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An individual resident may self-administer drugs i
the Interdisciplinary team, as defined by The facility will ensurs that
§483.20(d)(2)(ii), has determined that this patients who self-administer
practice is safe. medications have been evaluated
to determine that this practice is
safe. This will be accomplished
This REQUIREMENT Is not met as evidenced by;
by:
Based on staff and resident interview and medical A. Resident #81's primary
record review, the facility falled to ensure one nurse will perform a
(#81) of one sample resident who self medication self-
administerad medications received a seif administration
administration of medication evaluation, The assessment te ensure
findings were: that she is safe to sslf-
medicate.
Review of the medical record for residant #81
revealed there was a physician's order far B. All residents who self-
Aspercreme (analgesic for pain) to be kept at the administer medications
badside. Interviaw with the resident on 9/24/08 at have the potential to be
5 PM confirrmed s/he used the medication to affected by the lack of
relleve aches and pains. Review of the medical an assessment to
record-revealed-there-was-no-avidense-the determine-safepractice;
resident was evaluated for safety in seif
administration of madications. Interview with C. A medication self-
clinlcal nurse manager #1 oh 8/25/08 at 12:50 PM administration
confirmed there was no evaluatlon completed for assessment will be
self administration of medications, completed on all
F 241 | 483.15(a) DIGNITY F 241 residents upon
5S=E admission and with any
' The facility must promote care for residents in a significant change of
manner and in an envirenment that malntains or condition.
enhances each resident's dignity and respect in
full recognltion of his or her individuality. D. The nursing director
will perform a monthly
audit to enswie that
This REQUIREMENT is not met as evidenced medication self-
by: administration
Based on observation, staff, resident and family assessments have been
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completed on all new
residents and those
with ¢hanges in
condition. The data will
be aggregated and
reported quarterly to
the VP of Resident
Care Services, the
medical director, and
Quality Council.
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interview, and medical record review, the facillly
falled to ensure 2 (#4, #3) sample residents and B
(#12, #27, #33, #73, #74, #92) non-sample
resldents out of 35 residents who requlred dining
assistance were treated with dignity. The findings
Were;

1. Observation on 9/24/08 from 6:23 PM to 7:27
PM (one hour and 4 minutes) revealed non
sample resident #33 was seated at the dising
table with one other resident. Observation during
this time revealed no staff member acknowledged
the resident or that s/he was unable to open the
potato chip bag or cut up the kot dog, even during
the four minutes certified nurse aide (CNA) #3

The facility will ensure that
residents who require assistance
with dining will be treated with
dignity. This will be
accomplished by

A

Resident #33 will be
provided assistance
with meal set-up.
Resident #92 wilt be
provided assistance
with meal set-up and
feeding assistance with
meals.
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provided feeding asslstance o the other resident A. Resident #27 will be
at the table. Interview with the CNA on 8/24/08 at provided meal set-up
7:30 PM revealed she never noticed the resident, assistance, cuing and
feeding assistance.
2. Observation on $/23/08 revealed non sample A. Resident #74 will be
resident #982 was piaced at the dining table at provided meal set-up
6:02 PM for the evening meal. Qbservation assistance, cuing and
revealed the resident's meal was served at8:10 foeding assistance with
PM and at that time s/he asked the staff member meals.
who served the meal if she would stay to assist A. Resident #12 will be
with the meal because sthe could not see to feed provided meal set-up
himfherself. Review of the 819/08 annual assistance. .
Minimum Dala Set assessment confirmed the A. Resident #8 will be
resident was totally dependent upon staff for provided meal set-up
gating. Conlinued observation revealed the staff assistance.

L member walked away without comment. Between —-——— “A. Resident #73 will be
6:10 PM and 5:28 PM observation revealad the provided cuing and
resident attempted to pick up his/her glass to take fesding assistance
a drink but was unable to do 3o bacause s/he during meats when the
could not find It. At 6:28 PM (18 minutes after the meal i3 served.
meal was served) CNA #3 assisted the resident A TResident #4 will be

with the meal for feur minutes before once again
leaving the table. Observation revealed after the
CNA left the {able, the resident continued to

provided assistance
with eating when the
meal is served,
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6:15 PM. The resident was not pravided any

revealed the resident "never ata much anyway."
Review of the 8/21/08 care ptan showed the
resident had a visual deficit {Macular
Degeneration),

3. Observation in the assisted dining room on
9/24/08 from 5:47 PM to 7:25 PM revealed non
sample resident #27 was servad his/her maal at
B:05 PM. The resident was sleeping in nis/her
wheslichair at that time. When the meal was
delivered to the table, there was no attempt to
wake the rasident or provide any meal
assistance. AL6:37 PM, 32 minutss later, CNA #2
sat down next to the resident and woke him/har
and preceeded to provide total feeding assistance
for the resident. Intarview with CNA #2 on 8/24/08
at 7:10 PM ravealed she did not know how long
the resident's meal was sitiing on the table prior

resident #16 and all
other residents who
need assistance with
meal set-up and feeding
will receive that
assistance.

Staffing will be
adjusted 50 that
resident #20 and all
other residents who
need assistance with
meal set-up and feeding
will receive that
assistance.

All residents have the
potentinl to be affected
by not receiving the
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F 241! Continued From pags 2 F 244 241 cont
attempt to pick up a glass or utensil but was oon
unable to do so. The resident was taken from the I
table at 7:23 PM after eating approximately less .
than 40% of the meal, based upon the surveyor's A. Staffing will be
estimation. Interview with the CNA at that time adjusted so that

-‘o-her-assistance-She-further-stated-the facility
had & large number of residants who requirsd
meal assistance, and thers were not always
enough staff o go around. Review of the
rasident's care plan last reviewed on 6/18/08
showed the resident required assistance with
meals, and staff needed to be patient with the
resident's efforts.

4, Qbsarvation In the assisted dining room on
8/24/08 from 5:47 PM te 7:256 PM ravealad non
sample resident #74 was served his/her meal at

assistance with the meatl until 6:29 PM, 14
minutes later. During the 14 minutes the resident
made no attempt to help him/herself to the food.

uySiStance tiat s
needed to provide
adequate nutrition in 3
dignified and respectful
manner,

The nursing director
will perform an
gvaluation of meal
service and identify
resident dining needs
and level of staff and
supervision necessary
to meet those needs,
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According to tha residents’ care plan last F241 cont.
up-dated on 8/23/08, the resident needed
supervision with meals and assistance to start
and finish meals. The care plan further
documented the resident can sometimes be cued D. The nursing director
to feed him/herself. wilt develop a quality
improvement project
6. Cbservation in the assisted dining room on based on the results of
0/24/08 from 5:47 PM ta 7 PM revealed resident the evaivation. The !
#12 was seated at the table. When seated at 5:47 project will be tracked !
PM, there was a glass of milk on the tabls for tha and reported to the VP
resident, but the staff did not ask the resident if of Residant Services
s/he wanted anything elsa to drink. The resident's monthly and to the
entree was served at 6:05 PM, at that lima, the medical director and
resident was not provided assistance, or anything the Quality Counoil
else to drink. Over the next 50 minutes, the quarterly.
resident picked up his/her empty coffee cup and !
waved it above her/hls head four times. There :
were elight staff members assisting residents in
the dining room, and none of them responded fo 11/9/2008
the resident's gestures with the empty cup,
including CNA #3 who was seated at resident
#12's table assisting ancther resident from 6:25
untll-8:58-PM-ltwasn't-untl-8:55-PM-when-GNA
#3 finished assisting the other resident, that she
filled resident #12's coffee cup. This was 1 hour
and 37 minutes after the resident came to the
table,
5. Observation in the assisted dining room on
912408 from 5:47 PM to 7 PM revealed non o i
sample resident #12 and sample resident #8 sat
at the same dining table and recalved a bun and
a small, single serving packet of buiter with their
enhtrees at 6:05 PM. Continued observation
revealed neither of the residenl's butter
contalners were gpened by the staff, and rasicent
#12 struggled for more than 10 minutes to open
the hutter container befare another resident at the
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table opened it for him/her, However, the butter
container was dropped on the floor in the

pracass. Resident #12 never received the butter,
ang did not eat the bun, In addition, resident #8
who was only able to use hig/her right hand and
arm, struggled for several minutes to get the
butter container open. With no success at
opening the small contalner, sthe gave up and ate
the bun without butter. Review of the cara plan for
resident #12 revealed s/he required assistance
with opening packages and cutiing food. Review
of the cars plan for resident #8 revealed s/he also
nesded assistance to cut meat and open
containers.

