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The fallowing common abbreviations are used

throughout this document:

CNA- Certified Nurse Alde WGCHS will effectively train staff on
DON- Dlrector of Nursing

MAR-Madication administration record ﬁbldseljor a.II sta{f ]EF t?rmh!vers:i!igc!udlng
MDS- Minimum Data Set ousekeeping stafl. This wiii be

RD-Registered Dietitian accomplished by:
RN-Reglstered Nurse

1. Human Resources will

Less commonly used abbreviations will be aeducate all new staff about
annotated in each deficiency. abuse identification and
F 226 | 483,13(c) DEVELOP/IMPLMENT F 226 reporting. 1217111

§8=D | ABUSE/NEGLECT, ETC POLICIES

‘ 2. DON & Administrator will
The facility must develop and Implement written

X educate housekeepers #1 and
policles and procedures that prehibit #2. and all staff about ab
mistreatment, neglect, and abuse of residents w2, and all stait aout abuse
and misappropriation of resident property. identification and reporting.

' 3. All staff will acknowledge
This REQUIREMENT is hot met as evidenced comprehension of this policy
hy: f

via signed attendance of

Based on staff interviews, review of facllity's annual tralrihg and

policy and procadure, and review of the annual

training program, the faclllty falled to sffectively completion of follow-up test

tratn staff on abuse for 2 of 5 staff members ' : T '

{(housekeeping stalf #1, housekeeping staff #2) 4 A q.uallty moniforing toof wil

interviewed concerning abuse, The findings were: be lmplemer!ted to ensure
comprehension of abuse

1. Anterviewwith the administrator on 11/3/11 at policies by all staff.

9.30AM revealed all employees had annual
training related to abuse and neglect and this was
dene through a computsr moedule that also
required a test. Review of the abuse prevention
and reporting poltcy last reviewed in Qctober
2010, showed it coverad the need for training and
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F 248

the tralhing would ba held annually. Review of the
abuse and neglect education materlals showed
the training included fypes of abuse and reporting
procedures. Howevear, when Intaerviswed, two
employees were unable to knowledgeakly answer
questions relatad to types of abuse and what they
would do If they were to withess abuse, The
following concerns were (dentified:

a. Interview with housekasping staff #1 on
114311 at 7:40 AM revealed she had net recelvad
training related to abuse, hacause as
housskeeping, there was no direct resident cars.
Further, she sald thare was some Information
about resident abuse on Leamning Harbor, an
annual computer tralning requirement. She could
not give any details about what the fraining
covered concerning abuse,

b. Interview with housekeeping staff #2 cn
11/3/11 at 8:10 AM revealad she had recalvad
training on abusa; however, she had to ask the
activity diractor what training she had actually
recelved, The housekeaper could not
knowledgeably answer questions that were asked
related to abuse,
483.15{f)(1) ACTMITIES MEET
INTERESTS/NEEDS OF EACH RES

The facility must provide for an ongalng program
of activities designed to meet, In accordance with
the comprehensive assessmeni, the Inlerests and
the physical, mental, and psychosccial well-bsing
of each resident.

This REQUIREMENT s not met as evidencsd
by:

Based on observation, staff Interview, medical
record review, and review of the activity

individual needs.

updated as needed.

WGHS will provide an ongoing program
Fo4g|| of activities designed to meet the

inferests and needs of each resident, l?’\) 1 } 3
This will be accomplished by:

1. Residentit 12, #24, #44, %9 #17 gl L &
and alll{e idents will be LA » BLY R P

assessed upon admission to
identify an acitivity plan based on

2. Quarterly reviews will be
conducted and care plans
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calendars, the facility failed to meset the activity
needs for 3 of 12 open sample residents (#12,
#24, #44) and twa non-sample resldants (#8,
#17), The findings weres:

1. Review of tha October and Novermber 2011
secure unit activity calendar showed each
morning "mind exercise" "current events", and
"hody exerclse" were scheoduled activitles. There
were eight residents who resided on the secure
unit, and ona CNA assignad to the unlt during the
day shift. The following concerns were identifisd:

a. Observation on 11/1/11 at 9 AM showed
the aclivity "mind exercise” was belng provided by
activity assistant #1 in the common area. The
activity was a memory game, and there was one
non-sample resident #9 who was particlpating.
The other five residents In the area were asleep
including sample residents #12, #44, #24, The
activity assistant <lid not make any attempt to
awaken ot interest these slesplng residents.

b. Observation of the "current avents" activity
on 111/11 following the memory game revealed
there was no intersst by the residents. While
activity assistant #1 read the nowspaper, resident
#171ooked at a photo albumn, resident#@
cccaslonally looked Up, and ths three resldents
sleeplng continued to sleep. At no time during the
aclivity did the aclivity assistant or CNA try to
relse the level of interest.

