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‘The followlng deficienclas were noted during an
unanronnaad recartifeation MadicareMedieald
stvey conducted 8/10-14/14, The sampla
includad 7 active rasidents and 1 clesed record.
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F 241 1 483.15(z) DIGMITY AND RESPECT OF F 244
as=¢ | INDIVIDUALITY

The facllity must promote care for residents in a
riianner and in an erwvironment that maintains or
enhances each resident's dignily and respectin

full recagnition of his or her individuzlity.

This REQUIREMENT is not met a5 evidenced
by:

Basad on record revisw, abservation, and
interview the faciity failed to provide sare and
sarvices in & manner io promote dignity with
diving. Specifically, 1) ona resident (#3) slept at
the table in front of the served meal, 2) two
residents (#s 2 and 4) had thelr Wood glucose
tested while they were eating and 3) two
rasidents {7 4 and &) ware given injections of
insulin (2 drug that trasts otabstes) while eating
(utt of a census of 13). This failed practice
crested the potential for 1 resident not to receve
the served meal, and crested interruptions and
distractions for 3 residents during the meal and
had the potential to have a negativa itpact on the
residents’ gelf-gstesm, food intake, and {halr
enfoyment of the dining experience. Findings:

F{esid{_anf #3

Pla ction

Any residents found sleeping at meal
times will have at least one attempt made
to gently awaken. If resident contimaes to
aleep, the meal will be rempved and food
offered again upon awakening. Residents
care plan npdated with specific informa-
tion om what CINAS should do if zesident is
gleeping during a meal. _

All residents with bleed glucose moni-
toring and injections will have these proce-
dures done in 4 private arca o assure pa-
tient privacy and dignity, Seafl disregarding
this practice will have disciplinery action
taken. Every effort must be made to asgure
these procedures oeour before scheduled
meals (at imes ordered) to avoid distup-
tion, of the meal.
Erocedure fox Implementation

The dayroom will be monitored for vesi-
dents sleeping during menitinies, proce-
dures occurting that affect patient digmity,

Conglined on page 3
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Blzeping in the Dining Room During Meals as well as other dignity issves. If another
resident i5 identified as sleeping during
meal times, their care plan will be updated
Record review on 8/11-13/14 revealed the accordingly.
Resident had diagnoses that included damentia RN/CNA meetings will be held prior to
{loss of brain function that occars with certain Sept. 28 to educate all nursing stal on dig-
tiseases), osteoarthritls, and giaucoma {aye nity isgyes, A dayroom code of condust
disease that causes blindness). will be developed and signed by all staff
members, A copy will he placed in crienta-
tion peckets for new hires. This code of
Review of tha most recent MDS quarterly conduet will be posted in the day room,
acsesamert, dated 7/20/14, ravesled the whers all staff can see,
Resident nesded fimited asslstanee with mes! aat Monitoxing Procedure
up and had scored a & on the BIMS (= socore of Mealtime dignity, mcluding sleeping &
0-7 indicates severe impairment). glucose testing/ injections, will be mond-
toved at yandom meals daily for two weeks
Observation on 8/10/14 from 8:00- 6:15 pm, by DNS and/or designee (Mursing Admini-
revealed the Restdent wes sitiing in 2 wheelehair stratian}. Then mealame dignity monitor-
immobile end with both eyes closed at the ining ing will oceur at random meals at least
roara Ebla. ATull plate of food was sitling in front twice weekly by DNS and/or designes
of the Resldent, (Nursing Adminigtration). This will be
placed on the DINS Quality calendar and
During an interview on 8/10/14 at 8:10 pm, reported at the monthly Quality meating
Resident #2 stated Restdent #3 hadn't had for one year.
anything to eat. Resldent #2 then asked if helping Date of Completion
Resident #3 sat was against the law because September 28, 2014,
Resident #3 needed heip.
Observation on 8/11/14 at 12:30 pm revealed
Resident #3 was sitting in a whael ehalr a {he
dining roora table, The Resident's ayes ware
closed and the resident wag immoblle. Afull plate
of food was on the table In front of the Residant.
The Resident's hand was immeotile and held a
souflé cup, which was resting on top of the food.
The Resident continued to sloep in the dining
roam it front of the meal until the unconsumed
FORM CMB-2507(02-58) Previous Verslans Ohrolets Event 10:630811
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plate of food was removed at 1:48 pm, 1 hour
and 15 miautes later,

During an interview on 8/412M 4 at 11:47 am,
Resident #2 stated " tisd 10 help [Residant #3)
aat this morning but they [the staff] stopped me."

During an interview on 313/14 a8 B:30 pm, when
asked about the Resttdent baing so fired and
sleaping through meals, CHA S stated Resldent
#3 cat naps hroughout the day so they naver
know when tha Residant will wake up and start
eating.

Fesident #2
Blood Glucsse Testing During Meals

Recard review on 8/11-13114 revesled Resident
#2 was admitted to the facility and had diagnoses
that included diabetes, depression, and
glatcoma,

Review of the physielan's arders ravealed the
Resident was to have a finger stisk blood glusose
done before meszls and al bedtime,

During the neon mesl on 8114 at 12:40 pm, -
Resident #2 entared the dining raom whers the

nonn rneal had already been set out on the table.
Afler the Resident picked up & roll from the plate
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and began nibbling, LN #1 spproached the
Rasiderit and asked, “Can | gef your blood sugar
real quick?" The Residstt then held out their right
hard and allowed the LN o lence a finger io
oitain the blood glicose, Afterwards, the LN
slated out loud “Sha'll get some Ihsulin®, Tha
Resident retumnad 1o the meal and continued
esting,

During an interview with Rasident #2 on 8f12/14
at 11:47 pm, whan asked about getting the blood
plucose chacked during the meal, the Resident
sfated "The nurse was running tehind.”

Resident #4

Record review on 8/M11-14M4 ravealad Resident
#4 had diagnoses that included diabates and
Alzhelmer's disense,

Review of the phvaician orders revaaled the
Resldent's hlood glucose was to be chackad
before meals and at badime and the Resident
was to reseive diding scals insulin for elavated
blood sugars.

On 8M1M4 at 12:35 pe, Resident #4 was
ohserved sitting st the dining raoim table ealing
lunch whila CNAM¥1 assistad the Resident with
tha meal, During the ohesrvation LN #1
approached the Resident willt the maching used
to chiack biood sugars and asked tha Resident for
a finger. When the Resident held up tha left hand
that was covered with food, e LN tcok the
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Resident’s right hand and performed the blood
sugar chack on one of the Resident's fingers, The
Rezident then continued eating lunch,

Recelving Injections During the Meal

On8M2M4 =4 12:38 pm, Resident #4 was
observed seated In a wheelchair in the dining
room eaiing the noon meal while assisted by 2
CMA, During the vbservation LN #2 approached
the Resident with a syringe, ffted the Resldent's
shirt and adminlstered an injection of insulin in
the Resideni's abdoman.

