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<A comp!alnt survey was conducted in canjunction .
 with the recerlification survey by Healthcare
Licensing and Surveys on 10148115 through
110221 5. The complalnt survey was promptad by .
' complaint Intakes WY00001834, WY 00002028,
. WY 00002058, WYDC002076, WY00002088,
WY00002118, WY00002120, and WYGDOO21 33.

: The following common abbrevlatlons are used
_throughout this documenl' o

Activites of Dally Living

Brief Interview for Mental Status
Certified Nurse Alde

Cartified Medication Alde
Dirscior of Nursing

Minimum Data Set :
Madication Administration Record
Licsnsed Practical Num :
Registerad Nurse e

: ADLS-
| BIMS-
| CNA-
' CMA-
; DDN’ W iT
‘MDS- .
: MAR-
' LPN-
RN-

! Less comrnoruy used nbbreviaﬂons wm bo

I annotated (n each deficlency. -
F 153483, 10{b)(2) RIGHT TOACCESS!PURCHASE
$8=D - . COPIES OF RECORDS

“The resldenl or his or hef legal represantative has
' the right upon an oral or wiitten raquest, o
access all records pertalning to himself or herself
 including currenl clinical records within 24 hours
_(excluding weekerids and hotidaye); and after
receiptofhlsorharrecordsfo ri

ngpection, to
= purchase &t & cost not to excéed the community
j standard photocopies ol the reconds of any
porﬂons of them upon request and 2 working
dsys advanca notica to the adlfty ,

—— b b

T bt e n s

—

(53 -
“ BN
. LAy E o
L amme g &K

¥ 1 Re ldents #74 and #159 have been made '

: of their rights to their medical reco
i NEW. facmty charges for pmnessing :
medil:al racords. o o

2 All?resldem’s and responsibla pardes S
haveLbeen made aware of the pollcy and 7
procedure for obtaining medical records via

lettei' ,

3, Médical Records staffhas been educated E -
‘onthe need to malntaln an accurate \og,for ’
recards requests, the responseto equests
andkunds chzrged , :

Yog il ' ekly
F 153 12 vjVecks and firidings reported to' )i
therDON/Designee. o

! 5 The DON/Deslgnee wﬂlreport findings
thc’ QAPI monthly fora tot:al of 3 months for
re mmendations, changes, and g
" o tInuance S

]
1
H

Resamrwes SBNhTURE.
; _ . N
deficiency Matemant snding W TryEey ')mauldﬁdawmhum, \
mauudlprmmsmndm;:rohdnnhuupmw( a6 Instructions ) Excadt for nursing
huowiuqthndmdmwwhumommup!mol is provided.. Foc pursing ho

‘Gays foliowing the date { dowmnnm mdo lvuhhulouuudﬂty
promptrﬂcbtﬂm ‘ » ; %

«m.{ i, sn spproved lan o
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F 153 - Continued From page 1 ' OF183 e
Thls REQUIREMENT s not met es evidenced ‘ B
f Rased on raview of faclity policy and procedure, i
! fos schedule reviaw, intarview with community | 24
. gtaff, and reviaw of medical records request : {
! information, he faciitty falled to ensure 2 of 2 i
! residents who made medical records copy ) . :
5

' requests (#74, #158) were allowad o purchase |
“coples of thelr medics! records at a cost not 1o
{ gxceed the community glandard. The findings

: ware;
i

B

_ Review of the undated pollcy and procedure
~ related to releasing and copying medical records v
showed enca authorization was verified forthe | .
: ralease of the health information, 9., the faclity SRR
- will assess @ fes for copying the records.” Review . v,
 of medical record copy ragquest information | :
1 provided by the facllity on 10/30/15 showed '
! regidents #74 and #1508 had mada requeststo |
: have coplas made of thair racords In the past24 !
i months, The information showed both residents |
 refused to pay the cost determined by the facility,
. Review of the Fee scheduls provided by the &
{ facility on 10/20/15 showed ltwas basedon <. &
* information fromn tha M‘mnasota,ﬂap’amnem of ¢

s sl .

 Health, The table shawed It was for March 2011+ Sy
! and 8 maximum chargs was §1.23 perpage and . P

i
| S errieval charge was $18.24, Intervisw by plione L
" with a staff member of the Natrona County public *‘ - Py
“Wibrary (located in the faciity's city) on 10/28/15 at ' ¢
 1:35 PM verified the cost for making photocoples : {
i was 10 cents per paga for black and white, and i
; 25 cenls per pege forcolorcoples. 1 A
F 165: 483,10{)(1) RIGHT TO VOICE GRIEVANCES ¢ F 185;
'ogeg WITHOUTREPRISAL = ¢ ‘

|
. FORMCME.2687(02:88]

usVenina Costhels Evenl ID:WTHZY quTwwm .
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NAME OF PROVIDER OR SUPPLIER ' STREET ADDRESS, CITY, STATE, ZIP GODE
: SOMAGNOLIA h o

SHEPHERD OF THE VALLEY HEALTHCARE CENTE

CASPER, WY 82604

xo ;summsmeusurof'cmcmm 1 om ! PROVIOERS PLANOFOORREWN :
P QEFICIENCY MUST 8E PRECEDED BY FULL | PREFX . CORRECTIVEACTION SHOULD &
TAG HEAULATORY DR LEC IDENTFYING INFORMATION] POTAB CROSSREFERENCED TO THEAPPR
! ;
. ' o
F 165 ' Continued From page 2 . Fgs.

- Areskient has a rightto volee griavances without
discrimination or reprisal, Such grisvances '

Include {hose with respect to treatment which has |
. pean furnished as well as that which has not been.
- furnished. ;

y ¥
' This REQUIREMENT Is not met o5 evidenced

i Besed on resident interview, poficy and 5
raview, and review of resident councll

, procedure

: meeling minutes, the faclity falled to ensur# i
residants on 2 of 5 units (South unit East unil)

- were free to volca concerns without fear of ]

i discrimination of reprisal, The findings were:

NPl DOFEE e X

3

F165

LRe gidents In attendance were notified via
Resident Councll the right to volce .-
- grievances without reprisal, ‘

.

2. AllEresidénts and responsible parties
werinotiﬁed of their right tovolce
grievances without reprisal. *

‘1
RE

3
.

&

i

1 .
- ‘ . o “'
i

\1

1

i
i

3, AliStaff were educated about the-

3

residents’ right to voice gricvances without | ] ) y)

)

N

FORM CAS-2367(02-39) Previous Versions Obeclela

'{. Confidential resident intagéews duﬁng‘:'tdea ‘ " repr a‘Si!i- |

, survey from 10/18/15 o 10/22/15 revealed < : o e e
residents who expressed fears and concerns, ! g 4, Resident snevance;swﬂ; be;gptgwed i

' During each of these interviews the residents : dau;{tq ensure that grievancesare . -

i expressed fear thay would be treated poorlyor i ‘addrlessed pr mptly. Social ~

reilaedsganati some VY S PERLT | Services/Designee willinterviey

! and bringing forw elr | s about , il etttk Sear s

staffing and condilcns inthe faclity, The gstdeﬂt ’! - resigEnts by ensure no peprisa] geerrecs

. fears included not be g allowed 8ccess I ler « Social Servi PO .

: ties tad poorly b _ 15, The Soc al emces/[)’gsigx\cc_ repn.

. :giﬂ 8 and being ‘g""m o treated P vy \n ) t ﬁnd?ngs to the QAPI monthly foratotalof3-1 - .

o A ' imonths for reconmmendations, changes,and |

i 2, One of these residents revealed s/he no bngeri‘ mnrégthnﬁance, R &

iwanted lo mention concems {o staff because | Cod !

-"nothing happened” before when s/he made a L i

- complaint, The resident axpressed fearof - b i

| retatiation, including having “wafted hours forpsin | l :

i medication” after reporting a problem to & nurse. i i ;

- 3, Another of these residents was in lears | L

{ Gaserbing hisher fears regerding negative - | e

| consequences. The residentexpressed . i Pl

! frustration that the administration sndthestaff L e e

Evanl 10" WTHIU
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£ 165 Contlriuad From page 3

only atiend to resident needs promptly whie
“Stale” was in the buliding. The resident stated
when ihe survey team [28ves, 7t will go back 10
the seme with no one caring and not enough

. staff.”

4, Interviaw on 10/20/15 at 1 PM during @

confidentia interview with one of the 3 residents

rovealed s/he feit activiiies were withheld as 2
* form of punishmentlretaliaﬁnn for voicing
_concerns end lodging complaints with the:
administrative staff. L

5. Review of the resident council meeting minutes
from 10/7/15 ghowed this was 8n lssue discussed
In the meeting. Tha minuiss showed If a residant

“wyolced & concern 1o the aldes that concern is not

. passed on to a nurss 50 they don't receive the

- help thal they need.” The DON was in sttendance
snd according to the notes Instructed the

. residents if this “happens again then they ghould

. report this lo the unit menager.” The notes then

. ghowed the concern of staff retalistion "...if you

 turn statf In thera will be retaliation against them

. from staft, There were no spedific instances .