7. Observation on 9/24/08 revealed non sample
resident #73 was brought into the assisted dining
raom at 5:48 PM. At 6:05 PM, the resident’s
antree was served. Howsvat, from €:05 PM until
6:25 PM there was no assistance provided, and
the resident made no attempt to eat or drink
anything, At 6:25 PM, 20 minutes iater, an alde
sat down to assist the resident with the meal,

Reviewof the resident'scare-plan-lastupdated-on
718/08 ravealad the resident required total
assistance by staff at mealtime.

8. Observation of the evening meal in the
asslsted dining room on 8/24/08 from 5:40 PM to
7:15 PM revealed resldent #4's meal was brought
to the table at 6:15 PM and assistance was not
provided with the meal untl 8:35 PM, 20 minutes
fater, Review of the resident's anhual MDS
assessment for 1/3/08 and quarterly MDS
assessment for 8/23/08 confirmed s/he required
total assistance with eating,

Interview with resident #16 cn 9/23/08 at 3 PM
revesled sthe "frequently” withessed residents
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who nesded meal asslstance having to wait
extended petiods during the evening meal, and
sometimas did not recelve the assistance they
needed,
Confidential resident interviews during the days of
survey, 9/22/08 to 9/25/08 revealed 13 rasidents
who stated they had to walit a long time to be
served their meals in the dining room. In addition,
a family member of resident #23 revealed a
concern that there were not enocugh staff an the
evening shift to assist her/his family mermbar in
the assisted dining reom
Interview with resident #20's family member on
9/24/08 at 2 PM ravealed she thought there was
not enough staff to assist residents in the dining
room on the evaning shift. She stated on
"several' evenings sha had observed residents
who did not receive assistance throughout the
entlre meal.
F 250 | 483.15(g)(1)} SOCIAL S8ERVICES F 250 F 250
58=G '
The-facllity-must-provide-medicaily=related-social The facility will ensure that
services fo attain or maintain the highest medically related social services
practicable physical, mental, and psychosocial are provided to residents
well-being of each resident, experiencing anxiety. This will
be accomplished by,
A. The Social Service Director
This REQUIREMENT is not met as evidenced will perform an assessment
by: of resident #9235
Based on observation, resident interview, staff psychosocial needs.
interview, and medical racord revlew, the facility -
falled to ensure soclal services addrassed all of B. All residents who
the psychosocial neads for one (#83) of 17 expericnce anxiety have the
sample residents, The fallure to provide services potential to be affected by
to fully address the resident's anxiety resulted in the lack of medically related
psychosocial harm. The findings wers: social services.

FORM (MS-2567{02-98) Provious Verslons Obsalala Event I1: Qa1 Facillty 10 Wy0024 1f continuation sheet Page 7 of 35



GG . e

Ayoming Dept of Wit R INTED: 10/09/2008

' FORM APPROVED
.yoming Dept of Health - Office of Healthcare Licensi : BET-2- 22008
STATEMENT OF DEFICIENCIES (X1) PROVIDER/SUPPLIER/CLIA (X2) MULTIPLE CONSTRUCTION x3) ggﬁfé’TRE\BEY
AND PLAN OF CORRECGTION IDENTIFICATION NUMBER: A BUILDING Office of Healihcard
. B. WING Liconsing and Survelrs
WY0024 09/25/2008
NAME OF PROVIDER OR SUPPLIER STREET ADDRESS, CITY, STATE, ZIP CODE
POWELL VALLEY CARE CENTER ;é@%‘[‘f_’%’f{*’amss
(X4) 1D SUMMARY STATEMENT OF DEFIGIENCIES ID PROVIDER'S PLAN OF CORREGTION x5
PREFIX {EACH DEFICIENCY MUST BE PRECEDED BY FLLL FREFIX {EACH CORRECTIVE ACTION SHOULD BE COMPLETE
TAG REGULATORY OR LSC IDENTIFYING INFORMATION) TAG CROSS-REFERENCED TO THE APPROPRIATE DATE
o DEFICIENCY)
5000, State Rules and Regulations S 000 e
The facility will ensure that
Rules and Regulations for Program Tuberculin testing shall be
Administration of Nursing Care Facilities accomplished for each empliyee
upon hire prior to direct resident
Section 6. Physical Environment contact. This will be
accomplished by,
(@) {iv) Tuberculin testing shall be accomplished
for each employee upon employment and kbefore A. Employee #4 will not
resident contact begins and annually thereafter. work until the
documented results of a
This Standard was not met as evidenced by Tuberculin testing are
received.
Based on review of personnel files and staff
interview, the facility failed to ensure tuberculin B. Allresidents have the
(TB) testing was completed prior to direct potential to be affected
resident contact for 1 of 5 employees. The _ by caregivers who have
findings were; not been determined to
: be free of -
Review of the employee health records for Tuberculious.

no eviderce TBtesting was performed prior fo C. The infection control
resident contact. Interview with the human nurse will develop a
resource coordinator on 9/24/08 at 4 PM revealed tracking system to

i | she had initially tried to obtain the records from ensure that all
the employee's previous employer but never employees have
received the information. She stated she had completed Tuberculin
made no further attempt to obtain the information testing prior to direct
until 9724/08. . care contact,

D. The infection control
nurse will submit data
to the VP of Resident
Care Services, medical

. director and Quality

employee #4 (hired 7/21/08) revealad there was _ ) N

Council quarterly,

11/9/2008
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An individual resident may self-administer drugs if
the interdisciplinary team, as defined by The facility will ensure that
§483.20(d)(2)(ii), has determined that this patients who self-administer
practice is safe. medications have been evalyated
to determine that this practice is
safe. This will be accomplished
This REQUIREMENT is not met as evidenced by;
by:
Based on staff and resident interview and medical A. Resident #81°s primary
record review, the facility failed to ensure one nurse will perform a
{#81) of one sample resident who self medication self-
administered medications received a self administration
administration of medication evaluation. The assessment to ensure
findings were: that she is safe to self-
medicate,
Review of the medical record for resident #81
revealed there was a physician's order for B. All residents who self-
Aspercreme (analgesic for pain) to be kept at the administer medications
bedside. Interview with the resident on 9/24/08 at have the potential to be
5 PM confirmed s/he used the medication to affected by the lack of
B relieve aches and pains. Review of the medical____| —_an._assessmeni-to et TR
record revealed there was no evidencs the determine safe practice,
resident was evaluated for safety in self
administration of medications. Interview with C. A medication self-
clinical nurse manager #1 on 9/25/08 at 12:50 PM administration
cortfirmed there was no evaluation completed for assessment will be
self administration of medications. completed on all
F 241 | 483.15(a) DIGNITY F 241 residents upon
SS=E admission and with any
The facility must promote care for residents in a significant change of
manner and in an environment that maintains or condition,
enhances each resident's dignity and respsct in
full recognition of his or her individuality. D. The nursing director
will perform a monthly
! audit to ensure that
This REQUIREMENT s not met as evidenced medication self-
by: administration
Based on observation, staff, resident and family assessments have been
CABORATER DIRFJTOR'S OR PROVIDER/SUPPLIER REPRESENTATIVE'S SIGNATURE TITLE (6} DATE
(0 CED 10-20-0%

