementia, communication, urinary

problam/need on the resident andior the rationaia
for the care plan decision was not individusiized.

following arasas triggared for further assessmant:

F272
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Continued From page 15

falls, nuiritional status, pressure ulcer,
psycholropic drug use, and pain. Review of the
CAAs for the triggeraed areas showed the
deseription of the impact of the problem/nead on
the regident and/or the rationale for the care plan
decision was not individualized.

12. Review of the admission MDS assessment
dated 4/14/15 for resident #61 showed the
fotfewing areas triggered for further assessment;
visual function, communication, adl
functional/rehabilitation potential, urinary
incontinence and indwefling cathatar,
psychosocial well-being, mood state, activities,
fal's, nutritional status, pressure vicer, and
psycholropk: drug use. Review of the QAAS for
the triggered areas shawed the description of the
impact of the prablermineed on the residant
and/or the rationale for the cara pian decision
was nol individuaiized,

13. Review of the admission MDS assessment
dated 8/28/15 for resident #62 showed the
following areas trigpered for further sssassment:
delisium, cognitive loss/dementia, visual function,
communication, urinary incontinance and
indwelling catheter, psychosocial well-bsing,
behavioral symptoms, falls, nulritional status,
dental care, pressure ulcer, and psychotropic
drug use. Review of tha CAAs for the friggered
aress showed the dascription of the impact of the
problem/reeed on the resident and/or the rationaie
for the care plan decision was not individualized,

14. Interview with the Regional MDS Coordinator
an 11415 at 6:40 PM revealed the MDS
asesessmants should have the CAA summary
completed.

F 272
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el . 14145
F 275{ Continued From page 16 F275| MDS date for Resident #43 shall|be
F 275 | 483.20(b)(2){i)) COMPREHENSIVE ASSESS AT F275| reviewed for the next required MDS td be
sg=p | LEAST EVERY 12 MONTHS completed to prevent a late MDS
submission.
Afacilty must conduct a comprehansive
ME v srye l,‘ 2 mn;:tfh:resident ROLIEEE than once Identification of Others:
MDS due dates for other Residents shall
be reviewed to prevent a late MDS
This REQUIREMENT is not met as evidenced submission.
by:
Based on medical record raview and staff : .
interview, the facilty falled to ensure 2 Rt C"“}‘l‘gg‘i hall be implemented
comprehensive MDS assessment was completed ing schedule s e
ina w mannerfor1of13 sa,np'a residants by the MDS Coordinator at the time of|
(#43). The findings were: MDS completion relating to the due thes
of the next MDS,
1. Raview of the significant change MDS
assessment for rasident #43, completed on Monitoring;
ehgdaﬁ: M‘g‘ﬁe :f":mm Enemdl m'me(w i DNS and/or designce shall complete
6/12/44. Reviaw of completed MDS assessments random audits of the MDS due d
for the resident showed the next com, relating to the submission of the rext
assessment was completed on 9/8/15 with an MDS being timely. Audits shall be taken
an dgﬁgs' The assessment was complated to the Quality Assurance Committed at
days least monthly wuntl it is dcerped
2. Interview with tha reglonal MDS coordinator on appropriate for less frequency.
1174116 at 11:46 AM revealed the next
comprehensive assessment should have been
mtm in June 2015 and confirmed it was
F 279 483,20(d), 483.20(K)(1) DEVELOP F276
sg=E | COMPREHENSIVE CARE PLANS
A facillty must usa the reguits of the assessment
io develop, review and revise the resident’s
comprehensive plan of carm,
FORM CMS.2587(02.00) Prvious Varsions Chsolete Eveni I:FETLY Fachly ID: Wvooy? H continuation shest Page 17 of 44
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£ 278 | Continued From page 17 F 279 The carc plans for Resident #35, #43, #51, 7

plan for each resident that includea measurable updated to include - individualized plpns
objectives and timetables to mast a residents and assessments per the observations.
medical, nursing, and mantal and psychosocial
assessment. Care Plans for Residents shall |be

escribe the services that are reviewed to validate they are current fnd
mm&?s;ﬂim or mainlglnagie mmi:tenl‘s individualized by the TDT team.
highest practicable physical, mental, and
psychosacial well-being as required undar Systemic Changes:
fgﬁgg‘ &?r%?émxﬁfpmmm DON andior designee shall provide
due to the residents exercisa cf rights under education to staff relating o updating
§483.10, including the right ta refuse treatment plans and  validating they jare
under §483.10(b)(4). individualized.

Monitoring:

This REQUIREMENT is nat met as evidenced DNS and/or designee shall conduct
bg;m on observation, medical record review, weekly random audits of care plans for
resident interview, and staff intarview, the facifity appropriate individualization. Auglits
fsfled to develop a comprehensive and shall be taken to the Quality Assurance
individualized care pian for 5 of 13 sample Committee at Jeast monthly until deetied
ﬁr‘g‘m" (#35, #43, #51, #52, #82). The findings less frequency is appropriate.
1. Medical record review showed resident #51
was admitizd to the faclliity on 8/12/11 with
diagnoses which included dementia and
depression. Physician order review showed the
resident had a 10/19/15 order for Abllify
(antipsychotic) 7.5 miligrama by mouth each day,
and a 12/8/4 order for Cymbalia
(antidepressant) 60 mg by mouth each moming
and 30 mg by mouth at bedtime. Review of the
7122115 annual MDS assessmant showed on
section V the resident triggered for peychotropic
drug use and required that area to be addressed
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on the care plan, Obsarvation on each day of the
survey from 11/2/15 through 11/8/15 showed the
resident had clutter on his/her bed which inchuded
clothing, & netebook and various papers, a plastic
pumpkin container, and a box of Kisenex,
Interview with tha resident on 11/4/15 at 11:36 AM
showed s/he asked staff to clear hisMer bed, but
usually was {old that s/he needed to do it
Interview with CNA#2 on 11/4115 at 11:40 AM
revealed tha rasident routinely clutterad hisher
bed with items, and stalf routinely removed thase
itams. The aide stated this had been an ongoing
bahavioral issue for as long as she could
ramember. The following issues with the
resident's care plan were ldantified:

a. Review of the care plan for "mood
problaems” st revised on 8/2015 had goals and
intarventions which included, "[Resident's name]
will have impreved mood state” and "administer
medications as ordered. MonRor/document far
side offects and effectivenass;” however, the
facility failed to individuafize the pian to include
which medication the resident was on, what the
aide effects might ba, and how oftan staff wera
required to monitor for affectiveness. The plan
also failed to identify and specify the resident's
strengths and coping skille,

b. Reviaw cf the cara plan for "dapression*
last revised on 8/20/15 showed goals and
interventions which intluded, "[Resident's name]
will exhibit indicators of depresslon, anxety or
sad mood less then dally by review date” and
"administer madications as ordered.
Monitorfdacument for side effects and
affectiveness;" however, the faciiity faffed to
individusiize the plan to include which medication
the residant was on, what the side effacts might
be, and how often staff were required to monitor

for effecliveness. The pian also failed to identity
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and speclfy the resident'’s strangths and coping
skills.

€, Interview with the DON on 11/5/15 at 9:48
AM confirmed the resident's care plan was not
individuatized to adeguately address the
residant's depression and behaviom.