. addressed but the residents in attendance hed -

+ heard of this happening befors.” The minutes
‘ showad thers wers 10 iolal resldents in
- aitendence. L -

18, Interview with the racreation service manager
-on 10722115 8 10;17 AM revealed she was -
 responsible for the resident councll meeting

" minutes and ensuring the grievances were
passed on. She verified there was not a formal

‘ process 1o ensure grisvences from the group
 ware resolved, She stated the dapartment heads
_would attend the meetings and respond to the

" concems of the group ‘a5 they were discussed.
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AND PLAN OF CORRECTION IDENTIFIGATION NUMBER A BLIDING o o WPLETED
‘ 535042 BWING ’ , SGunetE -
NANE OF PROVIDER OR SUPPUER “] $TREET APORESS, CITY. STATE, 2iP CODE e
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x40 SUMMARY STATGMENT OF DEFICIENCIES T T PROVIDERS PLAN OF CORRECTION . | . )
VR - (EACHDEFICIENCY MUST BE PRECEDED BY FULL PREFIX EAGH CORREGTVEACTION SHOULD BE - . 1 £O
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F 165 Continued From pege 4 '+ F186

Tha manager verified aome of the same ) :
_poncems continued manth to month and the ' '

current process falled o provide feedback to the !
. residents on how the lgsues wara being rescived, . i

F221

. 7. Raview of the gﬁev;ngg()mhcam cFlnth“f?i ;gd , E i
. procadure revisad on 6/1 4 showe o R ' '
- Sddress the residenticomplainant being protected : ! ;hR fg‘em 3177 wasassessedusingthe
. from retalistion and reprissl. i i ysical Device Assessment Tool for safety ;
F221 483.13(3) R!GHTT;E 55 FREE FROM P Fa fn refllner- * ; G Y
: ESTRAI o N N S N
8S=D PHYSICALR S : , ; , 2 A}I residents using reclinerswillbe . .
“The resident has the right to be free from any !

reviwed to assure safety hasbgen B A Caohd)

ass fsezc'l.ﬂ«v} “SSefied Uf"‘”} MW o
S0 jfeet J0O1. b

; 3.Al‘lnurses wlllbeeducatadonthenegdw‘g RO

i quarterly and with significant change assess}

* resilients using physical devices. TR

' physical rastralnts imposed for purposes of
discipline or convenlence, gnd hotrequirad to
- \raat the resident's medical symptoms.

[PE— S A

| This REQUIREMENT s not met s evidenced

by: : : i ' . . ; % -
! "Based on obsarvation, medical record review, i - 4, DDN/Designee will complete visual i
+ poficy and procedure review, and staff interview, audjts of all residents using recliners will bej. .
 'the faclity falled to ensure residents were fres . . conjpleted 3 xweeklyx 90 days on all urilts ©

* from physical resiralnts for 1 of 1 random i " passurecontinuedsafety. . 1o

i obssrvations (nan-sample resident #77). The | : b et o e e b

}Andings wers: R R B skt iyl findings (o

: Review of the MDS assessment daled 1014/15 | the|0API monthly for a total of 3 months:

' ehowed resident #77 had & BIMS score of 1015 ; recommendations, changes,and. -

_indicating moderate cognitive impejrment. Further , coninuance . o ' '

. jt showed the resident required extensive ! Co N

| assistance with transfers and ambulstion. The oo :‘

i resident was independent with locomotion, 1 , N

: Mobltity devices included wheelchalr and walker. 5 N

| Obgervation on 10/20/15 8t 10:45 AM showed the | g i

. resident was in a rachiner with the foot rest ‘ : A

* glevated, The wheeichalr was located pexttothe : | i

« recliner locatad i the common area of the East § { ‘
FORN CNS-2587(02-98) Previous Versions Dbsoleia T memowrM Faammrwvm7 eat

';
!
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" | (x1) PROVICER/SUPPLIER/CLIA

STATEMENT OF DEFICIENCIES
{OENTIFIGATION NUMBER

AND PLAN OF CORRECTION

| 8. wine

(%3) MULTIPLE CONSTRUCTION
A, BUILOING ‘

e

OMB

7<% DATE SURVEY

535042
NAME OF PROVIDER OR SUPPL!EB :

GHEPHERD OF THE VALLEY HEALTHCARE CENTER |

STREET AT
50 MAGH
CASPER!

LIA
WY 82604

RERS, GV, SATE. P GODE

sor212018 |

~ SURRY STATENENT OF DEFICENCIES g
(EAS BEFIGIENCY NUST BE PRECEDED BY FULL 1
A W ATORY O LC IDENTIFYING INFORMATION)

o
PREFIX -
TAG

%,

N5S.REFERENCED
c DEFl

PROVIDER'S BLAN OF CORREGTION "~
AGH CORRECTIVE ACTION SHOULD BE
TO THE APPROF
CENCYY -

F 221 Continued From page b '
unit, The msldent,atternpted to sit up in the chelr
" and crawl over the (oot rest. The following
' CONCSMns Were |dentifled; C
s Continued cbssrvation showed again the
- resident atlempted to get out of the recliner, The ;
- ragident placsd his/her right leg on the arm of the
chalr, and thelek lag Ina gap batween the body
of the chalr and the slevated footrest. An
unidentified staff member approached and
' ancouraged the resident to sil back I the chair
and rest, saying "You need to rest. Youneedto .
_keep you festup, IU's good for your circulation.” At |
i 41 AM, the rasident turned 80 degrees In the chair
dangling his/mer feet over the arm of the chalr !
_tocking back and forth attsmpiing o get up from
' the chalr, The reskient was unable 10 jsavathe !
recliner, An unidentified CNA then assisted the :

— s

 rasident trom the recliner using agaltbeltand
3-person stand plvot Lo the whesichalr,
. t b, An interview with the East unit manager on 4
i ' 10122115 at 12:68 FM confirmed the reciiner -
could be considered @ restraint if the resident was I
unable to gel up from the chalr as described. |
{
H

. g Revisw of the policy and procedure

entitled: "Abuse Pravention Plan" revised 10/14

- showed, "Physical Res! raint: Any manus! method

_or-physical or mechanical davice, material,or |

- squipment atiached or adjacent : Bl

. body that he/she cannot remove easlly and thal |

restricts reeoom ‘ :

. to hig/her body.” Further, It ghowed, = . - ¢

., Inappropropriately locked fooms, wards, of !

snvironmental mechanisms that prohiblt the

. individual's free movement.”

£ 226 . 483.13{c)(1}-{i), {c)2) - 4) |
SSeE | lNVESﬂGATE!REPORT ;

' ALLEGATlONSHNDNlDUALS

fraedom of movement of normal access ;- )

F221

{

re o oo e 5

e e S S

FORMN CNS-2587(02.00) Previcbs Versiont Obsolals
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DEPARTMENT OF HEALTH AND HUMAN SERVICES R
CENTERS FOR ME & MEDICAID SERVICES F
& TATEMENT OF OEFICIENCES (1) PROVIDERISUPPLIERICLIA ‘ (XZ) MULTIPLE CONSTRUCTION - P
AND PLAN OF CORRECTION - - IDENTIFICATION NUMBER: A BULOING __ B
o 535042 B WING_ i Ry
“HAME OF PROVIDER OR SUPPLIER ~T " STREET AUDRESS, CITY, STATE, ZPCQDE .~ ™
SHEPHERD OF THE VALLEY HEALTHGARE CENTER owgNOA
4) 10 SUMMARY STATEMENT OF OEFICIENCIES i B | PROVIOER'S PLAN OF CORRECTIGN T ol
g‘am - G4 GEFIGIENCY MUST BE PRECEDED BY FULL ! pReFIX . (EAGH CORRECTVEACTICN SHOULDBE < | CONPLETOR:
TG NS SULATORY OR LEG DENTIFYING INFORUATION) Ta6 | CHOSIREFERENCED TO THEARPRO! S oA
’ : peRRICENCY) . :
" f, ro |
F 225 Continued From page B . F225 i : I
The facliity must not emplay individuals who have | i i - D
pean found guilty of abusing, naglecting. or : 1. Rlsidents #100, #137, 475, #89, #95

mistreating residents by a court of law; or have
had a finding entered into {ha State nursa aide

|2
4
]

raglslry conceming abuse, neglect, mistreatment

" of residents or misappropristion of thelr property;
and report any knowledge it has of sctions by 3

court of law apalnst an employes, which would

[ndicste unfitness for service as a nurse aldeor .

' other tacillty staff to the State nurse alde ragistry
or licensing aumcﬂtjg;. V ,

!
!
v
2
!
'

The faciity must ensure thet all a\legad v\olaﬂons

involving misireatment, naglect, or sbuse,
including injurles of unknown source and

|

misappropriation of residant property are reported |

! 1o other officials In accordance with Stata taw

State survey and certiication sgency).

 prevant further poten gbusewhile the
 investigation is In progrgss,’ c o

| The results of all investigations must bs reported
rto the administrator or his designated - - :

“with State law (Including to the State survey and
incldent, and if the alleged vioiation is verified

approprista co;mctiv& action must bs taken.

This REQUIREMENT Is ot met as evdenced

i through establishad procedures (including to the -

{ The faclty must have evidencs that all allaged
' viotations are MOUQEY investigated, and must
‘ \ ;

|

representative and to otner officials in accordance

oy ‘ ( ( S
~} Based on resident and staff Interview, poficy and l

immediately {o the administrator of the faciilty and |
i
]

H

i

1

[
[
[
i

b

certification agency) within & waorking days of the .

l
|
!
1
|

werk assessed and all injuries of unknown .
orig'{n were invested to detérruine probabk;; :
cauge and reported if indlgated. o ‘

' |

2. Aii residents were reassessed to ensure |
that there were no other nfuriesof - -
- unknown origin. New findings were = |
. Invéstigated and reported ifindicated.

