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a8 a result of a complaint in

.Long Term Care Facillies.

The sample slze was six,
There were five complaints Investigated.

allegations could not be substantiated,

Allegation #2 a resident's dieper was not
| changed.

WThis Statement of Deiiciencies was generated |

vestigation compieted
in your facility on 12/8/16 through 12/14/18, in
accordance with 42 Code of Federal Regulations |
(CFR), Chapter [V, Part 483 - Requirements for

The census at the beginning of the survey was
182!

Compiaint #NV00047120 with the following }

Allegation #1 a resident was piven diabetes
madication without first checking the sugar.

0) MULTIPLE CONSTRUCTION !
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C
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F 000 | INITIAL COMMENTS F 000 J

The investigation Into the allegations included:

Obsarvation of residents recelving incontinent
cara, medication administration and a toyr of the
facility.

Interviewa were conducted with seven alert and
oriented residents, two family members, two
Certified Nuraing Assistants (CNA's), three
Licensed Practical Nurses (LPN's), the Director of
Rehabliitation Therapy, and the Director of
Nursing (DON).

Review of six medical records inciuding the

resicdent of concem.

| RECEIVED |

JAN 27 2017 }

BUREAU OF HEALTHCARE
QUALITY & COMPLIANGE
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Complaint #NV00047484 with the following I
allegations could not ba substentiated,
|
Allagation #1 a resident was neglected,

Allsgation #2 a resident was cvermadicated. '
Allsgation #3 a resident did not recelve diabetes |
medication.
Allegation #4 a resident was completely |
dehydratad.

I

The investigation Into the allegations included:
|

Observation of residents recelving Incontinent
care, medication administration, assistance
during meals and a tour of the facility.

Interviews were conducted with seven glert and
orientsd residents, two family members, two
Certified Nursing Assistants, three Licensed
Practical Nurses, the Director of Rehabliitation
Therapy, and the Director of Nursing.

Review of five medical records inciuding the
resident of concem.

Documents reviewed included the policy
*Fingerstick Giucose Measurement”, revised
6/1/15.

Complaint #NV00046879 with the following
allegation was substantiated. :

Allegation: The resident's adjustable brace on the
leg was not taken off for waeeks, and when it was
finally teken off there was a large lasion on the
leg. See TAG F 309.

The following allegations could not be
FORM CMS-2687(12-00) Pravious Varsions Obsolsts Event ID:00IN11 Facily ID: NVB41455NF if continuation shest Page 2 of 13
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Allegation #3: The resident would recelve
physical therapy and then be left in bed all day
[

ong.
Allegation #4: The facllity didn't pay attention to
the dietary requests. Menus were sent out but
whet the resident ordered was not what was
recelved,
Allegation #5: The food was disgusting and they
would not feed #t fo a dog.
Allegation #6: The air fiter was filthy and was fike
fur.

The invastigation Into thase allegations included:

Walk through of the facility on 12/6/16 in the
moming and afterncon,

Obsarvations of the air fliters in the reem in
question and rooms on the first, second and third
fioor. Observation of the lunch meal on 12/8/18,

Tray tickets and the food items served were
checked. A sampla test tray of the iunch meal
and the altemative meal was tasted for

palatablity,

Three activities were observed (Bingo and two
musical activities).

ObaswaﬂmofﬂleCNA‘aonmeunitsmlsﬁng
maHentsMﬂtgalﬁngoulofbadandacﬂvtﬂeaof

CENT! FOR MEDICARE DI
(0<2) MULTIPLE CONSTRUCTION
A BUILDING
DN 12/14/2016
NAME OF PROVIDER OR SBUPPLIER STREET ADDREBS, CITY, STATE, Z1P CODE
10550 PARK RUN DRIVE
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TAG REGULATORY OR LSC IDENTIFYING wm%n% P%m cﬂoss-nsrsmm APPROPRBIAETE DATE
DEFICIENCY)
F 000 | Continued From page 2 F G00
substantiated:
Allegation #1: The doctor had no interaction with
the resident. The CNA's would jeave notes to the
doctor but the doctor wouldn't address any of the
complaints.
Allegation #2: The resident has hot had x-rays
since belng at the fachiity.