Resident #8

Record raview on 8/11-14414 revealed Resident
#8 had diagnozes thal included dementia and
diabetes.

Feview of the physiclan's orders reveated the
Fexsident was to receive sliding scale insulln for
slevated blcod sugars,

During &n observation on 8/13/14 at 12:35 pm,
Resident #8 wags ahserved ss2ted in a2 whealchair
eating lunch. During the observation LN #2
approached the Resident with a syringe, lited e
Resident's shirt and administered an Injection of
insulin into the Resident's abdomen. The
Residlent then returned to eating lunch.
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During an interview on 8/13/14 at 8:00 pm the
DON siated it was not appropriate to perfarm
Blood glucose checks and administer ingulin in
the dining room during the meal,

Ravlew of "A Matter of Riphts", the handbooic
provided to residents upon admission to the
long-term care, undated, revealad "It is our policy
to provide the Xind of care b5 Gur rasidenis thaet
will maintaln 2nd enhance their dignity,
individuality, atd quality of life."

483.20(g) - () ASSESSMENT
ACCURALY/COORDINATION/CERTIFIED

The assessment must scourafely reflect the
resident's status,

Aregisterad nurse must conduct or coardinate
oach assessment witly the aparopriate
participation of health profezsisnals,

A ragistered nurse must sign and cerlify thet the
assassment is complsled,

Each individual 'who complsates a portion of the
assessment must sign and cariify the acouracy of
that portion of the assessment,

Linder Medicare and Medicaid, an Individual who
wiltfully and knowingly certifies 8 materal and
falza stalement in a resident assessment is
subject to a civil money penaity of not mare than
$1,000 for each assessment; or an individual who
willfully and knawingly causes ariother individuzl

F 241

F 278
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by:

Based on record review and intervisw the facility
Tallad to acturately code e MDS for 1 Resident
{#3) out of 7 sampled active residents reviewed,
This failed praciice placed the Residant at rfak for
ineffoctiva campraimnsive care planning which
could contribuie fo 2 decling in physical furiction.
Findings:

Recuord review on 8/12-13/14 revezled Resident
#8 was admilied to the facility with 2 diagnosls
that included left sides hemiparesis (weakness
and/ar immability on one sids of the body) after a
siroke (CVA)

puring ah intarvisw ot 8112714 at 9:30 am,
Restdent #8's family mamber stated there bad
been 2 decline in the Resident's participation and
exprassed concemn over the lack of physical
therapy for the Resident,

Random ohservalions froms 8/11~1 314 ravealad
the Restdent had mobility to the uppar right side
of the bady,
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to certify a material and false statement in 2
resident assessment is subject (o a ¢ivil money
penalty of not mora than $5,000 for each )
assessmeant.
Clinical disagreement does not constitute a
ratarial and false statement.
This REQUIREMENT is not met as evidenced Plan_of Action

All zesidents will have thelr care plane 9/28/14
reviewed for accuracy by the Multidiscipli-
fary-tearn consisting of Physical Therapy,
Dietary, DNS, MDS Coordinator, CIVA,
LTCL.N., Social Services and any other
disciplines needed to review and update
residents’ care needs.
Procedure for Implementation

An updated MES will be completed for
Resident #38 (the resident affected}, Physi-
cal therapy will reevaluate Resident #8 and
rrovide gujdelines on how the funtétion on
the Resident’s right side will be main.
tained.

The mtltidisciplinary team will imeet
weekly to review MDS/ Care Plan/
Resident Assessments (e fall, Braden/skin,
smacking, nutritional, psychotropic meds
ete,)/ resident current functional stams, for
securacy and will npdate as needed, Bach
rezidenit will be reviewed at 2 mmimuom of
quarterly. Any residents with condition
changes will be reviewed at that weeks’
meeting to assure changes are reflected in
the care plan, medact, and that all other
eppropriate docementation has cequrred of
is octurring.

Continned o Page 9
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Review of the MDS quarterly assessment, dated
6/18/13, revealed the Rasidant had "Itnpairment
on one side”, upper and lower exiremitias, which
"interferad with daily functions and placed
resident a rigk of injury™

Review of the MDS comprohensive assessment,
tated 3/8/14, ravealed the Resident had
"Irapairmeant on one sida” of the upper extremities
and "linpairment on both sides” of the lower
extraimities,

Review of the maost recent MDS quarterly
aszessment, dated 6/18/14, revesled ihe
Rasident had "Impairment on both sides™, bath
Upper and lower extramitias.

Review of the most ravent “Physloal Therapy LTC
MDS Screen”, dated 6M8/14, completed by PT
revealed lhe Resident was identifiad as having
"tnpairment on both gides”, upner and lower
exlremities. The recommendations by the PT
reviealed "Will benefit from ROM, strerigthening
a%ti-.rilies as toleraled by activities aide or therapy
aide.”

Review of tnhe care plan, dated 3/20/14, revealed
"[Resident £5] is unable 1o move har [Resident
#8's] lefi side as a post effect from a CVA"
Approaches inciuded on the care plan were
"Passive ROM twice dally o extremities.”

Review of the ADL repori, used by staff to provide

The Fhysical Therapist will develop a
B.OM palicy will be developed for LTC.
The policy will include identifying resi- -
dents needing ROM or intervention and
basic ROM passive and active exercises,
Monitozing Progeduxe

DNS and/or Designee (Nursing Ad-
ministration) will attend raultidisciplinary
care plan meetings weekly for 2 year and
will report at the monthly Quality meeting
for 4 year, Quarterly DNS will review one
resident’s most recent MDS gquarterly as-
sessment wih the care plan to determine if
it accurately reflects resident status and
care. Will repozt to the Quality Committes
quarterly. .
DPate of Completion
September 28, 2014
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ROM o the Resident, dated August 2014,
ravealed Resident #8 was fo raceive "Passive
range of motion to left slde upper and lower
extremities twice daily.” The care plan and the
ADL report did not address how the funekion on
the: Resident's richt side wauld be maintaingd.