2, Raview of the 9/15/15 MDS showad residant
#52 was admilted to the facifity on £/3/15 with
diagnoses which included fall with hip fracture,
had 2 stage 1l pressure uicers, and required
extensive assiatanca with bed mobilfly and
transfers, Observation on 11/3/15 at 8:50 AM
showed the resldent had prassure uleers that
included a stage IV preseure uicer on histher
entire right heal and a siags IV preasure ulcer
over the resident's sacrum which extanded into
the right and left upper gluteal area and drained
dark fuld with & strong odor. Review of the
10/19/15 pressure uicer log showed the resident
had mullipla pressure uicars that included stage
I pressure uicers to the left glutesl, sacral ares,
coccygeal (coceyw/gluteal) area, right heel, and
right greet tee. Review of the 10/30/15 pressire
uicer log showed the resident had multiple
pressure uicers that included stage lIl pressure
uicers o the left and right gluteal, coccyx/sacral
area, right great toe, left great toe, and staga IV
pressure ulcers to the cocoy/sacralicenter and
right heel. The following concerns wera idenlified
with the resident's care plan;

a. Review of the care plan for "pressure uicer
and potenfial for pressure uicer development
regarding reducad mobliity,” last revised on
10/29/15, showed goals and intsrventions that
included the resident will have "intact skin, free of
redness, biisters, or discoloration byfthrough
review dale.” and "Administer treatments as
ordered and monltar for effectivenees.” Howaver,
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the facility failed to individualiza the plan to
include specific Intarventions for repositioning and
oft-laading the resident when in hisher
wheelchair to include frequency and staff
raquirements, wound dressing requirements,
number of wounda with focatien and required
frequency of assassments with measurements,
wound clinic visiis to Inciude frequency, and

praventative measures which should inchude the
resldanl's oir mattress and whealchale cushion.

b. Intarview with the DON on 11/5/15 at 9:45

AM confirmed the faciily falled to individualize the
residant's care plan to include repositioning and
ofi-Hoading requirements, how many pressure
ulcers tha resident had with loeation, and wound
care requirements to incude dressings with
frequency.

3. Medical recard review showed resident #62
was admitiad to the faclkty on 8/5/14 with
diagnogas which included dementia,

ordar review showod the resident had a 6/18/15
arder for haloperidol (antlpsyuhoﬂc) 5 mg by
mouth twice a day. Review of the rasidant'a care
pian showed whe had a plan to address
psychotropic medication usage with a goal for the
resident to receiva the least dosage of the
prescribad medication to ensure maximum
functional abiitty both mentslly and physicatly. The
interventions included, "Administer medication as
ordered, Monkoridocument for side effects and
gffectiveness. Consult with pharmacy, MO to
conaider dasage reduction when clinically
appropriate. Labs per order,
Psychietric/Psychological consult as ¢rdered.
Reviaw with IDT [inferdisciplinary tean] for GDR
[gradual dosa reduction] as indicated." The
following concerns with the resident’s care plan
were identified:
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a, The facility falled to individualize the plan to
includa the madication ordarad and which side
effects staff were to monitor, or haw often, which
should include extrapyramidal symptoms
(muscular rigidity, tremor, bradykinesia, and
difficulty walking Induced by nauroleplic
medications; drug-induced Pasidnsonism),

b. Intetview with tha DON on 11/5/15 at 9:45
AM confirmed the facliity failed to individualize the
resident's care plan to include the medication

, gide affects and how often the
resident shoutd he assessed for potential slde
effects.

4. Review of the 8/3/15 annual MDS assessment
showed resident #43 had diagnoses to include
prin and non-psychiatric organic brain damage.
Section V of the assessment indicaled a care
plan was to be developed for pain. Review of the
pain care plan, last revised 3/9/185, showed the
resident had chronie patn related to generalized
pain of unknown origin. The goal developed by
the faclity was to "administer medications as
ordered, See madication recard. Monitor for
affectivenass and side effect."” The facility falied to
identify frequency for assessment or
non-pharmalogical inlerventions for pain
management.

5. Review of the 5/15/15 annual MDS
assessment showed resident #35 had dlagnoses
to include diabetes mallitus, non-Alzhelmer's
dementia, and unspecified debility. Sectfon V of
the assasament Indicatad a care plan wea to ba
developed for pain. Review of the pain cara plan,
initiated on 11/8/14, showed the resident had
acute/chranic pain related to trauma to his’her
right shoulder from a fall at home. The goei

developed by tha facillty indicated the resident,
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Pain monitoring shall be implementedfg-{q’lg
F 279 e 22 F 279
e s S & e vitiaty Ganitrbra Residents #35 aad #43 by DNS to assess
an accepiable level of pain.” Further review level of pain each shift.
showad tha interventions included “notify
physician if resident is expariencing daily pa.lg TIdentification of Others:
amﬁrﬁ?‘amlmf:&'% mpgb":;::;l :.lfa pain; DT team shall review residents for
J implementation of pain assessments ech
acceptable pain level, shift.
6. interview with the DON on 1{/415 at 3:40 PM
confirmed the care pians wera not detalied. Systemic Changes:
F 309 | 483.25 PROVIDE CARE/SERVICES FOR F308] DON and/or designee shall provide
88=D | HIGHEST WELL BEING education rclating to each shift :Lin
Each resident must recelive and the facillty must assessment documentation
provide the neceasary care and setvices to attain o
or maintain the highest practicable physical, Monitoring:
mental, and psychosocial welk-beaing, in DNS and/or designee shall complete
accordanca with the comprehensive assessment weekly random audits relating to daily
and plan of care. pain assessments. Audit results shall|be
taken to the Quality Assun:.Ice
Committee at least monthly uatil deemed
gtyr_is REQUIREMENT Is not met as evidenced appropriate for less frequency.
Based on abservation, medical record raview,
and staff interview, the facility failed to ensure
necessary assessments and monitoring for pain
managament was implamented for 2 of 7
residents (#35, #43) with pain. The findings were:
1, Reviaw of the care plan for pain, inltlated on
11/8/14, showed resident #35 had "acute/chronic
pam rft [related to] right shoulder, from falling out
of [hister] pick-up and frequent falls at horme.”
Further reviaw showed a progress nole dated
B/MS5/15 at 10:34 PM that indicaled the residant
had an "ald cervical clavicular fracture that has
not hasled." Review of the quarterly MDS
FORM CMS-2667(02-0%) Pravious Versions Obnalsia Event ID;FCTLYY Facifily ID; Wyoaay I contireation sheal Paga 23 of 44
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assessment dated 8/15M15 showed the resident
was not on a pain mansagement program. Review
of the Novamber 2015 physician ardars showed
Acetaminophen 326 milligrams (mg) 2 taba by
mouth evary 8 hours a8 needed and
Hydrocedone-Acetaminophen 5325 mg 1 tab
every 6 hours as neaded were ordered for pain,
The following concerns ware identifiad:

a. Observation on 11/3/15 at 10:40 AM
showed the resident complained of right shoulder
pain to LPN #3 stating, "The medication lsn't
working; However, review of the MAR at4 PM
that day ehowed no pain madication had baen
administered to the resident alther before or after
his/har complzint of pain,