Any deficiency statement ending with an aslerisk () denotes a deficiency which the institution may be excused from correcting providing it is determined that
other safeguards provide sufficient protection to the patients. (See instructions.) Except for nursing homes, the findings stated above are disclosabla 93 days
following the date of survey whether or not a plan of correction is provided. For nursing homes, the above findings and plans of carrection are disclosabie 14
days following the date these documents are made available to the facility. If deficiencies are cited, an approved plan of correction is reguisite to-continued
program pasticipation.
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Revisw of the 8/23/08 timed at 11 AM nursing
notes for resident #93 revealed sihe requested a
"nerve pill'. Review of the 8/26/08 timed at 7:04
AM nursing notes revealed the resident was . ;
"needy” and rang the call be!l "constantly” (15 to C. Anaudit Oria" m;feﬁfe
20 times per night). Review of the 8/28/08 fimed will be pe e eor o
at 7:18 AM nursing notes revested the regident Social Service dxre:: or
was vary anxious, stated his/her "nervas were ensure tha't residents nd
shot", was "rocking back and forth", was "crying", eXperiencing SIgns & I
and talking fast. Further revlew of these notes symptoms of anxiety have
revealad the resident statad "I'm so nervous and ! an evaluation to defermuine
don't know why." Review of the 8/3/08 timed at needs.
6:32 AM nursing notes revealed the residant . The Social Services
requasted "something for my nerves", Raview of Director will aggregate the
the 8/3/08 timed at 7:17 AM nursing notes data and submit the
revealed the resident was starled on ativan information monthly to the
{antlanxiely medication} as nesded at bedtime for VP of Resident Care
increased anxiety at night and constant ringing of Services and quarterly to
the call ght and complaints of being “nervous," the medical director and the
Review of the 9/8/08 timed at 2:41 AM nursing Quality Council.
notes revealed the resident atso had increased
anxiety in the morning regarding who would be
— —-——Igiving-the-bath-{othernotasrevealed-s/he - - -
frequently refused baths) and ragarding the
fasting accucheck. This note indicated the 11/9/2008
resident rang the call fight every fifteen to twenty
minutes. Review of the 9/10/08 timad at 8:15 AM
nursing notes revealed the resident complained of
"anxiety and panic attacks” and requested
"something for nerves." The resident was told the
antianxiety medication was ordered for bedtime
only. Review of the 9/10/08 timed at 10:40 AM
and timed at 11:30 AM hursing notes revealad the
resldent continuad to complain of nervousness,
anxiety, and panic attacks. The following
concerns were identified;
a. During an interview with the resident on
9/23/08 at 8 AM, sthe stated s/he was vary
FORM CMB8-2667{02.88) Previous Versiong Obsclete Event 10;GaUI1 Facility 1D: WY0024 If cantinuation shaet
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narvous and anxious and described a recent
episcde when s/fhe was so upset she oried, The
restdent further talked about how s/he just did not
understand why s/he was so nervous all of the
time, The resident talked about how sthe was 87
years old and just wanted better "quality of life for
the time | have left." Review of the entire medical
record revealed there wera many notations about
the residant's anxiety, howaver, there was no
avitence psychialric counseling or an evaluation
was performed to determing the cause of the
resident's anxiety. Interview with the sccial worker
on 8/25/08 at 3:20 PM confirmed rno psychiatric
evaluation was performed fo determine the causs
of the resident's anxiety. She also stated she was
aware of the resldent's anxiety but had not really
thought about a psychiatric evaluation. The social
worker stated she had worked on trying {o get the
resident to not stay isolated In hig/her room so
much but had not counseled or worked with the
resident on the causes of his/her anxiety and
fears regarding bathing, tests, care, and life In
general,

F 250

F 272
35=£

b. Refér to faderat citation F309 for additional
dafsils on the resident's anxiety.
483.20, 483.20(b) COMPREHENSIVE
ASSESSMENTS

The facllity must conduct initially and periodically
a comprehensive, accurate, standardized
reproducible assessment of sach rasident's
functional capacity.

A facility must make a comprehensive
assessment of a rasident’s needs, using the RAl
specified by the State. The assessment must
include at least the following;

[dentification and demographic information;
Customary routine;

Far2| E272

The facility must conduct
comprehensive, accurate, and
standardized reproducible
assessment of each resident’s

established by;
A. The following
comprehensive summares

will be completed for

delirfum and mood state.

funetional capacity, This will be

resident #8; cognitive loss,
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Cognitive patierns;

Communlcation;

Vigion;

Mood and behavior patterns;

Psychosocial wall-being;

Physical functioning and structural problems;
Continence;

Disease diagnosis and health condions;

Dental and nutritional status,

Skin conditions;

Activity pursuit;

Medications;

Special treatmants and procedures;

Discharge potenfial;

Documentation of summary information regarding
the additional assessment performed through the
resident assessment protocels; and
Documentation of participation in assessment,

This REQUIREMENT s not mat as evidenced
by:
Pased on medical record review and staff
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F272 cont,

A. A comprehensive
psychosocial well-being
summary will be completed
for resident #3

A. A comprehensive

psychosocial well-being
summary will be completed
for resident #16

A, The following
comprehensive summaries
will be completed for
resident #41; delirium,
cognitive loss, behavioral
symptoms, mood,
psychosocial weli-being,
and nutrition,

A. The following
comprehensive summaries
will be completed for
resident #25: cognitive foss

interview, thefactity talled toensure
comprehensive assessments were campleted in
a variety of areas for 14 (#3, #8, #16, #25, #28,

#37, #41, #53, #61, #62, #65, #81, #93, #07) of

17 sample residents. The findings were:

1. Review of the 6/25/08 resident assessment
protocols (RAPs) for resident #8 revesled the
following conearns:

a. Review of the cognitive logss RAF summary
for resident #8 revealed the assessment was not
comprehensiva, 1t only showed "Froceed with
care planning as cognitive loss RAP triggered due
to resident's medical condition, especially
dementia." Cantinued review revealed thers was
no causal or confounding factors identified,

and nuiritiom,

A, The following
comprehensive summaries
will be completed for
resident # 28; delirlum,
cognitive loss, mood, mmd
nutrition,

A. The following
comprehensive summaries
will be completed for
resident #37: cognitive loss,
behaviorai symptoms,
mood, pressure ulcers,
dentel care, and nutrition.
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-provided-as-to-the-conclusion-the-resident-is-"well

b. Review of the delirium RAP summary
revealed tha assessment was not
comprehensive. It cnly showed the following
statement: "Da not proceed with care planning as
delirium RAP triggered due to resident's meadical
cendltion, specifically dementia," Continued
review revealed there was no causal or
confounding factore identified.

¢. Review of the mood state RAF summary
revealed the assessment was not
comprehensive. The summary only showed:;
"Proceed with care planning as meod state RAP
triggered due to resident's medical condition,
speclfically depression."

2. Review of the 11/28/07 RAPs for resident #3
revealed the psychosocial well-heing RAP
summary was not comprehensive. Review of the
summary revealed only the following statement
was made: "Resident is aware of different roulina
from prior pattern outside community, but is wall
adjusted to routine at care center." Continued
review revealed there was no information

A. The following,

comprehensive summaries
will be completed for
resident #53: cognitive loss
and psychotropic drug use,

. The following

comprehensive summaries
will be completed for
resident #62: delirjum,
cognition loss, visual
function, communication,
psychosocial well-being,
mood state, behavior
symptoms, and activitics.

. The following

comprehensive summaries
will be completed for
resident #65 delirium,
cognition loss, visual
function, communication,
ADL functional/
rehabilitation potentiai,

adjusted to roufine at care center."

3. Review of the 6/4/08 RAPs for resldent #16
revealed the psychosocial well-being RAP
summary was not comprehensive. Review of the
summary revealed only the following statement
was made: "Proceed with care planning as
psychosocial well-being RAP triggerad due to
resident's positive ability to establish hisfher own
goals,"

4, Review of the 7/14/08 admission Minimum
Data Set (MDS) assessment for resldent #41
revealed the following areas were triggered

including: delirium, cognitive logs, behavloral

urinary incontinence,
psychosocial well-being,
mood state, behavior
symptoms, activities, falls,
nutritional stams, dental
care, pressure ulcers,
psychotropic drugs and
physical restraints,

. The following

comprehensive summaries
will be completed for
resident #61: cognitive loss,
vision, psychosocisal well-
being, mood, behavioral,
activities, nuirition, dental
and pressure sores.
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symptoms, mood, psychosocial well-being, and F272 cont,

nutrition. Review of the RAPs for these areas with
the exception of nutrifion, revealsd the
assessments werg not comprehensive, (n the
case of nutrition, a RAP summary was not done.

5. Review of the 8/5/08 admission MDS
assessment for resident #25 revealed the
following areas were triggered including: cognitive
loss and nutrition. Review of the RAPs for these
areas with the excaption of nutrition, revealed the
assassments were not comprehensive, In the
case of hulrition, a RAP summary was not dona,

6. Review of the 1/23/08 annual MDS
assessment for resident #28 revealad the
following areas were triggered including: deliium,
cognitive loss, mood, and nutrition, Review of the
RAPs for these areas with the exception of
nulrition, revealad the assessments were not
comprehensive. in the case of nutrition, a RAP
summary was hot done.

A. The following

comprehensive summarles
will be completed for
resident # 81: copnitive
loss, vision, psychosocial
well-being, mood and
behavior and the feading
tube and restraint triggers
will be removed.,

. The following

comprehensive summaries
will be completed for
resident #93: cognitive loss,
peychosocial well-being,
communication, mood and
behaviors and the trigger for

feeding tube and restraints
will be removed.

