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F 000 | INITIAL COMMENTS F 000| Preparation and sxecution of this response
and plan of correction does not constitute
an admission or agreement by the provider
GCOQ%T&[: Ig;g“g&:g:;:?é%’g?g;ﬁ 7"{”‘133’;1’1%(& of the truth of the facts alleged or conclusions
B/28/17. The survey was prampted by coniplaint ‘ set forth In the statement of deficiencles.
; Intake \WYQ00002488. . { The plan of correction is prepared because
' o o It Is required hy tha provisions of the state
The following comman abbreviations are used - |and fedaral law, For the purposes of any
throughout this document: , allegation that the facllity Is not in substantial
‘ | compliahce with the federal requirements
DQN:'“ Directer of Nursing of participation, this response and plan of
MDS: Minimum Data Sat correction constftutes the facility's allegation
RN: Reglstered Nurse of cormpliance in an aceordance with the
CNA:. Certifled Nursing Assistant i state operations manual.
Legs commonly used abbreviations will be
annotéted In gach deficiehcy. :
1 F201|483.15()( VO REASONS FOR F 201| 1. Resident #4 no longer resides in the facility.
1 ss=p| TRANSFER/DISCHARGE OF RESIDENT Resident #1 still resldes In the facility.
. » Resident #1 will not he discharged or
(c) Transfer and discharge _ transferred while awaiting the discharge '
(1) Facllity requirements appeal, unless Identified and documented as
an immediste health or safety risk.
() The faciitty must permit each resident to 2. There are currently no other residents In
ramain in the facility, and not transfer or the facllity that have received a notice of the
discharge the resident from the facillty unless- facility's intent to discharge and have
: requested an appeal,
(A) The transfer or discharge is necassary for the 3.The facllity's Executive Director will review
ragident's welfare and the resident's needs and update the language contained within
cannot be met in the facllity; future notices (those with respect to
. ' ‘ endangered health and safety of other
‘ (B) The transfer or discharge s appropriate residents). The language will be strengthened
bacause the réaldent's hesith has improved (pragmatically) to incluca "failure to discharge
sufficlantly so the resident no longer needs the or transfer would endanger the health and
sarvices provided by the facility; safety of the resldent and other Individuals In
‘ the facility". If the facllity Is convinced that the
/(C) The safety of individuals In the faciiity.Is discharged patient does not pose a threat to
endangered due to the clinical or behavioral the safety of other Indlviduals In the facillty,
status of the resident; the patient will be readmitted.
. i |
LABORAT R

EFREGENTATIVES SIGNATURE : e T
* _ Drenutive Director U212
Ahy d8fielancy Btata .

hrefiding wi (*) danctey & daflolanay which the Institution may be excused fiam corracting. praviding It Is deterriined that
dther safeguards providy suMclant protection to the patients, (See Instructiona.) Exoapt for nurelfy homes, the findings statéd above are disclosable éo_ddys
Tellowing the dite of survey whather or not » plan of correqtion ls provided: For nursing homies, the above findings and plans of correction are disclosAbin 14

&V o THe faclity, If deficlencles are olted, an epproved plan of corraction is requlsite fo continued

. days following the ‘ . .
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(D) The health of indlviduals in the facllity would
otherwise be endangered;

(E) The residertt ha:o fal!adfbaf(ter g?,“nahl?dand
approprigte notice, to pay for (or to have pa
uggerpMedloare or Medicald) a stay at the facliity.
Nonpayment applies if the resident dues not
submit the necessary paperwork for third party
payment or after the third party, ingluding
‘Medidare or Medicaid, denles the claim and the
resident refuses to pay for his or her stay. For a
resldent who bacomes eliglble for Madicald after
admission to a facllity, the facllity may charge a
resident only aliowable charges under Medicald;
or :

(F) The faclilty ceases to operate.

