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Communication Form and Progress Note" timed
8t 9 PM showed “Increased lumbar pain
unreilaved by medications, no feeling in elthar
leg. Damands to go to [clinlc name] for aval
[evaluation] by [his/har] surgaon [physician
name}..." The nots further showed the rasident
was transferred lo the hospital via non-emergent
ambuiance, and subsequently taken to a Denver,
Colorado hospital via amergency air transport,

f. Reviaw of the 8/1/15, untimed, nurse's note
showed the resident was sent to a Denver
hospltal relatad to "L4 & L5 [lumbar veriebrae)

+ disintegrating due to infection.”

1 g Interview with the DON, ADON and

1 corporale nurse on 1/15/16 beginning at 2:05 PM
confirmed the Facility could provide no evidence
the resident's physiclan was consulted about the
change in condition on 5/27/16.

. —

1 2. Review of the madical record showed resident
. #20 required daily madication for Diabetes
' Mellitus. Review of the January 2016 medication
j review form showed the physician ordered blood |
sugar levels bafore meals and at badtime and
sliding scate insulin based on the results of the
: blood sugar levels, Lantus insulin 40 units at
1 bedtime, and Metformin 500 mg pils twice dally.
t Further review of the medication review form
showed the parameters for the sliding scale
insulin adminlstration addressed blood sugar
levels up to 350 (this number is mitligrams of
glucose per decliiter of blood), but fafled to
address blood sugar levels above 360. The
\ foliowing concerns were identified:

a. Review of the January 2016 MAR showed |
the resident did not recelve the sliding scale
insulln dose and/or stalf did not check the
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[ be taken as
needed including physician notification.
F 309, Continusd From page 35 F 308

Systemic Changes

The DON or designee will educate the
licensed nursing staff, on or before date
of compliance, regarding the notification
of the physician and resident's legal
representative any acute changes in
condition and noting this notification in
the medical record. The education will
include physician notification of paterns |
¢ of refusals of medication or treatment,
physician notification when supplies or
medications are not available and
obtaining  alternative  orders  until
supplics or medications are available and
following parameters on physician
orders and obtaining vital signs as
needed.. The education will also include
obtaining parameters for physician
notification of finger stick blood sugar
results, notification of physician when
blood sugar results are outside of the
parameters, and following physician
arders for insulin,

The Director of Nursing or designee will
review incident / accident reports, 24
hour report and the clinical dashboard in
Point Click Care in morning meeting
daily Monday or Friday to identify any
resident change of condition.

resident's glucose leval at various times from
; 114116 to 1/9/18 because s/he refused, This
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hysicion  notification for identified
F 309 Continued From page 36 F 308 ghznge of condition,
ravlew showed Ihe resident did not recalve the
; sfiding scale Insulin for the following documented ! The Director of Nursing or designee will
: bload sugar levels: 464 al 1 PM and 387 at 9 PM | veview Change of Conditions daily
fon 1416; 6728t1 PMand472at5 PMon - Monday - Friday for 2 weeks and then
| /5116, 486 8t 1 PM on 1/616; 499 st 5 PMon | review 5 Change of Conditions weekly
1/7116; and 499 at 8 AM on 1/8/18. iot
for 2 months to check that physician and
b. Review of the nursing prograss notes and ident’s legal representative member
documented communication with the physlctan resident’s lega " P The audit will
showad staff did not report their inabliity to obtain was notified of change. The o
the blood sugar levels as ordered, the slevated also will also include documentation,
blood sugar fevels, and omitted Insulin doses lo review of new orders, appropriate
. the physiclan, : interventions, and care plan. [f concerns
c. Inlarview with the DON on 1/11/16 at 2:05 are identified corrective action will be
PM revealed the resident was transported to the taken based on findings.
hospital on 1/10/18 and his/er blood sugar fevel
was 800. Intarview with tha ADON on 1/14/16 at ‘The Director of Nursing or designee will
8:45 AM revealed staff should havs reported the audit finger stick blood sugar orders and
slevaled blood sugar lavels and lack of Insulin results and insulin administration weekly |
; administration lo the physician. He further stated for | month for correct administration
" the physiclan's order for sliding scale insulin was and physician notification of results
+ uncisar regarding levels above 3560, and the outside of paramcters, After | month,
nurses should have clarified the order, random audit of 3-5 finger stick ,l.’,"’%d
3. Review of the 11/12/15 admission MDS sugar results and follow up will be
assessment showed resident #52 was admitted completed  weekly :“ﬂ' b 2 m’;::: ‘h:;
with 8 surgical wound, and was recelving surgical Corrective actions will be
wound care. Further, the resident required the [ needed based on findings.
: extensive assistance of 2 or more persons for  * . , .
most ADLs, Review of tha resident's care plan for The Director of Nursing or designee will
skin [ssues showad an intervention deted complete an audit of medication and
11/116/16, "Observe waund healing and maintaln treatment records weekly for 1 month
wound vac [vacuum) ss dressing...” Review of and then o random audit of 25% of
. physlcian orders showed a 12/24/16 order for
| "Wound vac ta R {right] buttock wound, Wound
!'vac malntenance daily with dressing change on
MON [Monday], WED [Wadnesday) and FRI
[Friday] every day and night shift...” The following
concemns were |dentified:
8. Revisw of the 12/27/15 late entry for
FORM CMS-2587(02:80) Pravious Varsions Obsolate Evant |D: RRZ811 Faciily ID: Wv0023 i continuslion shest Page 37 of 71
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of refusals, unavailability of supplies or
F 308 { Continuved From pags 37 F308f medications and physicien notification
12/26/15 progresa nole showed "...was going to and obtaining vital signs as ordered and
change wound vac to right bUl.EOCk area, no administering medication per physician
wound canisters wera found... orders. Corrective actions will be taken
b. Review of the 12/27/1§, timed 6:27 PM, as needed based on findings.
prograss noted showed "wound continues to be
without wound vag..."
' . Monitoring
c. Further raview of the madical record ; .
showed the order for the wound vac was not ) ;::: ilg;;ectf r l(l’xi Ngzil;‘lg gg;‘:ﬂ?; ﬂ::
discg?m:gvdh‘&‘tﬁl:mg’})%u ADON and ] evaluate the effectiveness of the
corporate RN on 1/15/18 beginning at 2:05 PM systemic  changes and  implement
confirmed the resident's wound vac was niol additional in!ervenuons as needed lo
changed according fo the physiclan's orders ! ensure compliance and then reassess the
because the facllity did not have the needed : need for continued monftoring based on

: supplies, Further, the DON confirmed the ' compliance until resolved,
' physictan was not conlacted regarding the

| facillly's Inablly to apply the wound vac unti
+ 12130118,

{4, Review of the December 2015 and January
i 2016 MARs showed residant #25 had orders
: related to his/her diagnosis of hypertension.
These orders were daled 11/10/15 included
“Lisinopril Tablat 2.5 mp, 1 tablet dally in the
morning. Hold If syslolic blood prassura (BP) less
than 100" and "Meloprolof tarirats tablet 26 mg.
i give 0.5 tablet by mouth 2 times per day. Hold If
; Systolic BP less than 110 or heart rate less than
; 80." Further raview of these MARs showed the
+ reeldent recelved these medications dally excapt X
! on 1/3116 when bolh medications were shawn to
be hald due to the rasidant being hospitalized,
Alsp on 1/2/18, 1/8/16, and 1/9/16 the 9 PM dose
of metoprolol was held "due lo condition." The
following concems were identified:
a. Review of the MARs and the medical
record falled to show the BP or heart rate was
| taken prior to the medications being
administered. In addition, the progress notas
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F 308 | Continued From page 38
falled to show the residsnt was out of the facliity
on 1/3/16, or why the medication was held on the
other dates,

" b.Review of the vital sign documentation in
the chart showed In Dacember 2015 the
resident's heari rate was taken only 18 times with

i no values less than 60. On 1/13/18 the January

i vital slgns for heart rate were reviewed, and there

= were only two times when these values were

recorded, with none below 80.

¢. Review of the December 2016 BP
' documentation showad only 18 times when the
values were recorded, On 12/10/15 at 8:51 PM
the value was 89/80, and the metoprolol was
“administered at 9 FM according to the MAR.

d. Review of the January 2016
documentation for BP showed only 5 times when
the value was recorded.

e. Interview with the DON on 1/15/16 at 6:30

documentation of vital signs and confirmed they
should be taken prior {o administration of these
; medications,

: 5, Review of the 11/12/16 quarterly MDS

| assessment showed resident #88 had dlagnoses

{that included diabeles. Review of tha physiclan

 orders showed the resldent was to recalve 5 unlts
of Novalog insulln befare meals, with the
medication to be held if the resident's blood sugar
was balow 160. Review of the January 2016 MAR
revealed the following concerns;

a. Thers was no avidence the resident's
blood sugar was checked or the insulin
&dministered prior {o 10 meals betwesn 1/1/16

; and 1/14/16. :

PM verified she was unable to find any additional ;

| b. The resident was administered Insulin on 3
: occaslons when the blood sugar was Indicated to |
: be below the specified parameter of 150, |

F 308
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. ¢. The resident was administered insulin 14 | It is the practice of the facility to ensure @
! times with no documentad blood sugar, that a resident who is unable to carry out
d. Interview with the DON, ADON, and activities of daily Hving receives
corporate RN on 1/15/16 at 2;15 PM confirmad necessary services to maintain good

{he MAR Indicated the resldent recelved Insulin
when the blood sugar was bslow the specific !
parameter. Interview with the DON on 1/45/18 at !
B PM ravealed there was no additional

nutrition, grooming, and personal and
oral hygiene.

[ Corrective Action
i Sai i ovide refated o the resident Resident #78 will be assessed for leve)
{\/ F 312} 483.26()(3) ADL CARE PROVIDED FOR F 312 &fc mzsi:';lﬂu'f:o f'f‘;f:i‘,’l . :’r‘;"'m:f;"sé
8s-D| DEPENDENT RESIDENTS adaptive eguipment by Director of
| A resident wha Is unable to carry out activities of Nursing or designee. Care plan and
 dally living receives tha necessary services o CNA assignment sheet will be updated
: maintain good nulrition, grooming, and personal as necessary to reflect changes. Resident
 and oral hyglene, i #78 is receiving timely assistance with
H]

! : ‘ meals.

! ; Resident #108 will have a 3 day voiding

This REQUIREMENT s not met as avidenced : { pattem campleted to re-establish voiding
} pattern.  ARer completion of volding

pattern a new bladder evaluation will be
completed and care plan updated with

| Based on observation, staff and resident
| Interview, and medical record review, the facility
{ falled to ensure required assistance was provided

! new interventions for incontinence
i (f;l;;a ﬁ?g;;\ “?}i': ::;&;?nglasﬁ:‘l:er.e#: nts management by the Director of Nursing
ifindh'\gswena' or designee, Care plan and CNA
, ' assignment sheet will be updated as
i 1. Review of the 12/7/15 admission MDS necessary to reflect changes.

