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; funclional capacity.
! A facllity must make a comprahensive
assessment of a resident's needs, using the RAI
; speclfled by the State. The asseasment must
!include at least the following:
* |dentification and demagraphic Information;
Customary routine;
+ Cognitive patterns;
l Communication;
"1 Vision;
: Mood and behavior patterns;
Psychosocial well-being;
Physical functioning and structural problams;
 Continence;
Disease diagnosis and health conditions;
Dental and nutritional status;
Skin vondilions;
Activity pursult;
Medications;
Special treatments and proceduras; ,
Discharge potential; '
Documentation of summary information regarding :
tha additional asaessment parformed through the -
| rarident assessment protocols; and
| Documentation of participation in assessment,

by

' Basad on medical racord review and resident and
| staff interviews, the facility failed to complete a

| comprehensive assessment of needed areaa for
'5 of 13 sample residents (#9, #18, #31, #38,

|

(X4} 1D ' SUMMARY STATEMENT OF DEFIGIENGIES i s ! PROVIDER'S PLAN OF CORRECTION (xe)
PREFIX {FACH NEFICIENCY MUST RF PRECFDED RY FLILL . PREFIX (EACH CORRECTIVE ACTION SHOULR 36 COMPLETON
TAG REGLLATORY OR LSC IDENTIFYING INFORMATION) [ TAG CROSE-REFERENCED TO THE APPROFPRIATE UAIE
E DEFIGIENCY)
F 272 483.20, 483.20(b) COMPREHENSIVE | F272iThe filinm of this Plan of
S8=F . ASSESSMENTS : Carrention is made pursuanl to
i ; bgth state and federal rerulro.
| The facility must conduct initially and perioedically - memts and doos net constitute
; a comprehensive, accurate, standardized an admission bo the alleg.
reproducible assessment of each resldent's ations cited hereln,

and
- This REQUIREMENT is not met aa evidenced dﬁW

The fucility must maks a compre.

hanslve agsengment of a reasldent ts

needs , using the RAT specified by

the State,

A, The care coordinator will .omnlete

the mgln asgessment on resident

¥31, Licensed nurscs agsess

resident 's nain dally throughout ""7;;/0
Enif"c and document assessment on

May2d—¢

he pain—gsseagment sheet in the
ARS

Resident #9 was digcharsed on
%/10/07 and resldent #50 was
dischurged on 1/9/07 I
Keaidents #18 and #38 will have 4
comprenensiye sleep assessment
commleted by the nursing skaf?  |G/2efe9—|.
B, Nurseilng director will audit al)l

.charts to asaure that a pain

sgeasment has been completed. A i
iaain aszsessment will be done on all
residents who do not havd a compldted
paln aspessment in place, ‘__,LG./O.L
iMSW will assure that each reaideht

who is on sedatives/hymotics have M

0

wdﬂa comprehensive sleep assessment |
'completed by nursing staff. The .
SW will ensure that cthere la an /ﬁﬂ
Indication for use for each sedafive/
ihypnot:i.c, |5‘[J_6.¢¢07——

.' An in-service on the admission
‘Lprocess and completion of an

RS

dmisaion pain aAspessment will be

LA ORATORY DIREGTOR'S

(lf”:ﬂ,go f:u? a_)

PR VIDER/SUPPLIER

BPRESENTATIVE'S BIGNATURE

20 Crnveation ottt /0@5@44 LA o1 ST2 [0

TITLE (X8} DATE

Any deflciency statemant nndlng with an uaturiak (*) denotas a deficiency whish
other safeguarde provide sufflaiant protaction to the pallants. (Sea instruetions.)