b. Review of the August, Saptamber, Qciober
and November 2015 nursing notes and
medication administeation record showad the
resident recelved hydmcadone-acetaminophen
for pain; but assesament or re-assessment for
effective pain management was not completed
consistently. This review showed tha rasident was
not agsessed and/or re-assessed after
Hydrocodone-acetaminophen was administered
an 8/6/1S, 8/16/15, BH7H5, 8721/15, B/26/1S,
9/ar15, 9118715, 8121715, 9/24115, /26115,
9/30/15, 10/4/16, 10/19/15, 10/23/15, Further
review reveaied no documentation of dally pein

nt or no ical for
mgmur n-pharmalogical approaches

2. Review of the 9/3/15 annual MDS assessment
showed resident #43 had diagnoses to include
pain and non-psychiatric organic brain damage.
Review of the Novamber 2015 physiclan orders
showed Acetaminophen 325 mg 1 tab by motth
twice a day, Ibuprofen 400 mg by mouth twice a
day, Acataminophen 325 mg 1 tab by mauth

every 8 hours as needed and

F 309
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Hydroeodone-Acetaminophen 5-325 mg 1 tab
every B houms as needed were ordered for pain,
The following concerns wars idantified:

8. Revlew of the CAA showed no rationale or
analysis was documentad related to pain. Review
of the 9/3/15 annual nasaasment showed the
resident experienced pain; hawever, hefshe was
unahie to answer about pain frequency and effect
on function.

b. Review of the medical mcard showed the
last pain assessmant was nitiated 7/23/5 and
was not com

¢, Review of the pain care plan last ravised
318116 showed the mskient had chronic pain
ralated tn generalized pain of unknown origin,
The goai developed by the facility was to
*administer medications as ordered. See
e o s S

iled to identify frequency
for aeseszsment or non-phamsiogical
interventions for patn management.

d. Review of the MAR for Seplembar,
and October 2015 showed the rasident received
PRN and scheduled pain medications; however,
g:ﬂ;acﬂltyfam to assass the resldent's pain

&. Interview with the DON on 11/4/15 at 3:40
PM confirmed that tha pain assessment was not
complatad and did not sccurately reflect the
regidents pain.

3, interviow with the DON en 11/4/15 at 3:40 PM
confirmed that pain assessments should be
documented and the facliity does not do dally
pain assessments.

F 312 | 483.25(a)(3) ADL CARE PROVIDED FOR F312
SS=p | DEPENDENT RESIDENTS
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F 312 | Continued From page 25 £312 Resident #43 shall be assessed for
Aresident who is unable 1o cany out activities of symptoms of an infection relating to ;:z
daily fiving recelves the nacessary services to care.
maintain good nutrition, grooming, and parsonal
and aral hygiens, Identification of Cthers:
Licensed Nursing staff directed by DNS
and/or designee shall assess residents J‘
This REQUIREMENT is not met as evidenced dependent upon staff for peri care for 4ny
by; _ signs and symptoms of infection.
Based on observalion, medical racord review,
siaff interview, mf;lc %vlmr ':; I;nllcy and’aa1=f
procadures, the a il Systemic Changes:
gmmmfmmm Staff Development Coordinator and,;c;fr
of bowel incontinence care for 1 resident (#43). designee shall provide sducation in pro
The findinga were: peri care to staff providing peri care,
1, Review of the annual MDS assessmant dated Monitoring;
9213 f"l m‘m 32;::" mr‘deml g Staff Development Coordinator and/or
Inconifnent of urine, frequently lncontlnnné'nt of designee shall complete weekly randpm
bowel, and required the total assistence of 2 or audits of peri care competencies for d
more pareons for toflet use and personal hygiana. care staff. Audits shall be taken to the
Observation of care on 11/3/15 &t 10:12 AM Quality Assurance Committee at |
mmmwmmgﬂﬁmggﬁa% monthly until less frequency is deenjed
and the reglonal MDS coordinator assisted the eppropriate.
resident to stand with a mechanical fift and then
removed the resident's pants and brief. The
regional MDS coortfinator began wiping the
resident from the back toward the perineal area
to remove the facal matter from the resident. Tha
staff mamber wiped towards the perineal area 3
times using a seperats wipe each time, After
wiping towards the perineal area the staft
mamber reached between the resident's legs and
wiped away from the perineal area 2 times using
a differant wipa each time. The staff member
obteined another wipe and cleaned the pubic
FORM CMS-2567(02-99) Pravious Versions Cibsolata Evem @ Fe7L11 Facilky ID: wyooxy If conliriration sheret Page 28 of 44
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F 312 | Continued From page 26 F312| Resident #52 no longer resides in [the
area of tha resident. facility.
a. Revlewoﬂhe poﬂcytiﬂed"Peﬁ-Care,
malabla.claant!wamamlngonadmward DNS and/or desi hall revi
stroka {front to back)...Clean rectalperi-area from Andior Gesighce shafl Teview qare
Ivaginalscrotum] to anus In one downward wipe. plans and documentation of Residgnts
Repeat unfil clean...” with pressure vlcers to validate that policy
b. lnlntviewwltl'lme regicnal MDS is being followed and corfect
coordingtor on 11/3/15 at 10:12 AM confirmed documentation is in place.
sha was wiping towards the frontand R could be a
cancem. : .
. Interview with the DON on 114115 at 3:40 Systemic Changes: ,
PM confirmed thet perinsal care should be DNS and/or designee shall provide
performed from front to back and cleanest to education to license nurse staff relatingjto
diriest. skin policy and procedure including
F 314 | 483.25(c) TREATMENT/SVCS TO F 314| plans and documentation.
ss=n | PREVENT/HEAL PRESSURE SORES
Based compr Monitoring:
restdeny tha factity et SHaiS 1ok & reRii DNS and/or designee shall conduct
who enlers the facility without pressure sores weekly random audits care plgns,
does not develop pressura sores unless the predictive  indicators and  other
Individual's clinical condition demonstrates that documentation re]aﬁng to pressure ul
they ware unavoidable: and a rasident hnving Audits shall be taken to the
soras raceives necessary reatmant and :
services to promote healing, pravent infection and Assurance Committce at least monthly
prevent new sores from dev'elopmg until decms less frequency is appropriate.
T-;l‘iS REQUIREMENT I= not met as evidenced
Based on observatien, medical record review,
and staff interview, the faciiity falled to ensure
pressure ulcer care for 1 of 2 sample
rasidents (#52) reviewad for prassure ulcers. The
findings ware:
Medical record review showed resident #52 was
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sdmitted to the facility on 9/3/15 with ditagnoses
which Inciuded fafi with hip fractura, Raview of the
8/15/15 admission MDS asgessment showed the
resident had 2 stage il pressure uicers. The
raview showed staff were raquirad to provide
extensive sasistance with bed mobiity and
transfers. Reviaw of the 10/18/15 preasure ulcer
ing for the resident showed s/he had tha following
pressure ulcers: 1 stage (il pressure ulcer to the
laft gluteal that measured 1.1 centimaters by 0.7
canfimetars by 0.1 centimeters, 1 staga lll
pressure uicer (o the sacral area thal measured
9.5 centimeters by 3.2 centimsters by 0.1
cenfimeters, 1 stage (| prassure uicer to the
coccyges| (caccyx/gluteal) area that measured
3.5 centimetors by 3.2 contimatears by 0.1
centimatars, 1 stage il presaure ulcer to the right
heel (hat measyred 4cantimeters by
2.5centimetars by 0.1centimaters, and 1 stage i
pressure ulcer to the right great toa that
measured 0.8 centimeters by 1.5 cenimeters by
0.1 cenimeters. Each wound had the draasing
type. Review of the 10/30/15 prasgure ulcer ieg
for the resldent showad she had the following
pressure Licers: 2 siage Il pressure uicars to the
left glutesl that measured 4 centimetera by 1
millimeters by 0.1 centimeters and 5.2
centimeters by 3 centimeters by 0.1 milimetars, 2
stage (il pressure ulcers o the right gluteal that
measured 1 cenfimeters oval/d millimeters and
1.3 centimeters ovalil.2 milimelers, 1 siags IV
pressure ulcer to the coccyx/sacralicenter that
mesasured 7 centimeters disgonaVoval, 2 stage il
pressure uicers to the coctyx/sacral aroa that
measured 3 cantimeters oval and 5.5 centimeters
oval, 1 stage Hi pressure uicer to the right great
toa that measurad oval 2.5 centimeters by 2.3
centimelors scabbed site, 1 atage il prassure