(Il) Thefacllity may not transfar or discharge the
resident while the appeal s pending, pursuant to
§ 431.230 of this chapter, when a residant.
exercises his or her right to appeal a transefer or
discharge notice from the facliity pursyant to §
431.220(a)(3) of this chapter, unless the fallure to
discharge or transfer would endangar the health
or safety of the resident or ather Indlviduals In the
faclty. The facllity must document the danger
that fallure to tranafer or disgharge would pose,
This REQUIREMENT e not met as evidenced

Based on medical record review and étaff
interview, the facility falled to ensure 1 of 2
sample residents (#4) were not discharged or
transferrad while awalting a discharge appeal and
not Identified as an immediata health or safety
risk. The findings ware:

1. Review of the 8/22/17 quarterly MDS
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F 201 | Continued From page 1 F 201 |In addition, In future instancas where the

facility's Interdisciplinary Team has assessed a
patient to pose a danger to themselves or
others, the facliity Executive Director will
review the medical record to ensure sald
emanate danger Is assessed by the - ‘
Interdiscipitnary téarm, that then witt develop “ '|*
meaningful intervantions to address the
resident's needs. Facllity staff will be trained to
implement these Interventions, tha success or
fallure of the interventions will be monitored
and the procass will be repeated as necessary.
In this circumstance, the proof that a discharge
Is unavoldable will exist in the medical record.
The facllity will ensure any resident(s) that
receive an Intent to discharge notice are not
discharged or transferred while awalting a
discharge appeal, unless the discharge Is
documented as unavoidable In thair medical
record. The facility will identify these resident(s
on thelr "discharge” care plan.
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F 201 | Continued From page 2 , F 201} An audit was completed on Qctober 18, 2017,
assessment showad resident #4 had diagnoses and as needed after that, by the Executive
which Included non-Alzheimer's dementia, Director or designee to ensure any resident(s)
depression, and frontotemporal deritentla. Review awalting a discharge appeal is not discharged
of the §/22/17 discharga MDS assessmant or transferred, unless the discharge is
showed the resident was dischargid on 8/21/17. documented as unavoidable In the medical
The-disoharge was not plahnad and return was record. A (Teepa Snow) demantia training has
not anticlpated. The followlhg concerns were been provided in October to staff, including
| ldentified: ' ’ handouts and a 2.5 hour video with
a. Revisw of a discharge notice dated 8/4/17 Informatlan, tips, and technlques on
showed the facllity Issued an Intent to discharge "Challenging Behaviors in Dementia Care:
noticé to the rasident's spousa relgted to “safety Recognizing and Meeting Unmet Needs,”
and/ar wall-being of Individuals In the facliity." The 4. The results/ findings of the audit(s) will be
discharge should be consldered "iymedigte reviewed at each of the facllity's Performance
which Means, a8 soon as practicgblé." Fulther Improvement Committee meetings,
review showéd the latter contalined information Note: The facllity's QAPI meetings
about the residetit's right to appeal discharge or consist of {at least) the facllity's Executive
. transfer. : . Director, Medical Director, Director of Nursing,
‘ b. Review 6f a letter from the resident's and Director of Soclal Services. Other
spouse datad 8/10/17 showad thé famlly had attendees as applicable and appropriate. The
requestad an appeal of the discharge. committee reviews at a minimum, and
c. Raview of a diacharge notice dated ©/6/17 contlnually, Internal audits of facllity systems,
showed the facillty lasued an Intaht to discharge facllity policies, compliance issue(s), other
notice to the resident's spausa reléted to the Quailty Measures, et. al. If the committee
faclity's "secured unit closure, effastiva Ottober recognizes a problerhatic trend(s) within ariy of
5th, 2017." Further review showéd:the letter the review(s), the committee or a
contained informatlon about the residant's right to | subcommittee is assigned to create ahd
appes! dischiarge ¢r tranefer. implement an action plan deslgned specifically
d. Review of a social services note datad to mitigate the outlying trend. Subsaquent
8/21/17 and timed 7:38 PM showad staff had meetings review the results of the action
reported the resident kicked CNA#1 In the left plan(s),
knes at "around" 4:30 PM. Following the inoident 5. Compllance met on or before October 27,
the resident "returned to baseline quickly." The 2017, '
palice, primary physician, on-call physiclan, 10/27/2017
medical director, and the resident's family
member wera notified.
e. Review of a physioian record of visit dated
8/21/17 and untimed ehowed the'rasident had
frontotemparal dementia, Intarmittent outbursts of
aggressive bahaviors, and an Inconsiatent sleep
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F 201