- 3.8 staffwere educated on the process of |
invkstigating Injurles of unknown originto’

determine probable cause {fableand . . P

reflorted if indicated. e b R

4. .{Ul incldents are reported to the o ¥

K . Adninistrator and DON and eviewed for. ) -

4 reporting criteria.Inciden are

 injpries wléhmmaw;;pﬁgxmﬂme ‘

' augited by the DON/Designee to; r

| copmplete investigation was condu
reported ifindicated. ¢

B

it

. 5 fThe DON/Desigre wil egont fndings o
. thp QAPLmonthly for a total of 3 months for

. rebommendations, changes,and -
cantinuance. R

f
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SO PLANOF CORRECTION ) {DENTIFICATION HUMBER ﬁuwna 6 0 DATE SURVEY

535042 BEILL

£
it : . 1012212015
; STREET ADDRESS, GITY, STATE, 2PCODE - PECITRTE
o : 60 MAGNOLIA S X
SHEPHERD osmevaLgE\f HEALTHCARE CENTER | caspER,wy s2804

oL BUMMARY STATEMENT OF DEFICIENCIES ! ] - PRQVmERfsPLANQF\DQRRECﬂoQ;: BRI R
PRE {EACH DEFICIENCY JAUST BE PRECEDED BY FULL | PREFX [EACH CORREGTIVEAGTION EHOULD sz Leowetmon | o
TAG -  REGULATORY QR LSGIDENTIFYING INFORMATION) TAG ¢ toss-REFEﬁeggF% 70 THEAPPROPRIATE . ©  DATE. Es

NAME OF PROVIDER OR SUPPLIER

!

F 225 . Continued From page 7 F225°
procedura review, a nd medical racord review, the X
- gellity failed 1o snsure randomly Identifiad injuries ’ '
of unknown origin for 2 sample residents (#100,
-$437)and 3 nan-sample residents (#75, #89, ; , ‘
#85) ware investigated. in addition, the faciity o . , o
falled to make an initial repart and meet the five S L : i '

B F v g e 5

day follow up report time frame for 1 of §

reportable incidents reviewad. The findings were: !

1, Review of the nurses' notes for September . !
ravesiad the following Injuries for resident #137. - i !
" a, Review of the nurse's note dated 9/27/16 ! {
showed the nurse documented, “recaived pt ' ¢
{resident] this am with 8 telfs [a wound dressing]
on her fight middie finger. Review of pravious ’
 noles failed 1o indicate the cause of the injury.
. Further, there was no further documentation -
made avellable by the facllity 1o show an
; Investigation was conducled to determine the
* causa of the injury. Lo ;
. b.Reviewof the nurse's note dated 104115
. showed the resident had 8 arge dark blue bruise |
 involving 8l of [his/her] left thumb and part of !
[hister] left wrist. Unknown cause” Reviewof .
the *Intarnal Investigation Form" dated 101115 |
! ghowed for description of the incident, it was
' reportad the rasident had a bruise on the left J
- thumb and part of the left wrist. Furiher review of
the invéstigation showed the resident was .
interviewed on 10/12/16. The resident denled
: sihe had been abused, The residant further N
“indicated the cause of the injury was unknown. -
_Thare were no-ddiional interviews conducted
with staff. Review of the quarierly MOS .
. assessment dated 9/2/15 showed the resident
had a BIMS score of 6/15 Indicating savere

* cognitive Impairment.

. 2. Review of the “Resident Bath List' for August | , ‘ : =
mmm.w?(oz.wpm‘"qkm” ruors Obaciele Event D WTHZY! rsdmi;wmn  If conttusfon mﬁ-gqj’;‘qfss?
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F 225 Continusd From page 8 ; Fass 5
through Octeber 2015 showed the following ‘ ‘ -
Injurles were identified by staff: N - 1 -
a On B/4/15 the report showed resident #75
had & brulse on the left forsarm. Therewasno i
. documentation made available to show the cause .
of the Injury had been k;nmﬁgaied. : ¥

b. On BI85 the report showed resident #89 :

had a skin issue on

the right big toe, the skin

 |ssug was not descri

hed. Review of the

1

' documents provided related to the rasidents tos
. showed on 8/22/15 the resident was een by the - *
. physician. Review of the physician visit pote - E

Ehowed the resident had a "black leslon o 1

' fhis/her] right big toe for
" it showed tha residant h

: “from below the knee on
| - gtroke. Furthar review o

several weeks." Furher, |
ad decreased sensation
the right side related o @ !
f the provided documents |

 did not show an Investigation was eonducted

related lo the originel cause of the Injury. o

e. On 10/8/16 the report showed rasident #95 .- o

 had 8 brulss on the right thul €
- documentation made avallable to show the causs |
 of the Injury had been invastigated. - . ©

thumb, There was no

v

' 4100 had @ bruise on the lef hand and alsoa .

" gKin tagr, Revisw of the MDS assessment daled

* 40/16/15 showed the resident had dlagnoses

 included non-Azheimsr's dementia and was
geveraly impaired with dally declsion making.
Reviaw of the skin impairment care plan

awareness, The following COncerng were

\dentified: ,
' . Review of a progress note dated
. 10/14/16 and timad 10:25 AM ghowed ihe

i L. Review of the faciity internal

E
R ¥ ‘
d. On wehs'mémpdnshowedresﬁgnt s e
I
¥

the resident had fraglla skin and lacked safely

 resident had g skin tear noted to the back of the -

! investigation dated 10/11{15 and reportad time of k | :

o ¥
sk

ot i B,

i 8 pos

* } PN T P
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F 225 Continued From page 8

4027 AM showad the skin tear was identified.

- howavst, the Interview summary with the nurse
gtaled "she doesn't know of have susplcions as to
how the wound heppenad.” Further raview

. showed the facility did not fesl the skin tearwas a

_result of abuse or neglest; howaver, the facliity

" telled to identity reasons for the determination,

.3, Review of the policy and procedure entitled
“Abuse Pravention Plan last ravised October
2014 showed, "D. Categorias of Abuse;...5.
* Injurles of Unknown Sourca: The source ofthe
Injury was not observed by any psrson or the
- gource of the injury could not ba explained by the
_resident; AND the injury is suspicious because of !
+ the extent of the injury of the Jocation of the injury
(IE. the Injury Is located in &n erea not generally
 yulnarabla to trauma) of the number of injurles
' observed ai one particutar paint in time of the
" incidence of injusles over time.” -
' 4. Reviaw of the resident to resident allegation nrii
abuse dated 9/28/115 showad resident #32 and
#83 were Involved in an incident. Review of the
State licansing incident logs showed the Initial
 raport was not recelved by the State licensing |
_divisian. The five day follow up report was
 recaived on 10/7/15 (3 days later). Interview with
: the adminlsirator on 10121116 at 10 AM verified
i the follow Up report was late end dlid not racall the
' reason. Sha further staled she was uneware the
State licensing division had not racelved the Initlal .
repori, and she did not hava record to show it i
was faxed and received. - o o

g5=E ! INDIVIDUALITY - \
§ The fachity must promote care for residents In 8

i

F 241 - 485.15(2) DIGNITY AND RESPECT OF e

t % )
i o L

F225' ~ S i
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535042 B WING — ; 10/22/2015
TIAME OF PROVIOER OR SUPPLIER STAEET ADDRESS, CITY, STATE, 2IP CODE «
» 60 MAGN :
SHEPHERD OF THE VALLEY HEALTHCARE CENTER CASPES F""”WY‘ 42804 y
Mo VARY STATEMENT OF DEFICENCIES t o “PROVIOER'S PLAN OF GORRECTION - 1 s
P (EAGH DEFIGIENGY MUST BE PRECEDED BY FULL ! PREFX - {EACH CORRECTNEACTION SHOULD BE _ | COMPLETION
TaG '  REGULATORYORLSC IDENTIFYING INFORMATION) . POS. .  CHOSS-REFERENCED YO THEAPPROPRATE DATR
, . ‘ . s DEFICIENGY} "
F 241 Continued From page 10 : -

F 241,
manner and in an envirenment that maintalns or -
- anhances sach resident's dignity and respact In L

full recagnition of his or her Ingividuallty,

. 1 Residents #31, #54, #105, #137, 4151,

. #138 have been monitored and dignity
This REQUIREMENT s not met a6 evidenced : issues noted addressed immediately.

oy . . . .

" Based on v::h<.;ervaﬁcnr\‘.d m:;lfifcfl racok:s r&vwfym ‘ 2. Aljresidents are currently being

 and resident, famlly and staft Interv e facillty : ' ronitared for the highest level of digni

_falled to promote resident dignity In 8 varetyof " posgible. ghest levelof gy,

, reas for 5 of 24 sample rasidents (#31, #54, : ;

' ?;'?:é#r:& ggg&:w’a;{wn’mmme resident ", 3. All staff have baen educated on the

. . ) t _ resifients’ right to dignity and respect

1. The foliowing dignity concerms were Identiflad (nclpding: recelving meals timely, groomiﬂ‘s"i
1

. for resldebnl#151: J— 5 PM : ‘and:hygiene, clean clothing, clean -
. Observalion on st 7145 L heclchairs and —unica
. showed the residant was saated ina wheelchsir * ! wm‘,_{ri;;n:l proper communication : T
i which was solled ‘gim &ﬁed ;og{d gg‘d deb‘d:& The : T ) ‘ o :
' soiled araas Included the whesichair sea ges R e L
| and the wheels, The resident was also noledfo 1 4 The DON/Designee visual audits willbe =
 be waearing pants which were solied with dried | ! conjpleted 3x weekly an all unitsatvarious } .- -
| food and crumbs on the legs. Interview with the ! i timps/shifts x 90 days: Meal service,nall |~ .
i resident's family memberon 10/22/15 &t S:45AM : care, resident appearance and attire,
: regeaie? she ﬁ’ w'nc:;':g t:U";emf mm  wheelchair cleanliness, and staff verbal
- adequate numbers of ¥ ra i ; |
(fareiy membe¢ and ohers in the fecllly. The , Intgraccions with resldents. ¥
tarnlly member revesled residents wera not { ; !