F 314

ulcerbmeleﬂgreatbematmeasureda
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centimeters diagonal scabbed, and 1 stage [V
prassure ulcer o the right hee! that measured 10
centimeters by 7 centimeters by 0.4 centimeters,
Tha raview showed consults conceming the
wounds with a wound spaclalist on 8/22/15,
10/12/15, and 10/15/15. The residant was placed
on hospica care on 10/15/15. The following
issues wers ldenlified regarding pressure uicer
care!

a, Obaervation on 11/3/15 at B:50 AM showead
CNA#2 and LPN #1 parformed prassure uicer
care for resident#52 in his’her bed. The
obsarvation showed the residant had 2 primary
preasuré ulcers, a Stage IV pressure ulcer
covering the entira right heel, and a staga IV

ulcer cavering the sacral area and into
the right and left upper gluteal asea, The pressure
ulcer to the right heel was blackened in the
center, and pinkish around tha blacked area with
defined borders. The prassure uicar an the sacral
area wes oozing dark fluld with a strong odor, and
was biackened in a portion of the center. The
borders were not well-defined. The residant also
had a drassing on the right great toe that was not
changed at that time. Interview with LPN #1 at
u}al time oonﬁrrneclie the two cbsarved wlu‘aat
ulcers were multiple existing pressure ulcers
had advanced to creaie the 1 sacral and 4 right
heel pressure ulcer,

b. Nursing note review shewed tha follewing
chronology conceming the resident's wounds: A
9/7/15 nota at 11:09 AM documented, "Suture
intact to loft hip na radness soma serous
drainage noted to area.” A 9/10M5 note at 4:14
AM documented, "Drassings intact o all wounda
at this time. L [left] femur staples intact count Is
19, incision clean, no drainage at this time, no
fever, no redness.” A 9/11/15 note at 3:37 PM
documentad, "Drassings intact to wounds at this

F 314
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time. L femur staples intact count is 19, incision
clean, no drainage at this time, no faver, no
radness... There ia some weeping from L left]
Jowar axtremity. MD called and left message
about 2+ edema and weaping o lower extremity.”
A9/16/156 note at 1:66 PM documented,
"Numerous bruising on hands and arms. Lef
auter foot 1cm (centimeters) x 1cm stage It PU
[pressura uicer] covered with dressing. Caccyx
grea 1em X 1cm stage [l covered with drassing.
Left thigh open area, cavered with dressing. Left
trochanter (hip) surgical incision ataplas intact
withoul redness or drainage...” A 10/15/15 nots
not imed documented, "New orders from wound
care clinic mepHiax border and multidex gel to
coccyx area change q3d [every 3 days] and
PRN-gauze to right great fos q3d and PRN,* A
10/18M5 note at 9 AM documented, "Changed
drassing te R [right] toe and heel.* A 10/30/15
noted documented, "drang [drassing] change
cocoyx and right heel" The faciity falled to
consistantly document each pressuro wicer, and
describe and measure the pressure ulcers,

€. Review of the Braden assessmants
(prassura ulcer risk) on 8/10M15 and 9/15/15
showad the resident was “at riak” for a prassurg
ulcer, The 8/29/15 Braden assessment showed
the residant was at “moderate risk” for a pressura
ulcer. The facility fafled ta place the resident at
high risk for pressura vicers; howevar, the
8/15/15 admission MDS assessment confirmed
tha rasident alraady had 2 stage i pressure
ulears, was racovaring from a fractured hip, and
required extensive assist from staff with bed
mobifity and transfars. The corresponding skin
inspection enstomy diagram dated 871515
documented the fallowing * loft elbow 0.5
contimeters by 0.5 cenfimetars staga N/A, cocoyx
prassure 1 cantimeter by 1centimeters stage I,

F 314
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left trochanter (hip) sugical incision 14
cantimeters by 0.5 cantimeters stage I, right
hand skin tear 0.25 centimeters by 0.25

by 0.25 centimeters stage N/A, [eft outer foot
a plan for “pressure ulcer and potential for

for the resident to have “Intact skin, free of
redness, blisters, or discoloration bythrough
raview date." The interventions included,

bed and healing progress. Report i

skin breakdawn. Inform [hinmvher] of any new
areas olfgmkd:wn Manitor drassing to
ensure |t t and adhering. Raport loose
drassing to nursa, Monitor nutritional status,

healing, s/sx (signs/aymptoms) of infection,
wound eiza (length by width by depth), state.
Obtain and monitor kab/diagnostic work as

pian fo includa speeific intarventions for

ATEMENT OF DEFICIENCIES X7) PROVIDER/SUPPLIERICLIA {X2) MULTIPLE CONSTRUCTION (£3) DATE SURVEY
VD PLAN OF CORRERTION Lt IDENTIFICATION NUMBER, A BUILDING
; C
$35031 B, WING 1110512015
" NAME OF PROVIDER OR SUPPUER STREET ADDRESH, CITY, STATE, Z0F CQDE
1002 FOREST DRIVE
WIND RIVER REHABILITATON AND WELLNESS RIVERTON, WY 82504
o4 1D SUMMARY STATEMENT OF DEFICIENCIES PROVIOER'S PLAN OF CORRECTION )
DEFICIENCY MUST BE BY FULL P CORRECTIVE ACTION SHOULD BE cowmLETION
P’ﬁaﬁ mmm" TORY OR L8C mmmﬁrggmnﬂ) i ms&nssnsnm CED TO THE APPROPRIATE DaE
DEFICIENGY)
314 | Continued From page 30 Fa1a

centimeters siage N/A, left thigh (rear) lype other
stage Hl, right ioe({s) typa other 0.25 contimatars

pressure 1 centimeter by 1 centimeter stage il."
d. Review of the resident's care plan showed

pressura ulcer davelopment regarding reducad
mobiity” (ast revised on 10/29/15, The gosl was