Zyprexa (antipsychotic) to 20 milligrams (mg) by

-8/21/17 and untimed showed the resident

| aggression. The resldent's primary care physician

{ thes nursing facllity; however, the physiclan had
disgussed return with the nursing facility's

| placed an a hold. The physiclan did not agree
| with either option and Instructed the fagility to

Continued From page 3

pattern In which the resident "may go" more than
36 houts without sleep, Further review showead
the medical director increaséd the résident's

mouth every evening at hours of sleep &nd to

continue to work on transfér to a facliity that could

“bettar meet [histher] need.” '

f. Raview of the "physiclan intarim orders”
sheet dated ©/21/17 and timed 8:15 PM ahowed
the medical director ordered the resident to be
transferred "elther by officar ér ambulance" to the
ER (emergency room) for evalugtion related to &
dlagnosis of "frontal tempora! lobe dsrigntia with
violent unpravoked outburst assaulting ataff and
resldents." ' -

g. Review of an "ER Adnilsglon Report” dated

presented to the emergency department via
police ascort sacondary to epleodes of

had contacted the ER to notify them the resident
had an order for “do not transpért except for
palliative management." Tha ER physislan
documented the resident was "codpserativa” and |
although.the physician had ordéred Haldol to be
administerad a8 neadad for agitation, it was never
raguired. Further, the report showed the

residerit's family wanted the resident to return to

adminlatrator and was told the facllity was
"unwilling to take thair patient back."

h. Review of a hospital physiclan's note dated
8/21/17 and timed 8:10 PM showed the physician
spoke to the facility about the reslderit and the
facllity requested the resident be transferred to -
the hospita! via the palice or ambulance and

F 201
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Continued From page 4

*hold off* on action until the physiclan could
discues the situation with his/her attending
physician, Further, the physlclan's note showed
the physician attémpted to call the faciity back;
however, the staff member tha physician had
heen commiunicating with was no [onger at the
facliity: The physliclan left a message for the
facllity "not to transport” the resident,

1. Review of & hospital physiclan's nots dated
8/21/17 and timed 10:51 PM showed the residant
was medically oledred by the ER physiclan and
could return to the facllity, however, tha facility
“refused readmiaslon and thus abandoned the
patient" resulting In the resldért being admittad to

‘the hospltal,

. Interview with CNA#1 on 8/28/17 ravealed
the resident kicked him on 8/21/17 and was
discharged following the inoldent. Further, the
CNA reveslad he dld not think the Incldent was
"that bad", and the resldent "returned to normal"
following the incident.

k. Interviaw with the administrator, DON, and
soclal wervices diractor on 9/28/17 at 11:08 AM
oonfirmed the residant was discharged on
9/21/17 by the facliity's medical director and
would nat be aceepted back to tha facllity.
Continuad interview revealed the police officer
was at the facllity for twa hours prior to the
discharge and could not take the resldent until &
physician order was obtaingd since the resident
had returned to basalina, Further, it was
confirmed the realdent had been iseued two
discharge notices previously, an appaal was
pending at the time of tranefer, and It was not
normal practice for the facllity to refuse to allow a
resident ta return to the faclity following a hospital
transfer.

|, Interview with the long term care
ombudsman on 10/8/17 at 11:20 AM revealed the