1
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daiiy living.

Interviews were conducted with the Director of
Nurging (DON), Wound Care Treatmant Nurse,
the Admission Nurse, two CNA's, the Dietary
Managar, the Registered Dietitian, the Director of
Rehabilitation, and the Physician Hospltallst,
Eight alert and orlentsd residents were
Intarviewed throughout the units. Ten alert and
orlented residents were Interviewed in the Dining
Room.

Clinical record review of six residents, including
the resident of concem.

Documents reviewed Included facility menus,
therapsutic diets, tray tickets, dietary preference
slips, nurse staffing schedules, and activity
calendars. .

Policies and Procedures reviewed Inciuded:
-Assessment: Nursing, revised 11/28/16,
-Nutrition Care Process, revised 11/28/18.
-Food Prefsrences

-Waights and Heights, revised 11/30/15.

~Skin integrity Management, revised 11/28/18,

Complaint #NV00047344 with the following
allagation could not ba substantiated:

Aliegation: Every time the patient presses the call
button, it takes a CNA about thirty minutes to
show up,

The investigation into the aliegation included:

Observations and walk through on the units on
12/6/16 and 12/14/16. Observations at tha
nursing stations of nurses answering call bells

FORM CMB-256712-69) Pravious Versians Obsclsts Event ID:001N11 Facliily ID: NVB41488NF If continuation shest Pags 4 of 12
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timely.

Interviews were conducted with the DON, two
LPN's, two RN's, and the Nurse Educator, A
Physician was interviewed via telephone.

Interviews ware conducted with elght alert and
orientad residents and two famlly members on
12/8/16, and with four alert and orlented residents
on 12/14/16.

Clinical racord review of six residents, including
the resident of concem.

Documents reviawed Included nurse staffing
schadules and the policy, *Call Lights®, revised
3/2016.

Complaint #NV00047781 with the following
aliegations was substantiated:

Allegation: The facility missed a follow up
appointment because It didn't have anyone to
send with the resident.

Ses TAG F 309,

The foliowing allagetions could not be
substantiated:

Allsgation #1: The resident was in excruciating
pain at times, yet pain medications were not given
in a timely manner.

Allogaﬂon#z:Theeallbelldoesnotgetmred

| and the famlly member has had to call the nurse's

station for the residant.
The investigation into these allegations included:

FORM CMB-2567{02-00) Previcus Versions Obecets Event ID:001N11

Faclilty ID; NVS41468NF

lfcnnmuaﬁonshaeiPago §of13



DEPARTMENT OF HEALTH AND HUMAN SERVICES

PRINTED: 01/20/2017
FOSMAPPROVED

FOR MED| & MEDICAID
OQ}MULTIPI.EGONBTNJCTDN
A. BULLDING .
B. WiNG 121472016
NAME OF PROVIDER OR SBUPPLIER mm.m.aummmns
10550 PARK RUN DRIVE
THE HEGHTSOF!UMHERLIN. e LABVEGA'S.IW 00144
0u) ID WMMARYBTATBENTOFDEICEENOEB D Pnovmmsmorcomscmn D)
PREFIX (M-IDEHMHH?BEPREGEDEDBYM PREFIX (EAGJCORRECTNEAGI'KJNSI-MDBE COMPLETION
TAG REGULATORYORLBCDEM‘IFYINGI&FORMA“QN) TAG CROBB-REFEENGED'I'OTHEAPPWRMTE DATE

F 000 | Continued From page 5

Observations on the 100 West Unit on 12114/16.

Interviews were conducted with the DON, 100
West Nurse Manager, the Nurse Educator, and
two Licensed Practical Nurses (LPN's). Interviews
were also conducted with the Transportation
Coordinator, Case Manager; and the Licensed
Saclal Worker.

Clinical racord review of six residents, Including
the resident of concem,

Dacument review Included the Transportation
Log.

The findings and conclusions of any investigation
by the Division of Public and Behavioral Health
shall nat be construed as prohibltingfany criminal
or civil investigation, actions or other clalms for
relief that may be available to any party under
applicable fedsral, state, or local laws.

The following regutatory deficiencles wera
identified.