; 8ssessment showsd resident #78 required limited
assistance with 1 person physical asslistance for
ealing. Review of the resident care plan falled to :
address the resident's lave! of assistance for :
ealing. Observation on 1/14/18 beginning at 5:51
PM showed resident #78 sitting at a table In the
dining room as the dinner meal was servad in
separale bowls. The resident picked up a spoon
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: i i i t 8
and began to fead himharsalf, but appearedto ';,‘,';;‘a;':,“o‘;”"',e';?g,f:;“ ‘z:,e idcnzify eany
have difficulty keeping the food on the spoon and residents with dignity concems it
bringing the spoon to the mouth due to hand dini For those identified further
: tramors. At 8:05 PM CNA#1 approached the “mIng. M b lted b
; resident, asked If s/he needed assistance with | teview  wi c comple g
! aating, and then assisted the resident to a ; interdisciplinary team and care plans en
! different table next to another residant who : CNA assignment sheets updated to
raqulred asslstance, Interview with the resident at reflect changes.
6:15 PM revealed “they sald they were going to . .
heip, but | haven't seen anybody. | was going fo The Director of Nursing or designee will
leave but they said they'd be back to help. Got identify residents who are incontinent of
food all over myself." Observation showed the bladder. The incontinence care plans for
resident wearing a clothing protector with crumbs those identified will be reviewed and
and pleces of food on it. At 8:20 PM (29 minutes updated as needed. CNA assignment
:g?’b'g:;":;;r";gsa:ggg:‘gg)d éiz'#"zut::‘:gjr sheets will be reviewed ;‘or inc::tic;lcnce
v i i dat ed.
‘ and sttempted (o assist tha resident with the interventions and updated as ne

; meal, The resldent declined further assistance, |

stating sthe was no longer hungry, There was Systemic Changes

The Director of Nursing or designee will .

0 7

‘ ;pep:g:;‘r;l:nllel;ybﬁo(‘)”ﬁ?f food observed remaining in : educate staff on dignity, including timely

) : gssistanco  with meals and timely
2. Review of the 12/28/15 care plan revealed assistance ~ with  ftoileting  and
resident #108 required staff assistance with incontinence management,
tollsting and Incontinence care due 10 dementia .

and inabllity to transfer without staff assistance. The Director of Nursing or designee will
According {o the care plan, revised 12/18/15, staff complete random  visual  dignity
were directed lo offer assislance and "follet” upon observation audit of 10 residents 3 times
rising, before and after meals, at bedtime, and as weckly for one month and then monthly
needed. Observation an 1/12/16 at 6:50 AM for two months, The eudit will include
;aveﬁlegoC&Ai :‘2;:‘; “‘&m"'dﬁd ‘;’g‘ef:“dm checking that resident, resident clothing
acal incontine 'or the resident befors the :

whaelad hinvher to breakfast, Continued Y " and wheelchair are clean after meals and
observation ravealed the resident sat in the 3

hatiway and activity room after eating breakfast.

Al 10:30 AM, aftar painting the resldent’s

fingernails, the activity staff positioned the

resident In front of the talevision. At that time the

resident had a fecal odor. The resident remainad |
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ti istanc@5EC ed at meals.
Corrective actions will be taken as
F 312 Continued From page 41 F 312| needed for any identified concerns.
i In that position until 11:50 AM when bath aldes #1 )
; 8nd #2 wheeled the resident to the shower room The Director of Nursing or designee will
! and removed the urine and feces-solled complete visual observation sudits of
| disposable brief. Interview on 1/15/16 al 11 AM incontinence 3 times weekly on &
| with CNA#4 revealed sometimas staff did not vandom sample of 10 residents for one
toilet the resident before and after meals because ; month and then monthly for two months.
the resident refused. However, the continued The audit will include monitoring for
abservation from 8:50 AM to 11:50 AM revesled limely assistance to bathroom and
staff did not offer the resident tolleting assistance. Y . .
incontinence and provision incontinence
v F 315]483.26(d) NO CATHETER, PREVENT UTI, Fai5] . i lan. Corrective
=D | RESTORE BLADDER interventions per care plan, orT!
§6=0 l ; action will be taken as appropriate for
Based on the resldent's comprehensive any concerns identified.
assessment, the facllity must ensure that a
rasident who enters the facllity without an .
; Indwelling calheter is not catheterized unless the Monitoring . .
i reskient’s clinical condition demonstrales that The Disector of Nursing will report the
' catheterizalion was necessary; and a resident | findings to the QAPI Commitice to
wha Is incontinen| of bladder raceives appropriate : cvaluate the effectivencss of the
treatment and services lo prevent urinary tract systemic changes and  implement
infections and {o restore 23 much normal bladder ndditional interventions as needed to
function as possible. ensure compliance and then resssess the
need for continued monitoring based on
This REQUIREMENT s not met as evidenced compliance until resolved. \\u
by
Based on observation, medical record review, } F315 N;; dﬁatheler, Prevent UTI, M
and slaff Intervisw, the facillty falled to ensure ¢ Restore Bladder \
tolleling was provided in a timely manner for 2 of ! i
: 0 residents (#77, #108) who raquired assistance It Is the practice of the facility to ensure
i 1o restore a5 much normal biadder function as | that based on the comprehensive
: possible, The findings were: assessment that a resident that enters the
. 1. Review of the 12/28/15 care plan ravealed
| resident #108 requirad staff assistance with
tolleting and incontinence care due lo dementia !
and inabillty to transfer without staff assistance.
, According to the care plan, revised 12/18/15, staff
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F 318 | Continued From page 42 ;

were directed lo offer assistance and “tollet" upon !
rising, before and after meals, at bedtime, and as |
needed. Observalion on 1/12/16 at 6:50 AM
ravenled CNAS #3 and #4 provided urine and

. fecal incontinent cara for the resident befora they
| wheeled himvher to breakfast. Continued

+ observation revealad the resldent sat in the

+ hallway and activity room after ealing breakfast,

» At 10:30 AM, alter painting the resident's

* fingernalls, the activity stalf positioned the

. resident in front of the telsvision. At that time the
' residant had a fecal odor. The resident remained
i In that position until 11:50 AM when bath aldes #1
; and #2 wheeled tha rasident to the shower room
and removad the urine and feces-solled
disposable brief. Inlerview on 1/16/16 at 11 AM
with CNA#4 revealed sometimas staff did not
tollet the resident before and after meals because
the residant refused. However, the continued
observalion from 6:50 AM to 11:50 AM revealed
staff did no! offer the resident tolleting assistance, !

1 2. Review of the 1/5/18 care plan showed

resideni #77 had bladder incontinence retated lo

chronic kidney disease, type 2 diabetes meliitus,

weskness, and decreased mobillty. Ravisw of the

Intervantions for thls problem area showed the

resident should be checked upon rising, before

i and after meals, at bedtima, and as needed.

| Observation on 1/14/16 at 8:40 AM showed the

 residant was up lo the table for breakfast. The

| resident was provided Intermitlent cueing to

! sonfinue ealing as s/he would doze off. At 8:05

{ AM the resident was taken from the dining room

i {o the activity that was going on In the activity
room, Continuous observation showed the
resident remained in the activily room sleeping In
his/ar whaelchair unti! 10:40 AM when s/he

| self-propelled out inlo the 200 unit hallway. At |

1
not catheterized unless the resident’s
clinical condition demonstrates that
cathcterization was necessary; and a
resident who is incontinent of bladder
receives appropriate {reatment and
services to prevent urinary tract
infections and to restore as much normal
bladder function as possible,

F 315

Corrective Action

Resident #108 will have a 3 day voiding
pattern completed to re-establish voiding
pattern.  After completion of voiding
pattern a new bladder evaluation will be
completed and care plan updated with
new interventions for incontinence
management by the Director of Nursing
or designec, Care plan and CNA
assignment sheel will be updated as
necessary to reflect changes.