_ getting showers/baths, The family member further,
. revealed the condition of tha resident's

" whaelchalr was dirty when the resident recently

“went out to an appointment. The farnily member
: grated 1t was “embarrassing.”

' p, Observation of the junch
+17 AM showed

i

meal on 10/20/15 }
the resident was

, ]
 residents, At 11:27 AM, one rasident at the table |
| was sarved the meal. Resident#151 did notget |

' served the meal until 14:48 AM (22 minules fater). «

}?S.ﬁhe DON/Designee willrgportﬁndihgs t6 S R
thej

|QAP] monthly for a total 6f 3 months for ' -

ol

. recommendations, changes, and
¢ continuance. :
t i

o
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' ; 1 i DEgcmnm VR Y . :
! i : P
F241 Continued From page 11 ©F 241" % : 1;
. 2, Review of the 6/9/15 admission MDS ] 3y
pssassment showed rasident #1085 was i
cognitively intect with 8iMS scors of 16, end |
. requirad extansive asslstanca for personal ‘ . { : ‘;

. hyglene and bathing. Observation on 10/21/158t . . : : \
" 5:30 PM showad the resident was sating in ! : o R
i hismer room, The fingarnsiis on both hands were
 Jong and caked with 8 dark colorad substance
undemeath the long nails, Intervisw with the '

. resident at that ime revealed sihe gota shower Dk

" about once per week. Interview with the South ' ‘

' unit manager on 10/21/15 at 6:30 PM verlfied the , A

- resident's nalls were dirty and they were belng .
soaked in order to clean them. : ' j

' 3, The (ollowing random observations were made | '
retated to dignity for resident #137: i ; ]

" a, Observation on 1020115 at 11:55AM ! ;

| showad the resident was skiing In lhe dining
" room. The resident had been ssrved and was ;
: gating the noon meal. Five residents were sitting 1
“ gt the table walting to be served. Interviewwith |
‘ the resident at 12.08 PM, revealedshe . |
questioned why the other Individuals had not .
i bean served. The rasident Indicated kwas |
» uncomforiabls eating while others were waiting to i
_eat. Further, the tesident stated while growing up, -
" everyone was served at the same time and they |
: ale logether. The ramalning residents were ]
|

¢

 sarved at 12:15 PM, 20 minules later.

b, Observation an 10/20/15 a1 10:30 AM
 showed the resident was sitting In 8 wheeichair In |
! the common area watching televisian and looking %
al the newspaper. The resident self-propelied to !

C i St

i
e dining room, The swaalshirt he residentwore { b
-

:

|
i
i
!

f

g

£

" appeared discolored with brown spots, Duringa 1 -

! conversation al 11:10AM {he residentsteted the |
: _sweatshirt was "diny" and further indicated e/he b sl .
' FORM CNS-2547(02-5) Pravious Versiona Geachia “Event 1D.WTH2W - Fachlyto:Wyooa? .
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M
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. DEFICIENCY)

F 241 Continusd From page 12 y
Ikad cisan clothing. In addition, the ragident was

. hokding a stuffed animal thet was soiled with
discolored spots, The resident staled it'needed a ,

"path® i

. 4, Obgervation on 10/20115 at .10 PM showed

- rasidant £31 was sitting in the hallway outside -

" hiser room, Intarview with the resideniatthat .
¥me, revealed s/he had requested assistance lo
ghange the incontinence pad 2t 10 AM;
approximately 3 hours earlier, Further :
obsarvation showed the residant's outer clothing
was wat CNAs #1, #2 then transferred the .

. resident from the wheelchair.with a Hoyer lit. The :

 incontinence pad was soaked with urina and the 1

' pack of the resident's clothing was wat, Review of ¢
the annual MDS assessment dated 8/16/15 i

 ghowed diagnosas 10 Include paraplegla and i
multiple sclarosis. In addition, the resident was
cognitively intact with a BIMS score of 1518.

- Further it showed the rgsident required tatal
assigtance with transfers and loletuse. . -

B

&. Obsarvation on 101 g5 at6 PM showed .
*resident #54 was removed from the dining area
‘while having @ behavioral Incldenl. An unidentified ;

staff mamber removed the resident and stated, ;
“Let’s go over here In the corner 80 you can caln |

down.” The steff member then laft the resident in -
_the comer ares for 40 minutes. R

. 6, Obsatvation on 10729725 &t 6:10 PM showed

' RN #6 asked resident #138 1o @0 inta the other - -
: resident compliad and left the dining room. The

- other residents at the table were served thelr

!_ dinner trays while the resident was away.

' Resident #138 retumed t0 the dining faom at 6:15 |
. PM and requestsd a megl and staffdidnot |

i
. room to change @ drassing on hisier arm. The |-
1
H
3

'o

Fo241
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CROSS.REFERENCED TO

1 DEFICIENCY)
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THE APPROPRIATE -} DNTE
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F 241. Continued From page 193 . Fadv

respond, The resident again requested a mesal 2
. imes at 6:25 PM and staff did not respond lo the
. request. The resident raquested a meal 3 imes
a1 6:30 PM and s staff member responded by
 tglling the resident “its coming.” The resident
. racaivad the requested meal at 6:32 PM slter gl -
put 2 residents Inthe dining room had recelved
thelr mesls.

_7. Review of the undated policy titled *Dining and

" Meal Servics" showed *...The dining experience
will be person centared with the purpose of.
enhancing each indlvidual patient'siresident’s

. quality of life and being supporiive of each - \

! Individual's nseds during dining...8. Individuals al -
the same table will be gerved and assisted st the
same time.."

sg-E | GRIEVANCEIRECOMMENDATION .

i When a realdent or family group exists, the faciity i
» mus! listen to the views and act upon the £
“ griavances and recommandations of rasidants -

“and families conceming proposed policy and
'+ aperational decisions sfiecling resident care and
fife in the facility. ’

|
!
!
This REQUIREMENT s not met 88 avidenced
by.
' Based on reskient interview, staft Intsrview, and {
- review of resident councll meeting minutes, the
* tagility felled to ensure resident grievances were
, resoved far 3 of 3 months (August, Seplembar,

\ and October 2015) reviewed, The findings were: §

. During a group Intarview on 10/20/15 81 9:30 AM |
i6of 18 residents in attandance revealedthe

1
i

13 B

]

" E744 483.15(c)E) LISTENIACT ON GROUP opau

L

or

i
]
1
]
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s
H
[
]
%

R i s

FORM CUAS-2587 [02-9%) Previcus Versions Obaoléie T Fecliy®h wyow

[}

b ey o




.

Mar 20 2001 0523AM PVCC Medical Records 307-2346840

page 31
OEPARTMENT OF HEALTH AND HUMAN SERVICES | PR APRROVED
CENTERS FOR MEDICARE & MEDICAID SERVICES : ; . OMBND, 08380381
STATEMENT OF OEFICIENCES | PROVIDER/SUPPLIERICLIA (X2} MULTIPLE CONSTRUGTION (X3) DATE SURVEY
AN PLAN OF CORRECTION PRENTIFICATONNUMBER | o guLDING | X& COMPLETED
: - c
‘ 535042 3 Wie o — . 1012212018
TGAME OF PROVIOER OR SUPPLIER — ] STREET &, CITY, STATE, ZIP CODE
. i 80 MAGN .
SHEPHERD OF THE VALLEY HEALTHCARE CENTER CASPE e 2804 -
ik SUNMARY STATEMENT OF DEFICIENGIES - N PROVIDER'S PLAN OF CORRECTION T
PRE®IX {EACH DEFICIENGY MUST 88 PRECEOED BY FULL ! pReFDX 1 CORRECTVEACTION SHOULO BE . | COWPLETION ‘
TAG REGULAYORY OR LEC DENTIFYING INFORNATION) i TAB OSB-REFERENCED TO THE APPROPRIATE | oars {
| ~ DEFICIERCY} , v
‘ A

F 244 Continued From page 14 . F2d4 |
facility wes not providing feadback and resolution 1, A (gllow-up to the last 6 months of

' |o thelr concems. The main concerns that were Resident Councll concerns was conducted
brought up wera the lack of CNASs, lackof - _ on 11/4/2015 and reported at Resident
patha/showers, and tha length of time to get call * counell Lt
ughtsi anssmlnen:d. !?ev;aw of tEhsa t&sid%nt cou;cll i o i
meeting minutes for August, Septemberan ] i . ;
October 2015 showed several concems which : zc Al ?lm"a“;e_s voiced by the Resident ;.
wers ot resalved as they carried ovar manth lo , Council were documented and loggedfor |~
month. The following concesns were identified: follow-up at following resident council.
" a,The concems for the 8/5/15 meeting *
showed "need more CNAs. ' . 3, Actvity department was educated onthe |
t5. The 9/2/16 meeting minutes showed *...call need to assure all Resident Council .
lights take up to an hour of more for them to be . concerns are followed up on prior to the 2
answered...wheelchalrs are not being  nextmeetin :
cleaned...CNAs un:agng rgfsid:gés go t&ged R & i
without their teath being brushed.. residants are i o
* not recehving fresh linans In the room." : : 4. All} concerns voiced at ResxdenF Founcﬂ g
& Review of the 10/7/15 minutes shawed - will e documented and shared with 4
weall lights ara still not peing answered in atimely © , appfopriate department for follow-up. The -
_manner..wheeichairs need ta be clesned mara | | Actipity Director will keep a copy ofthe 1
: OHM"aggWﬂs;rgem‘ﬁh?df;::}aﬁ%? | cunéerns and assure they arc addressed
. enan Q +res Y . 2 H
' facllity lo keep the shower aldes the same and | ; b,r;f";:cg“; next R"smi‘:ﬁ Councll meeting. i ‘
 make sure residents gel scheduled showers..” | The:ctivity Director Leskifthe L
d. Interview with the recreation service L ; solution(s) were satisfactory at this meetingi.
_manager on 10722415 at 10:17 AM revealed she L as well : b
was fespansible for kegping the resident counedl ' i 1

rnaeﬁgr;g m!nsu:‘es anl?i :dn;v;lrhg oonce:ns fwere ? 5. Minutes from Resident Counctl to include ;

ssed on, She ver are was not a formal ' conpe '

focess (o ensure grievances wera resolved. She } me% ppe xzzgz;ngs&:zzgg ,

siated the department heads would attend the have been followed dsfactoril '
S eetings and respond fo the cancerns of the - have been fallowed up o SaBS'EC orily..
 group as they were discussed. “The manager : Th‘}iwmbe anongoing process. . - l
verified some of the sama concems continued SR