F 201
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F 201! Continued From page & F 201
resident had been transferred to another skilled
nursing facility that did not have a securad unit.
Further, she was not aware of any additional
sefvices that would he provided by the facllity the
resldent was bansferred to.
F 203 | 483.15(c)(2)-(8)(8) NOTICE REQUIREMENTS F 2031, Resident #4 no longer resides in the
s8=p | BEFORE TRANSFER/DISCHARGE facllity. B L
2. Any resident who I involuntarily transfarred
(c) (3) Notice before transfer. Before a faglilty or discharged and provided a notice as
transfers or discharges a resident, the faoflity as specified by the regulations.
must- 3. Policy and pracedure reviewed/updated to
reflect the requirements that all residents wh
(1) Notify the resident and tha resident's are Involuntaﬁliy transferred or dlschargad\:vt!(l)
representative(a) of the transfer or discherge and have recelved a notice as specifled in the
tha reasons for the meve In writing and in 8 regulations. Furthermore, the notlce will
language and manner they understand. The include all required elements. Staff training will
facility must send a copy of the notice to a reflect the regulatory requlrelments The facillty
:-_epres;gntatge of g‘ef fdﬂ::‘:f the State Executlve Director (or her designeei will
ong-ierm Lare UMby n. review, or log, each invaluntary transfer or
(If) Record the reasons for the transfer or S&i‘ih‘:" ge °tffecm;te? by & notice to ensure
discharge In the resident's medical racord in . Th m“l 5T esuhat ons.
accordance with paragraph (a)(2) of this section; o T resule o the aforementloned log will
and e reviewed at each of the facllity's
Performance Improvement Committee
(11 Includs In tha notice the items deecribed in meetings, as applicable.
paragraph (b)(5) of this seetion. gbggmpllance met on or before October 19,
{c) (4) Timing of the notice. 10/19/2017
(I) Except as specified in parag'rapha (b){4)(11) and
(b)(8) of this section, the notice of transfer or
discharge required under this section must be
made by the facility at least 30 days before the
rasldent Is transferred or discharged.
(i) Notice must be made as soen a8 practicable
before transfer or discharge when-
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Continued From page 6

(A) The gafety of Individuals In the faollity would
be endangerad uhder paragraph (b)(1)(U)C) of
this section;

(B) The health of individuals In the facliity would
be endangered, under paragraph (BY(1XI)(D) of
this saction;

(C) The resident's Hiealth Improves sufficlently to
allow & more immediete trahsfar or diacharge,
under paragraph (b)(1)(iI)(B) of this sectlon.

(D) An immedate transter or dlsoharge s
required by the resident's urgent medical needs,
under patagraph (b)(1)(11)(A) of this section; or -

(E) A'resident has not reslded in the facllity for 30
days,

(c) (5) Contents of the notice. The wrltten notice
specified In paragraph (c)(3) of this section must
Includa the following:

(i) The reason for transfer or discharge,

() The effectiva date of transfer or discharge;

(Iily The looation to which the resident is
transferrad or discharged;

(v) A statement of the resident's appeal righta,

Including the name, address (malling and emall),

and telephone number of the entity which
recelves such requests; and information on how
to obtain an appeal form and asaistance In
completing the form and submitting the appeal
hearing request;

F 203
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! (v) The name, address (mailing and emall) and
: talephonse number of the Office of the State
Long-Term Care Ombudsman;

(vI) For nursing facility residents with intellectual
énd developmantal disabliities or felaled
dieabliities, the mailing and emall address and
telaphone number of the agjency respanslble for
the protection and advocacy of Individuals with
davelopmental disabllities egtablished under Part
1 C of the Developmental Disabllities Asslstance
g and Bill of Rights Act of 2000 (Pub. L. 108402,

‘ ‘codified at 42 U,5.C. 15001 et seq.); and

(vit) For nursing facliity residents with a mental
‘disorder or related disabifities, the malling and
emall address and telaphone number of the
agency responalble for the protection and
advocacy of Individuals with @ mental disorder
established under the Protection and Advocacy
for Mentally Hll Indlviduals Act.