. The following

comprehensive summaries

—7-Review-of the-9/9/08-annual-MDS assessment
for resident #37 revealed the followlng areas were
trigoered including: cognitive loss, behavioral
symptoms, mood, pressure Ulcers, dental care
and nutrition, Review of the RAPs revealed the
assessments for cognitive loss, behaviors, mood,
and dental care were not comprehensive, In the
casa of nutrition and pressure ulcers, RAP
summaries ware not dene,

8. Raview of the 10/23/07 admisslon MDS
assessment for resident #53 revealed the
following areas were triggerad including: cognitive
loss and psychotropic drug use. Review of the
RAP for cognitive loss showed it was not
comprehensive, and there was not any RAP done

will'be completed for
resident #97; cognitive loss,
comynunication,
psychosocial well-being,
maod, behaviors, activities,
nutrition, psychoactive
medications, and the trigger
for a feading tube and
restraints will be removed.

. All residents have the

potential to be affected by
the lack of a comprehensive
assessment,
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for the use of psychotropic drugs.

9, Review of the 14/5/07 annual MDS
assessment for resident #62 revealed the
following areas were triggered including: gelirium,
cognition loss, visual function, communication,
psychesocial well being, mood state, behavior
symptoms, and activities, Review of the RAPs for
these areas revealed the assessments were not
comprehensive, and in the cases of dalirium,
visual, communication, psychosecial and
activities, the RAP summary was not done,

10. Review of the 9/2/08 annual MDS for resident
#65 revealad the following areas were triggerad
including: delirium, cognition loss, visual function,
comimunication, ADL functionai/rehabilitation
potential, urinary incontinence, psychosocial well
being, mood state, behavior symptoms, activities,
falls, nutritional status, dental care, pressure
ulcers, psychotropic drugs, and physical
restraln{s. Review of the RAPs revealed delirlum,
cognitlan loss, visual function, communication,

F272 cont,

C. The MDS Director will
perform an audit will be
performed monthly to
ensure that all RAP triggers
have comprehensive
assessments and that
incorrect triggers are
removed.

D. The MDS Director will
aggregate audit data and
submit to the VP of
Resident Care Services
monthly and to the Medical
director and Quality
Council quarterly.

777 AVENUE H
POWELL VALLEY CARE CENTER
POWELL, WY 82435
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11/9/2008

_psychosocial well being,-activities, nutritional
status, dental care, and physical restraints, the
RAP summarles were not completed.

11. Review of the 8/25/08 annual MDS
assessment for resident #51 revealed the
following areas trggered for comprehensive
assessment: cognitive loss, vision, psychosocial
well-being, mood, behavioral, activities, nutrition,
dental and pressure sores. Review of the 8/2/08
RAP summary revealed there was no evidence
the causation or contributing factors were
identifled or assessed in regard to thase areas. In
addlition there was no nutritional RAP completed
at all. Interview on 9/25/08 at 8:25 AM with the
resource nurse who was performing the MDS
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assessments confirmed no comprehensive
assessments were completed in these areas,

12. Review of the 9/7/08 initlat MDS assessment
for resident #81 revealed the following areas
triggered for comprehensive assessment;
cognitive loss, vision, psychosocial well-being,
rood, behavior, feeding tube (resident did not
have a feeding tube} and restraints (resident did
not have restraints). Review of the 9/8/08 RAP
summary revealed there was no evidence the
causation or cantributing facters were ldentified or
assessed in regard to these areas. In addition
there was no nutritiona! RAP completed at all.
Interview on B/25/08 at §:25 AM with the resource
nurse who was performing the MDS assessments
confirmed no comprehensive assessmants were
completed in these areas.

13. Review of the 12/24/07 annual MDS
assessment for resident #93 revealed the

—— following-areas-required-comprehensive
assessment: coghitive loss, psychosocial
well-being, feeding tube (resident did not have
one), communication, mood, behaviors and
restraints (did not utilize restraints). Review of
the 12/27/07 RAP summary revealed thers was
no evidence the causation or contributing factors
were identifiad or assessed [n ragard to thesa
areas, In addition there was no nutiitional RAP
completed at all. Interview on 9/25/08 at 8:25 AM
with the resource nurse who was performing the
MDS assessmeanis canfirmed no comprehensive
assessmants werg completed in these areas.

14, Revilew of the 8/7/08 initlal MDS assessment
for resident #97 revealed the following areas
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required comprehensive assessment: cognitive
loss, communication, psychosocial well-bsing,
mood, behavlors, actlvities, nutrition, feeding tube
(resident did not have one), psychoactive
medications, and restraints (did not utilize
restralnts). Review of the 8/8/08 RAP summary
revealed there was no evidence the causation or
contributing factors were |dentified or assessed in
regard fo these arsas. In addition there was no
nutritional RAP completad at all. Interview on F279
9/25/08 at B:25 AM with the resource nurse who

was performing the MDS assessments confirmed

no comprehensive assessments wera completed The facllicy shall ensure that

comprahensive care plans are
In these areas. completed on all residents. This
Interview with the vice president of resident care will be accomplished by;
services on 9/25/08 at 10:30 AM revealed the .
assessments were being done consistently and A. A comprehensive care plan
comprehensively prior to the switch over to the will be completed on
new computerized system, and this is possibly resident #81.
why thare were problams with the assessments. .
a F 279 | 483.20(d), 483.20(k)(1) COMPREHENSIVE Fa7g| B Allresidents have the
$5=D | CARE PLANS potential to be affected by

SRR S care plans_that are not

A facllity must use the results of the assassment comprehensive

| to davelop, review and revise the resident's

comprehansive plan of care, C. The MDS Director will

perform an audit to ensure

The facility must develop a comprehensive sare that caze plans on all

plan for each resident that includes measurable residents are
objectivas and timetables to maet a resident's comprehensive.
medical, nursing, and mental and psychoscecial
needs that are Identified in the comprehensive
assessment.

D, The MDS Director will
aggregate audit data and
gubmit to the VP of
Resident Care Services

The care plan must describe the services that are monthly and to the Medical

to be furnished to attain or malntain the resident's

highaest practicable physical, mental, and céxrectqni a:;-:;r?;?my
psychosoclal well-being as required under ouncil g y. 11/9/2008
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§483.25; and any services that would ctherwise
be required under §483.25 but are not provided
due to the resldent's exerclse of rights under
§483.10, including the right to refuse treatment
under §483,10(b)(4).

This REQUIREMENT is not met as evidenced
by:

Based on observation, staff interview, resident
Interview, and medica! record review, the facility
failed to ensure the care plan was complate for
one (#81) of 17 sample residents. The findings
were:

Observation on 9/23/08 at 8:30 AM revealed
resident #81 was restless and grimacing,
Interview with the resident at that time revealed
s/he was having signiflcant paln, Further Interview
revealed the resident had requested a pain pill at
6 AM that morning but did not receive it until sthe
received breakfast around 8;30 AM, The resident
further stated s/he was in sush pain breakfast

F 279

| was_no_good or enjoyable_and. sthe_ate very_litile,
Review of the 8/7/08 initial Minimum Data Set
assessment revealed the resldant experianced
dalty paln in the back and Incisional area that was
as imes excruciating. Review of the care plan
revealed paln was not addressed, Interview with
reglstered nurse (RN) #1 on 9/24/08 at 2:45 PM
confirmed pain was a major issue with the
resident and should have been addressed on the
care plan.