:‘nsl‘lyo:vflgr?ozwh:‘:mi :[:R@Efﬁuwe :| 3 plan of correction is provided, For
program participaliot.
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F 272 ‘ Continued From page 1
- #50), The findings were:

1. Acoording to the 10/16/08 admission and
1/11/07 quarterly Minimum Data Set (MDS)

* agsessments, resident #31 had daily pain of

: moderate intensity. Review of the Initial pain

: assessmant dated 10/3/06 revealaed it was
-incomplete. Interview with the diractor of nursing
(DON) and the MDS coordinatar on 4/4/07 at
| 9:35 AM verified the assessment was not

‘compleled When questioned, the MDS

; coordinator stated she did not complete the form

i(MduﬂnghnkwanﬁpmnammpmbhtDMB
resident, interventions other than medications
which.decreased. pain, and activities which

: worsenad pain) as the resident was capable of

- informing staff when s/he needed pain

- medications. During an Interview on 4/3/07 at

' 9:66 AM, the resident stated s/he always had
. pain, even though using a pain pump. On 4/4/07
' at 2:05 PM, when asked If his/her paln level was
' accaptable, the resident replied s/he felt the pain

- could be better controlled.

"2, Review of the face sheet and the physician's
ordars ashowed residant #8 was admittad on

- 3/6/07 with an order for Ambien
(eedative/hypnotic)10 mg (milligrams} at bedtime,
- Review of the madication administration racords

| (MARSs) for March and April 2007 showed nightly
t administration of the medication was attempted.

< Further review of the medical record showed no

: diagnosis of insomnia. Furthermore, there had

i been no comprehensive sleep assessment to

| determine the resident's usual sleep

| pattern/disturbance and posgible reasons for

i ingomnia (such as being a newly admitted

' resident, nolse, pain, side effects of medication,

! stress). On 4/4/07 at 1165 AM, the director of

F a7z'completed for licensed nursing
.ataff, This ip-service will also!
cover orientation of how to comp- <7

' lete a comprehensive glaep ‘b/g!ﬂf}

| aggessment prior to the initiation

5 6f any sedatives/hypnotics. 5710707

ﬁ pain assepsment will be completed

by nursing on all new residents

'on admission. Pain assesament Wﬂ*

added to the admisaion paperwork

:packet and to the nursing admiss+on

‘checklist, RLLELOZ

MSW and clindeal coordinator wil

Iaasure that a comprehansive sleep

!

yssesament wlll be completed by
dteensed nurse before 4nttiation

pf a sedative/hypnotic, Residents
admitted who are using a sedative/
hypnotic will have 2 sleep assessment
completed on admisslon, \iLLQ/G}
D. The director of nureing (DON) |

or designee will do & chart addij

to assure that pain assesaments sre
completed on all new admigsions. '

Any concerns will be reviewed with
the admitting nurse. Follow-up
findings will be reported at ‘
Btaff meetings and at the quarteﬂly
PI meeting. 5116707
The MSW will monitor sedatives/ j
hypnutica and ensure that a compre~
'hlans;“lve rlaep ansessment 1s compleced
before inittfation of such medice ion.
Lack of sleep asmessments for
residents recelving hypnotics/ |
sadatives will be reported to tha

DDN for feedback to the primary
nurse. Aggregate findings and
compliance with sleep nasesamenty

FORM CMS-2567(02-80) Previous Varslone Obeolate Event |0 36GE11 Faoillty 1D WY00314 If cantlnuation sheat Page 2 of 20
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F272 Continued From page 2

nursing (DON) confirmed a sieep assessment
i had not been completed for this resident.

- 3. Revlew of physlician's orders dated 11/21/06
revealed resident #18 received tomazepam

" (Restoril- a sadativethypnotic) 7.5 mg at badtime
for insomnia. Review of a social service note
dated 2/21/07 verified the resident had insomnia
and took Restoril at bedtime. The current care

_plan {datad 2/12/07) showed the resident

i raceived Restoril at bedtime for sleep

i disturbance, However, review of the medical

t record revealed no evidence a comprehensive

t sleep assessment had been completed in order

. o determine the. resident's usual sleep...

| pattern/disturbance and possible reasons for

- insomnia such as noise, pain, side affects af

! medication, stress, eto. On 4/4/07 at 11:55 AM

i the DON stated there had been no slsep

; assassment done for this resident.

i

"4, Review of physician's orders dated 1/23/07
showed resident #38 raceived Restorll 16 mg at
bedtime for iInsomnia, Review of the 1/23/07
psychosacial rasident assessment protocol

- (RAP) summary revealed the resident had a
longstanding history of insomnia. The current