¢. Interview with the activity director on
1173111 at B:20AM ravealed thers was a recent
turnover in activity staff and the three part-time
employees were stll being trained, She stated
sha was respensible for the tralning and had not
had the apportunity fo spand much time with each
of them. She acknowladged there was a need to
wale the resldents up to participate, and have the

establish a detailed acitivities
program for the Special Carg
Unit. All staff will be educated
on this program. Quist time
and resting time will be

allow times for optimal
alertness to enhance the
meaningful activity facilitated.

4. Each resident's response will
be documented daily to
assure their heeds and goals
are addressed in their plan of
care are being met with
Mmeaningful activity,

5. Activities aides and CNAs wili
work together n accordance
with the Special Care Unit
activity schedule and each
residents’ activity assessment
to assure residents have
apportunity to participate in
acitivty offered and activities
of individual interests. Al
residents will be included and
invited to each group activity.
Sleeping residents will be
encouraged to waken and
participate. Resident refusals
will be honored and
‘documented.

configured into this program to
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parson providing the actlvity show enthusiasm.
2, The follewing concerns were identified related

ito the aclivity assessments for residents #12, #24
' and #44 who reslded on the secure unit:

8. Review of the 9/9/11 activity assessment
for residant #24 showed it failed to include any
specific activities the resident was Inferested In,
The assessment was a form that included check
marked boxes to show level of participation,
psychosocial needs, moblllty, vision, hearing,
cognition, and sedalization patterns, There were
na notes or summary associated with the
assessment to determing what would be a
meantngful activity program for this resident,
Revlew of the QOctober 2041 activity tally record
showad the resident was sleeping duting 37 of 47
activities recotded. In addition, the resident
recelved 9 one-to-ona activilles during the month
of October 2011, Review of the ons-to-oche
activity holes showed each activity was a
conversation, and the average number of minutes
spant for each activity was seven minutes. The
notes falled to show how the resident responded
to the activity,

b. Review of the activity information for
resident #12 showed an Iniflal activity assessment
was completed for the resident when admiited on
6/16/03. This initial assessment included the
typas of activities tha resident enjoyed such as
vard work and exercise, music, dancing
shopping, helping others, and handi-work, On
9128111, almost eight years later, the resident was
moved into the secure unit of the facllity. Reviaw
of the quarterly/significant change activity
assassment dated 10/18/11 showed it did not
include specific activities the resldent enjoyed,
The assassment form was a data tool with boxes

FORM CMS-2587{02-08) pravious Vers1ons Obsolsle Evant 1D: 1JSWid Fagilily ID; WY0034 if continutation shest Page 4 of 13
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Continued From page 4

that could be checked to show level of
particlpation, psychoseccial needs, mobility, vision,
hearing, cognition, and socialization patterns.
There were ho notes or any summary to provide
any informatlon about the resldents changing
needs, or what may constitute a meaningful
aclivity program for this resident.

¢. Medical record review for rasident #44
showed s/he had diagnoses to include dementla,
depression and anxlety, Review of the quarterly
MDS asssssment showed sthe had severe
cognitive impairment. Review of the annual MDS
assessment dated 5/3/11 showed the resident
preferrad, in part, the foliowing activities: reading
books, newspapers, keeping up with the news
and participating in refigious activities, Review of
the care plan for activities |ast raviewed 1011 9/11
showed the resldent enjoyed religlous activities,
bingo and outings. Raview of the Ostober 2011
activity tally sheet showed no documented
evidence for reading opportunities, one church,
bible study activity and participated in
bingofaroma therapy one ime. Further,
documentation showed the resident was provided
only two off unit activities/outings,

d. Interview with the activity director on
11/3/11 at 8:30AM reveated she was aware the
aclivity assessments for these residents were In
need of updating to defline what activities would
be meaningful to the residents. She ravaaled
many of the secure unit resldents wera an
one-o-one vislts; however, the visits and
activities were not well plannad or always
documented,
483.15(g)(1) PROVISION OF MEDICALLY
RELATED SOCIAL SERVICE