483.26 QUALITY OF CARE

Each resident must recelve and the faciity must
provide tha necessary care and sarvices to attain
or maintain the highest practicable physical,
mental, and psychosocial welkbeing, in

F349

resident is provided effective

F 309 the resident is able to attain or

physical, mental, and .
psychosocial well-being. This
will be accomplished by;

The tacility will ensure that each
pain management to ensure that

maintain the highest practicabla
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-resident-at that-time,-s/ha-stated-s/he-was-in-a-lot

accardance with the comprehensive assessment
and pian of care,

This REQUIREMENT s not mel as evidenced
by:

1. Based on observation, resident interview, staff
interview, and medical tecord review, the facility
failed to ensure effective pain managemant was
provided for ona (#81) of 17 sample residents, By
not providing a pain pill when requested, the
resldent {#31) experlencad avoldable pain
therefore resulting in harm. The findings were;

A. Review of the initial 8/7/08 Minimum Data
Set assessment for resident #81 revealed sthe
was able to understand and be understood. This
MDS assessment also showad the rasident had
dally pain in the back and inclslonal srea which
was at times excruciating. On 8/23/08 at 8:30 AM
cbservation revealed the resident was restless
and grimacing. During an interview with the

(X410 ] PROVIDER'S PLAN OF CORRECTION (X5)
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F309 cont,

n‘;nna rger; pmgramP is in (}'C
place 5 vj?\V
450, Zﬂ i) W

A. The primary nurse will
develop a pain management
program for resident #81,

A, The Social Services
Director will develop a plan
to address the psychosocial
needs of resident #93

B. All residents with pain have
the potential to be affected
by an ineffective pain
management plan,

C. The nusing manager will
perform an assessment on
all residents experiencing
pain to ensurg that a pain

The Nwrsing Director will

of pain. The resident stated s/he had requested a
pain pill at 6 AM that merning but did not receive
one until staff brought breakfast to the room
around 8:30 AM. The resident further stated s/ne
was unable {o eat much of hisfher breakfast
because of the pain. (Review of the meal intake
for that meal revealsd the resident consumed
approximately 25% of the food). Review of the
narcetic racords revealed the actual time the
medication was given was at 9 AM (3 hours after
requested). Further review of the narcotlc record
revealad the last time the resldent had a pain pill
was on 9/22/08 at 10 PM {11 hours earlier),
Review of the physician's orders revealed the
resident was ordered Oxycodone/APAP (narcotic

aggregate audit data and
submit to the VP of
Resident Care Services
monthly and to the Medical

11/9/2008
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timed-at-7:04- AM-nursing notas revealed the

Continued From page 16

for pain) every four hours as needed. Interview
with registered nurse #1 on 9/24/08 at 2:45 FM
revealed she did not know why the resident did
not receive a pain pill when sthe requested cne.
She further stated the resident could have had a
pain pill based on the physician's orders,
Interview with clinical nurse manager #1 and the
resource nurse an 9/26/08 at 8:30 AM revealed
they also did not know why the residant did not
receive a pain pill when requested at & AM,

2. In additlon, based on cbservation, resident
interview, staff interview, and meadical record
review, the facllity failsd to snsure nursing
servives addressed all of the psychosoclal needs
for one (#93) of 17 sample residents. The failure
to provide services fo fully address the resident's
anxiety resulted in psychosocizl harm, The
findings were:

A. Review of the 8/23/08 timed &t 11 AM
nursing notes for resident #93 revealed s/he
requested a "nerve pill", Review of the 8/26/08

F 309

resident was needy and rang the call ball
constantly (15 to 20 times per night). Review of
the 8/28/08 timed at 7:18 AM nursing notes
revealed the resident was very anxious, stated
hisfher "nerves were shot', was rocking back and
forth, was crying, and talking fast. Further review
of these notes revealed the resident stated "I'm
s0 nervous and | don't know why." Review of the
9/2/08 timed at 6:32 AM nursing notes revealad
the resldent requested "something for my
nerves”. Review of the 8/3/08 timed af 7:17 AM
nursing notes revealed the resident was started
on afivan {(antianxiety medication) as needed at
bedlime for increased anxlety at night and
constant ringing of the call light and complaints of
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being "nervous.” Review of the 9/8/08 timed at
2:41 AM nursing notes revealed the resident also
had increased anxlety in the morning ragarding
who would be giving the bath (other notes
revealed sfhe frequantly refused baths) and
regarding the fasting accuchack. This note
indicated the resident rang the call light every
fifteen to twenty minutes. Review of the 8/10/08
timed at 8:15 AM nursing notes revealed the
resident complained of anxiety and panic alfacks
and raquested something for nerves. The
residant was told the anllanxiety medication was
ordered for bedtime only. Review of the 9/10/08
timed at 10;40 AM and timed at 11:30 AM nursing
notes revealed the resident continued to complain
of nervousness, anxisty, and panic attacks, The
following concerns were identified:

a. During an interview with the resident on
9/23/08 at 8 AM, s/he stated s/he was very
nervous and anxious and described a recent
episode when s/he was so upsst s/he cried but
nobody would give himvher anything fo calm
himfher down, The resident further stated staff

said-s/he-could-net-have-medleationfor-the

F 308

anxiety because of potential drug addiction. After
that the resldent stated s/he did not care If s/he
became addicted because s/he was 87 years old
and just wanted better "guality of life for the time |
have left."

h. Refer to federal citation F250 for mora
details regarding the resident's anxiety and fears,
¢. During a discussion with clinical nurse
manzager #1 and the resource nurse on 9/25/08 at

8:30 AM it was noted the resident's anxisty also
affected the resldent physically in the following
ways:

1. Potential for skin breakdown: Interview
with registered nurse (RN) #1 on 8/24/08 at 2:45
PM revealed the residant frequently refused to
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leave hisfher bed due fo fear of falling and
therefore did not use the toilet either, The nurse
further stated the resldent was incontinent of
bowel and had constant leakage of urine around
the catheter and therefore was at high risk for
skin breakdown. She stated the resident did not
cuirently have prassure sores but had a history of
them.
2. Potential for and actual {8/24/08 and
8/22/08) urlnary tract infectdons due to the use of
a continuous indwelling urinary catheter; Interview
with the residant an 8/23/08 at 8 AM revealad
s/he worried about constant leakage if sthe did
not have a catheter and that was part of the
reason sfhe was reluctant to leave hisfher room,
Interview with RN #1 on 9/24/08 at 2:45 PM
revealed the resident insisied upon having the
urinary catheter despite the risk of a urinary tract
infaction.
3. Nufritional issues; The resident stated
during an interview on 9/23/08 at 8 AM s/hs ate
all of the meals in his/her room because s/he did
not like to be In crowds and there were tac many
-residents-in-the-dining-room: - T
4. Weakness and decreased mability dua
to refusing to leave his/her bed because of 5 fear F3l2
of falling.
F 312 [ 483.25(a)(3) ACTIVITIES OF DAILY LIVING F 312 The facility will ensure that
S8=0 employees provide adequate
A resident who Is unable to carry out activifles of perineal care and personal
daily living receives the necessary services to hygiene. This will be
maintain good hutrition, grooming, and persenal accomplished by;
and oral hygiene,
A. The infection control murse
will instruct the CNA’Ss on
ineal care and
ms REQUIREMENT is not met as evidenced  eteona! hygiene for
Based on observation and staff Interview, the resident #61,
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facility failed to ensure staff performed adequate
perineal care and personal hyglane for one (#61)
of 4 sample residents who reguired perineal care
by staff. The findings were: B. All residents have the
potential to be affected by
Review of the 8/25/08 annual Minimum Data Set the lack of adequate
assessment for resident #81 revealed sthe perineal care and personal
required total assistance with personal hygiene. hygienic practices,
Observation on 9/23/08 at 9:47 AM revealed
cerlified nurse alde {CNA) #5 assisted the . The infection control nurse
resldent to the tollet using a sit to stand lift. will conduct and
Further observation during the transfer revealed sducational session with all
ihe resldent was incontinent of stool, Observation CNA’s.
showed there was feces and urina on the
resident's clothing, the toilet seat, and the toitet . The infection control nurse
pedestal. Continued observation revealed the will randomly observe
CNA used the same araa of the wipes soiled with CNA’s performing perineal
feces repeatedly as follows: she used ene soiled care and personal hygiene.
wipe sl times, ohe solled wipe three timas, one Results of the ohservations
soiled wipe seven times, ona golled wipe four will be provided to the VP
timas, one solled wipe nine times, and finaily of Resident Care Services
another solled wipe three times to clean the monthly and to the medical
buttocks and upper thighs. To ¢lean the anterlor director and Quality 1
~ 7 |'perifieal area the CNA used one sciled wips thréa Comncil quarterly. 7
times, one soiled wipe six times, and cne soiled
wipe two times. In addition, the CNA used one
sollad wipe two times and another solled wipe 11/5/2008
threa times to cleanse under the abdominal folds.
Interview with the CNA after she Ieft the resident's
room revealed she knew the proper way to
provide parineal care but she was just doing the
best she could under the circumstances. She F323
stated the policy was to never use a sclled wipe.
F 323 | 483.25(h) ACCIDENTS AND SUPERVISION F323 The facility shall ensure a safe
S8=E enviranment, free of accident
The facility must ensure that the resident hazards and that residents
environment remains as free of accident hazards receive adequate supervision to
as is possible; and sach resident receives prevent accidents. This will he
adequate supervision and assistance davices to accomplished by;
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prevent accidants. A. The tool cart will be
removed from the dirty
utility room.
A. The cabinet below the sink
This REQUIREMENT is not mst as evidenced in the west unit will be
by: looked at all times when
Based on observation, staff intarview, and review chemicals are contained
of materlal safaty data sheets (MSDS), the facllity within the cabinets.
falled to ensure a safe environment in twa of
three units. The findings were: B. All residents have the
potential to be injured
1. Observation on $/24/08 at 11 AM revealed the without the provision of a
dirty utillty room an the 100-200 unit was not gafe environment with
locked. Upon entering the dirty utility room, adequate supervision.
observation ravealed a large tool cart with four
drawers parked in the middle of the room, The C. All cabinets containing
drawers contained various tools and hazardous materials will be
miscellaneous hardware suppiies such as locked and tool carts
screws, washers, and nalls. The cart atso containing hazardous
contained a 12 ounce soray can of WD-40 and a equipment or chemicals will
bottle of sllicone spray iubricant. Review of the be stored in locked areas.
MSDS for WD -40 revealed the product may All staff will be educated on
— -— ———-¢ause-chemical-pneumonitis-if-swallowedit-may -the need toprovide-asafe——
also cause headaches, dizzingss, irrtation and environment for the
redness of the eyes, nausea, vomiting, and residems.
diarrhea. The MSDS for the silicone spray
revealed it may cause eye and skin irritation, and D. The housckeeping director
may be harmful if swallowad or inhaled. will perform random
surveys to ensure that all
2. Observation in the secura unit dining cabinets containing hazards
roomfkitchenette cn 9/24/08 at 1:58 PM revealed are locked and that carts are
the cabinet below the sink was unlocked, and not stored in unlocked
there was a spray botile labelad "Multi-Quat areas. Data from these
Sanltizer” being stored in the cabinet. The spray audits will be reported to
bottle was half full. Review of the MSDS for this the VP of Regident Care
chemical revealed, "Causes respiratory tract, eye Services monthly and to the 11/9/2008
and skin bums. May be harmful if swallowed." medical ditector and
Interview with the housekeeper at that time Qualtity Couneil quarterly. |
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Based on a resldent's comprehensive
assassment, the facility must ensura that a
resident -