—

Resident #77 will have a 3 day voiding
pattern completed to re-establish voiding
pattern.  Afier completion of voiding
pattern a new bladder evaluation will be
completed and care plan updated with
new interventions for incontinence
management by the Director of Nursing
ot designee, Care plan and CNA
assignment sheet will be updated as
necessary to reflect changes.
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§ The Director of Nursing or designee will
F 315, Continued From page 43 F 3156 identify residents who are incontinent of
% 10:42 AM CNA #8 brought the rasident back into bladder. The incontinence care plans for
i the activity. The resldent promptly left the room those identified will be reviewed and
agaln self-propeliing In the wheelchalr. The updated as needed. CNA assignment
resident was provided a snack In the aclivity room sheets will be reviewed for incontinence
where s/he remained until 11:45 AM when CNA interventions and updated as needed,
ﬁ? Iwas preparing to take the resldent into the
ining room for lunch, At that ime the surveyor
requested the resident ba checked for Systemic Changes .
incontinence. At 11:50 AM CNA #1 and LPN #1 The Director of Nursing or designee will
transferred the resident 1o the foflet and according educale nursing  staff on timely
to the LPN the residenl's incontinence brisf was assistance  with  toileting  and
wet, ; incontinence management per care plan.
Q\ F 3191 483.25(f)({1) TX/SVC FOR F319: . ) .
88=G ! MENTAL/PSYCHOSOCIAL DIFFICULTIES i The Director of Nursing or designee will
complete visual observation audits of
: Based on tha comprahensive assessment of a ; incantinence 3 times weekly on a
» Tesident, the facifity must ensure that a resident random sample of 10 residents for one
' who displays mental or psychosoclal adjustmant i month and then manthly for two months,
. difficulty recelves appropriate treatment and The audit will include monitoring for
- services to correct the assassed probiem. timely assistance to bathroom and
Incontinence and provision incontinence
interventions per care plan. Corrective
This REQUIREMENT Is not met as evidenced action will be taken as appropriate for
Bussd on observation, medical record raview, any concerns identified,
and staff and resident interviaw, the faclilty falled
to ensura 1 of 8 racently admittad sample
residents (#76) received sppropriate lreatment Monitoring :
and services related to psychosocial adjustment The Director of Nursing will report the
issues. This fallure resuited in a negative ! findings to the QAPI Committee to
! psychosocial outcome lo resident #76. The i cvaluate the effectiveness of the
- findings wera; ' systemic changes and implement
, Review of the 11/9/16 admission MDS
: assessment for resident #76 revealed diagnoses
that included anxiety disorder. Continued review
of the assessment showed the resident triggered
for further assessment of communication and ‘
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additional interventions as needed Yo
F 318 Continued From page 44 F 319 ensurc compliance and then reassess the
i psychosocial well-being, Review of tha need t:or contmycd monitoring based on
communicalion CAA ravealed the resident was compliance until resolved.
- “...reslstant to Long Term Care and a move {o this
! facilly, {sthe) has a Dx [diagnosis] of \\(v g
| anxiousness...” Review of the psychosocial : F 319 TX / Services for Mental / Z;;
| well-being CAA revealed the resident reported Psychosocial Difficultics Y
1 "...mood Issues which could be atiribuled to : i
 [his/har] new admission in the facllity and may I' It is the practice of the facility to strive A
 take time for adjustment to [his/her) new to ecnsure that based on the
| m\:‘l:&tmenu The following concems were i comprehensive ,sselssmem ghalt a
M t i menta ar
a. Review of he progress note dated 11/9/15 ’esidl:'m i“'lh" agf:';;nﬁn difficulty
and timed 7:39 PM revealed the resident told a B s aooronrists . treatment . and
staff member sihe would not take *...the pills receives 8pprop 4 probl
because [s/he] wanls to die...” services to correct the assessed problem.
b. Review of the progress nole dated .
11/16/15 and imed 1:56 PM showsd the resident Corrective Action
had been maved out of the facllity by family, A Soctal Service's Assessment  was
Revlew of MDS data showed the resident was completed on resident #76 and her care
i readmitted to the facility on 11/20715. plan was reviewed and updated to reflect
¢ ¢ Interview with the administrator on 1/16/46 the resident's current status,
*at 12 PM ravealed the rasident was removed ’
* from the facliity by family members wha did not ! Identification of Others
+ have the authorily to do so, and the residents An audit will be completed by Social
i relative who dld hold power of attorey ensured ! Service Director or designes lo identify
; the resident's return to the faclliity and restrictad ; any residents with mood issues or
 the other family mamber's abiiity to contact the symptoms of depression. For the
fem?rg'eview of the progress note dated identified residents the Social Serv::’e
11721715 and lmed 2:43 PM revesled the resident Director will evaluate curtert. mood,
looked *...down and depressed, not smiling and depression sympto flect
frequently with a frown on [his/er] face...” update social service note fo re :c
2. Review of a soclal service nole dalad resident status, review medications an
11/25/15 and timed 3:47 PM showed “[Resident
name] is alert and oriented to person, place,
although [s/he] can be confused with time or date.
Daily decision making is currently moderately
 impalred, Deprasslon features are noled with
, [resldent name] as baing dawn at times overall, A i
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i L Ffus and any
outside services provided, The care plan |
F 319 | Continued From page 45 F 319! will be updated as needed to reflect |
history of behavioral symploms includa being . resident needs and interventions for
+ paranold at Umes and brying to elope from the l i mood issues and symptoms of
i facilty..” ! . depression, Physician will be notified |
; 1. Observation of the resident on 1/11/18 at 2 | ' and referrals will made to other agencies
{ PM showed his/er room was located on the I as nesded.
secuter; ;rl'ocl::ehd)' d;nl':anua unit. The rasld:‘gt was
ses a chair in his/her room. The resident
was awake, but was not engaged In any activity. %:ten;l:cicallmnsg::vm Consultant or
o was dark; ro ights Wers on and the designee will provide education to Socia!
window blinds were closad. Interview with the es gl““ o pro entification. evaluation
{ resident at that time revaalad the blinds didn'l Service staff on iden P! p
* work, and couldn't bs adjusted, “So they stay that and management of moo S
way all of the time." The resident then began lo ! depression and documentation before
weep, and stated, “I'm tarribly, terribly unhappyl" date of compliance. The education will
9. Further review of the medical record falled include interventions and care planning.
lo show any soclal service notes after 11/25/16. |
h. Interview with the soclal services diracior The facility has made arrangements for
on 1/16/16 at 4:45 PM revealed the resident did | mental health services to ba provided on
have an understanding of the situation with site to facilitate prompt and consistent
hismer famfly membefs and was distressed by it. response to resident mental health needs
He noted the resident was angry at times, and beginning February 2016.
:gdﬁered anxletyl.dHa !urdther stated abcare plan to
2 \Q developed just that dey, geie?vh::lc?:i:nt]iur:cc%dent repg:rts, 24
\/ F 323 483.26(h) FREE OF ACCIDENT F323) pour report and the clinical dashboard in
§5=6 | HAZARDS/SUPERVISION/DEVICES Point Click Care in moming meeting
' i Friday to identify any
. The faclity must ensure that the resldent ¢ daily Monday or !
! environment remains as fras of accident hazards i resident change of °°“‘:l'ﬁ°“' 'ghe S°‘;m
| 88 Is possible; and mach resident recelves ! Worker or designee will attend moming
sdequate supervision and assistance devices to ¢ clinical megting to Identify any residents
prevent accidsnts. ] with mood issues, symptoms of
i
This REQUIREMENT s nol met as evidencad
by:
FORM CNS-2587(02-99) Frvious Verslons Obsolet Event ID:RRZE1 Faciky 07 WYoa23 W cantinuation shuet Page 45 of 71




02/08/2016 MON 20:57 PAX B66 304 7601 FPoplar

[@os3/017

PRINTED: 01/208/2018

DEPARTMENT OF HEALTH AND HUMAN SERVICES FORM APPROVED
EN R MEDICARE & MEDICAID SERVICES ol L oMB 09
STATEMENT OF DEFICIENCIES (X1) PROVIDERISUPPLIERICLIA (X2) MULTIPLE CONSTRUCTION | \ZX
AND PLAN OF CORRECTION IDENTIFICATION NUMBER; A BUILDING COMPLETED
) c
§35024 8. WiNG 01/15/12018
NAME OF PROVIDER OR SUPPLIER STREET ADDRESS, CITV, STATE, ZIP COOE I
4305 § POPLAR
POPLAR LIVING CENTER CASPER, WY 82601
X4y 1o SUMMARY STATEMENY OF DEFIGIENCIES ) PROVIDER'E PLAN OF CORRECTION e
PREFIX {EACH DEFICIENGY MUST BE PRECEDED BY FULL FREFIX (EACH CORRECTIVE ACTION SHOULD BE COMPLETION
TAG REGULATORY OR L5C IDENTIFYING INFORMATION) TAG °“°“‘“E”‘“Eg§§,g, X0 crgeappaomm OATE
depression or A o
F 323 | Continued From page 46. F 323; Social Worker will follow up promptly
Based on observalion, medical record review, on any identified concens and document
reviaw of facility incldent/accident logs, policy and actions taken.
1 procedure review and staff Interview, the facility . il b
{ falled to thoroughly Investigate falls, and develop . The Social Service consultation will be
: and implement interventions to prevent future i provided monthly for the next 3 months
i falls for 2 of 12 sampla residents (#68, #108) and . ! to monitor cffective provision of social
{ 1 non sample resident (¥88) with falls. This failure : , service and documentation.  Any
1 resulled in significant injury to rasldent #88, The i . recommendations by consultant will be
findings were: i i reviewed and foliow taken as needed.
i 1. Review of the 12/3/15 quarterly MDS : 3 The Administrator or designee will
1 assessment for resldent #68 showed the resident ! complete random audit weekly of
{ required the extensive physical assistance of 1 documentation  and  interventions
person for bed mobility and transfers. Review of provided to residents identified to have
MDS BSSBSSI‘HGI’I(S ffom 4’10’16 fo 12[3’15 t Od issues sympwms of deprcsslon
showed the resident had 1 fall with no injury in o behavior changes
mt?nﬁmh pertod. The following concems were Corrective actions will be taken based on
| . Reviawof a progress note dated 12/14/15 | findings.
; and timed 10:42 AM showed the resident was :
i found on the fioor in his/her room, According o : H Monitorin_g ) . .
! the note, the resident tried to self-transfer from | ! The Adminisirator or designee will
wheelchalr io bad. Na Injuries were found. : | report the findings to the QAPI
b. Review of the Interdisciplinary Post Fall ! Commitice to evalute the effectiveness
. Review for the 12/11/16 fall showed the of the systemic changes and implement
: Intardiscipinary team summarized “Resident additional interventions as needed to
- noted to have a tabs monltor In place, ensure compliance and then reassess the
anti-rolibacks to wic [wheelchalr}, cushion to wic, need for continued monitoring bused on
low bed in place, and has a hx [history] of compliance until resolved,
non-compliance with self transferring.” The
review further showed the resident’s care plan
should be revised, but falled to Indicate what :
revisions should be made to the care plan to
| reduce the resident's risk for further falls. .
t ¢ Review of a progress nole dated 12/15115 -
| and limed 7:34 AM showed the resident had :
i fallen and was complalning of left thigh pain, and |
*"long time slomach pain." Review of he 12/15/15
{ "SBAR Communication Form and Progress Note"
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! Hazards/Supervision/Devices ,d[u /
F 323 Continued From page 47 F 323 )/
showed the resident had fallen, and things that 1t is the practice of the facility 1o strive
made the condition or symptom worse were 1o ensure that the resident environment !
“transfarring on my own without calling for help.” remain as free of accident hazards as is
Things that made the condition or symptom bettar possible; and each resident recelves
were “walch closer,” adequate supervision and assistance
d. Revilew of (he Interdiscipiinary Post Fall devices to prevent accidents.
Raview for the 12/16/156 fa}l showed the resident
was found on the floor In histher room at 7:30 AM, Corrective Action
and the resldent stated s/he fell trylng to go to Resident #68's care plan has been

bed. The review further showed the resident's
cara plan should be revisad, but falled to Indicate !
what ravislons should be made o the care plan to |
teduce the resident's risk for further falls, and | I
; recommended equipment be used. The !

updated to  reflect interventions
resident’s current status,

Resident #108 has been evaluated by

equipment to be usad was described as "bad physical therapy regarding transfers. |
monitor, comfort measures,” Care plan and transfer assessment has
e. Review of the resldent's care plan for falls been updated to reflect resident’s current
{ showad the following interventions: : status,
; i "Anti-rollbacks on WC [wheelchalr] In |
past, re-evalualed and removed for time being.” The cord on resident #98's alarm was
This Intervention was Initistad on 1214015 and | adjusted during the survey. Resident
revised 'ﬁ"":guza’;a& fety checks a8 Indicated." | H98's care plan has been updated to
" 58 g flect the resident’ t status.
This Inervention was nltiated on 12/2/15, refiect the resident’s current status
I "Low bed.” This intervention was
Inittated on 12/16/18, "
1
Iv. *Observed for placement and function ;&i?;;ﬁf;“":, f,’f,o":,z" N

of davites per facliity protocols, assure that call

bell Is within [the resident's] reach at badiime." independently ~ will have wansfer