The facliity must provide medically-related social

F 248
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services fo attain or maintain the highest WCHS will provide medically-related
| practicable physical, mental, and psychosoclal social services to attain or maintain | D\‘WI\ |
well-baing of sach resldent,

Based on observation, medical record review,
and resident and staff interview, the faciliy failed
to make arrangements to provide an adequate
motorized wheelchair for 1 of 1 resident (#2)
identified with this soclal service need. The
findings were:

Durlng an observation on 11/2/11 &t 2 PM In the
resident's room, resident #2 was sitting In a
motorized whesichalr. The resldent was leaning
to the right side and appeared uncomfortable,
During an Interview at that time, the resldent
stated that his/her low back was uncomfertable
when in the wheelchalr, and ths wheelchalr was
too small, The resident further stated that the
facility had evaluated the wheelchalr and had
found issues, but had not gotten back with the

93111 plan of treatment for outpatient
rehabiiitation, slghed by the physiclan, showed
the evaluation determined that the resident was
unable to propel in a manual wheelchair
secondary to leaning pesture, The evaluation
further determined that the current whaslchalr
had a seat that was tco low and a back rest that
was too shert. The evaluation concluded that the
resident could greatly benefit from a "Jazzy" or
similar scooter with a higher seat, higher back,
and wide amrests, Durlng an Interview with tha
social services director (SSD) on 11/3/11 at 8

This REQUIREMENT is not met as evidanced by,

resident concerning any alternatives, Review of a

the highest practicable physical,
mental, and psychosocial well-being of
each resident. This will be
accomplished by:

'

1. Social worker will assist
resident #2 and all residents
to attempt to locate a funding
source to assist with purchase |
of equipment that would
achieve the above.

-

2. Social worker will contact 4
different sources and request
funding for motorized
wheelchair.

3. Social worker will monitor and
report to QA all reguests and
follow-up,
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AM, she verified that the facllity had not pursued
other sources after It was determinad thet the
resicent did not gualify for motorized wheslchair
assistance from madicaid. The resident had
recelved medicaid assistance for a motorized .
wheelchair pricr to admissicn to the facility, anc WCHS will ensure that resident #48 and
that wheelchalr was no longer avallable. The SSD all residents will not be catheterized
alse stated that the resldent had ne persenal unless the resident's clinical condition
funds to purchase one. 8he further stated that the demonstrates that catheterizalion was
facillt\j had contacted other agencles in the past necessaryl and a resident who is
concemlng similar slituations. How'sver, the faclllty ineontinent of bladder receives
had falled to do so for the restdent's current |ssue . .
with the wheslchalr appropriate treatment and serviges to
F 315 | 483.25(d) NO CATHETER, PREVENT UTI, F816 | prevent urinary tract infection and to
$5=D | RESTORE BLADDER restore as much normal bladder l;l]i'“{\ H
function as possible. This wili be
accemplished by:
Based on the resident's comprahensive i . :
assessment, the facility must ensure that a 1. Resident #48.and a!l residents
resident who enters the facility without an who are admitted with a
i%dwelliir:jg cathalter 1sl not g{athetgrlzed unless diagnosis of urinary retention
the resident’s clinical condition demonstrates that — : ;
catheterlzation was necessary; and a resident and an indwelling cathetor wil
who Is incontinent of bladder recelves appropriate be re-svaluated for urinary
treatment and services to prevent uripary fract retention.
Infections and 1o restore as much normal hladder
functlon as possible. 2. DON will educate nursing staff
about guidalines for use of
'Ehls REQUIREMENT i not met as evidenced catheters.
¥ .
Ba;edlon obsdervaitlon, tshtaf; Inltlﬁrvif\;t{ 3ntd 3. Resident care coordinator will | Ao M
medical record review, the facllity failed to ensure T i)y -
the cathster for 1 of 4 sample residents (#48} with Tec;mgtc?thcéeﬁwe;(? ng A -'%V\- i
catheters was medically necessary. The findings necessity) and report to A fmr?f wadlbeno
were: monthly '
Perodic observation on 10/34/11, 1111/11, and
1172111 revealed resident #48 utilized a catheter,
FORM CMS-2667(02-39) Previous Versions Obsolete Evant 1D:108WH 1 Fagility 1D: WY0034 f sontinuation sheei Page 7 of 13
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Review of nursing notes dated 5/3M0 at 2:20 PM
and 3 PM showed the resident was transferred
from the hospital with an indwelling catheter and
the diagnoses for catheter placement was urinary
retention, Review of the medical record showed
no further evaluation related to ths indwaelling
cathster or the urinary retention. Interview with
the DON on 11/3/11 at 10:20 AM revealad aftar
going through the medical record, there was
nothing further found to show a medical necassity
for continued use of the catheter,