During an interview with the DON on 8/13/14 at
7.30 pm, the DON confirmed the Residant was
only impaired on the left side of the body and the
MDS was coded incorrectly,

F 279| 482.20(d), 483.20(k)(1) DEVELOP _ F 278
a5=f | COMPREHENSIVE CARE PLANS

Afaciiity must use the results of the 2asessment
to develop, review and revise the resident's
«comprehensive plan of care,

The faclity must develop a cornprebiensive care
plan for each resldent that includes measurable N
objectives and timetahles to meet a resident's
medical, nursing, and mental and psychosocial
needs that are ientified in the compretensive
fesessment,

The care plan must destribe the services that are
to be furnishied to aitain or maintain the resident's
highest practicable physioal, mental, 2nd
psychosocial well-being as required under
§483.25; and any services that would otharwiss
be required under §483.25 but are not provided
due to the resldent’s exercise of rights under
§483.10, including the right to refyuse raatment
under §483.10(5)(4).
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ghts REQUIREMENT i& not met a5 evidantad
Ve

Based on racerd raview and nterview the facility
faflad to provide & comprehensive care plan that
included speciile, accurate, and conslstent
interventions to meet the care planning goals for
2 residents (#s 2 ard 5) of 7 aciive residants
revigwad,. Withaut appropriate care plan
interventions and coordination, residents are at
risk for not receiving the necessary andfor
appropriate eare and 2endoes ta ensure optimal
outcoraes. Findhgs:

Resident #2

Rocard review on 8/11-13/14 ravealed the
Resident was admitter 1o the facility with
tiagrozes that included hemiplagia
(waaknass/immobility on one side of the body),
chronic airpay obstruetion {lung disorder), and
tobacco use, Further raview revealed the
Resident required a wheelchalr for mobility and
required stand by assistance for transfers and
ambulatton dus & poor balance,

Heview an 813414 of the "Long Term Cara
Resident Smoking Assessment", dated 3/2114,
revesled the Resident was classifled a8 needing

"Minimal assist”, Further review revealad, "The

Faoltowing Conclusion for Resident's Ability to
Bafely Smoks: {will be a pert of care plan) ...May
use lighter and smioke unsupervized ...Smaoking
apron required.”

Review on 8/13/14 of the Residerit's
"Multi-Disciplinary Care Plan” did not include

) FORM ARFROVED
CENTERS FOR MEDICARE & MEDICAID SERVICES . OMB MO, 0932-0381
STATENENT OF DEFICIENCIES (X1} PROVIDERISULPLIER/CLIA %9} MLLTIPLE COMST : '
AND FLAN OF CORREGTION ! ICENTIFICATION MUMBER: ’{,\ B)U!' DING HSTRUGTION {X?JEQLELQETREVBE‘T
025015 8. WiNG 081412014
NAME OF PROVIDER DR SUPPLIER STREET ADDRESS, CITY, STATE, 2IP CODE
WRANGELL MERICAL CENTER LTC P.0. BOX 1081
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R D SUMMARY STATEMENT OF ORFGIENCIES o | PROVICER'S PLAN OF CORRECTIO
PRERIX {EACH DEFICIENGY MUST BE PRECEDED BY FULL PREFTX (EAGH CORRECTIVE ACTION REoULD BE oML
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DERICIENCY)
F 279| Continued From page 10 F 279

Care plan of affeeted vesident (#2) way
updated imwnediately and 4 new smoking
assessment was completed, Resident £5
'had dietary oxder change on 8/13/14 to 8/13/14
mechanical soRt and medact updated to
reflect the change, 9/28/12

All residents will have their care plan
reviewed for accuracy by the multidiseipti-
nary care tearn consisting of Physical
Therapy, Dietary, DNS, MDS Coordina-
tor, CNA, LTC L.IN,, Socizl Services and
any other disaipline nzeded to review and
npdate residents’ care needs, The CNA
ADL reports will be compared to the care
plan 10 ensure accracy between the two -
documents.

Procedure for Irpplementation

A weeldy moltidisciplinary team meet-
ing congisting of Physieal Therapy, Die-
tary, ONS, MD8 Coordipator, CNA,
LTC LN, Social Services and any other
discipline needed 1o review and vpdate
residents’ care needs will meet to review
MD5/Care Plan/Resident Assessiments
(i.e. fali, Braden/skin, smoking, notri-
tlonal, psychotrople meds ¢tc.)/resident
current functional status, for acenracy and
update a5 needed. Each resident will be
reviewed at & minimuem of quarterly. Any
residents with condition changes will be
reviewad at that week’s meeting to dssute
changes ate reflected in the cate plan,

Contiined on Page 12

FORKA CMS-2E67102-0%) Praviobs Varslons Oksolals Evant ID:63J871
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information for sfaff regarding the Resident's
smokirsg plen.

Review on 8/13/2014 of the Resident's "ADL
Report” which) contained information and
instructions regarding the Resident's dally are
did not include the Resident's smoking plan.

During an interview on B/13/14 at 7:00 pm the
DON confirmed the Resident’s care plan should
heve included information regarding the
rasident's smoking assessmant and information
for staff,

Rasident #5

Record raview on B/14-13/14 revealsd the
Resldent had diagnoses that included
Parkinson's diseasa (disesse of the nervous
aysiem that can cause stiffnese, slowing of
movement, and fremers), diabates, and
aspiration preumonia (when food, saliva, liquids,
or vomit is breathed into the aitway or airway
leading to the lungs).

Roview of the Resident's nutritional assessment,
dated 7/3/14, revealed YFood praferances: Pt
prefers chopped leftuce and ground ham due to
ilt-fitting dentures. Otherwise regular
consistency.”

Raview of itte Resident #5's "Mult-Dissiplinary
Gare Plan", dated 12/1813, reveslad the
Resident had an "nabilily to chew praperly
related to improperly fitling lower denture . . .Offer
o agsist [Rasident #5] with. . . lower dentura, . "
Further raview of {he care plan revesied the

medact, and that all other appropriate
d.acurnentation has ocourred or is ootur-
Ting,

AN LN.'s audd ward clerks will have an
inservice on L'TC adrmissions o include
necessity of new assessments on each new
LTC admission. Nutritional assessments
will be reviewed by MD3 coordinator
upon receipt from dictician and cate plans
will be updaved 1o reflect recommended
changes and MD will be notified for any
order change recommendations, The Mul-
tidisciplinary team will review changes at
the next scheduled meeting to assure
changes are on madact, care plan, CNA
nbtritional intake forms, ete.

Maonitoring Procedure

DNS and/or Designee (Nursing Ad-
tninistration) will attend mullidisciplinary
care plan meetings weekly for a year and
will report at the nionthly Quality meeting

