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$5=D | ASSESSMENTS COMPREHENSIVE
The facility must conduct initially and periodically ASSESSMENTS: The facility wil
conduct initially and periodically a
a comprehensive, accurate, standardized comprehensive, accurate,
reproducible assessment of each resident's standardized reproducible
functional capacity. assessment of each resident's
functional capacity. This standard
A facility must make a comprehensive will be accomplished by the
assessment of a resident's needs, using the RAI following: (fneluding but not limited 4/23/08
specified by the State. The assessment must to): '
include at least the following:
Identification and demographic information: A) A comprehensive assessment
Custornary roufine; and a safety assessment will be
Cognitive pattems; completed on resident #43 by the
Communication: restraint nurse. A quallty. monitoring
N ' tool (Attachment # 1B) will ,
Vision, d behavi terns: be utilized to ensure that resident #
Mood an .e avior p.at ermns; 43 has a compieted comprahensive
Psychosocial well-being;
assessment and safety
Physical functioning and structural problems: assessment.
Continence;
Disease diagnosis and health conditions;
Dental and nutritional status:
Skin conditions:
Activity pursuit;
Medications;
Special treatments and procedures;
Discharge potential:
Documentation of summary lnformatlon regarding
the additional assessment performed through the
resident assessment protocols; and
Documentation of participation in assessment.
This REQUIREMENT is not met as avidenced
by:
Based on observation, medical record review,
and staff interview, the facility failed to ensure &
comprehensive assessment was performed for
one (#43) of three ressdents who utilized a
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Continued From page 1
physical restraint. The findings were:

Periodic observation throughout the survey
showed resident #43 was in bed with two
half-side rails up on both sides of the bed. Review
of physician's summary orders revealed a
10/16/07 order for side rails under the category of
"restraint." The order also documented the
resident was at risk of rolling out of bed. Review
of the 12/4/07 and 3/2/08 quarterly minimum data
set (MDS) assessments showed side rails were
used for this resident daily. The following
concemns were identified;

a. Review of the medical record showed no
comprehensive assessment, including a safely
assessment, had been conducted for the use of
the side rails.

b. interview with the assistant director of
nursing on 3/13/08 at 10:53 AM revealed she also
could not find a comprehensive assessment.
Further Interview with the ADON on 3/13/08 at
10:52 AM revealed she contacted the coordinator
of the restraint committee. The coordinator told
the ADON she was unaware the bed rails were in
use and confirmed a comprehensive assessment
had not been conducted.

483.20(c) QUARTERLY REVIEW ASSESSMENT

A facility must assess a resident using the
quarterly review instrument specified by the Siate
and approved by CMS not less frequently than
once every 3 months,

This REQUIREMENT is not met as evidenced
by:

Based on medical record review and staff
interview, the facility failed to ensure minimum
data set (MDS) assessments were performed on

F 272

F 276

B) A guality monitoring tool will be
completed on two random residents
every week regarding Restraints
and Assistive Devices which
includes evauating comprehensive
assessment and safety assessment
completion.

C) The. results of the Quality
Monitoring Too! will be reported to
the Quality Assurance Committee. b - 4

D) The Director of Nursing
Services is responsible for
compliance for the above standard.

483.20(c) QUARTERLY REVIEW
ASSESSMENT: The facility will
assess a resident using the
quarterly review instrument
specified by the State and approved
by CMS not less frequently than
once every 3 months. This standard
wilf be accomplished by (including
but not limited to):