F 309 | 483.24, 483.25(k)(l) PROVIDE CARE/SERVICES
85=D | FOR HIGHEST WELL BEING

483.24 Quality of life

Quality of life is a fundamental principle that
appliestoallcareandservicaaprwldodtofacilﬂy
residents. Each resident must recelve and the
facility must provide the necassary care and
services to attain or malintain the highest
practicable physical, mental, and psychosacial
wel-baing, consistent with the resident’s
comprehensive assessment and plan of care,

F 000

F308| 483.24 483.25 PROVDE CARE/
SERVICES FOR HIGHEST WELL
BEING

What Corrective Actions Will be
accomplished for those residents
found to have been affected by
this deficient practice

Resident #6 will be transported
with needed assistance to all her
scheduled appointments

mﬂummm)mmwmm Event ID:001N11

Faciilly ID; NVS4148SNF IrwminuaummedPaca 8of 13
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E
%08 408"3";';"“ From page 6 F309| How will you identify other
%‘kh) Pfaalndl memm_ residents having the potential to
8 must ensure that pain management is be affected by the same practice
provided to residents who require such services i i
consistent with professional standarda of practice, All residents have the pOtel:ltlal
the comprehensive parson-centsred care plan, to be affected by the practice
and the residents’ goals and prefersnces. What measures will be put in place
(1) Dialysis. The facility must ensure that to ensure the deficient practice
residents mm::%ﬁlwis rac;nt\;le such does not recur
sarvices, professional standards ; ;
of practics, the comprehensive person-ca NPEldesmgt.ae will .re educate sta#
care Planr‘l;;nd the residents’ goals and on transporting residents safely
This REQUIREMENT s not mat as evidenced with residents families/ or staff
by: How will the facility monitor its
M;?memm\:. t:'a:nd corrective actions to ensure that
mdwmmup Lot o '1'2 Jm deficient practice is being
mg‘:;";lﬂﬂd mr:utm (lliesidant #8); and 2) corrected
n accurate nursing assessment i i
condition of & patients fractured leg for | of‘gﬂm Nurse manager/designee will
sampied residents (Resident #2), conduct audits to ensure this
Findings inciude: prac'tice Floes not recur
Audits will be completed weekly
Resident #6 for 4 weeks and monthly for 3
Resident #8 was discharged from the acute care months. ,
Date of Completion 1/29/2017

facillty and admitied fo the faciiity on 11/18/16
with diagnoses including f:m:tl.t:gr of lumbosacral
spine and peivis, displaced fracture of second
m Bv;r;abra. weaknass, and fracture of one

The Acute Care Facliity's Discharge Summae
indicatéd to follow up with (Physiclan #3) andry
{Physician #4) in 2 weeks.

FORM CMS-2567 Previous
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The Progress Notes dated 12/12/16 Indicated,
*Ortho apt (Orthopaedic appointment)
rescheduled with husband informed.”

The Physiclan's Consult Indlcated Resident #0
was seen by the Orthopaedic Specialist for the
pelvic fractures on 12/12/18.

The Transportation Log indicated the following:
"Wednesday 12/7/16: 11:45 AM: (Resident #6):

| *Rescheduled to 12/28/18 due to CNA (Certified
Nureing Assistant) unavailable to accommodate
pt (patient). MD (Medical Boctor) Ofc (Office)
called with sarfier appointment on 12/12.*

On 12/14/16 at 11:00 AM, the Transportation
Coordinator indicated the appointment with the
Orthopedic Specialist for Resident #6's pelvic
fracture follow up was delayed from 12/7/16 to
12/12/18 due to & CNA not being available to go
fo the appointment. The Transporiation
Coordinator indicated she reslized the assigned
CNA was not going fo be able to go with the
petiant the day prior to the appointment, and left a
voice mall message stating Resldent #6 spouse
neaded to go with the resident.

On 12/14/16 at 11:30 AM, the DON indicated the
Transportation Coordinator should hava called
her and the DON would have found a CNAto go
with the patient, so that the patient would not
have had to miss the 12/7/16 appointmant.