(c)(8) Changes to the natica. If the Information in
} the notice changes prior to effecting the transfer
or discharge, the facliity must update the

| reciplents of the notice aa aoon as practicable
once the updsatad information becomes avallable,

{c)(8) Notice in advance of facliity closurs. In the
case of facllity closure, the thdlvidual who is the
‘administrator of the facility must provide written

{ natification prior to the impending closura to the
State Survey Agency, the Office of the State
Long-Term Care Ombudsman, residents of the

1 facility, and the resident reprasantatives, as well
‘| a8 the plan for the tranafer and adequate
relocation of the residents, as requlred at §

HORM CMS-2667(02-00) Previous Varsions Obsclets Bvent ID:INSEOTT  Faclity ID; WY0043 ‘ If ontinuation sheat Page 8 of 14
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483.70(1).
This REQUIREMENT Is not met as evidenced
by:

Basad on medical record review and staff
intarview, the facliity falled to update orissua a
new notlce before a transfer or diecharge for 1 of
1 sample realdent (#4) who was not allowed to
return to the facllity. The findings were:

1. Review of the 8/22/17 quarterly MD3S
assessrent showed resident #4 had dlagnoaes
which included nonsAlzhelmer's dementia,
depression, and frontoternporal dementia. Review
of thé §/22/17 discharge MDS agsessivient
showed the resident had an un-planned
discharge on 9/21/17 and return was not
anticipated. Tha follawing concerns were '
[dentifiad: , ’

d. Review of a soclal services note dated
B/21/17 and timed 7:36 PM showed staff had
reported the resldent kicked CNA #1 in the left
knee at "around" 4:30 PM. Following the incldent
the resldent "returnad to baseline quickly.” The
police, primery physician, on-oall physiclan,
medieal director, and the resident's family
mémber were notified.

f. Raview of a "physician Interim orders”
sheet dated 5/21/17 and timed €:16 PM showed
the medical director ordered the rasident to be
transferred "either by officar or ambulance” to the
ER (emergency room) for evaluation related to a
diagnosls of "frontal temporal lobe dementia with
violent unprovoked outburst assaulting staff and
rasidents.”

g. Review of an "ER Admission Report' dated
9/21/17 and untimed showed the resident
prasented to the emergency department via
police escort sacondary to eplsodes of
aggression, The resident’s primary care physiclan

FORM GM5-a567(02-86) Fravious Varsions Gbiolsle Event 10:N8ga11 "Pactity 1D: WYDO012 It continuation sheat Page -9 of 14
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had contacted the ER ta notify them the rasidant -
had an order for "do not trénsport except for
.palilative management." Further, the resident's
family wanted the resident to return ta the facliity;
. howaver, the physician had discuased return with. '
§ the faclilty's administrator and was fold the faclilty e
S S was "unwilling to take thelr pgtient back." Tomehn e
‘ h. Reviéw of a hoapltal physician's note dated
9/21/17 and timed 8;10 PM showad the phyaiclan
_spoke to the facllity about the, resident and.the
facllity requested the resident be transfered to |
: the hospital via the police or ambutance and, ..
i placed on a hold. The physiclan did.not agres
N with elther option and Instruetsd the fagility to -
e | "hold off* on actien untfl the physicidn ¢ould
W dissuss the situation with his/her attending =
vl physician. Further, the phyaiélaii's note showed
| the physician attempted to call the faliity back;

-  howevar, the staff member s/he had been |
communicating with was no loriger &t the facility,
i 0 and the physician left a message for the facllity .

) “not to transport” the resident. ‘ , o
‘ 1. Revlew of & hospital physiclan's note dated

| 8/21/17 and timed 10:61 PM showad the resident
was medically cleared by the ER physician and

: 1 could return to the facility; however, the facllity
“refused readmigsion and thus abandoned the
patlant” reaulting in the resident being admitted to -
the hospital. '

k. Interview with the administrator, DON, and
soclal esrvices director on 9/28/17 at 11:08 AM
i revealad an updated or new discharge notice that
; Included the reason for discharge or transfer wed

‘ not lssued at the time the resident was
transferred to the hospital ¢n 8/21/17.