F 363 | 483.35(c} MENUS MEET RES NEEDS/PREP IN F 363
ss 1 ADVANCE/FOLLOWED

Menus must meet the nutritional needs of The fao'“,ty will ensure that prepared
residents in accordance with the recommended menus will be fo!lowed .to meet the
dietary ellowances of the Food and Nutrition needs of the residents in accordance
Board of the Natlonal Research Coundll, Nafienal with the racommended distary
Academy of Sclences; he preparec in advance, gllowances of the food and nutrition
and be followed. board_
1. The D i {DM) will [07\)](1]”
. . . The Dietary Manager wil

1!;];'3 REQUIREMENT is not met as esvidenced routinely observe the dietary staff
Based on abservation, staff interview and review during meal service to assure the
of the ment and dlet cards, the facility failed to praper portion sizes, according to
ensure the planned portion sizes were followed the prepared menus, are served to

lor B8 sample (#2, #3, #4 #10, #12, #32, #48, #53)
and 23 non sample residents (#1, #6, #7, #8, #11,
H#13, #14, #2042 #22 725, #26, #27 #30, #35,

all resldents including sample
residents #2, 3, 4, 10, 12, 32, 48,

#37, #36, #4142, 143, 46, #49, #51) with 28 an non sample residents #1. &

ragular diet orders during one meal service 71 8, 11, 13, 14, 20, 21, 22, 25, 26,

observation, The findings were: 27,30, 35, 37, 3B, 41, 42, 43, 48,
49, 51.

Revlew of the planned menu lar the noon meal on
11/1/11 showed salishury steal, mashed potatoes,
broceoli and bread were the main mea!,

FORM CMS-2667(02-89) Previous Versions Ohsolete EvenT1D: 1J8W11 Faelily 10: WY0034 If continuation sheet Page B of 13
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The consultant Registered Dietltian
F 363 |Continued From page & F 363 (RD} will also randomly observe meal
The regular diet portion sizes were 3 ounces of servicas to assure the approved
sallshury steak, one half cup of mashed potatoes, menus, including portion sizes, are
and one half cup of broceoll. During the followed, Corrective action and in-
observation of meal service on 11/1/11 at 12:08 servicing will be Iimmediate conducted
PM cockfserver #1 used a number 12 scoop as needed by the RD
(equivalent to one third cup) to serve the potatoes i )
and served the broceoll with a slotted spoon with 2 Anin-service was provided lo all the
no specliic measure. Review of the diet cards dietary staff by the Reglstered Dietitian
showed there were 31 residents #1, #2, #3, #4, (RD) and Dietary Manager (DM) on
846, #7 40, #10, 11 #12, 313, 14, #20, #21° November 11, 2011 on Menu
#2225, #26, 27, #30,4#32 #36 #37 #38, #41, preparation and compliance including
42, #43, #1486, #48, #49, #51, #53 who had the regular diet, portion slzes, and
ragular diet orders with the regular planned therapeutic menu extensions,
portlons. Interview with cook/server #1 on 11/2/11
at 11:24 AM revealed she did not follow the 3 A quality monltoring tool will be
portion sizes on the menu, because the residents implemented by the dietary manager to
would think it was too much food. Durlng an ensure proper portion sizes are used In
interview with the dietary manager and the accordance to the approved menus
consuttant registerad dietitian on 11/3/11 at 8 AM, This moniior will ba completed monthly
tht?y verifled portions needad fo be followed as and reported quarterly at the guality
written on the menu, management mesting..
F 371 | 483.35() FOOD PROCURE, F 371
55=F| STORE/PREPARE/SERVE- SANITARY WCHS will ensure that foed is stored, 20171
The fagility must prepared, and distributed under sanitary
(1) Procure food from sources approved or ccfafndit.lons. Thii.s m;"::jes dsurfaces being
considered satisfactory by Federal, State or local effectively sanitized, hand washing
authorities; and performed as needed and food preparation
(2) Store, prepara, distribute and serve food areas end equipment will be kept clean,
under sanitary conditions
1 The Distary Manager (DM) will
routinely observe the dietary staff
during meal preparation and
service {o assure proper sanitary
This REQUIREMENT is not met as evidenced procedures are followed.
by:
Based on observation and staff interview, the
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facility failled to minimize the potential for
focd-bome lliness by ensuring surfaces were
effeclively sanltized, hand washing was
performed when neadad, and that food
equipment was kept clean, The findings were;