4/23/08
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4/23/08
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a quarterly basis for one (#2) of 11 open sample
residents. The findings were: A} Resident #2 will receive a
_ comprehensive MDS in order to re-
Record review showed an admission MDS establish her quarterly timeframe.
assessment was conducted for resident #2 on B) A quallty measuring tool
4/20/07. The next quarterly assessment was (Attachment # 2B) will be completed
completed on 10/16/07, almost 6 months after the on two residents that are on the
adm|§s1on assessment. Interview wr;h the MDS MDS schedule every week to
coardinator on 3/11/08 at 3 PM confirmed a assure the timely completion of
quarterly assessment shouid have been MDSs as specifled by the State and
performed in October 2007, however, the approved by CMS.
assessment was missed.
F 356 | 483.30(e) NURSE STAFFING F356| C) The results of the quality
SS=B monitoring tool will be reported to
The facility must post the following information on the Quality Assurance Committee. bi <6+ l]
a daily basis:
o Facility name, D) The Director-of Nursing
0 The current date. Services i .
ervices is responsible for
o The total number and the actual hours worked ; ;
h ) . compliance with the above
by the following categories of licensed and standard.
unlicensed nursing staff directly responsible for
resident care per shift 483.30(¢) NURSE STAFFING: The
- Registered nurses. faclllty w:nl post the fo!lownpg N
- Licensed practical nurses or licensed |nformamon on a ??j'g b‘:‘;ﬁs;[f?clﬂ'ty
vocational nurses (as defined under State law). name, Iné current aale, e 1o'a
Certified nurse aides number and actual hours worked by
i i : ,:e n 1aes. the following categories of licensed
0 Resident census, and un-licensed nursing staff
. i directly rsponsible for resident care
The fthty must post thg nurse staffing da;a . per shift (Registered nurses,
specified above on a daily basis at the beginning Licensed practical nurses or
of each shift. Data must be posted as follows: Licensed vocational nurses,
o Clear and readable format, Certified nurse aides, and resident 4/23/08
o In a prominent place readily accessibie to census. The facility will post the
residents and visitors. nurse staffaing data specifed above
on a daily basis at the beginning of
The facility must, upon oral or written request, each shift. Data will be posted as
make nurse staffing data available to the public follows: clear and readable format
for review at a cost not to exceed the community and in a prominent place readily
standard. accessible 1o residents and visitors,
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Fach 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.

MEALS:

The facility will ensure that each
resident receives and provides at
least three meals daily, at reqular
times comparable o normal
mealtimes in the- community, There
will be no more than 14 hours

SR
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Upon oral or written request the
- . . facility will make nurse staffing data
vl e bk o iew
ng ; ) X a cost not to exceed the comunity
required by State faw, whichever is greater. standard. The facility will maintain
the posted daily nurse staffing data
. for ag minimum of 18 months or as
This REQUIREMENT is not met as evidenced required by State law, whichever Is
by: greater, This standard will be
Based on observation, facility record review, and accomplished by (including but not 4/23/08
staff interview, the facility failed to maintain a limited to):
posting of nurse staffing in a readable format
which included a census, |n addition, the facility A) Alarger staffing board was
failed to retain the daily data for 18 months. The purchased and is displayed on the
findings were: east hall wall with the information
as descriped above.
Observation during the initial tour on 3/10/08 at ) The 0&,,’]:}
3:15 PM revealed the posted staffing board was B) Dally nurse staffing mformatlon Able Lath L]/Z
located at the central nursing station. The board will be posted for review to JJ ‘
. o . residents and visitors above the M
was magnetic, and it did not include the current qurse staffing board. Additiona {4»
census. Interview with the director of nursing nurse staffng A n ﬂ;«fv] QV‘JE 5 g
o g hours will be
(DON) on 3/10/08 at 4:12 PM revealed the facility available upon request. The nurse ,{/,J:s- for & 7
retained a hard copy of the data for a two week staffing notebook will be indentifed /fnljwr ¥ f
period. The DON confirmed the posted board did and kept in the ADON's office for 4, \fv j,;
not include the census. Review of the data the review by residents and visitors. VX
facility currently kept revealed two weeks of data 5) h ! } 52
which listed the work shift for each staff member, C) The Director of Nursing (4 WV ,/r.u
contained letters next to names but it did not Services is responsible for /4 ffml- ppod né 7
contain a 'key' or definition for these letters, and it compliance with the above mgar #7{ @V’( )
lacked the daily census. standard. G5 vima Cﬂwn*
F 3681 483.35(f) FREQUENCY OF MEALS F 368 Mﬂ“vﬂ’}
SS=E 483.35() FREQUENCY OF
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The facility must offer snacks at bedtime daily.

When a nourishing snack is provided at bedtime,
up fo 16 hours may elapse between a substantial
evening meal and breakfast the following day if a
resident group agrees to this meal span, and a
nourishing snack is served.