(1) Maintalns acceptable paramaters of nutritional
status, such as body weight and protein levels,
unless the resldent's clinical condition
demonstrates that this is not passible; and

{2) Receives a lherapeutlc diet when thera is a
nutritional problem.

This REQUIREMENT is not met as avidenced
by
Based on abservation, staff intervisw, and

ragident-and-family-interview, the-facility failed to—-
ensure meal assistance was provided for 1 (#8)
sample resident, and 2 (#12, #33) non sample
resldents out of 35 residents who required
assistance with dining during an evening meal. In
addition, the facility failed to ensure a registered
dietittan (RD) complsted the nutrition assessment
for two (#25, #37) of 16 residents who required a
nutriion assessment. The findings were:

The following cohcerns were identifled related to
dependant restdants baing providad dining
assistance:

1. Qbservation on 9/24/08 revealed non sample
resident #33 was assisted to the dining table by
staff at 5:54 PM. Observaticn revealed the

This will be accomplished by,

A, TResident #33 is expired,

A, Resident #33 is expired,

A. Resident #12 will be
provided meal set-up
assistance,

A. Resident #8 will be
provided meal set-up
assistance.

A. Staffing will be adjusted so
that resident #16 and afl
residents who need meal
assistance will receive such,

A. Staffing will be adjusted so
that resident #20 and all

residents who tieed meal
asgistance will receive such,

A, Staffing will be adjusted so
that resident #23 and all
residents who need meal
assistance will receive such.

A. The dietitian will performa
nutritional assessment for
resident # 25.

A. The dietitian will perform a
nutritional assessment for
resident #37.
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revealed the chemical was used to wipe down the F325
tables in the dining room, and the cabinet should . N n
always be locked when the chemical was being The facility will ensure that eac
stored. The census of the secure unit during the resident roceives meal assistance
survey was 15 cognitively impairad residents. matntains accepiable parameters
F 325 | 483.25() NUTRITION Faps|  of nutritional status and receives
SSsE therapeutic dists when needed.
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residant received his/her meal which Included a
hot dog with no bun and a sack of potato chips at
6:23 PM. The following concerns were identified; B. All residents have the
a. Continued observaticn from the time the potential to be atfected by
resident received the meal at 6:23 PM untll s/he the lack of a nutvition
was taken back to his/her room at 7:27 PM (one assessment by a qualified
hour and 4 minutes) ravezled the resident was provider and lack of
not offered or provided assistance with the meal assistance receiving
at any time. The resldent trled to open the bag of adequate putrition.
potato chips and {o sut up the hot dog during the
one hour and 4 minute observation, but was C. The dietitian will perform
unable to do so. Observation further revealed an audit of all tesidents 1o
certified nurse aide (CNA}) #3 sat at ths resident’s ensure that nutridonal
table and fed the table mate (resident #92) from assessments are completed.
6:28 PM to 6:32 PM but did not ask resident #33 The nursing director will
if s/he needed help opening the hag of chips or i)erfoml an evaluation of
cutting up the hot dog, Continuous obsenvation moal service and identify
from B:23 PM to 7:27 PN revealed the resident resident dining needs and
did not eat or drink anything at all during the level of staff and
evening meal. As the resident was being taken sunervision necessary (o
out of the dining room, the survayors informed pet those need y
staff the resident had nothing at all for the e *
evening meal, not even fluids, Review of the TR
-|-Saptermber 2008 physichin's orders teveated the |~ '"'D""Daé;ﬁﬁéntﬁgﬁiﬁ%ma""'-' B R
resident had a diagnosis of Diabstes, 3‘? ta ol oo v‘?ce
uncontrolled and required insulin. Interview with "elc °t’;s mei?l b it 4 11/9/2008
CNA #3 at 7:30 PM revealed she knew the e ith follome
resident required assistance but felt along wi cis ‘:Wt']':pvp .
*overwhelmed" with the amount of care resldents E::i&r;:rézllvicgs nfonthgr
needed in the dining room. . .
b. Review of the nutrition assessment and to the Mgdmal dll’ti;‘.tm‘
performed on 4/10/08 revesled the rasident and the Quality Counci
required extensive assistance with eating but quaterly.
obsarvation revealad sfhe recelved none,
c. Review of the care plan last updated on
7/8/08 revealed the resident had actual altered
nutrifion and required Boost (nutritional
supplement) If s/he ate lass than 50% of the
meal. Observation of the $/24/08 evening meal
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revealed the resldent received no Boost or other
dietary supplement even though s/he ate nothing.
Interview with CNAES on 9/24/08 at 7:.25 PM
revealed she was unaware the resldent
consumed nothing during the mea! and wouid
offer him/her a Boost nutritional supplernent once
sfhe got to the room.

2. Observation in the assisted dining room on
9/24/08 from 5:47 PM to 7 PM revealed non
sample resldent #12 and sample resident #8 sat
at the same dining ¢table and received a bun and
a small, single serving packet of butter with thelr
enfrees at 6:05 PM. Continued observation
revealed neither of the resident's butter
containers were opaned by the staff, and rasident
#12 struggled for 15 minutes to open the butter
contafner bafore another resident at the table
opened it. However, the butter container was
dropped on the floor In the process, and resident
#12 naver recelved It, and did rot eat the bun. In
addition, resident #8 who was only abla to use
hisfher right hand and arm, struggled for severai
--— -|- minutes-to-get-the-butter container opan,-With-ne 3o | - SRR N ——
success at opening the small container, sthe
gave up and ate the bun without butter. Review of
the care plan for regident #12 revealed s/he
required assisiance with opening packages and
cutting food. Review of the care plan for resident
#8 revealed s/he also needed assistance fo cut
meat and open containars,

3. Interview with resident #16 on 9/23/08 at 3 PM
revealed sthe "frequently” withessed residents
who needed meal assistance having to walt
extended periods for assistance during the
avening meal, and sometimes did not racelve the
assistance they needed.
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4. Interview with a family member for resident #23
revealed a concern that there were not encugh
staff on the evening shift to assist herthis family
member In the asslsted dining roem.

5. Interview with a resident #20's family membaer.
on 8/24/08 at 2 PM revealed she thought thare
was not enough staff lo assist residents in the
dining room on the evening shift. She stated on
several evenings she had obsarvaed some
rasidents who did not receive assistance
throughout the entire meal.