1, Obsarvation in the kitchen on 11/2/11 at 11 AM
showed there was a five gallon bucket In a sink
that containad watsr and wiping cloths,
Cook/server #1 used one of the wet cloths to
wipe down kitchen equipment including the
steamer and the soup kettle, At 11:10 AM,
interview with the dietary manager revealed they
did not routinely test the sanitizet' solution which
contained quaternary ammonla, When tested at
that ime, there was no chemical defected by the
testing sfrip. The distary manager stated the
automatic feed system that distributed the
chemical sanitizer may not be working, Sha then
mixed a new solution of water and chemical and
testad It with & positive result. According to Food
Code 2008, U.S. Public Health Satvice: 3-304.14,
, "..(B) Cloths in-use for wiping counters and other
aguipnent surfaces shall be: (1) Held betwsan
uses in a chemical sanitizer solution at a
concentration specified under§ 4-501.114;"

2, Observation of meal service on $1/1/11 at
12:13 PM revealed cooklserver#1 was wearing
gloves while serving resident meals, When
another staff member requested an item, the
server used har gloved hand to open the
refrigerator and get the item. The handte of the
refrigarator was visibly sclled, Using the same
gloved hands, the cook/server continued to sejve
resident meals. Intervisw with the diatary
manager on 11/2/11 at 9 AM verified the server
should have performed hand hyglene and

(%4} (D SUMMARY STATEMENT OF DEFICIENCIES T} PROVIDER'S PLAN OF CORRECTION (EACH I
PREFIX {EACH DEFICIENCY MUBYT BE PRECEDED BY FULL PREFIX CORREGTIVE ACTION SHOULD BE CRDSS- GOMPLETION
TAG REGULATORY OR L8C IRENTIFYING INFORMATION) TAG REFERENGED TO THE APPROPRIATE DATE
DEFIGIENGY)
2 The sanltizer concentration will be
F 371 |Continued From page 9 F 371

taken and recorded af least three
times a day to assure a proper
concentration is maintained. A
standard red sanitizing bucket has
been Initiated to stors the solution
and wiping cloths, A service call
has been complsted and the
automatlc feed system is now
functioning and will continue to be
checked as desciibed above 1o
assure the proper sanltizer
concentration ls met.

3 Dietary staff will perform proper
hand hygiene, including changing
gloves and washing hands after
handling sciled eguipment, before
donning gloves for working with
food, and engaging in other
activitles that contaminate the
hand. A daily "Fuod Betne liness"
chack list will be completed by the
lead cock on a daily basis to
assure proper hand hygiena is
utillzed.