"Administer treatments as ordered and monitar
for effectiveness. Apply moisture to my skin after
bathing. Assess/monitor wound heeling, Messure
langth, width and dapth where possible, Assess
and document status of wound perimeter, wound

improvements
and declines to the MD, Educate [resident’s
name] as to causaes of skin breakdown; including:
transfer/repositioning requirements, importance
of taking care during ambulating/mobiity, good
nutrition and frequent repasitioning. Follow Facilily
policias/protocals for the prevention/treatment of

Serve diet as ordared, monitor intake and record,
Monitor/document/report to MD PRN (a5 needed)
changeas in skin status; appsarance, color, wound

ordered. Report results to MD and follow up as
indicated.” The faclity falled to individuaiize the

FORM CM5-2867(02.00) Prvians Versions Checlate Eveni ID: FCL
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DEPARTMENT OF HEALTH AND HUMAN SERVICES FORM APPROVED
X2) MULTIPLE CONSTRUGTION (X3) DATE SURVEY
A BULDNG COMPLETED
c
B.wING 11/05/2015
NAME OF PROVIDER OR SUPPLIER STREET ADDRESS, CITY, 8TATE, 2P COBE
1002 FORESY DRIVE
WIND RIVER REHABILITATON AND WELLNESS RIVERTON, WY 82501
10 BUMMARY ETATEMENT OF DEFICIENCIES [ PROVIDER'S PLAN OF CORRECTION Emm
.ﬂém {EACH DEFICIENGY MUGT BE PRECEDED BY FULL PRERIX ACTION SHOULD BE
S REGULATGRY OR LSC IDENTIFYING INFORMATION) ™a c NCED 10 TE | owm
F3T5 1374751
F 314 | Continuad From page 31 £ 14| Resident #43 shall be assessod for /443
repositioning and off loading the resident when in symptoms of an infection relating to peri
hisfher wheelchair to include frequency and staff care.
requirements, wound dressing requirements,
number of wounds with location and required Identification of Others:
MWI I‘:m‘ m"m;“ngnh' Licensed Nursing staff directed by DNS
preventative measures which should inciuda the and/or designee shall assess residgnts
resident’s air mattress and wheelchair cushion, dependent upon staff for peri care for pny
e, Interview with tha DON on 11/5M5 at B:45 signs and symptoms of infection.
AM confirmed the Facility falled to Individuakize the
nterveniions. Sha rher confmad the acky
nterventk e further con s .
faied to document continuity of care as Systemic Changes: .
evidenced by the last documentation on 10/30115 Sm.ﬁ"‘ Development COOI’dI!!atO{' and/or
which showed 10 prassure ulcers instead of the 3 designee shall provide education in proper
present on the 11/3/15 obaervation. Sha stated peri care to staff providing peri care.
the faollity had sent the resident lo a wound care
clinic 4 imes before digcontinuing the visits and Monitoring:
mmmm' E:mwm"m;&m“#w%zid Staff Development Coordinator and/or
dacumentation from the wound clinic and the designee shall complete weekly random
clinic refused, with the exception of wound audits of pericarc competencies for difect
faﬂmmed bl!mel'lts. g:.% ﬁu&erfconﬁnnedw d the m care staff. Audits shall be taken to the
ansura continuity of care by documenting Quality Assurance Comsmittee at least
xxrgmmg&m&% monthly untit less frequency is deerhed
received new orders from the wound care clinic. appropriate.
F 315 483.25{d) NO CATHETER, PREVENT UTI, Fa15
s8=0 | RESTORE BLADDER
Based on the resident's comprahensive
assessment, the facliity must ensure that a
regident who anters the faciiity without an
indwelling catheter is not cathelsrized unlass the
resident's clinical condition demonstrates that
cathetorization was necessary; and a resident
who Is incontinent of bladdar racaives appropriata
treatment and services to prevent urirary tract
FORM CMB-2587(02-00} Previous Versions Obsateta Even! I-FCTL11 Fachly [9: Wyaoa? if eominuation uheet Page 32 of 44
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Infections and to restore az much normal bladder
function as possible.

This REQUIREMENT i3 not met as evidenced

by:

Based on ahservation, medical record raview,
staff intarview, and review of policy and
protedure, the faciity falled to enswure appropriate
measures to pravent urinary tract infections for 1
of 8 sample residents (#43) who required
assigtanca with incontinenca cara. The findings
ware;

1. Review of the annual MDS assessmant dated
8/3M5 for resident #43 showed the resident was
saveraly impaired with decision making, always
incontinent of urine, fraquently incontinent of
bowal, and required the Iotal aasistance of 2 or
more persons for tollet use and personal hygiene,
Observation of care on 11/3/15 at 10:12 AM
showed the resident was provided parineal cara
after being incontinent of urine and stool, CNA #1
and regional MDS coordinator essisted the
resident to stand with a machanical it and then
temoved the resident's pants and brief. Regional
MDS Coordinator began wiping the resident from
the back laward the perines) area to remove the
fecal matter from the resident. Tha staff member
wiped lowards the perineal area 3 times using a
separate wipe each tme. Afler wiping towards the
perineal area tha staff member raached between
the resident's lege and wiped away from the
perineal area 2 timas using a diffaront wipe each
time. The staff member obtained another wipa
and cleanad the pubic area of the resident,

a. Reviaw of the poficy titied "Pefi-Cara"
updated May 2015 showed "._.claan the area

usiﬂ_g one downward stroke (front (o

FORM APPROVED
NO,
{£12) NULTIPLE CONSTRUCTION
A BURDING
B, WiNG
NAME OF PROVIDER OR SUPPLIER STREET ADDRESS, CITY, STATE, ZIP CODE
WELLNESS 1002 FOREAT DRIVE
WIND RIVER REHABILITATON AND N RIVERTON, WY 82501
004) ID SUMMARY STATEMENT OF DEFICIENCIES ) PROVIDER'S PLAN OF CORRECTION o)
PREFIC (EACH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX {EACH CORREGTIVE ACTIGN SHOULD BE
A0 REGULATORY CR LEC IDENTIFYING INFORMATION} ™ mmgcmmmmnom oa
F 315| Continued From page 32 F316
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£ 5
PROVIDER/SUPPLIER/CLIA MULTIPLE CONSTRUCTION DATE SURVEY
O CRTIEICATION HMBER: :mmm P COMPLETED
L H
S3s031 B.Wnd 1110612015
NANE OF PROVIDER OR BUPPLIER BTREET ADDRESS, CITY, STATE, P CODE
1602 FOREST DRIVE
WIND RIVER REHABILITATON AND WELLNESS RIVERTON, WY 82504
(%4} (D SUMMARY STATEMENT OF DEFICIENCIES [ PROVIDER'S PLAN OF CORRECTION ol
e REGULATORY OR L& IDENTIRYING m&% £y cmm[ngmmmmopmm oaTe
F3Z3 RS
F 315 | Continued From paga 33 Fa45| Resident #35 shall be assessed ([for

back)...Clean rectal/peri-area from
[vaginafscrotum] to anus in one downward wips.
Repeat unti clean...”

b. Interview with the Regianal MDS
Coordinator on 11/3/15 at 10:12 AM confirmed
she was wiping towards the front and tcould be a
cancem.

c. Intarview with the DON on 11/4/15 at 3:40
PM confirmed that perineal care should be
performed from front to back and cleanest tn
dirtiest.