-care plan dated 1/30/07 showed the resident

- received Restorit 15 mg at bedtime for sleep

i disturbance and had a long history of sleep aid

| use. Howevaer, review af the medical record

revealed no evidence that a comprehensive

sleep assessment was completed for this !

resident in order to detormine usual sleep

patterns and possible reasoens for insomnia such

as noise, pain, side effects of medication, stress, ;

- ete. On 4/4/07 at 11:55 AM the DON varified

there had baen no sleep assessmeant for this

resident,

F 272 for reasidents recelving hypnotics/
.Bedatives will be reported at rhe
lquarterly PT Meetings, | 3/16/07

574N
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F 272 Continued From page 3 F272|
5. Review of the closed record revealad rasident
#50 was admitted on 12/29/08 with orders for
Ambien & mg at badtime as neaded. On 1/56/07
the order was changed tc Ambien CR 6.25 mg
each night. Then on 1/9/07, tha order was
changed again 1o Ambien CR 12.5 mg nightly,
Reviaw of the MARs from 12/29/08 until 1/9/07 !
showed the resident had received Ambien every '
night since admission, Review of the 1/3/07
racapitulation of stay summary showad the :
resident continued to have sleep issues. A 1/5/07
social service note showed the resident had
insomnia. Review of the medical record revealed
no evidence a comprehensive sleep assessmeant
was complated to determine the resident's usual
slaep patterns and possible reasons for Insomnia
such as noisse, pain, side effects of medication,
stress, atc. On 4/4/07 at 11556 AM the DON
verified there had been no sleep assasamant
done for this resident. The services provided or arrangei
F 281 | 483.20(k)(3)()) COMPREHENSIVE CARE F281|by the facility must meet profesf—
58=p | PLANS 1onal Atandards of quallty, The
facility willl assuxe profesaionaﬂ
The services provided or arranged by tha facility standards of practice related to
must meat professional standards of qualiy. clarification of orders, 5//2), !o‘\f
A. Physician for resident #6 was!
contacted g tam
' This REQUIREMENT s not met as evidenced AR clarifi';:,t«}r‘ﬁe";ontﬂyc’iiizp
by: . ' - will aldo blcorrected for residemt
Based on observation, medical racord review, 6. L PR
and atal_‘f interview, the facllity fallad to assure The physician for resident #31
professional standards of practlce related to was contacted and was already awdre
clarlfication of orders were maintained for 1 of the obnormal lab resultas zf
non-sample (#8) and 1 of 12 (#31) residents who 3/15/07 L1107~
residad In the facility at the tims of the suivey. 3 , 20T
The findings were: . resldents’ medication ordersa
7 as noted on the most recent monthly
1. Obsarvatian on 4/3/07 at 11:30 AM showed recap and orders written since that

FORM Ci8-2647{02-68) Previous Versions Gbsolete

Event [ 36GE1
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F 281 Continued From page 4 £ og1 recap will be reviewed by the DON
| j '
. registered nurse (RN) #8 prepared and : and/or designee to assure that all
| administarad medications including o medication orders inelude the
multivitamin, Vitamin C 500 milligrams (mg), and name and dose of the medication,
ana Praser Vision tablet {tablet containing ; route, as well as the time and
! multiple vitamins) for resident #6. Comparison of | frequency each is to be given,
the labele revealed each medication contained | The physician will be contacted -
several of the sams vilamins. Reconciliation of by a licensed nurse for clarification
the medication with the 2/28/07 recapitulation of any medication that does not
- (recap) of orders showed the physician had i Meet atandarde. 516707

Nursing staff will review all
.repldent charta for shnnrmal test

originally written: "May take own vitamins," on

8/02/06, This order had been carried over to each |

racap of orders since then. When questioned on :results completed within the last
4/4/07 al 9:32 AM, the directnr of nursing stated month that do not provide indication
. the physician saw the number of vitamins the that the physicilan was notified,
- resident received when he reviewed and signed | The primary nurse will contact
. each Recap of orders. However, the only plage the physician and document commun-—
(the namea and number of vilamins was lcation that the physician was
documented was the medication administration informed. %ﬂﬁ&?
record and, according to the avidence, the :