RS

S L e

o "”:‘ i’ wn
o " g\ s

!
A ; § : “
_manth-to-monthand the cument process felledto § ; , R
. provide fesdbeck to the rasidents on how the P . R 1
issues were being resolved. ! T !
F 263, 483.15(hX2) HOUSEKEEPING & , Fa283,

; 1 { N R
FORMA CHS-2587(02-59) Previous Versions Cosois Event ID: WTHZ) Paciy 10 WYORZT fl coninuatioa shaet Page 15618
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The factity must provide housekesping end ) Alfumniture {dentifled hasbeeneither |
_malntenance services necessary to maintaln 8 clearjed as needed or destroyed iffaille <~ SR
sanitary, orderty, and gomifortable interior, repair. The sink in room 6 has been N
: : o : '+ repajred. The shower drain hasbeen }
. This REQUIREMENT Is not met s evidenced - . repalred. | o H
by : ' isual o+ reclde R
 Based on obssrvation and staff interview, the -} 2. A yisual Inspetion ofotherresident
facility failed to ensura & safe andsenitary ¢  furniture was conducted; all addidonal -1 -
. snvironment for 4 of § resident oreas (Eest, | . fornlture identified has either been cleane
Soulh, West, Rapid Recovery). The findings - \ as nkeded or destroyed if in fl-repalr. - 7
were: |  Flooring in need of repaired hasbeen - ' i BEE
. 1. Observation of the East unit beginning on ' , reviewed and inquiry to state office for - 1

102115 at 3:09 PMshowed the following .

| maintenance and housekeeping lssues: i ‘ , e R B

, g, The blua chair In front of resident rooms | : 3. The Maintenance stafl and Housekeeping | ;
101 and 100 was stained and solied with crumbs | . staff have been educated in theneed to <

. -

apptoval of bids for new flooring obtained. ” -

conthessal : o . remove furniture as needed and address -~ .- :
D b. The pink chalr In front of resident rooms areqs of repalr promptly. I L
! 422 and 123 had various light and dark colored j : - Yo oo

stains on the seat. R ; 1.
¢, The blue chalr in front of resident rooms ¢
412 and 114 had cracks In the vinyl on the seat 1

naxt to the arm rests, exposing tha foam stuffing -, -

and creating an uncleanable surface. -
" d. The white chair in fiont of residentrooms !

110 and 111 hed cracks In the vinyl ontheseat ' - -

next to the arm rasts, exposing the foam stuffing

4, Visual audits will be conducted by . .
- eaidership staff 3x weekly for 90 daysto -
ensure furniture and areas of repafrare |
 addressed. These findings will be veported{ 7.
to the Majntenance staffand Housekeeping | -

diréctof.

* and crealing an uncleanable surface. ;
. g, The green chalr in front of resident rooms

g, e o o A st s s A A S S

5. 'i‘he Matntenance and Hohusel{egpinéi ‘
 plrectors will report findings to the QAPI 4

:424 and 125 had various sofled areas thatwers ! i ath e i

.hard snd crusty o the touch. o i { mgnthly for a total of 3 months for - \

+ . f.The pink floral chalr in front of resident : o0 recommendations, Changes, and - o)
, room 110 had mutiple holes in the seat fabric, - ' cofgimuance.
exposing melcam,stufﬁngandcreati\g an ERE T R
; uncleanable surface. o ; s S A ;

FORM CNS-2567(02-99) Previous yoos Venlons Dbsolsle S EventIDWTHZN mmtqwmn :
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g. The green reciiner next o the television In . i

_of chewed

the comman reom had multipie stains on the

arms and seat, crumbs on the seat, and 8 place
gum stuck under the lefi arm rest.

drain an the ficor of the shower room
broken 2inchby2 -

h, The
was locose and axposed three

“fnch tles.

i. The carpating throughotst the hailways in

this unitwas stained and solled with general

- discoloration and large and srmall stalned areas. !

_ Further, there were crumbs and small bits of
debtis on the hallway carpel throughout the unlt.

-2, Observation of the Occupational Therapy {QT)

ym in the Rapid Recovery unit on 102415 at
12:35 PM showed a 21 inch by 24 Inch area of ¢
carpet inside the door which was pulling away - ‘
' with the directar of

 rehabiltation 8t that lime revesled the area of

! carpet had *the potantial for somacne to trip.".

| 3, Observation of the South urit showed tha ;
_following maintenance and housekeeping issues -
 from 10/18/15 through 4 0/22/15: ‘
a. Two resident reciinars located across from
the nurses station were In poor condition with
“jears in the upholstary and the backing of the
chairs coming apart.
. b.The carpeting throughout ths haltways in
this unit was stained and solled with general
' discaloration end lerge and gmall stained areas.
. ¢.The threshold of {hae fioor between the
,clean finen ¢closet and the halway was missing.
! This exposed a surface which was not cleanable.
d. The bathwoom sink

loose and hanging from the waliwith & 1/2 inch.

4, Observation In the West unit on 10720/15 at

i
H

in residentroom 6was {

[T RO

R

e s
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10:35 AM showed thera was 1 ted reciiner and 1 ) S

- blue recliner in the common feom that had stains “t o e e

on the fabric that were yeliow and brown in calor. . e L i
Further observation'at that ime showed 3 white ; ; Lk
sofas with Rower pattem that had dirt and dabris ‘ L : s
noted In the saams, dizcolaration pfthe fabrie, - !

" and tears to the sealing areas. Obsarvation on B [
10/22/15 et 12:34 PM showed the green reclinar - :

1o the far leftof the TV In the common foom was : o
solled with dark arees hard and crusty to the .-

touch. L ;

5. Inteiview with tha mainieanance directoron

. 4012245 at 2:20 PM revealed the damaged

_ chairs In the South unll wseded tobe thrown & . i

. away." He confirmed the sink in resident reom & ! o
was loose and needed to be sacured to the wall N

- and caulked. He further confirmed the East

\ shower room drain was loose and neaded lo be

. fixed, Additionally, he ravealed tha carpets in the
South and East units were at lsast 10 years old

i
and i was difficut 1o remove the stains with d‘ee,p,? , :

- cleaning. Further, he stalad thers was a plan io
- replace the ca in the OT gym, and the West .
unit was golng to be remodeled; howsver, there
,was no gat tima frame {or when the repairs would .
. be completed. : e —

8. Interview with the housekeeping directoron
10r22/15 at3 PM confimmed the identified chalrs B
* were stained and due for cleaning. She added . - ;
she was unsura when the chairs werecleaned |~ X
last. She further reveglad It was the Janitor's duty : i
tn clean tha chalrs in common areas and vacuum
the hallways, and the night jenitor usually cleans ! T
2-3 chalrs sach night. Additionally, she confirmed :. P
* {he haliway fioors and chairs wers not cleaned on | "
, 40724/15 28 o janitor worked the dayshiften ' |
' that dato. Further, she siatad the haliway carpets |-

| oRaGHS T Prevs Ve e Cemmeman | pewpwear ©
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get desp claaned ance 8 year and It was difficult SRR
io remove all the siains. ) c ¢
F 279 483.20(d), 483.20(k)(1) DEVELOP . pa1 masl
$8=D COMPREHENSWE CARE PLANS T : ‘
: . 1, Resident #159 no longer resides within™

A facility must use the rasults of the assessmant
to develop, review and revisa he resident’s
comprehensive plan of care. !
“The facllity must develop @ comprehangive care
- plan for each resident that includes measursble
 objectives and limetables to meat a residents -
medical, nursing, and miantal and psychesocial -
_needs that are identified in (ha comprehensive
- ggsessment.

- The care plan must describe the services thatare
io be furnished to attaln or meintain the resident's .
highest practicable physical, mental, and .
psychosocial wall-being @5 required under

- §482.25; and sny services thal would otherwise

. be required under §483.25 but are nat provided

" due o the resident's exercise of rights under .
| §483.10, Including the right to refuse frestment |
‘under §483.10(b)(4). , 1

!

This REQUIREMENT s not met 8s evidenced

Based on medical record reviaw and stafl

- Interview, the faciiity failed to ensure 3 care plan
- was Gevaloped related to a surgical wound ;
. treatment for 1 of 1 sampie residents (#158) with -
- surglcal wounds. The findings were: :

 Review of the ueomprehensive gvatuation of skin ¢
“ jnspaction and risk factors" showed It was dated

" 7128/45 the same dale resident #159 was 5

" varipus units toensure that ey

i i ¥ < . .
> ‘-s.'rheDON/D;signeewmreppg;andmgm

" the facility.

2. All;fcurreﬁt and new residents have been |
reviewed for a currentand comprehensive
, care plan. R

- 3. Nursing staff have received education -
| about {nitiating an nterim plan ofcarefor. | =
" newly admitted residents, residents witha |
* change of condition and as needed.