for a year.
Date of Completion

September 28, 2014,
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Resident's diet was "Therapeutic diet due to dx of
AQDM and reed of contralling bload sugar, .
Liberal diabatic dist par MD. Further review of the -
care plan contained no information about the
Dislifians order for chopped lelfucs or ground
har.
During an inferview on 8/13/14 at 8:00 pm the
DON gonfirmed the Rasidants care plan should
heve been updated. The DON siated te MDS
Nurse was reaponsible for updating the cara plan.
The MDS Nurse was unavailable for interview
during the survey.
F 323 | 483.25(1)) FREE OF ACCIDENT Fa23
83=0 | HAZARDS/SUPERVISION/DEVICES
The facillly roust ensure that the resident
emvironment remains s froa of accident hazards
as is possible; and sach resident raceives
athaquata supervision and assistance devices o
prevent acoldents,
This REQUIREMENT I3 not met as avidenced Plan of Action
by: Resident #5 had diet changed to me-
. chanical soft on 8/13/14. A copy of the 8/13214
Basad on record review, interview, and defiuition of mechanical soft dict has been
observation the facility falled t ensure 1 resident placed m the front of the CNA nutritional | 9/28/14
{#3), out of 7 sampled aclive residents reviewed, intake book kept in LTC day room to ref-
who had been identified as having difficulty erence. Al diets along with food and fluid
swaliowing was given a therapeutic diet that was consistencies as well as any special ingteng.
cortectly prepared to meet the residant's need tions were placed at the top of each resi-
and ensura the physician's arder for thickened dent's nuteitional intake form in this same
liguids were implementad. As a result of this ' '
Contivindd s Page 14
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SUMMARY STATEMENT OF D =
gg‘gﬁ% (EACH DEFICIENCY MUST !Bg Pngglaggg%ﬁuu PRIE R (&Tﬁ%ﬁcﬁﬁ%ﬁ)ﬁﬁg E&NBE EOWPI?E)TIDN
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F 23| Gontinued From page 13 F323| Continued from Page 13
systar faiture, the resident hac choked on a
piece of meat and subsequently developad boole. MDS coordinator has teviewed all
aspiration pneurnonia. The failure to implement nutritional assessments and updated resi. 9/4/14
the physician's order correctly for thickered demt care plans September 4, 2014,
liquids placed the resldent at risk for further harrm. . Procediwe for Implementation
Nutritional assesaments will be re-
- viewed by MDS coordivater upon receipt
Based on record review, observation, and from dietician and care plaos will be up-
interview the Tacifify failed to ensure consistent dated to reflect recormmended changes
care plan Interventions ware devaloped for 1 and MD will be notified for any order
resident (#2) out of 1 resldent who smolked chiange recommendations.
iobaceo In the Facility. This falled practice placed The multidisciplinary team will review
he resident risk for Infury from burna. changes ir. resident condition or physician
orders at the noxt scheduled meeting to
Findings: assure changes are reflected In the
medact, care plan, CNA nugritivnal ifi-
R take forms, ete,
Resident#5 An RN meeting will be held to review
chapges to system a3 well ag dictary order
, ocessing to assure dietary orders are
Food Consistency ﬁ;da.ted Dgﬂ medact, cama?;m and CNA
nutiitional meake forms ag well as rnond-
Record review on 8/11-13/14 revealed e e i sue dietety has updated food
Resident had diagnoses that included Pach resident’s main cntrée will have a
Parkinson's disease (disease of tho nervaus label that jndentifies patient, diet order,
system that can cause stiffness, slowing of food and fluid conalstoncies as well a3
movement, and iremors) and aspiration crecial instructions (e et 11 rocat. ore.
pneumonia {when Tood, saliva, iquids, or vorit i fsgm. .. ¢tc,) These iabeI;WiII bgﬁse d g '
?J:ga:;ad into the ainvay or airway leading to the assure fnpd presented to‘therresident is the
: cotrect diet and appropriately prepared,
The labels will be ramoved hefore placing
Reviow of the nurses’ nte, daled 7/20/14 at 314 in front ?f;.e”?i%“t to assure patient pri-
pm, revealed "pt. had a choking emisode areund V“’E" BIC ¢ 1%'1;‘5 : tabeled “mecharica?
[2:45 pin] after a snack with salami was passed 3 icpatate fray .abe d"t TEChArEA.
out, mouth was swept for food and successhily sof" (or other special diet choices labeled
retrieved by CNA, all dertures removed, pt. Continyed o Page 15
suctioned for small amount of saliva, sats. onfinted on Fage
FORM CM5-2567(02-08) Pravious Versions Obsolets Zyant I:B3dEN Paclily 1D WGHLTC if eantinuation shoet Page 14 af 31
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[Oxygen saturation: levels) were 88% afterwards,
BP 158/70, HR 84, RR 20, pt. recovered wall with
21, NG and was up to 88%, left on 02 for a while
o help improve saturation.”

Review of the physician's discharge summary
from the hospltel, dated 8/7/14, revealed ™, . .
During morning shecks in long term care, the
staff noted that [Resldent #5] was hypoxic
[inadequate oxygen supply] with a pulse ox
foxygen saturation levels] In the 70's, [Resident
#5) had gn eplsode of aspiration a few days prior
to that and Initlal work-up was sonsistent with
aspiration pneumonia. For that raason [Resident
#5]) was put into aowde care for treatment

Review of the Resident’s most recent MDS
quarterly assessment, dated 6M16/14, identifiad
the Resident had signs and symploms of a
swallowing disorder evidenced by "Loss of liquids!
solids when exting or drinking”.

As part of the review, a nuirifonal assessmert,
compieted by the Dietifian, dated 7/3/14, reveslud
"Pt prefers choppod lattuce and ham due ta
il-fiting dentures, Othenvlse regular consisiency.
He s=lf-ieeds after set up In the dining room.”

Review of the "Distitiom'z Recommendations’, -
dated 71-BM4, revealed "{Reaident #5] Mo
changas Correet diet order is "Liberal Diabetic
chop lefiuce and gring ham",

Review of the "Physician’s Nursing Orders

h ‘ FORM APPROVED
CENTERS FOR MERICARE & MEDICAID SERVICES OME NO. 9838-0391
STATEMENT OF DEFICIENOIES 1) PROVIDER/SURPLIERICLIA MULTIPLE C LTI . -
AMD PLAN OF CORRECTION & IDENTIRICATICN NUMBER: E.(zéumme ONSTRUSTION (xs)gggﬁs&?ﬁ% ¥
g2g018 B. WiNe - 081442014
NAME OF PROVIDER OR EUFPLIER STREET ADDRESS, CITY, STATE, ZIP 6QDg B
.0, BOX 103
WHANGELL MEDIGAL CENTER LTC
o _ WRANGELL, AK 030349
%) 1D SUNMMARY STATEMENT OF DEFICIENCIES 2] PROVIDER'S PLAM OF CORRECTION fum
FREF{ (EACH DEFICIENGY MLST BE PREGEDED BY FULL FREFIX {EACH CORBEGTIVE ACTION SHOULD BE GUMFLETION
TAG REQULATORY OR LSC IDENTIRYING INSORMATICN) TAS CROZS-REFERENCED TO THE AFPROPRIATE DATE
DEFIGENDY)
F 323 | Continued From page 14 F323] Continued from Page 14 9/23/14

per type) will be provided by dietary
depariment for shack tirmes to allow 185i-
dents choices of acceptably prepared food
within their dietary regimen.

Director of Support Services (or desig-
fiee in her absence) will be responsible for
assuring the accuvacy of these jabels,
Monitoring Procedurg

DNS and/or Desighes (Nurging Ad-
ministration) will attend multidisciplinary
ca1e plan meetings weekly for a year and
will report at the monthly Quality mesting
for a year.

Director of Support Services (or designee
im her absenee) will thonitor and document
labels for neouracy with diet order and
preferences twice weeldy for four weeks
and will report complianes to the Quality
raesting monthly.

Date of Completion
September 28, 2014,
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Report, datad 8/12/14, revealed the Resident's
diet was lizled as "Libsral Disbatic.” The order

did not contain the Dietiian's recommandations
te chop the leftuce and grind the ham.