On 12/14/18, the resident indicated she was
scheduled to see the doctor for an appointment
on 12/7/16. The nurse and the Transportation
Coordinator told her the night bafore her husband
had to go with her because there was no CNA
avallable. The resident indicated ahe was told by

FORM CM3-2557{02-09) Previous Versions Obsalste Event ID:001N11 Facity I: NV841463NF It continuation shest Page & of 13
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the nurse that, i her husband was not able to go
to the appaintment with her, she woukd have to
whee! herself from the parking lot to tha doctor's
office, which mada her fee! very upsat and
worried.
Complaint #NV00047781
Residant #2
NV00047781
Resident #2 was admitted on 7/5/16 from an . . .
acuta care facilily with diagnoses including status What Corrective Action will be
post motor vehicle accident, fractured clavicle, ished for those residents
fractured fibula left leg, muscie weaknass, lron accomplis
deficlency anemia, acute post-hemorhagic found to have been affected by
anemia, nontraumatic subarachnoid hemorrhage, this deficient practice
and chronic kidney dissase stage 4. Resident # 2 has been discharged
;'r‘hd?Acuta Care Facllity's electronic record from this facility
cated Resident #2 was at another Acuts Care i identify other

Faclity's Emergency Department on 6/24/18 for a Ho?v will you . fy ial
syncopal episode status post motor vehicle residents having the potential to
accldent, left Against Medical Advice, but returned be affected by the same
wm\shortnassofmm.lsﬂmastpaln.and ;
transferred to the Acute Care Facilly, The Acute psle .
Care Facllity's admitting diagnosis Indicated All residents have the potential
em #Q.had oxygen at 3 litars continuous to be affected by the same
knee immobilizer. practice
Knee A What measures will be put in

\NmoEcer ent: place to ensure the deficient
Tm%éaegdlﬁg Discharga Statsment practice does not recur
docume ent #2 had a fracture of the laft i i
fibuls, left leg traumatic hematoma, and had NPE/designee will re educate
knee immobliizer. staff on resident body assessment

and thorough documentation

The Physical Therapy and O .
Notes d?eumented Rasuam"é"ﬁ';ﬂ?ﬂcﬁ:"} upon admission and as needed

FORM CMS-2567(02-08) Previous Varlons Obsolets Event [D:001M11 mmﬂﬂ@. W Tes nmmﬁmmm gof13
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F 309 [ Continued From page 8 F303] center. NPE/designee will do re
meshaﬂofmaﬂbulaandwasmnngaleﬁm | . .
Immobliizer, education on removing any |
| immobilizers,splints, etc with a

The Skin Integrity Report only documented a

coccyx wound on 7/26/18. There was no | doctors order to properly assess |
documentsation of the Ieft lower extremity and thoroughly document |
condition of the akin. | ] . .

: the resident skin upon admission |
Resident #2 was discharged on 7/27/16. (Patient | and when needed during the |
#2 went to his physician's appointment on residents stay at the center.Education

7/27/18, who then zgnp:' him to the acute care - '
facifity emergency rtment.) Resident #2
arrived via ambulance on 7/27/16 at 10:13 AM.

will include notifying the doctor

of the assessment results

The acute care faciity's Emergancy How will the facility monitor its
Documentat.ion indicated, *...Pt (patient) was at corrective actions to ensure that
fm:fmﬁﬁm'ﬁmw& and 1R deficient practice is being
tachycardic. Brought in by ambulance...” corrected

ignee will
The Photographic Wound Documentation Nurse managersldes g
documented Resident #2 had an abrasion conduct audits on body
Mp o acihiesion, lah madpnla!“ ;°9: 1.5 cm assessments and removal of
x1t=rn.x‘l " R0t e e immobilizers/splints etc to asses
On 12/6/16 at 12:30 PM PN ( residents skin weekly for 4 week

n 12/8/16 at 12:30 PM, the LPN (Licensed

Practical Nurse) Unit Manager Indicated Resident and monthly for .3 months.
#2 did have a knee immobilizer on throughout the Date of Completion 1/29/2017

siay from 7/5/16 through 7/27/18. The knee
Immobilizer coverad the left leg from the top of
the knes to the mid-calf. The LPN Unit Manager
further indicated the condition of the resident's leg
should have been assessed and documented on
the Inillal Nursing Assessment and the Wound
Care Progress Notes by the nurses.