4, Random audits will be conducted by |
. Do /Designee 3x week for §0 dayson o

i resillents have an Intevim plan ofc

| thagresidentrequiring chmgeééfﬁcfhfuht V

T care plan are done so promptly,

théiQAPi monthly for a total of 3 months for
recommendations, changes, and i
coritinuance. , BT I

Fomoms-wmuiﬁivbuv&d&ﬁwmm T EvenlIDWTHIN
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- admitted 10 the faclity. The avaiuation showed  ~
" the residant had a »Jacksaon-Pratt drainage tbe. |
'Reviaw of the "lals entry" 7/28/15 nurse's note  §
timed at 8:13 PM kshpwed the residant was :
admitted from the hospitaldueto @ fall, UTY, ]
" Orthostelic hypotension with recent abdominal i
plasty.” Therasident was discharged on 713115,
The following concerns were identified: « i
a. Review of tha “rasident room careplan® v
~ showed It was dated 7/31/15. There was nathing e
_mentioned on this care pian related to the drain of, ;
* the wound, e G
b, Interview with the administrator on .
10/30/15 81 B;15 AM verified she was unable to F282
find any edditional care plan for the resident. - ; polE
Further, she verified there were no physiclan ~ 1.Rpsidents’ #68,#137, #15L, #24, 451 . .
orders of treatment record available in the car¢ plans have been reviewed with direct =~ I
. resident record related to the drainage tuba or the ; * care staff. R
_Incision site. , : P : i \ L i
F 282 483.20(k)(3)(l) SERVICES BY QUALIFIED F 282. 2 All residents care plans have been ’
syeipeaswsmea CAREPLAN " reviewed with diect care ciffincluding
The sanvices provided or armanged by the faclity f"p‘f‘” and changes. ‘
' musl be provided by quelified personsin ! 3. Al Dire: e o
aceordance with each residents wiitten plan of . 3.All Direct care staff have been educated.
- care. e . on the need to reviewand followthe -
| S resjdentscareplan
fl-ms REQUIREMENT is not metes avidenced | "4 'ihg DON/Designee will complete Visual
y- : . audits 3 x weekl T g
. Based on observation, medical record review, ) | yariots ; : : : N g‘f 22"3(‘,;2?3 ‘,mitsﬂ? S T
and staff infarview, the facllly falled to ensur e ol 90 days to assure resiceit
etaf followd the care plan for 3 of 24 sample - cari plans are being followed. e
_ residents (#88, #4137, #151)and 2 non-sample - ' L gl SO
! residents (£24, ¥51). The findings were: 5. The DON /Designee will report findings to| -
A TR ' ~ , ;  the QAPI monthly fora total of 3 months for’ .
-1, Review of the mobility/fall prevention care plan ! o reqommendattoﬁs, changes,and
+ for r,e_sigia”nt#sjighowedmg resident was figh l . coptinuance. Pt N
FORM cMs-mjr@m mmvcmmomm - ey Em iu.jr‘na'zﬁ hdwlfwvm? gy
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rigk for falls due (o requiring essistance with
transferrng from sitiing to standing, unstsad

_balsnce while standing, and a history of multiple
falls. Review of the inlerventions showed on
3/14/16 =n Inlervention was added io not leave

tollet. The

the resident alone while on the :

- following concarns wers identifiad: ’

a. Review of the 0/28/15 Incident/(el progress |

note tmed 8t 7:56 PM ghowed the residenthad -
an unwitnessed (all In the bathroom while ,

" atternpting to self transfer, The resident did ot = - *
have any signs of injury and skin was Intacl. The ~ ‘
note further showed the CNA who left the resident :
alona was educated regarding the residents : '

_gafety naeds. ; '

b. Interview with the DON on 10722115 a1 1:07 ) )
pM verified the interventions to prevent falls ware - V

. expacted 10 be followed. - PN !

2, Review of the g/12/14 cara planfinterventions | L
for mobikyffal prevention showed resident #24 e

had falis In the past and required assistanca o *

' ambulate, The staff wera o provide 1to 1 - - s t
supervision with the resident when using the L i
bathroom Io ensure s/hs doesn't atemptto ! b

i transfer with out assistance. The Interventions ! 'y
fume_rshowedon"alzaﬁﬁ siaff wil ba educated - A
to take the resident to the bathroom whene/ng 4
requests.” This was the jatastdateforthefal  ’ )
interventions on the care plan. The following .

concems wers identified: . .
a, Review of the 10/18/15 Incldent/fal
ogress nate tmed al 12:35 PM showed the . -
4 resigent had an unwinessed )
 whila attempbing to self transfef. The resideni did

faInthe bethroom

e e

R SRS e

et 25T 2 W] Praviodh Verslans Outoie

‘ot hisve any signs of injury and skin was lntzcl RO

and there vas o rdness. Thenale further 3

. resigent alone to answer another caf bghtThe | b
L Event 10 WTHZ! Faciity
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F 282 , Continued From pege 21 F282
CNAwas educated regarding the resident's . , : -
" gafety needs. _ : , Lo : g :
b, Intarview with the DON on 10/22/15 at 1:07 » ; G
PM verified the care plan Intarventions to prevent
" falls were expectad to be follewsd.

3. Obsgrvation on 10/20/45 at 10:30 AM shawed E o S o
renident £137 was sliting in the common greana: .
wheelchalr watching talavislon and looking at the ‘ ! , o
newspaper. The resident salf-propelied o the N
_dining room. The swestshirt the resident wore , . .
appesred discolorad with brown spots. Dutnga * . ,
conversation at 11:10 AM the resldent staled the K '
sweatshirt was “diry” and further indicated sihe .
iiked clsan clothing.. :
-~ Continued observation showed the rasident |
ate tha noon meal. Following the meal, the : :
resident left the dining room al12:45PMend P
- raturned to the common area {o walch tetevision. - v
‘At 115 PMha residant was assisted to the ' i
 aciivities area to play cards untl 2:50 PM then . {
- taken by staff to watch telsvision. The resident Loy
,was taken 1o nisher room to be placed onoxygen, ' \
- while the poriable tank was filad, At that time the , o

TR eI S LN

resident was loleted. CNA#3 assisted the 3 E
resident 1o the tollet. The resident was incontinent | )
* of utine. s TR i :
“"Review of the cars plan for byglene, sctivitisa !
. of daily living and skin Iast ravised on 4/28/14 ;
: showed the agency sieff was {6 “changa clothing |
when solled to ensure clean, neat appearance i ,
per preferancs.” Further, the care plan showed ¢
for bawel and bladder function, fgstrevisedan | !
417115, the resident was to be offered/tolieted )
.avery morning, before and ofter meals and 8t & v
night and es needed. . . .

4

o —— e

4. Review of ihe MDS assessment dated /3/16 IR o
: for resident #68 showed diagnoses that included © - nEa el
. FORMCMS-2587(02-89} Pravious Varians Obasista " Evert 1D WTHZTL n‘a%kii;b“wvmv}
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. bowel and bladder and interventions Included
 glalf o provide cares s ordered. Review ofthe
* care plan for bowsl and bladder function revised
 on B/10/12 showed the resident was unable to

page 39
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plzhalmer's disease, muscuiar atrophy, 8nd * B i
 nan-Alzhelmer's dementia. Continuad review i "
+ ghowed the resident raqulired extensive H P
. pasistance of 2 of more persons for transfers and ! i
total assistance of 1 parson for toilet usa and ' i .
persongl hygiens. Raview of the care pian for ,
 gkin ravised on 8/8/12 showed tha rasidentwas !
" at risk for skin breskdown dug to incontinence of | L

alerl staff when help was needed to use the [ T

- pathroom and interventions included checking for : .
incontinence every AM, pefore meals, after . R
_meals, 8t bediime, and a3 needed, The following L

. CONCErns were idantifled:
. a Continuous observation on 10/20/16 from o
9:08 AM to 1:15 PM showad the residenl was n o Lo
* his/her wheelchelr, with lap bell applied, andwas - 0 ‘
ot offered to tollet or checked for incontinence i

{ for 4 hours and 8 minutes.

¢ b, Observation of care on 10/20/16 at 115 i o
PM showed 2 staff members sssisted the Voo
resident to transter 1o bed and checked the R .

resident for incontinence, CNAS #andd¥s ! [
confirmed the rasident was incontinent of bowe

1 snd bladder al that time.

IR

+ 5. Review of the 1014115 querterly MDS

. agsessment showed resident #151 had

{ diagnoses that Included muscle weakness, fallure
to thrive; weight loss, and hypertonicity ofthe

! bladder. Further revisw showed the reaident had

\ & BIMS svora of 3/16 {severe cognilive .

+impalrment) and required extensive assisiance i

- for transters and tolleting, Review of the care plan | SO T

. for "nutritional status” created on 9/28/16 showed | i

, the resident raquired cueing and assist at mesls !

S CaE 2587{02.99) Previout Verions Opsoina Event ID:WTHZY ¢ Faclty Ifx WY0027
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as needed. Review of the tare plan addressing t s
Incontinence, crestad on 8/5/12, showed the " e
, rasident was incontinent and required 1-2 persan B
' assiat with tolisting, Including pafora and after P
meals, The lollowing concerns wera Identified: ¥
t g, Continwed ocuservation on 10/20/15 ' ; :
beglnning at 10:29 AM showed the resident siting . :
In the whesichalr in the common orea. At 1947 g
AM, CNA 86 whealed the resident into the dining ,
room, without offering to tollet the residentor - |
* checking for incontinence. ,
b, AL11:4DAM, the resident was served a

mealofa shredded chicken over rice,

_vegelables, a jello dess
. resident aiso had a cup
‘The resident

during the maal.
. untouched.