F 323| 483.25(h) FREE OF ACCIDENT
sssG | HAZARDS/SUPERVISION/DEVICES

The facllily must ensure that the residant
enviranmeant remains as free of sccident hazards
8as is possible; and each resident receives
adequate supervision and assistance davicas to
pravent accidents,

gls REQUIREMENT ix not mat as evidenced

Based on obsarvation, medical record review, fall
investigation report review and staff interview, the
et ovopen s Pt s piize
mpleme o prevent and m

falls for 1 of 6 sampie resldent (#35) who had
falis. Thia allure to develop and/or implement fall
interventions rasulted in repeated falis causing
head and faclal injuries that required medical
intervention. The findings were:

1. Review of tha "actual falls” care plan, revised
on 8/28/15, showed reaident #35 waa at high risk
for falls relaled to diabetic neuropathy, poor

relating to falls. Resident #35 care
shall be wupdated to include
interventions in place relating to
observation by the IDT team.

Identification of Others:

relating to appropriate interventions
place. A review of care plans
Residents with a risk for falls shall|be
completed by DNS and/or desighee
relating to all interventions being
docurented.

F 323

Systemic Changes:

DNS and/or desipnee shall provide
education to the staff involved inm%:
plan development relating to comp

listing of interventions being included in
the care plan,

Monitoring:
DNS and/or designee shall complets a
weekly random audit of care plhns
relating to risk for falls. Audits shall| be
taken to the Quality Assurapce
Committee at least monthly until if is
deemed appropriate for less frequency.

FORM CNS.2567(02.00) Pravious Versiorm Ohaciete Event . FCTLSY
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NAME DF PROVIDER OR BUPPLIER STREET ADDRE3S, GITY, STATE. ZiP CODE
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SURMARY STATEMENT OF DEFICIENCIES n PROVIDER'S PLAN OF GORRECTION
p‘%‘g}ﬁ% (EACH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX {EAGH CORRECTIVE ACTION SHOULD BE W‘ﬁmﬂ
™™D AEGULATORY OR LIC IDENTIFYING INFORMATION) ] CROBE-REFERENCED TO THE APPROPRIATE OATE

F 323] Continued From page 34 F323

balance, and poor safely awareness. Review of
the 11/3/15 fall evaluation showed the restdent
was at high risk for falls and an intervention
reviaw was required. The following concams
were [denfified;

a. Review of the 7/26/15 post-fall investigation
showed the rerident had fallen out of his/her
whaeichalr at 7 AM that day. Reviaw of the
7/268M85 progress note, timed 8:50 AM showed
the resident had baen observed reaching for
somathing on the foor while seated in the
wheelchair. The resident fell forward out of the
wheeichair onlo the floor, causing a laceration
above the raskient's right eyebirow. The residant
was fransporied to the emesgency room for
evaluation.

b. Review of the 8/20/15 post-fall investigation
showed Lhe resident was found on the floor on
8/18/15 at 10,20 AM, The resident was
nonverbal, unmesponsive, with fixed pupiia after
being assisled off the fioor. The rasident was sent
to the emergency room for evaluation. Review of
the 810/15, imed 11:41 PM, progress note
showed the resident returned from the
emargency room with a diagnosis of cancussion
and an old cervical spine fracture.

¢. Review of the 8/22115 post-fall investigation
showed the resident was witnessed to fall from
the wheeichalr to the floor on 8/21/15 at 1:35 PM,
resulting in a waund {o the head. Tha resident
was (ransported to the emergency room for
further evaluation,

d. Reviaw of the resident'a care plan for falls
showed it was lsst revised on 8/25/15, and was
raviswed on 10/22M5. interventions ravised or
added to the care plan on 8/25/15 included the
following: “fresident name] is
encouraged/reminded to use [hiser] call light for
essistance with all transfers including from

IFORM CMS.2587(02.00) Pravious Versions Obsolele Event 10:FC7L1Y Facilly ID: WYO0QT
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082) MULTIPLE CONSTRUCTION
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NAME OF PROVIDER OR SUPPLIER
WIND RIVER REHABILITATON AND WELLNESS

1002 FOREBT DRIVE
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ETREETADDRESS, CITY, STATE, F CODE

L)
(X4}
TAG

BUMMARY STATEMENT
{EACH DEFICIENCY MUST BE PRECEDED BY FULL
REQULATORY OR L3C IDENTIFYING INFORMATION)

F 323

Conlinued From page 35

[histher] bed to [his/es] wheeichalr” and "Review

of care pian for appraptiate and timely

interventions.” Thara ware no interventions that

addressad tha resldent's tendency lo fall forward

ﬁt r?'e?a wheelchalr, rasulfing in head and facial
uries,

a. Reviaw of the 9/2/15, timed 11:27 AM,
progress nole showed "...OT [occupational
therapy] has made changes fo residents WC
[wheeichair], PT [physical therapy] Is evaluating.
No change of care at this time."

f. Raview of the 8/3/15, timed 8:57 AM,
progress nola showed the reskient was found on
the foar in the television rooin, The resident had
been seated in the whealchalr prior. The resident
was bieeding from the head and nese.

g. Observation of the resident on 11/3/15 at
10:40 AM showed the resident was leaning
forward in the wheelchair, holding his/er right
:%ns,’ m coemplaining of pain. Review of the

5 fall scene investigation report showed the
rasident “slow ralled out of the wheelichair and
landad on the floar” that same day at 1:40 PM.
Review of the 11/315, timed 1:40 PM, prograss
note showed the resident had been saated in the
wheelchair whan ancther resident moved the
wheelchalr forward. The movement caused the
resident io "roll out” of the wheelchalr and land on
the floor, The resident was bleeding above the
right eye and was senl 1o tha emergency room for
sveluation. Review of the 11/3/15, timed 5:20 PM,
amgrass nots showed the .;asm }:lt:‘:;'ned from

e emergeancy room with "sul ng
laceration intact"”

h. Interview with the DON on 111815 gt 1:45
PM revesiad the tha facifity fallad to identify
interventions to pravent falls from the wheelchair
and confimad there were no intervantions added

fo the cara plan to pravent future fells from tha

F323
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DEPARTMENT OF HEALTH AND HUMAN SERVICES IEDRM APFROVED

MULTIPLE CONSTRU DATE SURVEY
EESTesmenes [ pommamnay [ siTreco o g
C
536081 8, WinG 1110512015
NAWE OF PROVIDER OR SUFPLIER STREET ADDRESS, CITY, STATE, ZIP CODE
1002 FOREST DRIVE
WIND RIVER REHABILIVATON AND WELLNESS RIVERTON, WY 2801
Seero: EPCIENGY MUGT D PRECEDED BY FULL PREFIX ACH CORREETIE ACTION SHOWLDBE | comagmn
TAG HECULATORY OR L9 IDENTI ViR INFORMATION) TAG cmmegm TO THE APPROPRIATE DWTE
F308 =7
F 323 | Continued From page 38 faza| Evening snacks shall be available lfé /’{/q
wheelchair, oﬁ:ered to Residents on each of the three
F 388 | 483.35(f) FREQUENCY OF MEALS/SNACKS AT F 388| unfs.
88aE | BEDTIME
o e Identification of Others:

FRRIIANL FEcaives an | = Residents have the potential for bejng
podrlyeseled ol i affectod by this lack of snacks beng
community. available.  Evening snack shall |be

available and offered on the three units
There must be no mora than 14 hours hetween a
substt_mllal avening meal and breakfast the Systemic Changes:
following day, excapt s provided below. Staff Development Coordinator and/or
The fecllky must offer snacks at bedtime dally. g;:fa“; shall p‘r‘;:’i::z:w M e/
When a nourishing snack is provided at bedtime, Dietary and nursing staff to provide and
up to 16 hours may elapse betwean a substeniial offer evening snacks and documentation
mm gﬂﬁmm"m::g: a of accepting or refusing evening snacky.
hehing snack is served. Monitoring:
DNS and/or designee shall audit [the
provision and offering of evening snakks
I;n_ls REQUIREMENT Is not met as evidancad weekly. Audits shall be taken to [the
- , Quality Assurance Committee at lgast
:m%gmgm' and monthly until less frequency is deelF:d
residents ware offered a bedtime snack as appropriate.
requirad In 3 of 3 resident areas (front unit, back
upit, securs unit). The census was 67. The
findings were:
1. Observation on 11/2/15 from 8:45 PM through
10:45 PM showed residents were not offered
snacks at either of the 3 nursing areas of the front
unit, back tmit, and secure unil,
2. During the group intarview on 11/3/15 at 1;30
FORM CMS-2667(02-90) Pravicus Versions Chuolete Event ID:FCTLYY Festity (D:WY0037
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A. BUILDING
B, WING

WIND RIVER REHABILITATON AND WELLNESS

STREETADORESS, CITY, STATE, ZiP CODE
1002 FOREST DRIVE
RIVERTON, WY 82501

o) 1D SUMMARY STATEMENT OF DEFICIENCIES n PROVIDER'S FLAN OF CORRECTION ot o
PREFIX {EACH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX (EACH CORRECGTIVE ACTION SHOULD B
™ REGULATORY OR LSC MENTIFVING IRFORMATION) TAG cnnss-nmmmmme onE
F387 : 7
F 368 | Continued From page 37 Fage) Resident#43 was seen by the physician 1275|
PM, residents stated that the faciity does not on November 4, 2015.
regularly offer anacks in the evenings. They said
that they have to ask for a snack if they want one. Identification of Others:

e Medical Records shall review Resident
3JM?£_”£%?;M£M records for dates of last physician visits
residants on the gecure unit had not received and inform physician of upcoming
snack that evening, The staff member reported timeline that needs to be met.
dinner had bean served late that evening and the
residants had ica cream as a dessert, Systemic Changes:
but hadhf;l been offered an additional snack Medical Records Supervisor shall be
before provided education relating to the
4. Intarview with the DON on 11/4/15 at 3:40 PM requirement for timely physician visits py
confirmned that al residents should be offered the MDS Coordinator.
bedtime shacks.

F 387 | 483.40(c)(1)2) FREQUENCY & TIMELINESS F 387 Monitoring:

5s=D| OF PHYSICIAN VISIT DON and/or designee shall audit
The resident muet be " phys.ician visits weekly for timeliness.
ONGa EvRry 20 s ot e ) e oot Audit results shall be taken to the Quality
admission, and st lsast once every 80 days Assurance Committee at least monthly
thereafter. until deemed less frequency is

ate.
A physician visit is considered timely if it ocours RaRlny
not later than 10 days afler the date the visit was
required.
gis REQUIREMENT is not mat as avidenced
Based on medical record review and staff
Interview, the facliily faied to ensure physician
visils were made evary sixly days as required for
1 of 13 sample residents ). The findings
were;
Reviaw of the medical record showed no
FORM CMS-2587(12-08) Previous Virrsions Obacteta Event ID;FCTL Pacifly |D: WY002?

if continuation shast Pege 38 of 44



12/89/20815 15:48

3878561749

DEPARTMENT OF HEALTH AND HUMAN SERVICES
B

PAGE 1B/15

PRINTED:
FORM

WIRD RIVER REHABILITATON AND WELLNESS

STATEMENTOF DEFICIENCIES | t1) PROVIDEFRUSUPPLIER/ICLIA (2} MULTIPLE CONSTRUCTION
AND PLAN OF CORRECTION [RENTIFICATION NUMBER; A BLILDING
535031 8. WING
NAME OF PROVIDER OR SUPPLIER BTREET ADDRESS, CITY, STATE, ZIP CODE

1802 FORGST DRIVE
RIVERTON, WY 82501

117202018
APPROVED

o0 10 EUMMARY STATEMENT OF DEFICIENCIES m PROVIDER'S PLAN OF
PREFIX (EACH DEFICIENCY MUST BE PRECEOED BY FULL PREFIX {EACH CORRECTIVE ACTION SHOULD BE comPiitnon
T3 FEGULATORY OR LSC IDENTIFYING THFORMATION) ™s CROSS.AEFERENCED TO THE APPROPRIATE DATE
DEFICIENCY)
F43T ~f
F 287 | Continued From page 38 F3sy| CNA #1 shall be provided education b:r/ a ’/76_"
evace the phyaician made a visii to mmins the Staff Development Coordinator
resident #43 from 7/1115 through 114115 fora relating to the observations.
tﬁ%of 126 daysénlﬂnlmiaw;m the DON on
15 at 2:32 PM verified there was no Identification of Others:
:\‘gtd?:: mwan saw the reaident during DON and/or designee shall audit direct
F 441 | 483,85 INFECTION CONTROL, PREVENT Fa4| carcstafirelating to the appropriste
$8=D | SPREAD, LINENS implementation of the infection control
program.
;I'he faciiity mus: gsﬁabﬂsh :nd maintsin sn
nfection Control Program designed to provide a Svstemic Ch :
sale, sanitary and comfortable environment and Sfaf; Dcwelznge:m Coordinator and/or
to help prevent the development and fransmission desi pment : .
of disease and Infection, esignee shall provide education to direct
care staff relating to the following fhe
(a) Infection Control Program procedures of the infection control
;he facility must establish an Infection Control program.
rogram under which it -
1 (] y r . +
i(n u:vgw conrals, and pravents infections Monitoring: .
(2) Decides what procedures, such as isclalion, DON and/or designee shall complete
should be applied to an Individual resident; and weekly random audits of direct care staff
{3) Maintains a racord of Incidents and corrective appropriately following the infection
actions related to infections, control program. Results of audits shal
be taken to the Quality Assurance
?1’; fv@n:"t:ﬁm o&m;gmm Commiitee at l?ast montI'! ly until deernld
determines that a resident needs isoiation to less frequency is appropriate.
prevent the spread of infection, the faclity must
isolate the resident,
(2} The faciiity must prohibit employees with a
cemmunicable disease or infected skin lesions
from direct contact with residents or their food, if
direct contact will tranamit the disease.
(3) The faciilty must require staff to wash thair
hands aftar each direct resident contact for which
hand washing is Indicated by accapted
professional practice.
FORM CME.2567(02-09) Pravicus Versions Obaclete Event (D:FCTLY Facitey B Wy10s?
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(42) MULTIPLE CONSTRUCTION {X3) DATE SURVEY
A BULOING COMPLETED
(]
8. VIKNG 1110812016
NAME OF PROVIDER OR SUPPLIER STREET ALIDRERS, CITY, STATE, 2P CODE
1002 FORESY DRIVE
WIND RIVER REHABILITATON AND WELLNESS RIVERTON, WY 82501
%4 D SUMMARY STATEMENT OF DEFICIENCIES 2 mmwwn &
”-r'Eg' x é?@mﬁ.ﬁm oawgguaﬁm m’u‘f\% a u&ommwmmm ot
F 441 | Continued From page 39 Fé441