C. An In-service for licensed

nureing araff and unit gecretaries

will review how to write a complete
medication order to include: nane,

idoese, as well as time and frequency

of the medication to be glven. 5/19707
An In-garvice for licensed nursir:fxg

physician only gaw the order: "May take own
vitamins "

According to the sixth edition of "Clinical
i Nursing Skills Basic to Advanced Skills" by
Smith, Duell, and Martin, 2004, seven parts of
medication orders include the name and dose of
| the medication as well as thea time and frequency

each is to be given. Further review of the same staff will review aCCO‘-‘“tﬂbilit)’i
referance revealed "Nureee must not administer and appropriate communication of

any drug without & speclfic physician ordar." On abnormal test resulvs and/or

414/07 at 1:30 PM, the administrator (also a } findings to physicians. Nursea

nurse) acknowledged that medications should will provide documentation that {
have been listed indlvidually an the physician's the physician was aware of the |
orders, abnormal teat results and/or findings

, j by the timely receipt of new orders

+ 2, According to nursing notes dated 3/14/07, the or through e verbal or written

' physician waa nolified when resident #31 i response from the MD, 540707
i camplained of left-sided chest pain. Review of i D, The cliniecal coordinator and

| the orders showed the physician raquested ! DON will review all new mEd'ic&tic*n

" laboratory and radiographic tests for the resident. orders dailly to enmure they are

i
FORM CMB-2687(02-99) Pravious Varsinna Obrolata Event ID: 36GE11 Fagilty 1D: WYD031 If eontinuation shaat Page & of 20
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: 19 days ago, and the physician had not yet %
responded or been contacted regarding the
abnormal test results,
Aceording to "Nursing and the Law" by Sharyl
: A, Feotz-Harter, 1997, "Accountability will be ;
" placed on the nurse for any infoermation contained
in the medical record....” and " ‘Notification' of a
physician doas not merely mean that a phone call
[or fax] is placad but rather that a physician is
actually caontacted and responds appropriately..." -
Review of "Nursing Malpractice; Sidestepping
l.egal Minefields” by Ann Helm RN, MS, JD, 2003|
showed "it isn't the physician's responmblllty to i
call you [the nurse]...It's the nurse's duty and -
responsibility to keep the physician informed...”
According to an additional reference, the sixth
edition of “Clinical Nursing Skilis Basic to
Advanced Skills" by Smith, Duall, and Martin,

ST JOHN'S NURSING HOME . P O ROX 420
JACKSON, WY 83001
(X410 . SUMMARY STATEMENT OF DEFICIENGIES : D PROVIDER'S PLAN OF CORRECTION (X5)
PREFIX (EACH DEFIGIENCY MUST BE PRECEDED BY FULL 1 PRERIX (EACH GORRECTIVE ACTION SHOL D RE COMPLETION
TAG | HEGULATORY OR LSC IDENTIFYING INFORMATICN) S TAG | CROSS-REFERENCED TO THE APPROPRIATE DATE
5 DEFICIENCY)
F 281" Conlinued From page 5 F 281 ‘specific. Any discrepancies W:l.ll1

| The requaested tests were completed and. be' addressed immediately, The nurse

| acearding to notes written on each result, faxed |5‘E’E‘ilgned to review the monthly !
to the physician on 3/15/07, Review of the test recap of MD orders will audit for
results showad the labaratary tasts ware al| ! medication orders that do not meét
abnormal. However, there was no indication the i -standards which include an indicition

. physician saw the results, that nursing staff g for use for aach medication. - |

_assured the physician was aware of tha results, : (Compliance for complete medication

| Of that nursing staff followad up on the abnormal i orders will aleo be reviewed at

' test results, During an interview on 4/3/07 at 4:36 ° lthe monthly pharmacy drug review

' PM, RN #8 stated thare was no way o know if meeting. Orders that do not meet

' the physician received the faxed results unless standards will be raported to thg