, wat observe
and approximately 20% of

ert, and a brownia. T

with mixed

he

ofwater next to the plate. |

the

resigeniwas n

d to eat the brownle

the rice and chicken
Tha cup of water appeared
puring the meal,

ot ¢

provided cueing or o

: the resid

e, Al 12:04 PM the resident was assisted out

. of tha dining room bya
12:20 PM, CNAS ¥2 and #3 assisted.

ffered assistance with sating.
dietary gide into tha

. )

e e g E 2

" a blankst, flering &
checking for incontinence. ‘Althat time

: surveyor requested they check for incontinenca.
The CNAs changed the residant's brief and
confirmed the resident had been incontinent of
bowel and biadder. . V

s e bt

&, Interview with the DON an 10/22/15 8t 10:45
* AM revealed residents shoukd be tollated wien
" gotien up, velore maals, after mesls, at bed tme, ;
and es naeded. Further interview revealed the |
“facifity wanted residents to be repositioned at '
jgast avery 2 hours 1o maintain skin intagrity.

i

I

i

\

i 7. Review of tha pollcy ited "Repoé.;ltlbnlng“ 1.
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’ 0 DEFICIENCY MJST BE PRECECED BY FUL
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pE + PROVIDER’S PLAN OF CORREGTION =

{EAGH GORRECTIVEAGTION SHOULO B2 -

| CRDSSREFERENCEDTOTHEAPPROPRIATE
; "UDEFCENCY)

o
PREFIX
TAG

F 282  Continued From page 24 )
ravised In April 2014 showed ...rapositioning the ;
rasident In the chalr 1. Encourage the .
chair-bound resident, who is abls fo move, 0 :

' change positions of shift walght avery fiftaen
minutes. or a8 oftan as possible...4. Assistthe

_resigantta change his or her position In the chalr, |

* Monitor the negd for tolisting of fncontinence care

* whan changing position,” - '

. F 309 483,28 PROVIDE CARE/SERVICES FOR

sgag - HIGHEST WELL BEING

Each resident must receive and the facliity must
. provide the necessary care and eervices to attain -
_or maintain the highest practicable physics},

mantal, and psychosocial well-belng, in

gecordancs with the comprahensive assassment .

F 282

- b e, st

e i ¢

1. Rebidents#3, #54, #105, 4141 havebeen . -
assessed for pain, pain care plans reviewed v
and patn efficacy reviawed for effectiveness.-

¥

! 2. Al residents have assessed for paln, paln ¢

 and plan of care. -, careiplans reviewed and pain efficacy \!
: . : revltwed for cffectiveness. H
This REQUIREMENT Is not met s evidenced : 2:,‘3‘:;:";:::;‘;:‘::;;:“3‘“’ bekiicons E
s by: o , ; staffto ensure that residents pz i 557
! Based on medical record review and staff i 1 painf care plans are followed and pain
: Interview, the faciity tallad to ensure the services |  efficacy Is assessed within 60 minof i
provided maintained the highest practicable | administration. PR T |
' physlical well-baing for 4 of 22 sample residents | . = e b
wet?e ?ain (#3, #54, #105, #141). The findings ! ia, The DON/Desanecwfﬂ conduct audits 1
: ) : : yarjous units at various times of theé EMAR "}
.1, Review of tha care pisn for pain showed | for restdents witha paln regimen at least 3"!
_rasident #1414 had dlagnoses to include anxiety, i ' a week for 90 days. ; SR £
chronic obstructive pulmanary disease and ! : o : R BT
neu;c;?bromalosts (gan?uc disor:'i:er rg:at auf:ecb - ! 5.The DON/Designee will report findingstoc .
the cell growth of neura tissue). Further, @ care 1 the:QAPI monthly for atotal of 3 months for |
n showed for pain, last ravised on 4/26/14, the | ' recommendations, changes,and ‘
. residents accepiable pein fevel was 4 to 5and R * cortinuance. e
Ehowed the resdent ‘would ke to experisnce ¢ copEmEEEs ‘
* pain rellef within 30 minutes of receiving pain- - ! L
FORM prpepp PM»MMI Obediete Event 1 WTHLI Frcy ipwvosr :
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PREFIX
TAG
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—T
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F 300 Continued From page 25 F 309’

medication and/or non-pharmacologicel
intervention.” Staff were to encourage tha
resident to raport the onset of pain, identify s |
location snd rate the Intansity of pain. The staff :
“were o evaluate the ghaciiveness of the pain ‘
madication within 30 minutes of administration.
The following concems wers identfied: ' X
"a. Review of the medication administration
_record for October 2015 showed the rasident i
recelved the combination pain madication
- hydrocadone 5 mg (mungram,,s)-acemmlnophen

[ e s

- 325 mg 20 of 21 days 88 neaded for pain (39

doses), Further review sh

cwed the resident's pain

laval was rated on a scale of 010 10 with 10 being .
the worst pain prior to sach administration, Post !

_pain sssessments only

. 2015 showed the post-p
: complated up to

. ima frame, Further, the

" no documentation
painfitching. Further,

¢, During
needed io 8ssess the re

, Indicstad non-pha

nasded to be attempted

was offactive. In addition,
was given 19 of 21 days, s
game frequency as the pain medication (32
doses), Banadryl wes prescribed for tehing and
consistently given with the pain medication. 1
b. Review of the nurses'
) ain assessments were
3 hours and 4

showed the medication

the medication bensdryl
at spproximately the

noles for Qctober

1 minutes aftsr

. madication administration. Thers wera no :
 assessments compisted within the 30 minute . "

nurses' notes only

showad the medicatians were glven. Therewas -
to show the location of the H
, there i
non—pha’rrhaoo\oglcal interventions ware provided.
; an intarview ¥ :
10/22/15 ut 3:30 PM, ghe verified the nursing safl

was no indication .
with the DON on

sident following the pain !

- medication sdministration uging the samapain .
scale usad priorto administration, Further, she -
_pharmacological interventions

for pain.

VSRS
A, E

o s v, 42 PRI

SR L

i ', o
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JEREeERERE y
. I R

F 309  Continued From page 28 - F308
2. Review of ihe 6/0/15 revised comfortipaincare .~ ~ : o
pian showed resident #105 had pain reltedioa : R T o RN
cerebralvascular sccldent with left sided ; i : i g
weaknass, and a préssure ulcer to tha rightcall ; ‘ T :
with a surgica! debridement The goal for the - 1
rasident's pain was to keep the pain between a P

- pain scora of 1 - 4. Review of the 10/3/18 nurse's "
nots timed 5:48 AM showed the resident no
.longer had dressing changes, and the order for
Ahydrocadone-acetamlnophen §.325 mg 1 tablet
to be given prior 1o dressing changes was ‘
discontinued. Review of the October 2015 MAR -« -
_showed the rasident continued to have an order-
for Tylano! 325 mg 2 tablats svery 4 hours as ' :
' needad (PRN) for pein. The grders also showed . : T
. Tylenol 323 mg 2 tablets every & hours PRN. The ! : TR
- following concems were idantfied: : T B BE
" s, Review of the nursing notes showed on ; ' B SR
graisat el PM,tha:re,stdentwas,admlniste;ed ‘ . . ORI
2 tablets of the 'rylgncl‘forcomplalnt; ofjoint R
- pain, The ffectiveness of the paln medication L S e
was acsassed at 12.20 AM, Jhoursandd® - O ©
minutes latar, which showed the resident was o Coo
sleeping. - ) T R :
. Review of the nursing notes showed on : [T
|
|
)
i

. i
g b e s R

i n.'\.'w«.,.{': g ot

40/10/15 at 8:28 PM the resident was t
administered 2 tablets of the Tylenot for -
* complaints of jointpain with @ pein rating of 4/110.
The effectiveness of the pain medication was '
; assassad 2 hours and 5 minutes later at 11:34 {
PM, which showed the residant was sleeping. ' !
¢. Review of the pursing notes showsdon 1 )
10/15/15 8t 3;14 PM the resident was : t
administered 2 tablets of the Tylenot for © P
 compiaints of pain to hips back and legs. The Sl
effactivenass of the pain madicstionwas i §

. gssessed atB:08 PM, 2 hours and 54 minutes ¢ ‘
“fater; which ghowed the medicalion was
vaffaclive.” o R R N R R L1, 5~
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F 308 Continued From page 27 ‘ F 308 ! HEEE "
5. Review of the quarterly MDS sssessment . R
 dated B/3/15 showed resident #54 had diagnoses , ; S e A
that Included manic dapression and slgns and ’ |

_symptoms of involuntary nerve involving the
* musculoskeletal system and was unable to o
- answer questions about pain presence. The staff . {
assessment for pain was not completed, Review .
* of the physician's orders for October 2015
- showed the resident had sn orderfor
Acetaminophen 325 mg 1ta 2 tabs by mouth
evary 4 hours for pain or fever as naeded (PRN).
The foliowing concerns were identified: . .
8. Reviewofthe “Pain Assessment’ dated o ‘
9/2/15 showed 8 pain assessment interview ; : :
. should be conducled, The rasident was unable o ' -
* answer related o pain presence, pain frequancy, s
and pain effect on function. The frequency of : .
indicators of pain or possible pain was not : :
_assessed. :
-7 b, Review of the QOctober 2015 MAR showed
; paln assessments orderad every shift were not
i completed prior 1o 10/20/2015. Furiner review
: showad 2 tablels of Acelaminophen were . i A
* administered on 10/10/15 at 8:52 AM and pain ! v ’ ' e
was nat assessed prior to administration nor was . ' , 5 R B
 fhe eflactiveness of the medication assessed : T

' sfter madication administration.