(c) Linens

Personnel must handle, store, process and
transport linens so as lo prevent the epread of
Infection,

This REQUIREMENT is not met as eviderced
by:

Based on cbeervation, staff interview, and
and procedura raviaw, the faciiity fallad to ensure
infection prevention practices were foliowed
during observation of incontinence care for 1 of 5
sample residents (#35) cheerved for incontinence
care. The findings were:

1. Qbservation on 11/3/15 at 918 AM showed
CNA#1 took resident #35 into histher room to
assiat the residant fo the tollet. the following
concems weare identified:

a. The CNA did nat wash hands upon
entering. The resident wag positioned in the
I;:rmmomwheresmesbod up by grabbing the

b. The CNA essistad the resident to =it down
an tha tollet, and left the room. When the CNA
entered the bathroom again the resident was
standing and had urinated on the floor and histher
pants. Tha CNA wiped the rasident's buttocks
and left the bathraom to obtain paper tewets, The
CNA remaved gloves and applied new ones then
wiped up the urine on the fioor, The CNA then
removed the resident’s pants and set them on the
floor. The CNA grabbed the clean briaf with the
g}l:d glove and placed it around the resident's

c. The CNA grabbad the wipe contalnar while
waaring the solled gloves and removed wipes to

FORM CMS-2687{02-08) Provious Varsions Obwolety Bvant IB:FGTLI1 Facitity i Wyona? If continuation shest Page 40 of 44
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provide parineal care, The CNA's right hand was
used fo clean the residents bowel mavemsnt and
the left hand held the wipes. The CNA confinued
to reach Into the wipes package with a soiled right
hand. After tha incontinence care was completed
tha CNA fastened the brisf and touched the back
of tha resident’s shirt with the sollad gloves on.

d. The CNA assisted the rasident to sit on the
toilet and {eft the bathroom to get the regident's
whesichair, The CNA ramaved the gloves and
assistad tha resident to sland and sit in the
wheelchair, The CNA then took the resident out of
the bathreom and removed the resident's socks
that had urina on them without wearing gloves,

e. The CNA applied clean pants and socks
without parforming hand hygiene and then
pushed the residant up to the sink and halped the
reskient wash his/her hands. The resident
coughed and the CNA grabbed a paper towe! and
hekd it to the resident’s mouth and said "spit.* The
residant spit into the paper towel and the CNA
assiated the residant to hold the paper lowel. Tha
CNA left the room and went across the hall to the
sailed utility room and obtained a mop and
bucket,

f. Tha CNA retumed to the res!dent's room,
appled gloves, and gathered the sofled finen off
the bathroom floor. The CNA carried the salled
linen in the CNA's ieft hand, withoul a bag, and
walked qut of the room and across the hall in the
sofled utitity room. The CNA switched the solled
linen fram the left hand to the right hand then
reached into the CNA's packet and grabbed a key
to uniock the sollad utliity room door. After
uniocking the daor, the CNA returned the key Into
the pocket and swilched the sofled knen back to
the left hand from the right hand, then used the
tight hand to open the solled room doar,
The CNA exited the soiled utliity room door and

F 441
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returned to the resident's reom and mopped the
bathroom floor. The CNA removed the glovas and
grabbed the contaminated mop handie and took
the mop and bucket back towards the soiled utility
reom. An unidentifiad staff member asked the
CNA lo clean an area in the hall; tha CNA
ramoved the mep by holding the contaminated
handle and cleaned the hall ficor,

g. The CNA taok the mop and bucket to the
solled utility room, reached Into the pocket and
removed the keys, uniocked the door, and placed
the mop in the soiled utility reorm, The CNA jeft
the sailed utiity room and entered the clean utiity
room, then exited without performing hand
hhggtne, end then toucherd tha resident on the

o

h. The CNA walked down the hallway and
::olered another resident's reom and closed the

I

2, Interview with the DON on 11/4/15 at 3:40 PM
revealed the CNA should have performed hand
hygiens, should not have reached Into the wipe
container with contaminated gloves on, and
should have bagged the solled linen pror to
leaving the resident's room.,

3, Review of the policy titied "Peri-Care” updatad
May 2015 showed *1. Completa hand hygiene. 2.
Gather supplies: gioves, dispesabla wipes, or
soap, basin, and washcioths...5. Practice hand
hygiene end apply gioves...21. Complete hand
hyglene and put on claan gloves, 22, Provide
ciean, dry linens and incontinence praducts as
neaded. assist resident (o dress.”
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F 514 | Continued From paga 42 F514| The facility shall request records [for
Resident #52,
Tha faciiity must maintain clinical records on each
regident in accordance with accepted professional Identification of Others:
standards and practices that are complete;

Residents who have gone to ow
clinics shall have the records review

accurately documented; readily accessible; and

L} to
¥ cally organized. validate that we have receiyed
The clinical record must contain sufficient information and any orders afier the vigit.
Informatian to identify the resident; a record of the
residant's assmm&ls; Ihu?ts pl:'n a?\; care and Systemic Changes;
services provided; the res , During the clinical meeting, the Residents
m:g:g ::::“ ing aanducted by the Stale; who had outside clinic visits ghall

reviewed to validate that information

received and noted.,
Eis REQUIREMENT s not met as evidenced

Monitoring:
rvarview, e faciy oo i ensars medial Auits shall be completed five days |
record notations were accurate and compiate for week during clinical meeting by
1 of 15 sumpla residents (#52). The findings clinical team. Audit results shall be ta
were; to the Quality Assurance Committee] at
1, Medical record review reskient #52 least monthly until it is deemed Iess
was admitted to the facilly on B/3/15 with frequency is appropriate.
diagnoses which included fall with hip fracture.
Review of the 8/16/15 admission MDS

assessment showad the msident had 2 stage It
pressure vicers. Review of tha madical racord
showed no documentation of tha resident
appointments at the wound clinlc with the
exceplion of a 10/1515 nursing nete not imed
thet showed the wound clinic had sent orders
over for wound csre. Interview with the DON an
11/616 at 9:45 AM confirmed the facility failed to
cbizin wound cfinic documentation, or document
wound dlinic visits for the resident. She stated the
tesidant visited the wound clinic four imes,

2. Interview with the NHA on 117215 at 3 PM
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revesied some of the documentation from
previous ownership was not available,
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