" naw orders were written, At that time, review of DON for follow-up. The findings ‘!
the physician's orders and the nursing notes with will bhe reported at the quarterly
the RN verified that no new orders were receivad PL meeting, 616,07
gnq there was no r]ursing docgmentation to The DON will do a chart audit foy
'"d"-"a'le the physician was notified. Whlen documentation of nuree communication
questioned furthar, the RN slated' nursing called with the physician regarding
the physician during whatever shift the restilts ebnormal test results/findings.
ware received if they had not heard from the This will be reported at the
physician. However, according to the evidence in monthly araff meetings and at thd
this instance, although, the resuils were received quarterly PI meeting, SHETTY

FORM CMS-2687(02-99) Previous Varsions Obsolata Evonl ID:36GE1 1
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2004, nurses are responsible for "reporting !
i abnormal laboratary findings to the appropriate
. health team member....Verbal communication is
- the most appropriate and afficacious method."
On 4/4/07 at 8:156 PM, the DON acknowledged
the facllity lacked & mathad to assure physicians
r were aware of laboratory results,
F 312 483.25(a)(3) ACTIVITIES OF DAILY LIVING
88=D"
A resident who is unable to carry ouf adtivities of
daily living receives the necessary services to
maintain good nutrition, grooming, and personal
. and oral hygiene. ;
L |
| |
» This REQUIREMENT s not met as evidenced
by
+ Based on obeervation, staff inlarview, and review
» of competency expectations and requirements for
' quallty assuranpce monitaring, the facility falled to
ansure staff provided appropriate incontinencs
" {perineal} care for 1 (#26) of 5 sample residents
' who required staff agsistance with perineal care. |
l | The findings were: ;

g Observation on 4/3/07 at 7:30 AM showed

. cortified nurse aides (CNAs) #5 and #10 assisted

. resident #26 out aof bed with a sit-to-atand lift,
Whan chacked, tha rasidant was incontinant of
urine, While the resident wag supported by the
lift, the CNAs ramoved the disposable brief and |
prowded perineal care by cleansing the resident's |
| groin, inner thighs, and the anterior side of the i

j exterior genitalia. The CNAs failed to cleanse ‘

| remalning skin that wag also in contact with urine.

! Interview with the director of nursing {DON} on |
| 4/4/07 at 8:32 AM revealed the facllity did not |
. have a policy and procedure for perineal care,

xan SLIMMARY STATEMENT OF DEFICIENCIES D PROVIDER'S PLAN OF CORRECTION L (X0)
PREFIX {EACH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX {FACH GORRECTIVE AGTION $HOULD BE | OoMeLETION
TAG REGULATORY OR L&C IDENTIFYING INFORMAT.QN) C TAG CROSS-REFERENCED TO THE APFROFRIATE | DATE
‘ if OEFICIENGY)
H t
F 281 Continued From page 6 |

F 281, j

F312%Tha facility will gasure that the
resident who is unable to carry

out activities of dally living

will recelve the necessary servites
to medntain geod nutrivion, grooming
.and personal and oral hygilena.

'A CNA's At5—omel=#k0 were in-serviced
nby clindcal supervisor regarding
lproviding appropriate 1ncontinenca
‘care for Residant 26,

'B. The nursing staff, nursiag ]
supervisot and the Director of
Nursing will observe perineal care
of realdents and assure that
proper care Is provided. If
[standarda are not beilng met,
immedlace feedback and in- servicing
:will be provided to the staff ‘
person. TSLETO7
‘C.. Dirdct care staff will recelve
in-service education regarding
appropriate incontinence (perineal)
care, The DON and clinical supervisor
will do random audits twice weekly
‘during rounds and observe incontin-
janca care to ensure it is donc |
'correctly \SLLLDLO7-
m The DON and clinical Bupervieor
will monitor for compliance., Any'
<oncerns will be addressed i

immediately. Clinical Hupe.rvisor%

CBLLLDT.
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F 312 Continued From page 7 ! F 312_w111hieportf£indings at the
: Instead, they utilized "Performance Expectations : mﬁg; P ISt?,I mmzizings and at the Lio/e
: & Validatlon of Competency" forms and "Quality 4 ¥ e g- ™ e
Assurance Monitor" forms. Review of these forms '
showed both listed "washes all areas of akin