This Intervention was initlated on 12/2/15, evaluation completed by nursing and
v. “Pressura sensor pad while in bed." will be reviewed by Rehab Program

This Intervantion was initiated on 1/5/18. Maonager to determine most appropriate

vl. "Resident Is a 2 parson transfer.” This
intervention was Inltiated on 1/7/16.

vil. "Tabs monitor while In WC." This
intesvention was initiated on 1/6/16.
f. Review of the 12/22/15 "Incident/Accident !
! Investigation Follow-Up" showed the following |
| "Desoription of Incident/Accident” ; "Resident had i i
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| self-transfers from wic [wheeichali) to [histher]
bad. Resident denied naed to utiiize BR

[bathroom] and was continent at the time, Up with

hayer, MAE [moves alf extremities), no Increased

c/o fcomplalnts of] discomfort & VS jvital signs)

stable, hypotension noted,”

g. Continued raview of the 12/22/15

"Incident/Accident Investigation Follow-Up®

showed the foliowing "Summary of investigalion

t (Reasonable Conciusion)"; "Attempled self

| transfer after breakfast. Resident self propals in

; wic and took self back 1o [hisfher) room. Resldent

{ wanted to lay down after (his/her] mea), Resident
with cognitive deficlts, but can demonsirate

utilization of call light, easlly irritable with staff and
+ hoi-compliant.” |
: 1. Recommendatlons/New interventions !
 Included "pressure sensor pad placed in bed, OT !
{occupational therapy] (o eval levaluala)} & tx
(treat] with w/c posliloning and safsly for
transfers.”

li. Review of tha residant's care plan
showed no Interventions ware added to the care
plan as a result of this follow-up, and no
inlerventions In the care plan addressed the
resident’s desire to go to bed after breakfast.

h. Review of the 12/20/15 "SBAR
Communication Form and Prograss Note"
showed the "Resident c/o left groin pain. Had ¢/o
left leg pain to off golng shift, stating that she
thought her lag was broke, No report of incident ¢
with resident during previous shifl. Resident j
{ states that [sihe] fell, hitting [his/her) head on 5
j [his/her) nightstand this morning, although
; resident is nol a rellable histarian, Resident noted |
, with ralsed reddsned area (o lsft buliock & !

motion} to Left lag guarded dit {due to] c/o left

| plan and CNA assignment sheet will be

[R———
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; DEFICENCY)
transfer method. Carc plahs and CNX
F 323; Continued From page 48 F 323| assipnment sheets will be reviewed for
| 2 falls on 12/11 & 12/15 both were unwitnessed accuracy and updated to reflect any

changes.

Residents who are using alarms will be
reviewed by Director of Nursing for
continued need of alarm. If alorm use ¢
continues to be appropriate the alarm
will be assessed for appropriate
placement and cord length. The care

updated to reflect alarm placement and
cord length.

Residents who have had a fall in the last
90 days or at risk for falls will be
reviewed for thorough follow up,
including post fall review, appropriate
interventions to decrease risk of falls and
injuries, care plan and investigation if .
needed. Corrective actions will be taken x
based on findings.

Systemic Changes .
The Director of Nursing or designee will
educate nursing staff on fall prevention,
fall precautions, interventions, post fall
assessment and placement of alarms.

The Director of Nursing or designee will
educate nursing staff on _ use of}
mechanical lifts. Education will include
placement of slings.
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PREFIX {EACH DEFICIENGY MUST BE PRECEDED BY PULL PREFIX {EACH CORRECY|VE ACTION SHOULD BE COUPLETION
TAG REGULATORY OR L6C IDENTIFYING INFORMATION) TAG cnoss'meneggﬁg 10 rg}egpmomarﬁl DATE
The Dircctor of IS csignes wil
complete random monitoring of sta
F 323 | Conlinued From page 49 ! F323; performance of transfers  with
: groin pain. Denles haadache,” } mechanical lifs 5 times per week for one
| i Further review of the 12/20/15 "SBAR ‘ month for and then 5 times per month for
: Communication Form and Prograss Note" ! 2 months for use of appropriate
| showed the author “Spoke with RCS [resident equipment and appropriate technique.
ciafﬁtsaecig'ﬁ{ ...whg 8;5'5:;?“"1? '35532’“ last Comective actions will be taken as
nig esident was having difficulty slanding to dings,
transfer in to shower chair after having a loose needed based on findings
o loiel movement] early this moming and wes The imerdisciplary team _will_be
|- Raview of the facilily's "Fall Management* °d"°imd by D'::"Zt gg:ft?;v‘:;i ;':il::
policy, revised August 2012, showed "An eplsode Service on post-ace £ offoct] B :
where 2 resident logt balance and would have including review of effectiveness o
fallen were it not for staff Intarvention Is a fall, In current interventions and implementation
; other words, an Interrupted fall Is still a fal.” of new interventions to decrease risk of
i k. Review of faclilty incldent logs showed no falls and risk of injurics from falls. The
+ fall was logged for this resident on 12/20/15. education will include decumentation
- | Further review of the medical record and care plans.
' showed no assessmant of the rasident was
compleled after the 12/20/15 fall, and no ' The Director of Nursing or designee will |
investigation was made inlo the fafi. : review incident / accident reports, 24 ;
m. Review of the 12/22/15 prograss note hour report and the clinical dashboard in *
timed ai 2 PM showed "Resldent complaining of Point Click Care in morning meeting
Increased paln when sitting up In [hisher] daily Monday or Friday to identify any
wheslchair for lunch, call to [physiclan name] resident change of condition, including
received arders we may sand [himvher] In for Xray : ; |
falls. Documentation, Post Fal
It {ste] agrees. Resident agreed call to non iscinli Review. care plan and
emergent transport...” Interdisciplinary : view, b pc iewed
i N Review of the 12/22/15 progress nots CNA assigninent s mis w et.r v
i timed at 7 PM showed "Dr., catied back reported and updated with new interventions.
! Residani did have a fracturs fo left hip nol a
» surplcal candidate.. " A random audit of alarm placement.and
' o. Inlerview with the DON, ADON, and cord length will completed at various
1 corporals nurse on 1/15/16 baginning at 2:05 PM times with five residents three times per
, confirmed the resldent often liked to return to bed
after braskfast and a meaningfu! intervention to
l prevent falls should address that desire. The :
DON ravealed she did not know how the rasident !
y broke his/her hip, but there had bean no
| investigation of an Injury of unknown origin,
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F 323 | Continued From page 50 F323] months, Corrective actions will be taken

Further, the DON revaaled she was unaware of as needed based on findings.

i Lhe resident's fall on 12/20/18, and confirmed no

{ Investigalion of the fall had been completed. An audit will be completed weekly for 3

months by Director of Nursing or

* 2. Review of the 11/11/16 querterly MDS

; assessment for resident #88 showed cognitive
sklls for dally decislon making ware severely
impalred. The resident required the extensive

| assistance of 1 person for most ADLs, Further

. raview of 11/11/15 quarterly MDS assessment in

 addition to review of the 8/25/15 quarterly MDS

‘assessment, and the 6/8/15 quartery MDS

t assessment showed the resident had 4 no injury

+ falls and 2 falls with Injury In the time period

: covered by those assessmenls. The following

| concerns were identified;

i 8 Qbservation on 1/12/18 at 11;48 AM

i showed the resldent was up In a wheelchalr with

| a chair alarm attached 1o the wheslchair, The

j chalr alarm had a long cord that was clipped to

j the back of the resident’s clothing, During
continued observation, the resldent stood up out

f of the wheelchair. The cord for the alarm was &0

: long, the alarm did not sound when the resident

- stood up,

i b.Observation on 1/14/16 at 4:55 PM

I showed the resldent was up in a wheeichalr with

' a chair alarm atiached to the whealchalr, The

: resldent stood up aul of the wheelchalr, and the

j alarm did not sound due to the length of the cord.

Staff in the area did not notice the resident
' standing.
| ¢ Qbservation on 1/14/16 at 5:08 PM and
5:25 PM showed the resident agaln stood up out
of tha whaelchalr, and the alarm dld not sound.
d. Interview with the DON, ADON, and

[

designee afler accidents to determine if
documentation was completed, new
interventions put in place, care plan
+ updated and investigation completed if
needed. Corrective actions will be taken
as needed based on findings.

Monitoring:

The Director of Nursing will report the
findings to the QAP! Committee to
evaluate the effectivencss of the
systemic changes and implement
additional interventions as needed to
+ ensure compliance and then reassess the
. need for cantinucd monitoring based on
{  compliance until resolved.

confirmed a chalr alarm with a cord that Is too 5

! long lo alert when the resident stands up out of ;
FORM CMS.2557(02-99) Pravious Verslons Obsoleta Event ID:RRZBY1
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F 323, Continued From page 51 F 323! ;

+ the wheelchair Is not an effective fall intervention, :

3. Review of the 12/28/15 care plan interventions
showed residant #108 required assistance with
transfers, Review of the transfer evaluation, !
l complated on 12/18/15, showad the resident was

non-ambulatory, non-welghl bearing, and unable
: to follow diractions. Further review of this
; evaluation showed a mechanical iRt (lotal
body/sling or stand assist as approprista) should
be Used for all transfers. On 1/42/16 al 6:50 AM
CNAs #3 and #4 were observed as thay i
' transferred the resident from the bed to the :
; wheelchalr using a sit-to-stand mechanical lit.

; Observation later that day at 11:50 AM revealed
[ the bath aides #1 and #2 used the sit-lo-stand

: mechanical iift to transfer the resident from
"wheslchalr to the shower chalr. During the

; obsarvallons lhe following concerns were

Identifled:

' a. The sling was positioned beneath the
underarms, around the upper chest and above

the resldent's mid back area, Instead of the lower i
back area. !

b. The resident did not bear weight during
the transfers, causing his/har body weight 1o be
supported {otally by the siing.

¢. The resident told the staff the sfing
i "hurt" and called oul, “no, no" as sthe was being
* transferred.

d. Staff did not instruct the resident to
bear welght, nor did they implement measures
that increased body support and decreased pain
- and discomfort.

: e. Interview with the DON on 1/46/16 al 2:45

| PM revealed the resident was able to bear {
weight, but staff had to tell himier lodo it. She : i
further stated an assessment by the therapist !
might be needed to determine whether using the
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F 323} Conlinued From page 62
! alt-to-stand mechanleal (ift was appropdate for
| this resident.
a\ F 3291 483,25()) DRUG REGIMEN I8 FREE FROM
gkg§UNNEGESSARYDRUGS

+ Each resident’s drug regimen must be free from
unnecessary drugs. An unngcessary drug ls any
drug when used In excessive dose (including
duplicate therapy): or for excessive duration; or
without adequate menitoring; or without adequate
indications for its uss; or In the presence of
adverse consequencas which indicate the dose
should ba reduced or discontinued; or any
comblinations of the reasons above,

Basad on a comprehensive assessment of a

resldent, the facilty must ensura that residents

: who have not used antipsychotlc drugs are not

- given these drugs unless antipsycholic drug
therapy is necessary lo treat a specific condition

; as diagnosed and documented in the clinical

* record; and resldants who use antipsychotic

drugs receive gradual dose reductions, and

behavioral Interventions, unless clinically

gonlraindlcated. In an effort to discontinue these
rugs.