This REQUIREMENT is not met as evidenced
by:

Based on resident and staff interview, the facility
failed 1o offer a bedtime snack to each resident.
The findings were:

The following concerns were noted with the
provision of bedtime snacks:

a. Confidential interview with 11 residents on
3/11/08 revealed the residents were not offered a
bedtime snack; however, they stated that they
could ask staff for a snack if they wanted one.

h. Interview with CNA #11 on 3/11/08 at 5:14
P revealed there was a snack time fram 9-10
PM. The CNA further commented that if a
resident wanted a snack they "just come down to
get it." When asked about residents who were not
independent, the CNA stated "They can ask for
it'll

c. Interview with evening/night CNA #12 on
3/12/08 at 2:21 PM revealed bedtime snacks
were passed by environmenial aides who
"passed all snacks." Interview at that time with
environmental aide #1 revealed the
environmental aides passed only the 10 AM and 2
PM snacks, and no environmentat aides worked
at bedtime,

d. Interview with the registered dietitian (RD)
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between substantial evening meal
and breakfast the following day
except as provide below: the
facility must offer bedfime snacks at
bedtime daily. When a nourishing
snack is provided at bedtime, up to
16 hours may lapse between a
substantial eveining meal and
breakfast the following day if a
resident group agrees to this meal
span and a nourishing snack is
served. This standard will be
accomplished by (including but not
limited to):

A) Each resident wiill be
offered a bedtime snack.
Bocumentalon will be required to
assure that each resident has been
offered a bedtime snack, (see
attachment # 3B).

B) An in-service will be
provided for nursing staff regarding
the importance of nutrition in the
elderly population.

C) The Director of Nursing
Services is responsible for
compliance with the above
standard.
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approved source, The findings were;

blanket, pork and beans, and pudding. In

lettuce and carrots.

ensure food served to residents was from an

Interview with the activity director on 3/13/08 at
11:35 AM revealed a "potluck” lunch was being
served to residents and staff that day. The activity
director said dietary staff prepared pigs in a

addition, staff brought in salads that would be
offered and served to both residents and staff.
The activity director further commented the facility
planned a "potluck” every 1 - 2 months and either
staff or family members brought food into the
facility for the residents. Observation at that time
confirmed staff had brought in a variety of eight
salads that were being offered and served to the
residents, Each salad was different and included
iterns such as fruit with whipped topping and fresh

Interview with the RD on 3/13/08 at 1:30 PM

Special Resident Council Meeting of
March 28, 2008)

approval of this plan of correction.
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on 3/13/08 at 7.50 AM revealed each resident
should have been offered a bedtime snack. She
further commented that snacks were available for
the residents, and the missing piece was for the )
staff {o offer them. 483.35 (H(SANITARY
F 3701 483.35())(1) SANITARY CONDITIONS - FOOD F 370 CONDITIONS-FOOD
55=F | PROCUREMENT PROCUREMENT
The facility must procure food from sources The facility will procure food from
approved or considered satisfactory by Federal, sources approved or considered to be
State, or local authorities. satisfactory by Federal, State or local
anthorities. It is the intention of Castle
Rock Convalescent Center o protect
residents from food borne illness but
This REQUIREMENT is not met as evidenced residents arc provided wifh a wide
by: variety of activities and may choose o
Based on observation and staff interview, the eat foods fiom a variety of sources.
facility failed during one of four days of survey to (pleasc see attached minutes from 4/23/08
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revealed dietary staff prepared pigs in a blanket,
pork and beans, a salad, and pudding. The RD
confirmed staff also brought in a variety of salads
that were offered and served to residents. The
RD said she thought food served to residents did
not have fo be from an approved source if the
food was part of a planned activity. The RD
further commented the facility did not have a
policy, or any food safety guidelines, for the
resident "potiuck” meals.

F 371 483.35(i)(2) SANITARY CONDITIONS - FOOD F 371

ss=f | PREP & SERVICE
The facility must store, prepare, distribute, and
serve food under sanitary conditions.
This REQUIREMENT is not met as evidenced
by.
Based on observation and staff interview, the
facility failed to ensure the ice cream machine
was properly sanitized and outdated canned food uarter_IY Quaﬁty_ Assurance
was discarded. In addition, the food preparation Committee meeting.
area was not maintained in a sanitary manner &
and left-over food items were not stored in proper <@ The Dietary Director is I'GSPOHSibJ
containers. The findings were: for the implementation. of these