F 353 | 483.35(a)(1)-(4) SUFFICIENT 24-HR NURSING F 353 1. Resldent #4 no jonger resides In facility.
88=D | STAFF PER CARE PLANS ,

'

.. 'FORM CM3-2667(62-99) Provious Versions Obsolste Event (D: NESO11 Faclity ID: Wyoo1s - " if continuation sheet Page 10 of 4
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. DEFICIENCY)
F 353 | Continusd From page 10 F 353| 2. A 100% Care Plan sudit was conducted on
483,35 Nurelng Services October 18, 2017 by the facility's Executive
’ Director and/or designee. No other care plans
: The facllity must have sufficlent nuraing staff with reference the assessed need for 1 to 1
the appropriate competencies and skills sets to - supenvision.
provide nursing and relatad services to gasure 3. Galng forward, If the facllity's care plan
resident safety and sttain or maintain the highest team assesses a patlént's need for 1to 1
practicable physical, menta, and psychosoclal supervision, ;he_faglllty will provide the
well-baing of each resident, as detarmined by 'supen“vislon:wlt'hou‘t; the assistance of the
resident assessments and Indlvidual plans of care family/Interestad party. Moving forward,
and considering the number, acuity and new hires, In the nursing department, will
dlaghoses of the facillty's resident population in complete the Challenging Behavlors In
accordance with the facility asssssment required Dementla Care: Recognizing & Meeting
at §483.70(e), Unnet Needs" training.
[AS linked to Faclilty Assessment, §483.70(s), wil 4. The results/ findings of the audit
ba implemented beginning November 28, 2017 will be reviewed at each of the facllity's
(Phése 2)) ‘ Parformance Ifnprovement Committee
meeting.. .
(a) Sufficient Staff. §. Compllarice met on or bafore October 18,
(a)(1) The facliity must provide servioes by 207. .
' sufficient numbers of each of the following types 10/19/2017
| of parsonnel on a 24-hour basls to provide
nursing care to all residents in accordance with
resgident care plans:
(1) Except when walved under paragraph (s) of
this section, licensed nurses; and
(i) Other nursing personnel, including but not
limited to nurse aldes, .
(a)(2) Excapt when walved under paragraph (e) of
thie section, the facllity must designate a licénsad .
nurse to serve as a charge nurae on each tour of .
duty.
(a)(3) The facllity must ensure that licensed
nurses have the specific competericies and skil
sats necessary to care for residents’ needs, as
,' é’om cm-émm-ao) Frovious Versions Cbsolels Event D:NESO1 Facily 10: VY0012 " if continuation shaet Page 11.6f 14
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ldentlfied through resldent assessments, and
described In the plan of care,

(a)(4) Providing care Includes but Is not limited to
assessing, evaluating, planning and Implementing |
resident care plane and responding to resident's
neads,

This REQUIREMENT Is not met as évidenced
by:

Based on medical racord raview, raviaw of facllity
g staffing records, and staff interview, the facliity -

% falled to ensure adequate staffing to ensuré

b resident safety for 1 of 1 sample resident (¥#4)

g whio required 1 to 1 supervision, The findings
were!

1. Review of the 8/22/17 quarterly MDS showed
resident #4 had disgnoses which Included
non-Alzhelmer's dementia, depression, and
frontotemporal dementia, The following concemns
were ideptifled:

a, Review of nursing note dated 8/2/17 and
timed 1:54 PM showed resldant #4 was found In
another rasident's room and the nurse ohserved
the resident punching the othar resldert,

1 Resident #4 was placad on one-on-one
supervision,

b. Review of a soclal services note dated
8/7/17 and timed 2:07 AM.showed the rasident's
| slgnificant other was contacted related ta the
ona-on-one for the resident. The note showed
soclal sarvices explained the "facliity policy” was
| to "seslst with 1:1 [one-to-one] for 72 hiours
following a physically aggressive eplsode. After
the 72 hours [the facility] would néed [himMher] to
provide that service [him/herself] or find eomeons
to help. [The facllity] asked [spouse's name] to
provide a schedule of [his/her] aveilability so that
(the facllity} could plen staffing accordingly.