Review of the "Dietary Recommendations, dated
M4, revenled Resident #5's diet was listad as
"Libaral Diabetic®. The recommendations did not
Inchude the information about the chopped lattuca
and ground ram.

Raviaw of the comprehensive care plan, dated
121813, revealed the Resident had the problem
“Inshility to chew properly related to improperly
fitting lower denture," The care plan Includad tha
following idendfiad goals, and approaches:
*[Restrant #5] will maintain [Hisidar] ability to
consume {His/Her] meals without discemfort . . .
and "{Resident #5] will be able to comfortanly
waar [HisfHer] lower dentures. The approaches
listed included "Assist [Rasident #5] with cleaning
[the Reskient's] dentures every morming and
between meals as indicated" and "Apply
SeaBond [dentura adhasive] to upper denturas
before placing in the marmg.” The
multidisciplinery care plan did nof Incude the
infarmation about the madified fextures
recommended by the Dielitian,

Dutitig an intarview on 8M12/14 2k 12:30 pm,
Reaident #5's family momber stated the Resident
had ordy besn waaring the upper dentures
recahily and there had been s dedling In the
Resident's speech the past 2-3 vears,

FORM CMS-2587(02-99) Pravisis Verslonz Obaclels Event 10880511
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Confinued From page 16

Durlng an intarview on 81214 at 4:07 pm, CNA
#2 stated when the choking episode ccourred the
Reszigdent had been eating alone and had choked
on a piace of summer sausage.

Dhservations of meal service on 8111314
revealed the residents’ mesls were deliverad on
plates with lids, Stickers with the residonts'
rames were on the lids, bot the stickers did not
cantain any dist information.

During an interview on 813414 2t 4:00 pr the DM
stated the kilchen just put the residents’ name on
the plate lids, The facilily did not use cards that
listed the dieis benause there was no room on the
sticker. When asked why dietary :
recomumendations had not been implemented for
Resident #5, the DM stated the kitchen sends
puraed sracks ta the LTC unit, but snacks far the
modified diets ware not cut up in the Kitchen and
the nursing staff wera "Expected to know” they
needed it cut the food up when It was served to
ragidenta that wara on special dists,

During an interview on 8/14/14 &t 10:30 am
Physician #2 confirmed fhe Regldent had choked
on a large plece of meat, During the Interviow, the
Physician stated "[He/Shelwas supposad o have
[His/Her] meat cut up for fHim/Har."

As a result of this syslem failure the distary staff
did riot implement and prepare the Resident's
stiack acconding to the Dletitar's
recommendation for ground ham (summer
sausage). In addition, the information from the

a3l
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Cietitian about the needed modifiad texturad dist
was not communicatad with the nursing staff in
the cars plan and physician's orders.

Review of the facifity’s pollcy,"L.TC Dlet
Dafinitions", updated August 2008, revealed a
"iechanical Soft: reqular diet with foads altered
in texiure for ease of chewing, Soft foods ground
meats and minced row vegetables are given,”

Thickened Liquids

During an intervigw on 8M4/14 at 10:30 am LN
stated Reaidant #5 was an thickerad liquids
berause "We don't want Kim to aspirats again.”

Luring an interview oh 8/12/14 at 10:01 am, LN
#2 stated Resident #5 had choked on & pisce of
sausage and now was supposad fo have fuids

thickened to the consistency of nectar,

During an observation on 8/12/14 at 10:10 am,
LN #2 mixed 2 small amaunt of Thick-It (food
thickening produst) into a medication cup
containing water for Realdent g5.

During an interview on §/12/14 at 10:37 am, whan
asked where the information about the Resident's
diet was loestied, CNA#2 replied the ataff usad
the EMR and could gat the informetion verbally In
report. The CNA then stalad tha sisff did not
reviaw the residents' diets with avery varbal
report,
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Revlew of Resident #8's diat In tha EMR with
CNA#2Z revealed the fop of the scraen listed an
order for "thin" liguids in red.

Review of Residant #5's care plan, dated
12118413, tevealed no additional information
ahout the thickened fiquids, Closer examination of
tha EMR ravealed the computer scraen neednd

to be sorulled down to zee the order far thickened
llquids. As a result there were ¥ different orders in
the EMR.

During en interview on 812114 at 10:58 am, The
PON stated the red lettering st the top of the
EMR meant it was a distary order. When asked
about the 2 differont orders in the EMR, the DON
stated staff had forgotten fo update the diet order
when they had received an order for tha
thickenad liguids, When asked abaut the
Reslident’s care plan not having been updated,
the DON stated the MDS nuras was responsible
for uprating the care plan. The MDS Murse was
unavaiiable for interviaw during the suirvay.

Review of the "Charllink Physician Entered
Qrders", dated 8/10/14, revealed the order,
“Thickenad Liguids (Nectar Cons.
[Consistenay])®.

On 81214 at 5:08 pm, abservations in Resident
#5's room revesled an opensed botile of chocolate
Ensura with a straw and 2 partially consumed cup
of coffee sitling noar the Residert on the bedside
table. Closer examination of the confenis

O CMS-ESA02-90) Provious Vordlons Obstlste
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revealed the fluids had not baen thickened.

During an interview on 8/12/44 at 5:05 pm with
the Adiministrator antd ONA #3, the CNA stated
the order for thickened [iguids had been eanceled
because Resident would not consume the
thickened liquids.

Review of the EMR and the physician's ordar with
WG #1 on BA2/14 at 8:07 pm ravesled the nrder
for thickened fiquids was stil in effect.

uring an interview o 871214 al 7:25 pm, LN #3
statad the doctor had been contactad this
evening and the arder was now thin liquids,

During an irderviaw on 811314 at 10:30 am,
Physician #2 confirmed fickened liquids had
been ordered for the Resident because a nurse
haw reported the Resident was helding fluid in
hisfher mouth and was slow to swallow,

Smoking
Resident #2

Reoord review on 81115114 revealed Resident
#2 was admitted to the facility with diagnoses that
included hem:p!agxa {waakressAmmobility on 1
side), chronic ainvay obsiruction (flung dzsorder},
and non-dependent tobacco uae, Further review
revesled the Resident required a wheelshair for
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SUMMARY STATEMENT OF DEFICIENCIES

mobility and required stand by assistance for
transfers and ambulation due to poor balance.

During an abservation on 8/12/14 a1 3:30 pr,
Resident #2 went to the smoking deck
accampaniad by & family member. The Resident
was notwearing any type of smoking apron to
halp protect from bums,

During an interview on 812/14 at 3:45 pm LN 12
stated the Resident wss'supposed to wear a
amoking apron and was to be accompanied when
smoking. During fhe intorview the LN stated "Oh,

| forgat to put a smoking bib on [Residant #2]*

During an obeervation M 24 at .30 pm,
Resident #2 was propelled to the outside smoking
area by nursing staff, The staff (eft the Resident
urt the declt fo amoke Independently.