procedures.
1. Observation in the dining room during
breakfast on 3/11/08 between 7 AM and 7:56 AM 48335 (i)(2) SANITARY
revealed the ice cream machine was dismantled CONDITIONS-FOOD PREP &
and the parts 1o the machine were placed on a SERVICE 4/23/08
bedside stand. Interview with dietary aide #1 at
7:56 AM revealed she was 90"‘9 to apply a , The facility will ensure that food is
jubricant to the parts before putt.lng the machine stored, prepared, distributed, and
back together. Further observation at 8:09 AM served under
showed the machine was reassembled and the sanitary conditions.
dietary aide poured a yogurt and an ice cream
FORM CMS-2567(02-99) Previous Versions Obsalele Event ID: 460811 Facility ID; WY0004 If continuation sheet Page 7 of 10
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mix into the machine. The following concerns
were Identified:

a, Interview with the dietary aide on 3/11/08 at
8:09 AM revealed that besides adding lubricant to
the parts and putting the machine back together,
she "did not do anything else" hefore pouring the
mixes into the machine.

b. interview with the dietary manager on
3/11/08 at 8:22 AM revealsd the ice cream
maching shouid have been sanitized with a
chlorine-based sanitizer after the machine was
reassembled and before the mixes were added.

c. Interview with the registered dietitian on
3/13/08 at 7:50 AM revealed the dietary aide was
hot trained on the proper procedure for sanitizing
the ice cream machine.

2. Observation in the dry storeroom on 3/10/08 at
2:30 PM revealed 10 cans of low sodium cream
of mushroom soup dated June 2007. In addition,
there were three cans of low sodium vegetable
soup, and one can of low sodium chicken noodie
soup, all dated November 2007. Further
observation of the dates on the cans and
interview with the RD on 3/11/08 at 8:19 AM,
confirmed the soup was cutdated and should
have been discarded.

3. Observation during the preparation of lunch on
3/12/08 at 10:45 AM revealed soup and gravy
were being heated on the stove top. Directly
above the pots containing the soup and gravy
were pipes covered with dangling dust particles.
Further observation of the dusty pipes and
interview with the RD on 3/13/08 at 7:50 AM,
confirmed the pipes were in need of cleaning.
According to the 2005 Food Code, U.S.
Public Health Service, 4-602.11: "...{C)
Nonfood-contact surfaces of equipment shall be

proper cleaning, sanitizing and sef-up
of the ice cream machine has been
ontlined in writing (see attached forms
#10 & #10A).

b) An in-service on the proper
cleanmg, sanitizing and set-up of the
ice cream machine will be presented by
the Dietary Director at the April 17,
2008 Dietary Department meeting.

c) EBach current dietary employee, who
is responsible for cleaning, sanitizing
and/or setting-up the ice cream
machine, will be audited (see attached
form #11) during April 2008 to ensure
they are following the ptoper steps.

d) Each new dietary employee with
responsibility for the care of the ice
cream machine will be in-serviced on
the proper steps to follow for cleaning,
sanitizing and set-up.

¢) Random, quarterly audits will be
conducted using a quality monitoring
Tool (see attached form #11 and #15)
and the results will be reported to the
quarterly Quality assurance Commmittee
meeting,

f) The Dietary Director is responsible
for implementing this procedure,

2. a) The procedure regarding the
proper storing and discarding of food
items is updated to include the disposal
of canned products that are past their
expiration date (see attached form #]2),
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; %) The updated procednre will be
F 371 | Continued From page 8§ . . F 371 reviewed with all dietary staff at the
kept free of an accumulation of dust, dirt, food Dietary Department mesting on April
residue, and other debris." 17, 2008.
, . , Checking for out dated food items in
4. Observation during the preparation for lunch on (El)ry storagegis specifically listed on the
3/12/08 at 10:14 AM revealed re-used cottage weekly duties for the employee
cheese containers were used to store left-over assigned to the storeroom (see attached
tomatoes, beets, and chicken noodle and tomato form #13).
soup. Interview with cook #1 at that time revealed d). Monitoring of out-of-date canned
it was facility practice to re-use cottage cheese itoms in the storeroom is added to the
containers to store left-over food. weekly Dietary QA Andit (see attached
According to Food Code 2005, U.S. Public form #14).
Health Service, 4-502.13: "Single-service and ¢) The results of the Dietary QA
single-use articles may not be reused.” The Food Audit are reported to the quarterly
Code defines single-use articles as, "...food Quality Assurance Committee meeting |
containers, jars, plastic tubs or buckets..." (see attached form #15). |
F 444 | 483.65(b)(3) PREVENTING SPREAD OF F 444 f) The Dietary Director is responsibie E
ss=p | INFECTION |

The facility must require staff to wash their hands
after each direct resident contact for which
handwashing is indicated by accepted
professional practice.