This REQUIREMENT is not met as evidenced

y:
. Based on medical record review and resident
1and slaff interview, the faclilty failed to ensure the
medication regimens for 4 of 5 sample residents
(#20, #26, #31, #85) who were recalving
psychotropic medications were free of

i F323

|

Corrective Action

A behavior menitoring system has been
F326 implemented for resident #25.

The physician has reviewed resident #
31’s psychotropic medications and
behaviors are being monitored.

A behavior monitoring system has been
implemented for resident #20

Behaviors are being monitored and
documented for resident #85.

Identification of Others

An audit of resident’s using psychotropic
medications will be completed by Social
Service Director / designee. The audit
¥ will include behavior monitoring sheets
and response (o pharnacy consult
requests for dose reductions. Corrective
actions will be taken as needed based on
audit findings.

o oy ———

Systemic Changes

The Director of Nursing or designee will
educate licensed nurses on psychotropic
medication utilization including
documentation on behavior monitoring
sheets and follow up on pharmacy
;  consultant requiests.

{Jn;:::essary Drugs (//1}3 ) 16 /
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The Dir i i
review incident / accident reports, 24
F 328 Continued From page 63 F 328; hour report, new orders and the clinical
unnecessary medications. The findings were; : dashboard in Point Click Care in |
! ; morning meeting daily Monday or
: 1, Review of the Decamber 2015 and January ! Friday %o idgntifygany :ew / change in
2016 MARS showed residant #25 recalved ; psychotropic  medication  orders.
glrtazap’lnes 15 mg alﬂbedﬂmadfor l;:a%mnla. " Behavior monitoring sheets will be
- Seroquel 25 mg one time per day for dementla
; with behaviorat disturbance, Seroquel 50mg1 ! °h°°'|:§fm f?: “:;?;c;:fo‘:s or change in
5:!& bal bedllmg for demanga with behavioral psychotrop '
turbance, and seriraiine HCL 50 mg 1.5 tablets . ) :
+ in the moming for dementla with behavioral The. Director of Nursing or designee will
t disturbance. Medical record review falled fo show audit pharmacy consultant
{ any behavior monioring related to the use of recommendations monthly for response
| these medications for the resident In December to recommendations.  If attending
or January, Interview with the DON, ADON, and physician has not responded the
corporate nurse on 1/15/18 at 2:15 PM verifled recommendation will be reviewed with
tha behavior monitoring was not done, the Medical Director.
2. Review of the medical record for resident #31 The Director ol Nursing or designee wil)
"e"ialej‘rh si,she “135 3dmmeg &n 1?’ 1 E’ 15"3“7 a complete an audit for prescence and
slroke. review showed the siroke affacted completeness of behavior monitorin
m:elﬂrtgsfg::ot?dl?\ag'atgct:'evé:':’en;: ’aar:‘d r‘:&%‘g‘e : sh:::lt)sl weekly for 4 weeks and theﬁ
12127115, stafl wera directed (o administer Y o b thondhs, Corractive
anlidepressant medications {risperidone and identified
sertraling), and observe/documentreport adverse identilied concerns.
reaclions and affectiveness. During an Intarview .
on 1/12/16 at 8:45 AM the resident sobbed and Monitoring L
staled s/he was depressed becsuse something The Director of Nursing will report the
was making himvher sleep “all the time,* hisier findings to the QAPI Committee to
i vision was limiled due to the stroke and cataracts evaluate the effectiveness of the
! on both ayes, family was far away and could nat systamic changes and implement
 visit ofien, and there was nothing to do all day at additional interventions as needed ta
jthe facility. During a second Intefview on 1/14/16
at & PM, the resident ravealed s/he continued to
feel “sad", and it was “hard to keep from feeling :
depressed.” Review of the November 2015, ' X
December 2015, and January 2016 medication | i
administration records showed the resident :
| received daily doses of risperidone and sertraline. |
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The {ollowing concerns were identifisd:

a. Review of the Behavior Monthly
Flowsheets for November 2015, Dacember 2015,
and January 2016 revealad all were blank.

b. Interview on 1/14/16 at 5:20 PMwiththe |
DON confirmed the lack of a behavior monltoring !
system for assessing effective psychoactive
: medication usags for the resident,

! c. Review of the pharmaclst
recommendations to the physiclan revealed the !
pharmacist asked the physician about reducing
the risperdone on 12/18/185. Intarview on 1/14/16
with the pharmacist at 4:36 PM and the DON at
6:20 PM veriflad ths physiclan had not rasponded
(more than 3 waeks).

| 3. Revlew of the January 2016 MAR for resident
1 #20 showed orders for scheduled and as needed
- medicalions Included Ativan, ordered 11/4/15, for
 restiessness, agitation, and aggression related lo |
1 bipolar disorder; quatiapine fumarats, ordered 3
: 10/29/15, for behavlors relatad ta bipolar

| disorder; citalopram, ordered 1/2/16, for

- depressive disorder; and risperidone, ordered

. 112116, for rastlessness and agitation. According
to the 11/23/15 quarterly MDS assessment the
resident had maderately Impaired cognition and
verbal behavior directed toward others 4 to 6
days a week. Reviaw of the cara pian, revised

1 1172615, showed the resldent had behavior

 problems that included yeliing, crawling on the
fioor in the middle of the hall, spitling at staff, and

| hitting bis/her head against the wall, Interview on

11/11/6 at 2 PM with the unit manager revealed the

. resident was combalive, resisted cara, and was

* distuptive, During en interview an 1/15/16 at 6:50

1 PM the ADON stated staff were documenting the
resident’s behavior, but a behavior monitoring
system for assessing effective psychoaclive
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Per Care Plans. Ll L
F 320 Gontinued From page 65 F 329! 5/2’3/ s
madication usage for this rasldent had not been Corrective Actions: [
‘ implemented. ! Facility staffing patterns occwrring in the
| ! past cannot be corrected,
14, Review of the 1/8/16 quarterly MDS !
» assessment showed resident #85 had dlagnoses ° tdentification of Others:
that included bipolar disorder, Review of the i Th':n DS’,’; :,::570, the facility Scheduler
physicien orders showed the resident had orders | have reviewed the staffing schedule for
for Saroquel (an anlipsychatie), sertraline (an nursing staff for patterns that provide the
antidepressant), and hydroxyzine pamoate (used | % rsing and rolated services to attain o
o treat anxlely). Review of the behavior nu It g the  highest  practicable
monltoring flow sheet for January 2016 showsd maintain e highes N pra ) well
the facllity was moniloring the resident each shift | physical, mental and psychosocial well-
for behaviors associated with thase medications, | being of each resident. The schedule will
. Including agltation, depression, and mood be adjusted accordingly with changes in
| changes, Further raview showed behavior facility resident census.
| manltoring was nol complels, The monitoring was
- documented for B shifts from 1/1/16 through Systeniic Chanpes:
L 1113116, The Scheduler has been cducated on
,\P F 353 ; 483.30{a) SUFFICIENT 24-HR NURSING STAFE i F 353!  methods of staffing to meet the needs of :
65=E 1 PER CARE PLANS i theresidents by the DON. i
The facliity must have sufficlent nureing staff to [ The staffing patterns for the week will be
provide nursing and ralaled servicss lo attaln or . reviewed for adequate staffing by the
maintain the highest practicable physical, mental, ! Administrator and/or DON to meet the
and peychosocial well-being of each resident, as l needs of the residents st the Morning
datermined by resldent assessments and ! Meetine and adiustments made with
Individual plans of care. H ceting 1i !
; changes in census and resident needs.
The facllity must provide services by sufficlent | .
numbers of each of the following types of Monitoring: , .
| personnel on a 24<hour basis to provide nursing The QAPI Committee will evaluate
! care lo all residents in accordance with resident effectiveness of the systemic changes
; care plans:
' Excepl when waived under paragraph (c) of this ;
; sectlon, licensed nurses and other nursing 1
i parsonnel. ]
i
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1 T

needed (o ensure compliance then
F353| reassess the need for continued

F 353 Continued From page &6

Excep! when walved under paragraph (c) of this monitoring based on compliance until
section, the facllily must designats a licensed resolved

nurse 1o serve as a charge nurse on each four of

duty.

! g’hls REQUIREMENT Is not met as evidenced
| oy,
: Based on review of scheduls informatjon,
resldent census and condition Infarmation, and
, resident and staff Interviaw, the facliity failed to
{ ensure adequale numbers of nursing stalf were
available {o provide timely care. The resident
census was 111. The findings were:

LI Y S S

1. Review of daily staffing records for Dacember
; 2015 showad on 19 of 31 days (61%) the facilily
: staffed only 3 CNAs to cover B hallways (100,

200, 300, 400, 500 and 600 halis) from 10 PM ta !
6 AM.

2. During interview with (he administrator on
I 1/12/16 at 8 AM he statad, "I'm nowhera near
: where | want to be in terms of sisffing.”

[ N

1 3. Confidentlal resident intarview on 1/12/16 at

} 2:30 PM revealed staffing had improved since the
i surveyars arrived, staling "staff are putting on a

| show” during survay.

i

! 4, Confidentlal interview on 1/15/16 at 10 AM with

i two residents revealsd the staff "do the best thay

- can®, but they felt thare was not enough staff to

! care for all the rasidents. One of the residents

i further added "you know it will go back to how It
was bafore, oncs you guys leave.”