On 12/8/16 at 12:40 PM, the Wound Care Nurse
indicated when she completed her assessment

FORM CMS-2567(02.85) Previous Versions Obsclats Event ID: B01N11 Facliity ID: NVS41458NF if continuntion aheet Page 10 of 13
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on 7/8/16, Resident #2 would not allow her to
take off the knee immotilizer, The Wound Care
Nurse verified she did not document the knee
Immobilitzar on her assessment, did not notify the
physician about the resident's refusal, and did not
re-atiempt to assess the left leg without the
immobllizer on. The Wound Care Nurse further
indicated she treated the resident's €occyX
wound, but did not fook st the leg undemeath the
bracs.

The Wound Care Nurse Indicated it was her
standard of practice that, upon the Initial
asseasment, the body skin check s completed
and thoroughly documentad. If the resident has
Any loss of skin Integrity, the results are then to
be decumented on the Woeskly Summary body

diagram.

©On 12/6/16 at 1:00 PM, the Director of
Rehabiiitation indicated Resident #2 was always
wearing the (adjustable, with velcro attachments)
knes immobllizer from the time of the Initial
Physical Therapy Asseasment from 7/8/16
throughout the stay until 7/27/16. The Director of
Rehabllitetion indicated Resident #2
rahctantbbearwalghtonmeleﬂleg. There was
no assessment whether there was friction of the
knee immobilizer against the skin. The Diractor of
Rehabilitetion verified the theraplsts did not
remove the knaé immobiiizer and look at the leg.

On 12/6/16 at 1:15 PM, the RN Nurse Educator
indicated she did not remember the resident

" | specifically; However, It was the standard of
pmcﬂnafornursestodoasldnasmsmem, and,
if there's a dressing or a brace, they have to log|
undemeath. The RN Nurss Educator verified
there was no documentation of the knes

F 309
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immobilizer or the skin intogrity and it was not
acceptable for a resident to go 23 days wearing a |
knee Immobillzer without an assessment of the | | -
condition of the akin undsreath. |

On 12/6/16 at 3:30 PM, the LPN who conducted |
| the Initial Nursing Assessment on 7/5/16 ! |
indicated it was the protocol to do & complete | |

assessment upon admisslon and document

-appropriataly, Inciuding what the skin Jooks ke, If |

a patient has an immobiitzer, it's important to look
at the leg. If the patient residents, the nurse
should tell the houss nurse and cail the doctor.
The LPN verifled the Initlal Nursing Assessment
and the clinlcal record did not document the knee
iImmobilizer and the condition of the skin
undermeath. '

On 12/6/16 at 3:45 PM, the physician (Physiclan
#1) indicated via telaphone Interview that he did
not get & chancs to look at the leg without the
knee Immobilizer from 7/6/16 through 7/27/16,
The physician Indicated it's the nurses' job to take
off the knee immobiiizar and look at the condition
of the skin undemeath, and stated, *| depend on
the nurses to look at L. The physiclan further
Indicated Resident #2 had some issues of
noncornpliance but was generally compliant with
care. He was aware that Resident #2 had
varicose veins by history, but was not notified by
the nurses that Resident #2 refused to allow the
nurees (o take off the knee Immobliizer.

The policy, "Skin Integrity Management”,
indicated Practice Standards: Review
pre-admission Information to plan for patient's
naeds prior to admission. Complete a
comprehensive evaluation of the patiant upon
admission. ldentify the patient's skin integrity
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status and need for prevention Intesvention or
freatment modalities through review of all
appropriate assessment Information. Perform a
skin inspection on admission and weookly,
Document, Perform wound observations and
measurements and complets "Skin Integrity
Report’ upon Initial identification of altered skin
integrity, weekly, and with anticipated decline of
wound. Perform dadly monitoring of wounds or
dressings and document.

facliity will conduct initially and periodically a
comprehensive and accurate assessment of
each patient's functional capacily, and notify the
physician of the assessment resuits.

Complaint #NV00046879

The policy, "Assessment: Nursing®, indicated the
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