The following concerns wers noted with nutritional
assessments:

1. Review of the nutrition assessments for
resldents' #25 and #37 completed on 8/11/08,
and 8/8/08 respectively revealed the information
contained screening data and notes by the diet
technician. However, the section of the forms
titlted RD assessment were blank. There was not
any assessment made related to the calorle,
protein and fluid needs nor any nota by the

AM revealed the nutrition assessments were not
completed as they should have been, She further
stated these assessments must have been
missed because [t was the facilities system that
the dlet technician collected data, and she would
complete the nutrition assessments for all
residents,

According to the 2008 Standards of Practice
for Registered Diefitians in Nutrition Care,
published by the Amerlcan Diatetic Association,
Standard 1. Nutrition Assessment, The registered
dietitian (RD) uses accurate and relevant data
and information lo identify nutrition-related
problems. Rationale: Nutrition Assessment is the
first of four steps of the Nutrition Care Pracess,
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Nutrition Assessment is a systematic process of
obtaining, verifying, and intarpreting data in order
to make decislons about the nature and cause of
nutrition-related problems. it is initiated by raferral
andfor sereening of individuals ... for nutrition risk
factors. .1t provides the foundation for Nutrition
Diagnosis, the second step of the Nufrition Care
Process, Further, the 2008 Standards of Practice
specifically state: "The RD does not delegate the
nutrition care procass, but may assign certain
tasks for the purpose of providing the RD with
needed information (e.g., screens, gathering of
data and other information) cr communicating
with and educating patients."

483.25(1) UNNECESSARY DRUGS

Each resident's drug reglmen must be free from
unnecessary drugs, An unnecessary drug is any
drug when used in excessive dose (including
duplicata therapy}; or for excessive duration; or
without adequate monitoring; or without adeguate
indications for its use; or in the presence of
adverse consequences which indlcate the dose

PREFIX (EACH CORRECTIVE ACTION SHOULD BE
TAG CROSS-REFERENCED TO THE APPROPRIATE
DEFICIENCY}
F 325
F32e|  F329

The facility will ensure that each
resident’s drug regimen is free
of unnecessary drugs. This will
be accomplished by,

A. The primary nurse will
conduct a sleep asgessment

combinations of the reasons above.

Based on a comprehensive assessment of &
resident, the facility must ensure that residents
who have not used antlpsychotic drugs are not
glven these drugs unless antipsychotic drug
therapy Is necessary to reat a specific condition
as diaghosed and documented In the clinical
record; and residents who use antipsychotic
drugs recelve gradual dose reductions, and
behavioral interventions, unless clinically
sontraindicated, in an effort to discentinue these
drugs.

the results to the primary
physician to evaluate the
need for changes in the
residents’ medication
regimen,

The primary nuzse will
conduct a sleep assessment
for resident #3 and report
the results to the primary
physician to evaluate the
nced for changes in the
resident’s medication
regimen.

—for tesident #62and repott——
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elderly.

2. Review of the medica! recard for resident #3
showed an order for Temazepam 15 my each
bedtime starting on 7/26/07. Review of a
progress note dated 8/22/08 revealed the
resldent's physician cautioned the resident that
Temazepam is typlcally used on an as-needed,
short-term basis and not used daily. The
physician further stated tha risks had baen
explained and including addlction and habituation,

{X4) 1D SUMMARY STATEMENT OF DEFICIENCIES (] PROVIDER'S PLAN OF CORREGTION 1%5)
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F 329 | Continued From page 26 F 32¢
¥329 cont.

. B. All residents have the

'lla';is REQUIREMENT ls not mat as evidencad potential to be affected by
: receivin BESA)
Based on medical record review and staff medicat?o::mc v
interview, the facility falled to ensure 2 (#62, #3)
of 17 sample residents’ drug regimes were free of C. The nursing director will
unnacessary medications, The findings were; perform an audit on
1. Review of the September 2008 recapitulation ;i?igz;z;:::g n;rgxti-
orders for resident #62 revealed tha resident took anxieties and at;ti-
elavil (a tricyclic antidepressant) 25 mg nightly for psychotics to ensure the
Insamnia. The start date for this medication was medications are based on
THTHT. Review of the psychoactive medlcation medical necessity and
guarterly evafuation dated 7/29/08 revealed there medication reduction plans
had been no dose reduction of this medication at (unless contrain dicateﬁ) oo
ahy titme, Further recdrd review revealad no in place
contralndlcation documented by the physiclan for prace.
a dose reduction, In addition, thera was no
comprehensive sleep assessment or care plan D. Tl:f n.“'“i"g di’f:g’rtwgl
for insomnia found In the resident's medical submil aggregate data trom
racord the audits to the VP of
— . ——|-According-to-the "Drug Information-Handbook-for - fi‘,es“:em Sgr:g“—s’ ml‘?d‘cﬂl — -

Nursing", 2007, 8th edition, by Turkeski, Lance, diroctor an 61(?““ ty
and Bonflglio, page 78, Elavl{ was, "the most ouncit quarterly.
anticholinergic and sedating of the
antidepressants”, and it was best to avoid in the 11/9/2008
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-personnel-an-a-24=hour-basis-to-provide nursing—

Continued From page 27

and the resident accepted the risks and was not
Intaresied in changing the regime at this time.
CGontinued review of the resident's madical record
showed no attempt at dose reduction was tried,
there was no assessment of the resident's sleep
pattern, and no alternative interventions for
insomnia were attempted, Interview with the
director of nursing on 9/24/08 at 2:30 PN
confirmed & sleep assessment was not
completed and no alternative interventions were
tried related to the rasident's Insomnla,
483.30(a) NURSING SERVICES - SUFFICIENT
STAFF

The facility must have sufficient nursing staff to
provide nursing and related services to attain or
maintain the highest practicable physleal, mental,
and psychosocial wel-being of each resident, as
determined by resldent assessments and
individual plans of care,

The facility must provide services by sufficlent
numbers of each of the following types of

F 329

F3sa] F353

The facility must have sufficient
staff to provide nursing and
related services, which allow
each resident to attain or
maintain the highest practicable
well-being, This will be
accomplished by,

A. Suffing will be adjusted so
that resident #61 can be

care to all residents in accordance with resident
care plans:

Except when waived under paragraph {c) of this
section, licensed nurses and other nursing
personneal.

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

duty,

This REQUIREMENT is not met as evidenced
by:

requested,

A. Staffing will be adjusted so
that resident #8 will be

provided adequate meal
assistance,

A. Staffing will be adjusted so
that resident #12 will be
provided mea) assistance to
ensure adequate nutrition. .

A. Btoffing will be adjusted so
that resident #33 will be
provided meal assistance to
ensure adequate nutrition,

taken-to-the-bathroom-when-——-— - -
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+was-not-able-to-do-evarything-for-everybedy———

failed to ensure there was an adequate number of
slaif tp provide the necessary care and services
for a census of 98 residents; specifically for one
{#61) resident who was incontinent of bowel and
for eight (#4, #8, #12, #27, #33, #73, #74, #92) of
35 resldents who requirad assistanca with meals.
The findings were:

1. Observation of resident #61 on 9/23/08 at 9:47
AM revealed s/he was incontinent of stool during
the transfer from the fift to the foilet. Observation
revealed the incontinent feces was on the
rasident's clothing, the toilet seat, and the toilet
pedestal, Af the time of the observation the
cerfified nurse aids (CNA) #5 stated If they had
more staff "this wouldn't have happened." She
further stated CNA's had to remaln in the dining
room until all the residents were finished with their
meals. When the surveyor asked If all CNA's
ware required to remaln in the dining room, she
clarified that one CNA remained on the floor but

Upon further Interview, the CNA stated the
resident had said s/he needed to have a bowel
movement when s/he left the breakfast {able at
9:10 AM (37 minutes earlier),

2. Refer to F325 for issues related to staffing that
resulted in a fallure to provide adequate maal
assistance for 1 (#8) sample resident and 2 (#12,
#33) non-sampla residents to ensure adequate
nutrition,

3. Refer to F241 in regard fo lack of adequate
staff to assist with dining that resulted in dignity
tssues for 2 sample residents (#4, #8) and 8 {##12,
#27, #33, #73, #74, #92) non-sample residents.

A,

A,

that resident #8 will be
provided meal assistance to
dino with dignity,

Staffing will be adjusted s0
that resident #12 will be
provided meal assistance to
dine with dignity.