Duting an Intervlew on 8/12/14 at 8:30 pm withy
LN #3 when asked wiat interventlons were
rexquired {o ensure Resident #2 could amoka
safely, the LN stated staF iry io stay close by
when the Resident was smoking on the deck but
they do not stay outside.

On 8/1214 at 6:40 pri the Resident antered the
Tfacility through the smoking deck doct, The
Residant’s sinoking apron was ineffectively
hanglng between both legs and not covering the
lap, .

P IR X o PROVIDER'S PLAN DF CORREOTION )
PRERE (EACH DEFISIENCY MUBT BE PRECEDED &Y FULL ST (EACH SORRECTIVE ACTION SHOULD BE COMPLETION
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DEFICIEMCY}
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individual needs,

F 323 Continued From page 21

Feview of fhe Resideni's LTG Resident Smaking
Azsgssment that had been scannad into the
Resident's LTC chart an §/23/2014 revealed the
Resident was clagsifiad as needing "Minimal
assisl’, Further review revealed, "The Following
Canclusion for Resident's Ability to Safely Smoke:
(wil be a part of care plan) ...May usa lighter and
smoke unstpervised ...8emoking spron required.”

Raview of the Rasidant's "Mult-Disciplinary Care
Plan" did ot include information for staff
regarding the Resident's amoking plan.

Review of the Resident's ADL Report which
contained information and Instructions regarding
the Resident's daily care, revealed ihe Resident’s
smoking plan was not include.

An interview was canducted on 8/1153/M14 5t 7:.00
pr with the DON. When asked whether the
Resident's care plan shouls Include information
regarding the Resideni's smoking azsessment
and information for staff, the DON confirmed 1t
should have been cere planned.

| F3686| 483.35(d)(3) FOOD IN FORM TO MEET
'85eG | INDIVIDUAL NEEDS

Each resident receivas and the Tacility provides
ford prepared in a form designed to mest

7323

F 3856
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Based on record review and interview the facility
falled to ensure food that was served o 4
resident (#5) oul of 7 active residents raviewsd
was prapansd ina marner to raduecs the risk of
chioking. The faflure to ensure the recommended
dietary inlerventions wers implemented for the
resident contributed fo the rasident shoking and
developing aspiration pneumonia. Findings:

Record review on 8/11-13/14 ravealzd the
Resldent had diagnoses that included
Parkinson's disease (disease of the nervous
system that can cause stiffness, slowing af
movement, and tremors) and aspiration
pneumonia {when food, saliva, liquids, of vomit is
bréathed into the airway or alrway leading to the
lungs}).

Raview of the nurse's nole, dated 7/29/14 at 3414
pin, revealed "pl. had a choking episode around
[2:45 pra] after a shack with salami was passed
out, meuth was swept for food and successfully
refrleved by CNA, all dentures removed, pt.
suectioned for small amournt of saliva, aats,
{Ontvgen saturation levels] were 88% afterwards,
BP 158/70, HR 84, RR 20, pt. recovared well with
21 NG ared was uo 1o 56%, left on Q2 for a while
to help imprave saturation.”

Review of the physiclan’s discharge summary
from the hospital, dated 877114, revealed ", .,
During morning checks inlong term care, the
staff noted that [Resident #5] was hypoxic
[inadequate oxygen supply] with a pulze ox
loxygen saturation lavels] in the 70s. [Residant
#5] had an episode of aspiration o few days prior

{34) 1D SUMIYARY STATEMENT OF DEFTDIENGIES b PROVIDER'S FLAN OF CORRECTION '
PREFTX {EACH DEFICIENCY MUST 81 PRECEDED BY FULL PREFIX {EACH CORREGTIVE ACTION SHOULD BE oL 2o
TAG REGULATORY ORI LSG MENTIFYING INFORMATION) TAG CROSS-REEERENCED TO THE ACPROERIATE PATE
LEFICIENCY)
F 365 Co'nﬁnuad From page 22 : F 385 Plan of Actiom
This REQUIREMENT i not met as evidensed Reasident’s meals and snacks will ba 1a- 9/3/14

beled with dict.
Proceduye for Tmplementation

The Dietary Department will lzbet each
resident’s wain entrée with a label £hat
indentiffes patient, diet erder, food and
tluid consistencies as well as special in-
structions (i.e.. cutup meat, profers. .. ete)
Thesa labels will be nsed to assire food
presented to the resident is the cortent diet
and appropriately prepared. The labels will
be retneved before placing in front of resi-
dent to assure patient privacy and dignify.

A separate tray labeled “mechanical
soft” (or other spegial dict choices labeled
pet fype) will be provided by dictary de-
paximent for snack simes to ailow residents
choices of acceptably prepared food within |
their dietary regimen.,

Buplanation of mechanical soft diet has
been pasted for the CNAs.

Moniteriny Procedove

‘The Director of Support Sexvices {or
destgniee in her absence) will monitor
snack trays 2 tiraes per week for 4 weaks to
chanre compliance with diet onder and
preferences and will repott compliance to
the manthly Qualify mesting,

Director of Support Services (or desig-
nee in her abzence) will monivor meat fa-
bels 2 times per week &t various meals for 4
weeks ta ensure compliznea dict order and
preferances and will report results at the
monthly Quality Meetjng,

Date of Completion
September 28, 2014,
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to that and hitizl work-up was consistent with
aspiration pneumonia. For thaf reason Resident
#5] was put info acute cara for raatment.”

Review of the nuirifional assessment, completed
by the Dietitlan, dated 7/3/14, ravealed "Pt prefers
chopped lettuce and ham dus to ill-fitting
dentures. Otherwise regular consistency. He
self-feads after set up in the dining room.”

Review of the "Dietitlan's Recommendations”,
dated 7M-5/14 revealed "[Resident #5] No
changes Correol diet order is "Liberal Dizbefic
chop lattuce and grind ham®,

Raview of the "Dietary Recommendaiionz®, daled
N4, reveated Resident #5's diet was listed as
“Liberal Diabelle”. The recommendsilons did not
include the information abaut the chopped letiuce
and ground ham.

During an interview on 8/13/14 at 4:00 prm the DM
stoted the kitchen just put residents’ names an
the plate lids. The facility did not use diet cards
becusa they did not use trays and there was no
room for the diets on the sticker, When asked
why the dielary recommendationg had not besn
itnplemented for Resident #5, the DM statad tha
Kitchen sends pureed snacks to the LTC unit, but
snacks Tor the modified diets wara not cut up In
the kitchen. Nursing staff were "Expacted fo
knaw" they needad fo cut the food up when it wes
sorved to residents that were on special diets.

During an interview an 8/14/14 at 10:30 am
Physicien #2 confirmed the Resident had choked
on a large plete of meal. During the intervisw, the
Physician siated THe/She] was supposed to have
[HisfHer meat eut up for Hir/Herl."
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F 365

F 406
55D

Continued From page 24

As a result of this system failurs the dietary staff
did not prepara the Resident's snack according to
the Dielitian's recommendation for ground ham
{surnmer sausags).