-
R S S

- -

_4. Review ol the 8/3/15 querterly MDS ' ,
" assessment showed resident #3 had dlagnoses !
that included pain in joint and colostomy, Review -
' of the "Comfort/ Pain” care plan revised on |

4128715 revesled the resident wanted "to use ;
‘ non-phannacological reatments bafore - }
increasing my pain mmadication.” Further review
‘ghowed the non-phannamlog‘cal treatments '
Included "2pply heat, apply ke, rub the gffacted
i area, reposition, apply plliows.” The careplan |

FORM CM5-2557{02-85) Wv.mxmdch  gvend IEWTHZN FacTly 16 Wyooay
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SUMMARY BTATEMENT OF DEFICIEND ES
(EACH DEFICIENCY MUST BE PRECEDED BY FULL
REGULATORY OR LG IDENTYING INFORMATIOR}

xQin
PREFIX
TAG

]
PREFIX

! T PROVIDER'S PLAN OF CQRRECTION oty

) H CORRECTIVE ACTION SHOULD BE " pONOLETION

T 59-REFERENCED TO THE APPROFRIATE OATE
. DERGIENCY) - . .

F 309‘: Continued Frorh page 28

glso indicatad the resldent wished to "keep my
pain batween a pain score of 1-4." Reviewaf the

+ actlve orders showed the resident had orders for

. acetaminophen 500 mg 1-2 tablets as needed for .

' pain and lbuprofen 500 mg as needed for pain,
The following concerns were noted:

@, Review of the October 201 5 MAR showed

. the resident received acetaminophen 26 times

* betwean the dates 10/1/158-10/21/15. Therewas

" no evidence b the cher that indicated whether
the rasident was administered 1 or 2 tablets, the -

\ocation of the pain, what the resident's paln level
was 3t the time of adminigtration, orif =
non-pharmaco!oglca! approaches were attsmpted

. prior 1o administering the medication. Thera was

' no evidence of what the residant's pain level was

after recelving the medication. .

b, Review of the Oclober 2015 MAR showed -

_the resident racelved uprofen 22 tmas batween °
the dates 101/15-10/21115, There was no :

, evidence of the location of the pain, what the

s resident's pain tavel was ai the time of ~ !

. edministration, non-pharmacological '

* approaches ware attempted prior ta administering

 the medlcation, or what the resident's pain lavel
was after receiving the medication.

- R
5. Intarview with the DON on 10/22/15 at 10:45 i
' AM revealed that pain should be agseased every |

12 hours and pain levels should be documented

. PRN medications. . ;
¥ 312 483.25(a)(3) ADL CARE PROVIDED FOR )
gs=g - DEPENDENT RESIDENTS j
Arasident who is unable to carry out activites of ;
_ dally living recelves tha necessary servicesto |
" maintaln good nutriton, groqmihg.and personal -

F 308 \

on the MAR bafore and after the administration of |

[V p——

P e 2 S
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and oral hyglens,

'tl;his REQUIREMENT Is not met as avidenced
. Based on observation, siaff and residant
intarview, review of bathing documentation, and
rmadical record raview, the faclity falled to ensure .
7 of 21 sample residents (#54, ¥56, #88, #82,
#105,#121,#1 40) who were dependant on staff
were provided the assistance required for ADLs.
The findings were: ‘

1. Review of the &/8/15 admission MDS
assassment showed resident #1058 wes
cognitively Intact with 8 BIMS score of 15, snd
required extansive assistance for personal - ‘
hygiene and bathing. Observation on 10/21H5 8t

5:30 PM showed the residant was eatingin
his/her room. The fingemalls on both hands were .
‘Jong and caked with a dark colored substance o

undernaath the long nalls, Interview with the
: residant at that time revealed s/he got 2 shower |
. sbout ance per waek. Interview with the South !
, unit manager on 10124715 8l 6:30 PM verifisd the

resident’s nalls were dirty snd they were being
sosked In ordar to clean them.

2. Observation on 10720115 at 10 AM showed
residant #140 was taken to the showerine

. whaelchalr, CNAs #3 and #7 transfemed the

* resigent from the wheslchair 1o the showar chair,
CNA #3 washed the resident's anterior perineum
and lowar extramities with gloved hands. The
posterior perineum was not cleansed. After the
shower was compiated the resident had a bowel

- movement while in the shower chair. The CNAs

- gsisled the resident o a standing position and

y o St e i L 4B

12

F312 i

H

1. Redidents #54, #56, #68, #B2, #1085,
#121f #140 have been assessed for ADL _
care for dependent care, care planshave
been updated. '

2.All :reside:irs requiring dependent care
 have been assessed. A shower schedule and .

log have been established on all units for allj

residents. . 1 ‘

3. All direct care staff have been educated -

. onrequired cares for dependent residents. -

, Alidirect care staffhave been educated on -,
showering and nall care proceduresto ,

© ensure that all residents hygiene needsare. .- -

met! g gNg, Papoelc:

4. Visual audits will be conducted by the

. leadée‘rship teamn on general hygiene and natl _

e

 to te DON/Designee, DON/Designec will !
conduct random audits during showers for

 dependent care residents atleast 3x weekly!

1 for 90 days. - 3

o v o .

¢ 5.The DON/Designee will report findings to

. the QAPI monthly for a total of 3 months for'

, recommendations, changes, and

]

s T A

#

" carel 3x week for 90 days, reporting ﬁndh}gs}“ y,a/‘f\c i

oon?inuance. . ;n )?r) / "
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F312 ConthuedFrompage30 . . F¥2,
placed an incontinance padonthe rasident. The v s S B
CNAs dld not cleanse the anterior/posterior | e
perneum following the bowel movement, The . ' i ‘
rasident was transfarred to the wheelchalr end . : ' RS -
. taken to tha common area. Review of the 10/4/16 ; ‘ ‘ oy
- quanierly MDS sgsessmant showed the resident . B
required total assistance with tolleting and ' T i

- transfars. In addition, the resident regquirsd
extensive sssistance with persona! hyglene.

3. Review of the querterly MDS assessment
dated §/3/15 showed resident #54 had dlagnoses
that included manic depression and "signs and
symptoms of involuntary nerve invalving the

musculoskeletal system.” Further review showed
the resident required totat sssistance of 1 person

" for personal hiygiene and Iotal assistance of20r
more persons for bething. Raview the facillly
shower records for October and September 2015
ghowed the resident recelved 8 shower o ;
10/5/15 and the next documentad shower was
dated S days iater on 10714115, There were no
documented showers after 10/14/15, Further .
review showed the facillty had no 'documantation 1

. of showers for the resident prior to 8/27/15. H

! 4. Review the factity shower recards for Octobar |

and Septambar 2015 showed sample residents

#56, #68, #82, #121 who resided on the Westunil!

did not have bathing documentation avallableto |

. show when they werﬁ;béthewshowered plorto . -

: 8f27/15 or afier 1071415, Sn
. Interview with the DON on 10/22/15 at 10:48

. AM ravealad residents should recelve showers al |
; least 1\t§ma par wegk. . %

(8, Inerview vith the adminisirator on 10121115 et L
2PM ravealed the facillty did not hava a tracking !

| FORMCMS-2467(02.99) Privios Venlons pOmdss Evart 10 WTHZ11
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F 312" Continued From page 31 Fat2.
system for resident showers. Showar logs were ;
jocated in @ach showar room with a fist of i
_rasidents assigned to tnoss rooms. f the aides i .
took the residants to a shower room otherthan i : A :
whera they wers assigned, the showers would not: i : :
- get logged, Furthar, she acknowledged it was not » \ i
@ good system for iracking and ensuring S A
rasidents received their scheduled showers. : ; ‘ R ST
F 314 483.25(c) TREATMENT/SVCS TO F 314 p314 i b
s5ap PREVENTMEAL PRESSURE SORES ) S )§ UY L L 3~
- : 1. Residents 02\1 and #137 have been
Based on the comprehensive assessment of 3 as ses?ed for posttioning and skin nte —

. resident, tha faciliy must ensure that a resident
“ who enters the facility without pressure sores

does not develop pressure sores unless the : 2. Alliresidents requiring assistance with |

e s A TS

individual's ciinical condltion demonsirstes that . repotitioning or with high risk of skin |

they wers unavoldable; and a resident having breakdown will be reassessed, as indicated -,
pregsure sores raceives nacessary treatment and . _ residents will be provided withpressure . . |
servlcef to‘pmn'maﬂ_ﬂeal‘ljnag\’.e p‘gez:m infection and - redigm!bqtion devicesand appmpﬁate‘:, Voo
prevent aew sores from ping. ' updstes to the care plan. - 3

" This REQUIREMENT is nol met as evidenced f 3 Educadon wa§ provided to alystaffon & .

by ‘ : resl4ent repositioning.

i Based on observation, medical record ravisw, l . ) e A4

rstaff interview, and policy and procedure review ;. i 4, Visual audits will be conducted bythe |-

i the fsgl\!ltyrfaile’d to ansure pravention measures . Leadership team 3 xweekly onvarious  ° .
were implemented for 2 of 20 sampla residents . units at various times x 90 days o assure o

(%68, #137) whowars at risk for daveloping : cepdsitioning Is occurring per care plan,

 repérting to the DON/Designee. . i

_pressure vicers, The findings were: :

A Ra‘v%éw of the MDS assessment dated 8/13/16 ‘ ¢ - i , R s [
‘ for resident #68 showad disgnoses tht included : 5, The DON/Designee will report findingsto, o
EAithknefs'dlsaasg,» muscular atrophy, axd . - the RAPL monthly for a total qf@fmonthsjfor;‘ =
_non-Alzheimers dementia, Continued review | recommendations, changes, and g

. showed the rasident required extensive - - 1 ‘

3
1

continuance.

assistance of 2 or more persons for transfars and | ;
i was ot rigk for skin breakdown. Reviewofthe | |
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