This REQUIREMENT is not met as evidenced
by:

Based on observation and staff interview, the
facility failed to ensure nursing staff practiced
proper hand hygiene during one of two
observations of resident meal assistance. The
findings were:

Observation in the dining room during the evening
meal on 3/10/08 between 5:20 PM and 5:44 PM
showed CNA #1 was assisting six residents at the
two horseshoe shaped tables. The CNA
repeatedly handled each resident's utensils and
cups that had also been handled by the residents.

in addition, at 5::23 PM she adjusted the oxygen

for implementing this procedure.

3.  a) The cleaning assignment for
the hood is updated to specifically
include that the fire suppression pipes
are to be cleaned weekly when the
hood and filters are cleaned (see
attached form #16).

b) An in-service on this updated
procedure will be presented by the
Dietary Director at the Dietary
Departinent meeting on April 17, 2008,
¢) The weekly Dietary QA Audit is
npdated to include a check fhat
nonfood contact surfaces of equipment
are kept free of accumulation of dust,
dirt, food residue, and other debris (see
attached form #14).

d) The results of the weekly Dietary
QA Audit are reported to the quarterly
Quality Assurance Commitiee meeting
(sec attached form #15).

¢) The Dietary Director is responsible
for implementing this procedure.
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tubing around one of the resident's ears. At 5:24
PM and 5:40 PM, the CNA used her bare hand
and handed resident #9 his/her hamburger. The
following concerns were identified:

a, During this 24 minute observation, the
CNA did not perform any hand hygieng hetween
assisting residents.

b. Interview with CNA #1 on 3/11/08 at 7.55
AM revealed she usually used an alcohol-based
hand rub between assisting residents; however,
her bottle of hand rub was empty during the
3/10/08 evening meal.

¢. Interview with the infection control nurse on
3/13/08 at 8:30 AM revealed nursing staff are
expected fo follow proper hand hygiene
procedures while assisting residents during
meals. The nurse further said that in this specific
situation, the CNA should have performad hand
hygiene between assisting each resident, and
before direct hand contact with resident food.
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F 444 | Continued From page @ F 444 4.a) Appropriate food storage

containers have been purchased and
are being nsed by dietary staff for
proper storage of leftover foods.

b) A procedure for proper storing of
leftovers (see attached form #12) has
been implemented and an in-service on
this procedure will be presented by the
Dietary Director to all dieiary staff at
the Dietary Department meeting on
April 17, 2008.

c) The weekly Dietary QA Audil is
updated to include a check that only
proper storage containers are being
used to store leflover foods and that
single-service articles are not being
reused for storage purposes (see
attached form #14).

d) Theresults of the weekly Dietary
QA Audit are reported to the quarterly
Quality Assurance Committee meeting
(sec attached form #15).

¢) The Dietary Director is responsible
for implementing this procedure.

483.65(h)(3) PREVENTING
SPREAD OF INFECTION: The
facility will require staff to wash or
sanitize ther hands after direct
resident contact for which
handwashing is indicated by
accepted professional practice. This
will be accomplished by (including
but not limited to}:

4/23/08
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tubing around one of the resident's ears. At 524
PM and 5:40 PM, the CNA used her bare hand
and handed resident #9 histher hamburger. The
following concerns were identified:

a. During this 24 minute observation, the
CNA did not perform any hand hygiene between
assisting residents.

b. Interview with CNA #1 on 3/11/08 at 7:65
AM revealed she usually used an alcohckbased
hand rub between assisting residents; however,
her bottle of hand rub was empty during the
3/10/08 evening meal.

c. Interview with the infection contrel nurse on
3/13/08 at 8:30 AM revealed nursing staff are
expected to follow proper hand hygiene
procedures while assisting residents during
meais. The nurse further said that in this specific
situation, the CNA should have performed hand
hygiene between assisting each resident, and
before direct hand contact with resident food.
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A) An in-servise will be provided to
educate the nursing staff regarding
infection control, the use of good
handwashing techniques and when
handwashing should be done. A
quality assurance tool {Attachment

# 4B) regarding hand washing in the
dining room will be done randomily
throughout the week to cover all
three meals provided in the dining
room. {Atrpewment SB8)

B) The results of the quality
management tool will be reported to
the Quality Assurance Committee.

C) The Director of Nursing
Services is responsible for
compliance with the above
standard,
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