&83.45(3) PROVIDE/OBTAIN SPEGIALIZED
REHAB SERVICES

If speaislized rehabilitative services auch as, but
rot imited to, physical therapy, speech-tanguage
pathology, occupstional fherapy, and mental
health rehabiiitative gemvices {or rmental ilness
and mental retardation, are required in the
resident's comprehensive plan of care, the facility
must provide the required serviges; or obiain the
required services from an outside rasource (in
accordance with §483,75(h) of this pard) from a
provider of spacialized rehabilitative servives,

This REQUIREMENT is not met as evidencad
by:

Based on record review and interview the facility
failed ko ensure the services of & BLP was
svallable for 1 resident (#5) with difficulty chewing
and swellowing, ot of 7 active samplad
rasidents. The failure to ensure the servicas of a
BLP was available plaged the resident at risk for
mjury from choking and subsequoent aspiration
pneumonia (food, saliva, or vomit inhaled into the
lungs or alrways and causes pneumaniz).
Findings:

Ravord review on 8/11-13/14 revesled the
Resident had disgnoses thel includad

F 385

F 406

CEQ will work with PeaceHealth reha-
bilitation department and legal department
to establish an agreement which allows
WMC to utilize 5 specch-language thera~
pist to xaeet the needs of our residents,
Monitoxing Broceduse

Quality Ditector will monitor for come

Septembor 28, 2014,

9/28/14
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Parkinson's disease {disease of the nervous
system thal can cause stiffness, slowing of
mavement, and tremors) and asplration
pheumonia,

Raview of the MDS quarteriy assessment, dated
6/18/14, revealad the Resident had signs and
symptoms of a swallowing disorder exhibited by
"Loss of liquids/snlids fram mouth whan eating or
drinking®.

Review of the MDS comprehensive assessman,
dated 12/16/13, revealed the Resident had signs
and symptoms of a swallowing disorder exhibited
by "Less of liquids/solids from mauth when sating
or drinking™ and had "Broken or loosely fitting full
or partfal denture {chipped, cracked, uncleanable,

or loosel'.

Review of the "Digtitian Recommendations”
completed by the Dietitian, dated 7/3/14, revealed
"Pt prefers chopped lettuce and ham due to
filfitting dentures, Otherwise regular consistancy.
He seif-feeds after set up in the dining room."

Review of the nurses' nate, dated 7729114 at 3:14
pm, revealad "pt. had 2 choking eaisods around
[2:45 pmy] after 2 shack with salami was passed
out, mouth was swept for food and successfully
retrieved by CNA, &l dentures removed, pt.
alstioned Tor small amounl of saliva, sats.
foxygen saturation levels] were 88% afierwards,
BP 158/70, HR 84, RR 20, pt. recovered well with
21 NG and was up to 96%, lsft on O2 for a while
1o halp improve saluration.”

During an interview on 81M8/44 af 10:30 am
Physician #2 eonfirmed the Resident had choked
on  large piece of meat, During the interview the

FORM CMB-2557(02-09) Pravionr: Verstens Ohsolats Svint 10: B3R
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Continued From page 26

Physician stated "[Resitent #5] was supposed to
have [His/Her] meat cut up for {His/Her]. When
asked why the Resident had not been offerad g
bed side swallowing evaluation by a SLP, the
Physician replied "We don't have that option, we
cant afford it

During an interview on 8M13/14 at 8:00 pm, the
DON confirmed the facility did not have a SLP
available to perforr a swallowing svaluation for
Resident #5.

483.60(b), (d), {6) DRUG REGORDS,
LABELISTORE DRUGS & BIOLOGICALS

The faciity must emplay or oblain the services of
2 licensed pharmacist who establishes a system
of records of receipt and disposition of all
cortrofled drugs In sufficient detail 1o onable zn
accurate reconcitiation; ang determines that drugy
records are in order and that an accournt of all
conirolied drugs s maintained and patiodically
raconciled.

Drugs and biologicals used in the facility must be
labeled in accordance with currenily accented
professions! pringiples, and include the
appropriate accessory and cautionary
nstructions, and the explration date when
applicable,

In accordance with State and Faderal laws, the
faciity must store all drugs and biologleals in
lacked compartments under proper temperature
sontrols, and permit only aythorized personnel to
have acoess o the Keys,

The facility must provide separately logkad,

F 408

F 431
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1 opened vial of Laritus insulin for Resident #3;

will be reviewed at a nursing meeting by
September 28, 2014,
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F 431 Continued From page 27 F 431
parmanantly affixed compartrmants for storage of
controlled drugs listed in Schedule I of the
Comprehensive [rug Abuse Pravention and
Control Act of 1976 and other drugs subfect ta
abuse, except when the fagility uses single unit
package drug distribution systerms tn which the
quantity stored is minimal and 2 missing dese oan
be readily detected.
This REQUIREMENT |z not met as evidenced Flan of Action
by Qutdated vials have been removed and
. zeplaced. All eurrently opened vials have
Based on observation, interview, and record the expiration date added to thern. The
review the facility failed to ensurs medications policy (see attached) has been npdated to
wera stored in accordance with fhe inchude a 28 day expiration date that will
manufachurer's recommendations for 3 rasidants be written on all vials when open,
2, 8, and 4) out of 5 residents reviewsd with Procedure for ITmplementaton
insulin dependent diabetes, This failed practice The nursing ataff in Leng Term Cara
placed the residents at risk for recaiving will be responsible for checking the vials in
ineifactive medications and placed tham atrisk the medication cart twice weekly and re-
far unstable bleod sugarz. Findings: cording the check on the LTC Narcotic
L i . Count Sheet (see attached). New insulin/
A medication pass ohasrvation on 8/1/14 at 1:35 multi-dose medications will be ordered as
pra revealed LN #1 removed a vial of Resident needed.
#2's Novolog insulin from the madication cari and Monitoring Procedure
procesded to draw the insulin Info a gyringe for The Pharmacy norse will be responsible
administration. Closer examination of the insulin for monitaring for compliance. it will be
viall revealed the vial did not have the date on the raonitored weckly for 3 months and then
visl when it had been opened. During an interview monthly for 3 months and compliance re-
on 8/11/14 at 1:38 pm, LN # stated the insulin ported to the Quality mesting monthly.
should not be used. Date of Completion
Further obsarvation of the insulin vials localed In Qutdated vials have been remaved and | 9/3/14
b cxpiration date written on new vials as of
the same medication cart with LN #1 on 8111/14 9/3/14. This new policy and procadure
at 2:00 pm revedled; - +IUS DEW POLCY and b 9/28/14

FORM ChISR551{02-08) Pravieus Verzlons Obsolata
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with the munber 14" written on it, and a
"dispensed” date of 7/4M14, and

1 opened vial of Lantus insulin for Resident 24
with the date 7M0M4 written on it

During an interview on 8/1/14 at 2:00 om LN #1
confirmad the nsluin should nat ba used,

During an interview on 8/11/14 gt 2:45 prm, LN #4,
the nurse responsible for the ordering and
disposition of medications in the facifly, stated
the nurses were responsibla for chacking the
medjcation ¢arts for outdated medication every
Sunday.