; 5. Confidential resident interview on 1/11/186 at
; 1:50 PM revealed there was not usually enough
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! | _F-356: e Staffin yd
f ] [ Information, ' 7]
F 353: Continued From page 57 , Fas3l th
: help and w/he had lo walt long perlods of time for | ; Corrective Action: \
+ help and madications, : . The Federal Staffing Sheet has been
i ! revised to accurately reflect CNA hours
6. Confidantial resldanl interview on 1/11/16 at 2 worked by adding a separate line for
PM revealed there was not enough staff to "take NA's and is located in 2 prominent place
good care of people” espacially those who were which accessible to residents and
dependant and could not “speak up" for { visitors
themselvas. "
Identification of Others:
7. Confidential resident group interview on
1112116 at 3 PM revealed 12 of 13 of thess There aro o other residents who are
residents felt merefomre n%t adec;uate numbars affected by this.
of staff especiafly for the night shift. They stated
“they're just under staffad.” In addition, these Systemic Changes:
residents had been told the call kghts wers to be The Scheduler has been educated on F-
used for “emergencies onjy. 356 and its specific requirements for
: ; posting the Federal Staffing Hours.
8 Interview with the administrater, LPN #1, and |
* the unlt assistant on 1/16/16 al 8:38 AM ravealed ; . The Administrator and/or designee will|
: thera was not @ minimum staffing level. The i i check for compliance weekly. Non-:
staffing assignments ware basad on census and : compliance will be corrected timely, !
acuity. Addillonal Information related to this }
method of stalfing was not provided, During the | Monitoring:
Interview, the administrator revealed one CNA per : ;
The QAPI Committee will evaluate
:g" wortl;lng along with & nurse was thought to be effectiveness of the systemic changes
equate. based on additional interventions as|
9. Raview of the “Resident Gansus and needed to cnsure compliance ‘hzz
* Conditions of Residents” dated 1/14/18 showed reassess the need for continue:
i the residant census was 111, Continued review monitoring based on compliance until
showad 105 of these residents required resolved
{asslstanoe of ane or two staff for transfers; 106
: residents required this level of assistance with
 dressing; 103 required this leve! of assislance | ?
with sating, and 104 of the resldentis requirad this ! ’
{evel of assistance with lollet use. !
F 358 | 483,30(e) POSTED NURSE STAFFING F 356
SS=8 | INFORMATION
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!

The facllity must post the following Information on :
a dally basis: :
o Facliity name.
o The currenl date.
* 0 The total number and the actual hours worked
. by the following categarles of licensed and
; uniicensad nursing staff directly responsible for
! resident care per shifi;
! <Registerad nurses.
- Licensed practical nurses or licensad
vocationa! nurses {as defined under State law).
- Ceriified nurse aides,
o Resident census,

The facilily must post the nurse slaffing data

| specified abova on a dally basls at the beginning
{ of each shilt. Data must be posted as loliows:
: 0 Clear and readabla formal. !
i 0 Ina praminent place readily accessible to
 resldents and visilors,

Lb e s g v

[ —"

The facllity must, upan oral or writen raquast,

. make nurse staffing data avallable to the public

" for review at a cost not to exceed the communlty
; standard.

The facility must maintain the posted dally nurse !
staffing data for a minlmum of 18 months, oras |
required by State law, whichever Is greater.

This REQUIREMENT Is not met as evidenced
b ']

Based on observation, staff interviaw, and raview
of dally nurss stalfiing sheels, the faclity falled to
ensure the posted nurse staffing sheets met the
i requirements for 20 of 20 days reviewsd
1 (12/27115-1/15/18), The findings were:

F 356
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F-364: Appearance
i Palatable/Prefer Temp
F 356 | Conlinued From page 59 ; F 356 Z} 7}“
} Corrective Action:
| Observation on 1/15/16 at B:05 AM revealed the | Dictary stafl was educated that food will
i rnattee%cl’:“y "Ul:;y stafﬂnglgilgee:s WG{I?hNOt " not be held on the tray line longer than
!loca a readily accessible place. The posting i for to service.
was placed in a plastic holder which was altached 30 minutes prior to s
to the walt near the chart room. Tha posting was .
high enough on the wall a resident in 2 ; _I;i‘een;l'l:a’c:urz: ; :ig/t::::re monitored for
wheelchalr would not be able to see It or reach it, | : :
their palatability and attractivencss by
In addition, review of the dally sheets from the Dictici Areas thal needed
' 12127115 to 111516 showed the information failsd ;e Lletician, dressed with  th
t to seperate the Gertified Nurse Aldes from j comection were mddressed with the
: non-cerilfied aldes. intarview with the !r dietary staff.
administrator, unit assistant, and LPN #1 on
1/15/16 at 8:38 AM revealed they were nol aware I Systemic Changes: .
of the posting placement/accessibility The Registered Dietician or designee
raqulr'ament and that the number of and the will conduct resident satisfaction surveys
actual hours worked needed to ba listed over quality, appearance, temperature,
specificlly for CNAs. - : Navor, and varlety of the food 10 times
F 364 | 483.35(d)(1)-(2) NUTRITIVE VALUE/APPEAR, F364: in one week then S times per week
§5=E | PALATABLE/PREFER TEMP ! , thereafter. Arcas showing dissatisfaction
¢ will be addressed in a timely manner.
Each resident recelves and the faclitty provides E Y
food prepared by methods that consarve nutritive Monitoring:
v:llue. t!]l:mt"t an:: appearance, and food thatls | The QAPI Committee will evaluate
tpema 'Zra!t'lraemd ve, and at the proper ; effectiveness of the systemic changes
] P ’ based on additional interventions as
: needed to ensure compliance ) then
| This REQUIREMENT Is not mel as evidencad reassess the need for  continued
1by: monitoring based on compliance until
| Based on observation, staff interview, resident resolved
, Interviaw, and review of food committse meeting
I minutes, the facility falled to ensure food was
, palalable during 1 of 3 meal observations. The
 findings were:
Review of the 1/7/16 Foeod Commiitee Meeling
minutes showed the residents had concems that
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F 364 | Continued From page 60 F ag4| Store/Prepar/Serve-Sanitary \Z/ﬂ
Included the food no! tasting good. Observation ' .
on 1/1218 at 5:35 PM showsd the “smotherad 1 Corrective Ahgtlon%u ¢ hood. and oven )
steak” appaared ovarcooked and the noodles The ice machine, d‘“ oy e Diets
were drled out and sticking together. Intsrviaw have been cleancd by °h b Ty
with random residents In the dining rooms Manager. The dictary staff has been
revealad the steak was overcooked and tough, educated on the need and manner in
There were also complaints about the noodles which these areas are o be cleaned by
being uneatable. At 6:10 PM a meal tray was the Dietary Manager.
tested with the District manager present. The lest
resulted in appropriate temperatures; however, Identification of Others:
(he steak was difficult to cul and had an The Dietary Manager has made a quality
overcooked outer breading. The noodles were check on the prep areas in the kitchen for
overcocked and were clumped logether. cleanliness. Areas that are not up to
Interview with the district manager at that tima ~ ; standards have been cleaned.
: veriﬂeg these itams for that meal were not ;
palatable. He stated the cooking/holding method | .
'for the noodles nesded lo be improved as well as j Systemic Chianges:
A cleaning schedule has been developed
using a differant product next time for the steak. { ! . d. and sto
F 371 483.35()) FOOD PROGURE, Fayy; nd the ice machine, hood, and stove
1 §S=F STéREIPREPAR E/BERVE - SANITARY « will be cleaned weekly under the |
. . supervision of the Dietary Manager of
The facliity must - i designee. The Dletician or designec will
(1) Procure food from sources approved or conduct & quality check weekly for one
| cansidered salisfsclory by Federal, State or local month then monthly thcrca.ﬁer. .Non-
authoritias; and compliance will be acted on in a timely
(2) Store, prepare, disiribute and serve food manner,
under sanftary conditions X
t : Monitoring:
; | The QAP! Committee will evaluate
i [ cifectiveness of the systemic changes
! i based on additional intervt!mtions as
i liance then
é This REQUIREMENT Is niot met as evidenced | needed to ensure comp
: by: '
| Based on observation and staffinterview the |
i facillly failed lo ensure 2 of 2 ice machines (the |
| maln dining room lce dispenser, and the secured
| unit e machine) were maintainad in a clean and i i
|
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F 371 | Continued From page 81

sanitary manner. In addition, the hood venls and
conveclion oven in the kitchan wers not clean.

| The findings were;

! Accarding to Food Code 2013, U.S, Public Health
Service: 4-601.11 "(A) Equipment food-contact
surfaces and utensiis shall ba clean to sight and
tauch...(C) Nonfood-contact surfaces of
equipment shall be kept free of an accumulation
of dust, dirt, food rasidue, and other debris."

1, Observation on 1/11/16 at 1:40 PM showed the
ica dispensing machina In the main dining room
had a bulld-up of water deposits and molst debris
on the exterlor, also tha draln contsined standing
; water and brownish gelatinous textured globs of
» an unknown substance. The interior Ice producing
elements were also soiled with discolored debris.
fnterview with the district manager on 1/14/15 at
. 3:15 PM revealad the dlelary department was not
: responsible for tha sanitation of the ice machines,
| Intarview with the mainlenancs director on
1/14/15 at 3:50 PM verified he was new {o the
position and was not aware of the (ast time the
dining room ice dispanser or the ice machine
iocated on the secured unit were cleaned and
sanflized. interview with the administrator and the
reglistered diatitian on 1/15/18 at 8:45 PM verified
a policy and procedure relatad to the sanitalion of
the machines was not availabls,

2. Observation on 1/11/16 at 1:40 PM showed the
hood vents ahove the range and grill wers solled
with thick grease and dust. Also the convection
oven was heavily sofled with burmed on food and
grease, Obsarvallon on 1/14/16 at 5:05 PM
showed the condition of the hood vants remalined
unclean, and although the oven had been wiped
out, it ramained In need of tharough cleaning.

s ——

F371} resolved

CROSS-REFERENCED YO THE APPROPRIATE
DEFIC! .

monitoring based on compliance until
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F 371, Continued From page 62 F a79; Physician Z/ﬂ e
! Interview with the certified dlstary mansger on : i
1114116 2 5:20 PM veried the hoods 8.g oven ; Corrective Action o
1 were in need of more fraquant cleaning. i The physician is moniloring and making |
4, F 385 | 483.40(a) RESIDENTS' CARE SUPERVISED BY | F 3g5| Fecommendalions regarding resident #76

i

R

| reatment) to be done every month,

was complsted on 12/18/15, The result was 1.8.
Further review of the laboralory result showad the -

§5=D: APHYSICIAN

f A physician must personally approve In writing a

: recommendation that an individual be admilted lo
afacility. Each resident must remain under the
care of a physician,

each resident is suparvised by a physician; and
another physician supervises the med!cal care of
residents when thelr attanding physiclan Is
unavaliable,

1 This REQUIREMENT s nol mel as evidenced

by:
Based on medical record raview and staff

, Interview, the facllity failed to ensure physician

superviion of care related to laboratory test
resulis for 1 of 4 residents (#76) with
anti-coagulant treatment requiring monitoring.
The findings were:

Reviaw of the 11/8/16 admisslon MDS
assessment for resident #78 showed dlagnoses

! that included alrlal fibrillation and coronery artery

disease, Revlaw of physician's orders showad a
1211515 order for & PT/INR (a laboratory test to
determine the effecliveness of anti-coagulant

Review of laboratory resulls showed a PT/INR

The facllity rmust ensure that the medical care of

i

¥

i

INR results and Coumadin doseage.