FORM CMS-2667(02-96) Pravidus Versions Obsclete ~~ Event (D:N88011 " Faciity ID: WYDD18 i oolntlnunltbn shest P;i:h 120f 14
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contactad the pravious day reiated to an

.reasonakble to be hare 24/7 and that outeide of

{Spouse's name] did not provide the information

until Monday moming. [Spouse's name] has beei |

uncooperative with finding alternate plscement
gnd providing 1:1 services as requested, [The
feicllity) spoke with {spouse's name)] again this
morning and asked [herfhim) specifically when
[s/ihe] 18 working..." Furthet, the noté showead “...
[Sthe)] stated that [a/he] could not afford to hire
anyoeiie o come during those times. [The facliity]
iriformed [him/her] that 1:1 sérvices are not
somathing [the facllity] can continue to provide.
(Spousé's nama) atated "Ok well [ have to let my
dogs out.now bacause they are suffering too
because of this. Then | will be up there." [Social
services director] and [adrinistrator] notifled of
[his/er] inabillty to provide 1:1 services during
the rb%:aswd times..." , '

¢. Revisw of a soclal services noted dated
9/13/17 and timed 12:02 PM showed police were

altercation during which the resident punched a
staff mamber. Further review showed "...On
9/13/17 socigl services approached [spouse's
nama) with & latter clearly stating the times In
which she agreed to be In the facility to provide
1:1 care with [resident's name)], Soclal Services
explained thiat this letter was simply to ensure that
staff would be provided for the 1:1 outside of the
times [spouse's name)] was avallable. [Spouse's
name] stated that [s/he] was "just gaing to be
here all the time." Soclal Services explained that
we as a facllity undetstand that it Is not

[His/her] original times staff would be hers and If
(s/he] chose to stay It would be considered
{his/her] time as a visit and valuntary..."

" d. Raview of the "dally staffing shests" from
B/2/17 to 9/21/17 showed the faallity jdentified the

resident noeded one-on-one care between 8 AM _

L e S -
AR S e e IS s
_ZI:'{JAmepF FREVIDER b“?i;sﬁmusgp —— ‘23"504.9 R wma smea-r Aéénééééﬁ e 09/26/2047 .
| ; e ACDER 418 : :
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from 8 PM to B AM. Further review showed the

| to 8 PM Identified time perlod on 22 out of 60

.soclal services diractor on 8/28/17 &t 11:48 AM

-anesto-one services. Further intrviéw revealad

| apouse was not a facility employee or
.compensated for the cara providéd, and faclity

| spouse was at the faciiity. The Intarview revealed

| Madicald axtraordinary care raté to do 5o,

and 8 PM. No one-on-one ¢care was provided

resldent's apouse was schegulad to provide the
care from 8 AM to 8 PM on 8/19, 8/22, 8/26, 8/27,
8/29, 9/8, and 9/10. Thers was no ldentiflad
one-oh-one careglver for at lsast part of the 8 AM

days,
8. Interview with the adminigtrator, DON, and

confirmed the realdant required orie-to-one care
related:to safety of the resident and others;
however, the facllity did not havé a policy for

the facliity acheduled the resldent's spousa to
provide ona-to-one care far the resldent, the

staff was not scheduled to provide care when the

the facllity would need to add additional positions
to ensure adequate one-to-ong satvices for the
resident snd they had not applled for the

Further, the facliity did not provide any education
to the spouss regarding the resident's behaviors,
intarventions, or re-direction to prevent incldents
from ocourring.

F 353
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