exposed to urine” as a requirement for

: gompletion of appropriate perineal care, :, : / _
F 323 483.25(h)(1) ACCIDENTS ~ F323iThe facility must ensure that the 5/{’5! 4¥
88=D; i “resident'a environment remains |

| The facility must ensure that the resident | Iaa free of accident hazards as

' anviranment remains as free of aceident hazards 18 posailbe,

" as is possible, A, A lock was placed on closet

door 1n beauty shop where hazardous
' chemicals are stored, Beauticlan

This REQUIREMENT Is not met as evidenced will ensure that closet door ie

by: ) , , ' locked when she leavee beauty

Rased on observation and staff interview, the shop unattended. b D0~
facility failled to maintain a safe environment in B. The NHA will educate the

the beauty shop. The findings were: { ibeautician to lock the cabinet

IDurmg an interview on 4/8/07 at 9:25 AM, the { !wzzgtzhgeiﬂ”“ beauty shop § 407
| beauticlan stated the entrance door to the beauty ' o Thann ON. Clinicial Supervis

shop was not locked during the day when she d NHA will mak npervisor,

was out for a ghort time. Obaervation showed the &n w nace random rounds

closet In the beauty shop was not locked, had a to enaure that the closet door

. broken door knob, and was usad to store : in the beaury shop 1s locked

 hazardous chemicals used by the beautician. | when beautician leaves the beauty

| These chemicals included a half gallon bottle of shop unattended., Any concerns ‘g

+ Barbiclde (disinfectant for combs and brushes) will he addressed immediately Llé"/‘j """"
‘ and a gallon botlle of fingernall polish remover, lwith the beatuictan and non-

: The labels on both of these products stated they |compliance will be reported to

; were harmful if taken internally. At 9:30 AM the ‘the NHA for followup.
! baauticlan was observed taking a resident back :
{ to the nursas' station; the door was shut, but it
i was unlockad. Upon returning to the shop, the
beallician stated she had wanted a lock on the
closet door "for eleven years."

F 320 483.25()) UNNECESSARY PRUGS F 329 The facility will ensure that each
88<D tesident's drug regimen must bha
_Each resident's drug regimen must be free from free from unnecessary drugs. Au

FORM CM3-2567(02-00) Previous Varalons Obaoclate Event ID:36GET1 Fagillty \D: Wy0031 If continuation sheet Page 8 of 20
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F 329 Continued From page 8

unnacessary drugs. An unnecessary drug Is any
drug when used in excessive dose (including
duplicate therapy); or for excessive duration: or

: withaut adequate monitoring; or without adequate |

 Indications for its use; or in the presence of
adverse consequences which indicate the dose
should be reduced or discontinued; or any

- combinations of the reasons above.

Based on a comprehensive assessment of a
resldent, the facility must ensure that residents
who have not used antipsychotic drugs are not
given these drugs unless antipsychotic drug
therapy I8 necessary to treat a specific condition
as diagnosed and documanted in the clinical
record; and residents who use antipsychotic
drugs recelve gradual dose reductions, and
behavioral interventions, uniess clinically
contraindicated, in an offort te discontinue these
_drugs.

This REQUIREMENT is not met as evidencead
by:

Based on medical record review and staff
intarview, the facllity failed to assure drug
regimens wers frea of unnecessary drugs for four ;

: of 13 sample residents (#9, #18, #38, #50). The

! ! findings were:

1. Review of tha face sheet and the physician's
orders showed rosident #8 was admitted on
3/8/07 with an order for Ambien
(sadatwelhypnotlc)w mg (milligrams) at bedtime,

» Review of the medication administration records
' (MARs) for March and April 2007 showed nightly
“administration of the madication was attempted.

F 329 unnecessary drug 18 any drug whe$
uzed In excessive doge; or for |
-excessive duratlon; or without
‘adaquate monitoring; or without
‘adaquate indications for its use{
or in the presence of adverse |

consequeances which indlcate the

‘dose should be raduced or dis-

lcontinued, or any combinations o?

'the above. 1

iA. Restdent #9 and resident #50 ;

have been distharged from the
facility.