Review of the manufacturers insert shesgt for
Novalog insylin, reviged March 2013, reveaied
"Opened vials on Novolog should be thrown away
after ?3 days, even if they still hava insulin left in
tham."

Revigw of the manufaciurer’s insert sheet for
Lantuz Insulin, revised December 2013, revealed
"Open (in use) vial: Vials must be discarded 28
days after being opened, If rafrigeration is not
possible tha opened vial can be kepl
unrefrigerated for up ko 28 days away from direct
heat and light, as long as the termperaturs Is not
graater than 88 [degrees] F.

Review of the facility policy "PH 102 Dating
Medication Visls", dated 11/15/13, revealed "Ajl
muliidose vials must be dated when opened.” and
"All mullidose vials used for injections, may be
used only for 30 days after opaning and then
must be discarded.”

. FORM APPROVED
CENTERS FOR MEDICARE & MEDICAID SERVICES OME NO. 8838-0381
STATEVENT OF DEFIZIENCIES X1) PROVIDER/SURFLIERICLIA X2) MULTIFLE DONSTRUGTION T
AND BLAM OF GORRECTION o IGENTIFICATION MuMBER; i_ B)UILDING oN * (xa}ggig&u'}%a
_ g25015 B WG 0811472014
NAKE OF PROVIZER OR SUPSLIER STREEY ADGRESS, CITY, STATE, ZIF CODE
P.0. BOX 1081
WRANGELL MEDIGAL CEN LTC
TER LT WRANGELL, AK 89920
oo b SUMMARY STATEMENT OF DEFICIENCIES D FROVIDER'S RLAM OF CORRESTION o
PREFN {EACH DEFICIENCY MUST BE PRECEDED BY FULL PREEX {EAGH CORRECTIVE ACTION SHOULD BE COMALETICN
TAG REGULATORY OR LSG IDENTIFYING INFORMATICON) TAR CROES-REFENENCED TOQ THE APEROPRIATE DATE
DEEICIENCY)
F 431 | Comtinued From page 28 F 431
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| During an Interview on 8718114 at 1:00 pm, the

determined in nursa aldes’ performance reviews
and may address the spegial neads of reaidents
as determined by the facllity staff; and for nurge
2ides providing services to Individuals with
cognifive impairments, also address the care of
the cognitivaly impalred.

This REQUIREMENT is not met a= gvidenced
by

Based on personnel record review and interview
the faclllty failed to ensure 1 CNAS out of 4
CNAs persennel recards reviewed had reseived
iriia) oF anrual training in dermantia care. This
failed practice had tha potential to placed 8
resident's with a dementia related illness autof 7
active residents reviewed at risk for receiving lass
than oplimal care. Findings:

Reviaw of personnel records o 8/13/14 ravaaled
CNA#4 had nol racsived any dementia
education, .

Staff Development Coordinator stated they were

not aware of the requirement for CNA staff to

2014. in, addition the LIV staff will be inser-
viced by 10/28/14,
Monitoxing Procedars

Six kouzs of taining in dementia care
using the Hand-In-Hand tyaining toolkit
mrovided by CMS will be provided on a
quarterly basis 10 all new hites and staff
needing annual veview, Staff Development
Cocrdinater will notify employecs when
thet; training is due. Documentation of the
traming will be kept by the Staff Develop-
ment Coordinator in her files,
Date of Completion
Scptember 28, 2014,

FORM APPROVED
CEMNTERS FOR MEDICARE & MEDICAID SERVICES OMB NO. 0$38-0391
STATEMENT OF DEFICIENCIES 1) FROVIDER/SURPLIERICLIA MULT] & T8 3
AND) BLAN OF CORREGTION a IDENTIFIGATION NUMAER; ﬁuﬁz:e CONSTRUGYION "‘a’gé;ﬁifﬁ%-“"m“
MAME OF FROVIEER OR SUFPLIER STREET ADDRESS, CITY, STATE, 2If CODE
WRANGELL MEDIGAL GENTER LTC PA, BOX 1081 '
WRANGELL, AK 99920
4)iD SUMMARY STATEMENT OF DEFICISNGIES PRO !
I%E)Fll}( (BAGM DEIGIENGY MUST BE PRECEDED BY FULL FREFIK (EADH gg&éﬂ%ﬁ?&%& EESS‘L%”BE CovPLEnoN
TAG REGULATORY OR LSC IDENTIFYING INFORMATION) TAG CROSS-REFERENDED TO THE APPROPRIATE DATE
DEFITIENGY)
F 497 | 483.75{e)(8) NURSE AIDE FEREQORM F 497
55=F | REVIEW-12 HR/YR INSERVICE Plan jon
All nursing staff will recelve & hours of
The faciity must complete a performance reviaw training in dementia care using the Hand-
of avery nurse aide at feast once every 12 In-Hand training toolkic provided by CMS,
months, and must provide regular in-zetvice upon hire and annually thereafter.
education basad on the oulcome of thess Procedure for Implementation
reviews. The In-service fraining mustbe Four of the LTC nurses’ aides have been .
syfficient to ensure the continuing compatence of inserviced using this training on 9/4/14. | 9/4/14
nuras aides, but must be na less than 12 hours The reraaining nurses’ aides will recaive
per year, address areas of weakness as the 6 hows of training by Septermber 25, 5/28/14
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, FORM APPROVED.
CENTERS FOR MEDICARE & MEDICAID SERVICES OMEB NO. 0828-0389
STATENENT OF DEFICIENCIES (X1} FROVIDER/SUPPLIERICLIA {%2) MULTIPLE CONSTRUCTON {X8) bATE SURVEY
AND PLAN OF CORRECTION IDENTIFIGATION NUMEER; A, BUILDING COMPLETED
025015 BwiNG 08/1452014
MAME OF PROVIDER OR SUSPLIER STREET ADDRESS, &iTY, STATE, ZIP GOOE
WRANGELL MEDIGAL CENTER LTC 0. BOX 1081 . )
’ WRANGELL, AK 80929
Xd)iD SUMMASY STATEMENT OF DEFICIENGIZS o RROVIDER'S BLAN OF CORRSATION )
PREFIX (EACH DEFICIEMNCY MUST EE PRECEDED BY FULL PREFR {EACH CORRECTIVE ACTION SHOULE B COMPLETHON
TAG REGULATORY OR LSE IDENTIFYING INFORMATION) TAG c&c&sasﬁaagepcelg[g THE APPROPRIATE DATE
IS}
F 487 | Gontinued From pags 30 F 4497
have dementia training. The Si=ff Development :
Coordinator confirmed CNA #4 had aot receivad
any demertia training.
FORM éh;l$-2507(02-99} Previous Vesions Dhsolets Event Imtaaen
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