4 Dietary staff will clean food
production areas after each use
and as soiled, including areas
under the slicer to assure aroas
are kept free of dust, dirt, food
residue ang other debris. A dally
“Food Borpe lliness” check list will
be completed by the lead cook on
a daily basis to assure cleaning
schedulas are followed Including
the areas identified.
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I 371} Continued From page 10

changed gloves prior to returning to the meal
service, According to Food Code 2009, U.S,
Public Health Servics, 2-301,14 When to Wash:
FOOB EMPLOYEES shall clean thelr hands and
exposed portions of their arms... "(E) After
handling solled EQUIPMENT or UTENSILS,.. (H)
Before donning gloves for working with FOOD;
and (1) After engaging Ih other activities that
contaminate the hands

3, Obgervation in the kitchen on 10/3111 at 1:17
PM and 1112111 at 11 AM revealed there were
dried foad particles undermeath the mealslicer
which was sitting on a food preparation table,
Interview with the dietary manager on 1112111 at
11:12 AM verified the counter underneath the
slicer needed cleanad and this should be done
each time the slicer was used. According to Food
Code 2008, U.S. Public Health Service 4-601.11
Equipment, Food-Contact Surfaces,
Nonfood-Contact Surfaces, and Utensils. "..,(C)
NonFOOD-CONTACT SURFACES of
EQUIPMENT shall be kept free of an
accumutlation of dust, dirt, FOOD residue, and
other dabris."

F 4251 483.60(a),(b) PHARMACEUTICAL SVC-

55=D| ACCURATE PROCEDURES, RPH

The facility must provide routine and emergency
drugs and biologicals to Its residents, or obtain
them under an agreement dascribad In
§483.75(n) of this part. The facllity may permit
inllcensead parsonnel to administer drugs If State
law perits, but only under the general
supervislon of a licensed nurse.

| A facility must provide pharmaceutlcal services
1 {including procedures that assure the accurate

5  The Dielary Manager (DM} wili

F 371 observe to assure sanitary
conditions are maintained, If
areas of concern are Identified
immediate in-servicing and
corrective action will be taken,
The consultani Reglstered
Distitiar: (RD) will also randomly
observa meal preparation and
servlce to assure sanitary
sonditions are followsd,
Corrective action and in-servicing
will be immediately conducted as
needed by the RD,

6  Anin-service was provided to all
the dietary staff by the Registered
Dietitian (RD) on November 11,
2011 on Food Safety, specifically
addressing Cleaning, Sanitizing
and proper glove use,

7 Aguality monitoring tool will be
implemented by the Distary
Manager (DM) to ensure sanitary
conditlons and practices are

F 425 malntained. This monltor will be

complated monthly and reported

quarterly at the quality
managemont meeting. The
consultant diefitian will also report
any concemns, and roviaw
compliance on the sanitation and

*Food Borne lliness" check logs

on the monthly consultation

report.
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acquiring, recelving, dispensing, and
administering of all drugs and biologicals) to mest
the needs of each resldent.

The factlity must employ or obtain the services of
a licensed pharmacist who provides consuitation
on all aspects of the provision of pharmacy
servicas in the facility.

This REQUIREMENT is not met as evidanced
by:
Based on medicat record review, observation
and staff interview, the facility failed to ensure
medications were accurately dispensed for 1
random non-sample resldent (#49). The findings
wera:

Review of the medication orders for resident #49
showed an order for hydrogodone 10 mg on
8/23/11, During an ohservation on 11/2/11 at 12
PM, RN#1 gave non-sample resident #42 a pain
medication labaled hydrocodone with
acetaminophen 10/325 mg, cne tahlat. Review of
the medication order and the MAR with the RN on
11/2/11 at 3 PM confirmed the medication order
did not include acetaminophen with the
hydrocodone. On 11/2/11 at 4 PM, tha order was
clarified by RN #1 with the physician, and the
order was changed to Include acetamingphen at
that time. During an interview with pharmacist #1
on 11/3/11 at 8:40 AM, he confirmed the
administered madicatlon should not have
included acetaminophen. He also confirmed the
proper procedure was to verify tha physician’s
order before dispensing the medication,

WCHS will ensure that medications are
mccurately dispensed for resident #49 and
all residents. This will be accomplished by:

1.

12/17/11

DON will educate nursing staff
about the 5 R's of medication
administration: right medication,
dosse, time, routas, patient,

DON will conduci random audits to
ldentify improper dispensing
practices and report to QA monthly,
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