Staffing will be adjusted so
that resident #27 will be
provided meal assistance to
dine with dignity.

Staffing will be adjusted so
that resident #33 will be
provided meal assistance to
dine with dignity.

Staffing will be adjusted so
that resident #73 will be
provided meal assistance to
dine with dignity.

Staffing will be adjusted so
that resident #74 will be

—provided meal assistance to

dine with dignity.

Staffing will be adjusted so
that resident #92 will be
provided meal assistance to
dine with dignity.

All residents have the
potential to be affected by
insufficient staff, which is
needed ta provide dignified
dining and assure adequate
nutrition.
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. , F353 cont,
Based on obsarvation, staff, resident and family
interview, and medical record raview, the facility A. Staffing will be adjusted so
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F353 cont,

€. Angouity tool will be
implidmented to determine
an appyopriste staffing

maode] Bysed on remdint

needs.

D. The nursing director will
apgrepaie data comparing
staffing numbers to the
resident acuity level to the
VP of Resident Services
monthly and to the Madical
director and the Quality
Coungil quarterly.
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Each resident receives and the facility provides at
least three meals daily, at regular times
comparable to normal mealtimes in the
community,

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

The facility must offar snacks at badtime dally,

When a nourishing snack Is provided &t badtime,
up to 16 hours may elapse between a substantial
evening meal and breakfast tha following day ifa
resldent group agrees to this meal span, and a
nourishing snack is servad,

This REQUIREMENT is not met as evidenced
by
Based on confidential resident interview and staff

| Interview, the facility falled to ensure all_residents. | _

were offerad bedtime snacks, Tha findings were:

Confidential interview with thirteen residents
during the days of survey revealed all residents
were not offered bedlimea snacks, The residents
said those residents with diabates and some
other residents' on a list were offered bedtime
snacks, but other resldents had to ask for the
snacks. Interview with certified nurse aide (CNA)
#1 on §/27/08 al 5:25 PM confirmed she passed
bedtime snacks to "diabetics" and other residants
on a list and gave snacks to any other rasident
who asked. Interview with CNA #4 confirmed they
had 2 list of residents with diabetes and other
residents that received hedtime snacks. The CNA

The facility will ensure that all
residents are offered a snack at
bedtime, This will be
accomplished by,

A, Allresidents will be offered
a snack at bedtime.

B. All residents have the
potential to be affected by
the lack of a nourishing
snack at badtime

C. The nursing director will
educate the turses and
CNA’s to offer snacks to all
residents at bedtime.

D. The musing divector will
submit aggregate dats of
those residents offered a
_.bedtime snack compared ta_ .
the census to the VP of
Resident Services, medical
director, and Quality
Council quarterly.

11/9/2008
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F 368 | Continued From page 30 < F 388
further stated that any other resident who asked Fa44
for a snack was provided with one. " .
F 444 | 483.65(b)(3) PREVENTING SPREAD OF F 444|  The foility shall ensure that
38=p | INEECTION §taff wash their hanfi after care
in which handwashing is
The facility must require staff to wash their hands ir;‘ci.:cateq 1o prevent the spread
after each direct resident contact for which of infsction. This will be
handwashing is indicated by accapted accomplished by:
rofessional praciice.
P P A. The nursing director shall
observe the provision of
This REQUIREMENT is not met as evidenced ggf]'"eﬂl care to resident
by. -
Based on observation and staff interview, the .
facility falled to ensure staff removed thelr gloves B.  Allresidents have the
and washed their hands according to accapted potential to be affected by
standards of practice during cne (#61) of four employees who do not
observations of perineal care. The findings were: properiy wash their hands.
Observation of rasident #51 on 9/23/08 at 9:47 C. The nursing staff will be
AM revealad sthe was incontinent of urine and educated tn the need and
feces during the transfer from the Iift to the toilet, appropriate hand washing
Observation revealed there was feces and urine methods,
- -——-lon-theresident's-clothingthetoilet seat;and-the - - T
toilet pedestal. Continued observation revealsd D, Aggregate data of hand
during peringal care, certified nurse (CNA) #5 washing and perinea! carg
obtained clean wipes from a clean drawer then observations will be
turned the hot water faucet on utilizing gloves submitted to the VP of
soiled with feces five different times, Interview Resident Care Services,
with the CNA at the time revealed she Knew medical director and the
proper procedures {removal of gloves and hand Quality Couneil quarterly,
washing) but she just did the "best she could"
under the circumstances.
F 520 | 483,75(0)(1) QUALITY ASSESSMENT AND F 520 11/9/2008
88=E | ASSURANCE
A facllity must malntain a quality assessment and
agsurance committze consisting of the director of
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F 520 | Continued From page 31 £ 520

nursing services; a physician designated by the
facllity; and at least 3 other members of the
facility's staff.

F520

The facility shall maintain a
quality committee that is
effective in identifying and
resolving problems within the
facility. This will be
accomplished by,

A. The VP of Resident Care
Services will ensure that

A State or the Secretary may not require : aggregate data is gathered

disclosure of the records of such committee ] and benchmarked to assure

except insofar as such disclosure is refated to the quality and performance

compliance of such commitiee with the improvement in the

requirements of this section. completion of

comprehensive assessments.
A. The VP of Resident Care
Services will ensure that
apgregate data is gathered
and benchmarked to assure

The quality assessment and assurance
committee meats at least quarierly to identify
issues with respect to which quality assessment
and assurance activities ars necessary, and
develops and implements appropriate plans of
action 10 correct identified quallty deficiencies,

Good faith attempts by the committee to identify
and correct quallty deflciancies will not be used as
a basis for sanctions.

; . quality and performance
This REQUIREMENT is not met as evidenced improvement is
) b w - _“ ; T . D accomplished 1il‘l keeping""“m N
Based on staff interview, resident interviaw, the facility free of

medical rscord review, and review of facility environmental hazards.

documents the facility fallad to ensure the quality
assurance (QA) and performance improvement
{PI) program was effective in identffying and
resolving problams in the facility. The findings
were:

1. Review of the pravious survey findings dated
10/4/07 revealed the facility was citad for not
ensuring comprehensive assesements were
completed for seven rasidents in a variety of
areas. Review of the plan of correction for the
10/4/07 survey showed the facility would
aggregate data on the assessments and report It

A. The VP of Resident Care

Services will ensure that
aggregate data is gathered
and benchmarked to assure
quality and performanee
improvement in the
completion of
comprehensive assessments,
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F 520 | Continusd From page 32 F 820
to the guality council. Refer to federal citation F520 cont.
F272 for details related to comprehensive
assessment issues during the 8/25/08 survey.
2. Review of the previous survey findings dated A gz:vi\;zso‘f,mcz:ld;nr;fﬁf
10/4/07 revealed the facliity was clied for not ;ggregate data is pathered
ensuring in the facility's secure unit was free of and benchmarke dgto assure
environmental hazards. Review of the plan of vality and performance
correction for the 10/4/07 survey showed the ;}n r;{!eme r}l)t o th
facliity would aggragate data from safety fac';l'ti s bil'l ‘ e )
inspactions related to chemical storage, and dl et ‘ad ity o ensure
report It to the safety cauncil. Refer to fedaral resl eg ® ;ug regimens
; citation F323 for detalls related to anvironmental ;:';caf; r‘: \nnecessary
; hazards Tound during the 9/25/08 survey. }
3. Review of the previous survey findings dated B. All residents have the
10/4/07 revealed the facifity was cited for not potential to be affected by
ensuring residents' drug regimens were free of the lack of a quality
unnecessary medicatlons specificaliy program designed to assure
psychotropic medications. Review of the plan of quality and performance
correction for the 10/4/07 survey showed the improvement.
facility would aggregate data from audits related
to medication evaluations and report It to the .
-y~ -quallty-council-Refer-to-faderal citetion F329-for— | —— ~|-——C.Quality improvement . __f_ |
detalls related to unnecessary medications prajeots will be daveloped
(psychotrapic medications) found during the for all survey deficiencies.
9/25/08 survey.
D. The VP of Resident Care
Interview with the quality assurance coordinator Services will develop a
and the vice presidant of clinical services on quality indicator for all
0/25/08 at 10:10 AM revealad the pravious years deficiencies related to the
survey deficiencles were included In thelr QAVPI survey and submit
program. benchmarked data along
with information indicating
revisions to processes if
indicated to the medical
‘ director and Quality
Couneil quarterly, ' 11/9/2008
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