Identification of Others

The Director of Nursing / Designee will
completc a facility wide audit of
physician notification of laboratory test
results completed in last 60 days,
Physician notifications will be completed
a s needed.

Systemic Changes

The Director of Nursing or designee will
conduct weekly audits for four (4) weeks
and monthly for three (3) months to |
confirm physiclans were notified of
laboratory results and responded.

The Director of Nursing or designee will
complete weekly sudit for 4 weeks and
then monthly thereafter of anticoagulant
management. Corrective actions will be
taken as needed based on findings.

The Director of Nursing / Designee will
provide education to licensed nurses on
physician notification of [laboratory
results and documentation of response.

Monitoring
The Director of Nursing will report the,
findings to the QAPI Committee to]
cvaluate the effectiveness of the
systemic changes and  implemen
additional interventions as needed ta

FORM CMS5-2587(02.08) Pravious Versions Obsclate
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i f F-387 Frequency and Timeliness of \‘ Q
F 385, Continued Fram page 63 v F385{ Physician Visits Zlﬁ
¢ suggesled therapeutic range was 2.0 - 3.0. |
1 Handwrilten notes on the result paper showed the | Corrective Actlon L
i physiclan was faxed the subtherapeutic result on ! Resident #25 has had & physician visit
*12/18/16, end again on 12/28/16. There was no ; and is receiving physician visits in
| evidence ta show the physiclen respondad to the *  nccordance with federal regulations. |
| nolifications unti! 1/13/18 (26 days after the result | §
; was received by the facility). i ' Identification of Others
Designee
1 Interview with the DON, ADON and reglonal | ll;ﬁ Mcz:iflﬂtkim;:cm:;ﬁ:: a::!li%nio
: nurse consultant on 1/15/16 beginning at 2:05 PM ' firm that residents had a physician
: confirmed the physician had not responded to the ; - conlirm paysicl
‘  laboratory result in a timely manner. f‘fe'fi't lﬁeq“el"".y in :“mian';::‘s ‘3}:}
t\ F 387, 483.40(c)(1)-(2) FREQUENCY & TIMELINESS |  F 387 eral rogulalions. Arranger
55=p | OF PHYSIGIAN VISIT ; be made for physician visit fo;i any
i residents which are not in compliance
The resident must be sean by a physician at least ¢ with regulations.
once every 30 days for the first 80 days atter ]
iadmlssion. and at lsast once every 60 days : i Systemic Changes .
i thereafter. i The Medical Record Manager / Designee
: : will conduct weekly audits for four (4)
A physician vislt Is considerad timaly if It occurs wecks and monthly for three (3) months
not later than 10 days aflar the dale the visif was to confirm residents arc receiving the
raquired. frequency of physician visits in
accordance with federal regulations.
' dical Records Manager will
This REQUIREMENT s rot met as evidenced | I;';,ry“:;,y‘:fcm T residents that are
y: : = . i
Sased o s acrd i a O oD o
interview, the facliity falled fo ensure 1028 Visit s & lcted. I required.
sample residents (#26) had physiclan vislts at the | :;::: ‘LZ ';e:t f:?:::lete d by qun g ng'
E frequency required. The findings were: ’ l physician the Medical Director and
! Raview of the medical racord showed resident !
#25 was admilted on 1/27115 and had diagnoses
that included atlal fibrlitation, depression, senile
delusion, astsoporosis, hypertension and
insomnia, Review of physliclan visit information
showed tha last ims the resident was seen by a
FORM CMS-2587(02-09) Previous Vanions Obsotele Evenl ID:RRZEN Faclity {D- WY0023 il continuation shaet Pags 84 of 71
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f : ified and will follow up.The Nursin
F 387 ; Continued From page 84 | Fas7 :{(grlrfni: ::mi‘;islra‘t,or / lguignee wilgl
: physiclan was 10/28/15 when admitted to lhe provide education to licensed nurses and
{ hospital for a surgical repalr lo histher feft hip. Medical Record Manager addressing the
¢ Prior to that visll, there wera notes from the i monitoring of the frequency of physician
; resident's primary care physiclan daled 8/3/15, | visits in accordance with federal
i naarly 5 months pravious. In addition, the visit | ] ulations
* prior {o June was on 2/12/16. inlerview with the | ; TeB '
, DON on 1/15/16 at 2:65 PM ravealed thers was i J
! no addilional information relaled to physiclan ¢ | Monitor ing - il
; Visits for this rasident. i The Medical Records Manager X;’ :
F 425 483.80(a),{b) PHARMAGEUTICAL SVC - " Fd426] report the findings to the Q
58=0} ACCURATE PROCEDURES, RPH v Cf?n;mmei toicvaéuale the zﬂi';:':l‘;emn::i
] of the systemic changes an
| Tha facility must provide routine and emergency additional interventions as needed to
drugs and biologicals to its residents, or obtain ensure compliance and then reassess the
them under an agraement describad in need for continued monitoring based on
§483.76(h) of this part. The facllity may permit compliance until resolved. L/
unficensed personnel to administer drugs If State ){(
law permits, but only under the general i F 425 Pharmaccutical Service = o
I supervision of a licensed nurse. i Accurate Procedures 4 [
’ . ’ Corrective Action
A facllily must provide pharmaceutical sarvices The medications for resident #106 were
| (including procedures that assure the accurate delivered from pharmacy on 1/3/16.
1 acquiring, recelving, dispansing, and ! Resident #30 discharged on 2/5/16.
tadministering of all drugs and blologicals) to meet : The medication for resident #30 was
the nesds of each resident. ; delivered on 1/13/16.
The facility must employ or obtaln the services of !
: & licensed pharmaclist who provides consultation I Identification of.Oth?rs
; on all aspects of the provision of pharmacy An audit of physician's orders coxppared
services in the facility, to medications available will be
completed by the director of Nursing or
designee to deteymine if all ordered
: This REQUIREMENT is not met as evidenced :
: Bésed on medical record review and staffand !
} resident interviews, the faciiity failed to ensura
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prescribed medications were avallable for 2 of 35
sample realdants (#30, #108) who required
madication therapy. The findings were:

1. Revlew of the nursing admission assessment

showed resident #106 was admitted (o the faciity
on 1/2/16 al 2:30 PM. Interview on 1112115 at2 |
| PM with the resident revealed s/he was unable to |
rest during the first night at the faciiity because
she did nol receive schedulsd bedtime :
| medications until the following day. The resident
i stated s/he asked the nurses for the bedtime
, dose of medication to religva his/her restless leg
syndrome, but nurses told the resident the
. medication had not arived. The resident further
staled s/he recelved paln medication, but it did
! not provide the complate rellef achleved with the
{ medication prescribad for lhis condition. Ravisw
1 of the January 20168 MAR revealed medication
, orders included the foklowing medications;
+ cerlirizine for allergy symptoms, buspirone for
. depressive disorder, gabapentin for right hip
subluxation, and Requip for restiess leg
syndrome. This review showed the 4 medications !
were scheduled to be administered at bedtime on f
1/2/16; but, instead were adminislered the :
following day on /3/16. Durlng an interviewon |
; 1/15/16 &t 6:456 PM the DON confirmed the i
“ medications were nol available on 1/2/16. She
also stated the facility's system for getting
medications from the pharmacy for newly
admitted residents was not imely.

2. Reviaw of the 12/15/15 admission MDS
assassment for rasident #30 showed the rasident
had dlagnoses that included fusion of spine and
low back pain, The assessment further showed
the resident had almost constant pain that
interfered with sieep and limited his/her activities,

§

1

+
[}

Systemic Changes )
The Director of Nursing or designee will
educate the licensed nurse on having all

: ordered medications available and in

correct dose. The education will include
process for ordering medications and
process to follow if medications are not
readily available, including utilization of
emergency drug kit or contacting
physician for alternative,

The Director of Nursing or designee will
audit medication availability, including
correct dosage 3-5 times per week for 3
months. Corrective actions will be taken
as needed.

Monitoring

The Director of Nursing will report the
findings to the QAPI Commitiee to
evaluate the effectiveness of the
systemic changes and implement
additional interventions as needed to
ensure compliance and then reassess the
need for continued monitoring based on
compliance until resolved,

F-465:

Safe/Functional/Sanitary/Comfortable |

Environment
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i b and in the
! correct dose, Corrective actions were
F 425 | Continued From page 65 F 425} taken as needed for any discrepancics,

\v
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: DEFICIENCY)
—cCurreetive Actions:—-
The water soaked ceiling tiles in the dish
F 426 Continued From page 66 F426] @ om have been replaced, The duct tape
The following concerns were Identifled; on the air vents has been removed and |
a. Interview with the resldent on 1/13/16 at the vents have been cleaned.
12:42 PM rew'aaiad 8/he had not received ¢
prescribed paln medication when it was due on N
11216, and was still walting for the medlcation to 1dentification of °“‘F;‘- Jooked at th
[ arrive al the facllity. The resident stated s/he was The Dictory Manager has looked at the
in significant pain. ceiling tiles throughout the kitchen .for
b, Review of physician orders showad the ¢ water soaked tiles, bloclfed and/or dirty
resident had an order for Fentany! palch 75 vents. Any noi-compliant areas were
] mcgn}our to be applied avery 72 hours as needed remedied in a timely manner.
! for pain, ;
{ . Review on 1/13/16 of the residents MAR ! Systemle Changes:
i for January 2016 showed the Fentanyl patch was The Dietary Manager and or designee
last administerad on 1/9/16 at 10:22 PM. will check the condition of ceiling tiles
d. Review of ths progress nole dated 1/12/18 and vents in the dish room for
and limed 10:40 PM shawed “cal into after hours cleanliness and water damage weekly for
l pha_r mbacy rzgardlng fentany! patches not baing onc month then monthly thereafter.
’ EZ?AHM!S'..P armacy walling on new hard script ; Non-compliant arcas will be remedied in
e. Interview with the consultant pharmacist on ! a timely manner.
y 1114116 8t 12:30 PM revealed a refli request for )
- the Fentanyl patches had been mads by the Monitoring: . " uat
i facllily on 1/10/16, and the pharmacy had sent the The QAPl Commitiee will evaluate
- refill to the facllity on 1/13/18, effectiveness of the systcmic thnges
f. Interview with the DON, ADON and based on additional interventions as
corporale nurse on 1/15/16 beginning at 2:05 PM needed to ensure compliance . then
revealed the medication should have been reassess the need for continued
reorderad earlier In ardar for it to have been monitoring based on compliance until
. dellvered before it was dus to be administered, yesolved
"l F 465 | 483.70(h) F 465
58=0] SAFE/FUNCTIONAL/SANITARY/COMFORTABL
E ENVIRON ‘
: The facllity must provide a safe, functional, f
; sanitary, and comfortable environment for J
residents, staff and the public, : :
i
i : !
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E.514: bl
Accurate \l(p d
F 466 [ Conlinued From page 87 F 465 pl‘ﬂ’ —
This REQUIREMENT s not mel as evidenced j Corrective Action ; S
by The missing documentation for residents i 2
* Based on observation, and staff interviaw, the #59, #77 and #88 arc not sble to be \ ( (e
: facility falled to ensure the dish room celling was corrected due to length of time since 3\/‘;,( : M
! safe and sanitary. The findings were: | omission. FJ p
Obsarvation on 1/14/18 & 3:25 PM showed the 7o)
celling In the dish foom had two tles which were Identification of Qthers w &
An sudit has been completed by Director allu
j sagging due lo water damage, Both thes wers | ! desi to identify an 2
: localed above where staff stood while using the ! of Nursing / des B betic. and by
} dish machine. In addltion, 3 celling vants wers | residents that are diabetic an e
i Closed off with duct tape. There was also a large | finger stick blood sugar orders and or
vent In the center parl of the ceiling which had a . insulin orders. The audit includes
thick accumulation of black dust visible In the | checking for parameters for physician .
vent layers. Interviaw with smployes #1 who was | notification of blood sugar results and
washing dishes at that time, revealed the tiles notification of physician of results
leaked when I snowad and she was worried the outside of the parameters and insulin !
tiles may fall In. She was uncertsin why the vents administration per orders.  Corrective |
l were closad off with duct tapa. Interview with the actions will be taken as needed. t
: administrator an 1/14/18 at 5:30 PM revealed he
was Unsura how long the dish room celling had An audit will be completed by Director
been damaged, and was unsure why the vents of Nursing or designee of medication
were covered with duct tape. Further, the and treatment administration records for
administrator verified the dusty vent neaded to ba .
the past 2 weeks to identify any
cleaned and maintenance was nesded. instances where medication or treatment
F 514 483.75()(1) RES FS14 £:s not provided due to pattern of
SS=D EEECORDS-COMPLET E/ACCURATE/ACCESS|B resident refusal or suppliesl no(i b:i:g
' available. The sudit will also include
| The facllity must malntain clinical records on each checking that vital signs sre completed
) resident in accordanoe with accapted professional 8s needed and that any parameters for
1 standards and practices that are complete; medication administration are followed
| accurately documanted; readlly accessibls; and
! systemalically argantzed, §
The clinical record must contain sufficlent ;
Information to Identify the resident; a racord of the i
resident’s assessments; the plan of care and i
¥
1] H
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c
635024 8. WING 01/1512016
NAME OF PROVIDER OR SUPPLIER SYREET ADDRESS, CITY, STATE, ZiP CODE T
4305 S POPLAR
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{x4) 1D SUMMARY BTATEMENT OF DEFICIENGIES o ] PROVIDER'S PLAN OF CORRECTION )
M
| R e pam e i | "EI | EiomeiEAToruitithe | couon
_and renson for BHER'SR: documented.
Corrective actions will be taken as
F 514 Continued From page 68 F 514 needed including physician notification.
services provided; the resulls of any
preadmiasion screening conducted by the State; An audit of pain scale documentation for
and prograss notes. the past two weeks will be completed to
! identify any patterns of omissions ig
i tations, Corrective action wi
| This REQUIREMENT s not met as evidenced i g:‘i:x,na:n:eeded for identified trends.
i . i
; Based on medical record review and staff :
interview, the facility fallsd to ensure medical ¢ i %"g’iﬁc :‘.‘hm:_gﬁzrsm or designee will
record information was accurate and complete for | { the Lirec g‘; 0 i B 4 nurses  on
3 of 35 sample resldents (¥59, #77, #88). The  : , educats  the licensed mnurses
findings were; H ¢ documentation on eclectronic medical
' record, including documentatiqn 9f
1. Review of tha 11/12/15 quarterly MDS finger stick blood sugars, insulin
assessment showed resident #88 had dlagnosea administration, pain  levels, and
that Included disbeles. Review of the physician ! documentation of refusal of medications
orders showed the resident was lo recelva 5 units including reason. The education will
" of NovoLog insulin before meals, with the ' also include process for checking for
 medication to be held if the resident's blood sugar . omissions in  documentation and
‘ was below 150. Review of the January 2016 MAR . reconciliation before leaving shift.
i revaalr:-#‘ the lollowing concamts}i , !
8. here was no evidence the resident's The Director of Nursing or designee will
' blood sugar was checked or the Insulin audit finger stick bloodgsugar orders and

administerad prior o 10 meals between 1/1/16
. and 1/14/16.
b. The resident was administered insulin on 3
occaslons when the blood sugar was indicated to !

results and insulin administration weekly
for 1 month for correct administration
and physician notification of results

i h

be below the specified parametar of 150. ] outside of parameters. After 1 month,

c. The resigant wasp administered insulin 14 random oudit of 3-5 finger stick blood

times with no documented blood sugar. sugar results and follow up will be
d. Interview with the DON on 1/15/16 at 8 PM completed weckly for 2 months.

confimad there was no additional documentation
to pravide related to the resident's insulln ; '
administration, H i

: 2. Reviaw of the Dscember 2015 MAR showed
; regident #77 refused medications. The refusals
i were documented by the nurse circling his or her
“ Inliiale and thers was no further documentation
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Cc
535024 8. WiNG 81/15/2016
NAME OF PROVIDER OR BUPPLIER STREET ADDRESS, CIYY, STATE, ZIP CODE B
4308 § POPLAR
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(%410 SUMMARY SYATEMENT OF DEFIGIENCIES ) PROVIDER'S PLAN OF CORRECTION (8}
EACH DEFICIENCY MUST 8E PREGEDED BY FULL ETIVE
PIAG " | NEGULATORY OR oG ENT VIS T e "IAG | COMSRETERENCED 16 TN ARIULDRE | cauPiErion
Corrective  actfffCIH0 be taken as
needed based on findings.
F 614! Continved From page 69 F 514 . .
| related lo the refusals. In addifion, there ware The Director of Nursing or designee will
' blanks on the MAR with no additional notes. Of complete an audit of medication and
!the scheduled medications for December 2015 treatment records weekly for | month
: there were 77 blanks with no documentation to and then a random audit of 25% of
: show the medications wera given or refused, records weekly for 2 months for patterns
of refusals, documentation of refusals,
3!-‘ RGVLE‘:V heOf the PhySE:BQ oédsrs for ';“'da"t #58 unavailability of supplies or medications
Bk e Was lo ‘observe pain every and physician notification and obtaining
ShifL” Review of the January 2016 MAR showed vital signs as ordered and administering
6 shifts betwasen 1/1/8 and 1/13/46 with no f ici d
i medication per physician  orders.
{ gg::m:s;:gggs?e;ht?\: ;2:;33:.: aln Corrective actions will be taken as }
: P needed based on findings.
£ 4. Intarview with the DON, ADON, and corporate
* RN on 1/15/18 &t 2:15 PM verified information {  Monitoring . o
» was lacking and the medical record was not . The Director of Nursing will report the
complete relatad lo these medication issues. ; findings to the QAPl Committce to
F 6201 483.75(0){1) QAA F520. cvaluate the cffectiveness _of the
s8=¢ | COMMITTEE-MEMBERS/MEET systemic changes and  implement
QUARTERLY/PLANS sdditional interventions as needed to
ensure campliance and then reassess the
need for continued monitoring based on
A facility must maintaln a quality assessment and compliance until resolved.
assurance commiltee conslisting of the director of
s hursing services; a physician designated by the F-520: QAA Committee- ; I (¢
| gggﬂi‘;ﬁ::tgf:' teast 3 othar members of the Members/Meet Quarterly/Plans 7
Corrective Action:
The quality assessment and assurance
' committae meels at least quarterly to Identlfy P"ﬁ”;]“““ce ].’t"‘p“mm;"v'is:;a':: E:‘T:z
}Issues with respect lo which quallty assessment have been writien °'('i |
. and assurance activilies ars necessary; and effectively identify and correc
 develops and Implements appropriate plans of
action to corract [dentified quality deficlencles, i !
{ AState or the Secratary may not require
* disclosure of the records of such committea !
i except insofar as such disclosure Is ralated {o the ! i
; !
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535024 B. WING 04/15/12016
NAME OF PROVIDER OR SUPPLIER STREET ADDRESS, CITY, GTATE, ZIF CODE
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L N I R (U B
e ! REGULATORY OR LSC IDENTIFYING INFORMATION} i céossnesesggcewgwég?gg&%uolfnﬁs e
3 e i i n the
areas the Facility is cumently not in
F 520 Continued From page 70 f F 520/ compliance with State and Federal
compHance of such commities with the : Repgulations.
requirements of this section. :
Identification of Others:
§ Good faith attempts by ths committee lo Identify A rcviefv of currently active PIP’s not
;a'Ld °,°";°°t qu&llt‘tgﬂdaﬂcianules will not be used aSi related to the non-compliant arcas was
: 8 basis for sanctions. : completed by the Administrator. PIP's
) } shown to be ineffective have been
This REQUIREMENT Is not met as evidenced | revised by the QAP members.
by: :
Based on staff intarvisw and reviaw of survey Systemic Changes: q
results, the facliity falled to implament an effective The QAP members have been educate
quality essessment and assurance program to on F-520 and the QAPI process by the
Identify and corract praviously Identified i District Director of Clinical Operations,
deficlencies In @ varlely of areas, The findings |
were: i An effective QAPl committee will
i identify issucs with respect 1o which
Revlew of the 4/30/15 previous recertification quality assessment and  assurance
survey showed clied deficianclas included: F225, ¢ activities are necessary; and develop and
: F::t:é F250, Fagtg'b FS;Z’. 5323 A:ithDUQh these ! implement appropriate plans of action to
 citations were put back into compliance on t identified quality deficiencies.
6/10/15, these citations are being cited again ¢ comect icentified quality Ieneles
! durlngrtltélls1 1/15/18 survey. In addltion, raview of Monitoring:
- the 11/18/15 complaint survey showed the facliity N
, was oul of compliance and panding a ravisit A A\;t;ekly r°p°nn3"h:h:fg;%:::‘:;f‘:?ﬁ
survey {o determine compliance with citations QAPI program and its :
F281, Fa08, F315 and F388, During the current be presented to the District Director of
i survey dated 1/46/16 thase areas remainad out of Clinical Operations for review and
compliance. Interview with the facility corrective actions where necessary until
administrator on 1/15116 at 5:36 PM verified resolved.
further development of the quality assurance
pragram was needed {o ensure effactive
intervenlions to corract the ra<clted areas. !
}
i
. i ;
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