Resident #18 and #38 will have a

comprehensive sleep assessment

completed, Non-pharmecological
interventions to address insompfd
will also be attempred,

B. The MS8W will assure that eachy ™=

resldent who Is on sedatives/

hypnotics has a comprehensive

Hlaep asgesgment completed by

Wuraing staff. MSW, nursing

oraff and resident will ddentify

and lmplement acun-pharmacological

interventions to address insomnid.5/16/07

€, MSW and clinical coordinator

will apsure that a comprehensgive
MIeep apgesament will be completad
%y licensed nurses before intitiation
bf a sedtive/hypnotic, Residents
_admitced who are currently using
a pedative/hypnotic will have a

1

nleep assessment completed. 5/10/07

D. The MSW will monitor aedatives/
{hypnnt:lc:ﬂ and enaure that a
omprehensive sleep zssemament 1is
completed before initidtion of
such medicatlon, MSW will plao

st

H6/01)
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i resident,

F 829 Continued From page 9

: However, according to the MARSs the resident
' frequently refused all medications (9 timas In
March and twice in April as of 4/4/07). Further
review of the medical record showed no
diagnosis of ingomnia. or a comprehensive sleap
assessmant On 4/4/07 at 11:55 AM, the director
- of nursing (DON} confirmed a sleep assessment
: that identifiad appropriate indicatione for uge of
i the hypnotic had not been completed for this

" 2. Review of physician's orders dated 11/21/06
showed resident #18 received temazepam
" (Restoril- a sedative/hypnotic) 7.5 mg at bedlime
far insomnia. Review of a sadial service note
dated 2/21/07 revealad the resident had insomnia .

_and took Restoril at bedtime. The current care
- plan (dated 2/12/07) showed the resident

. received Rastoril at badtime for sleap

| disturbance. However, review of the medical

! record revealed no evidence a comprehensive

i sleep assessment was complsted. In addition,
lhere lacked evidence other nen-pharmacolegical
interventions (such as warm mitk, a back rub,
soothing music, a routine bedtime ritual) had
been tried. On 4/4/07 at 11:55 AM the DON

» verified no sleep assessment had heen

* completed for this resident.

| 3. Review of physician's orders dated 1/23/07
| showed resident #38 received Restoril 15 mg at
| bedtime for Insomnia, Review of the 1/23/07
' psychosocial resident assessment protocol
(RAP) summary revealed the resident had a
longstanding history of insomnia. The current
care plan dated 1/30/07 showed the resident
received Rastorll 15 mg at bedtime for sleep
. disturbance and had a long history of slesp ald
| use, However, raview of the madical record

|
\
‘}
\
\
\

F329:documant use and effectiveness
lof non- pharmacologic interventions
lto addrese reszident's insomnia.
Lack of sleep assessments for
residents vecelving hypnotics/
sedatives will be reproted to the
PON for feedback to the primary
nurse., Aggregate findinge and

inompldance with sleep agsessmentd
[for residents receiving hypnotics/
1sedacives wlll be raported at the
iquarterly PI meetings by MSW. 5/16/07

FORM CMB5-2567{02-89) Pravioun Veraions Obsolale
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, revealed no evidence a comprehensive slesp |
i assessment was completed. In addition, there ! :
: was no evidence other non-pharmanciogical ‘ }
interventions were atlempted. On 4/4/07 at 11:55
AM the DON verlified the facility had not
assessed the resident to determine if there were
appropriate reasons to use the hypnotic drug.

| 4, Review of the closed record revealed resident
| #50 was admitted on 12/29/08 with orders for
- Ambien (sedalive/hypnotic) & mg at bedtime as
| needed, On 1/B/07 the order was changed to
| Amblen CR 8.25 mg each night. Then on 1/3/07, .
'  the order was changed again to Ambien CR 12,5
| mg Review of the medication administration
' records (MARSs) from 12/29/06 until 1/9/07
| showed the resident had received Ambien every
: night gince admission. Review of the 1/9/07
‘ recapitulation of stay summary showed the
 resident continued 1o have sleap issues. A 1/5/07
soolal service nole showed the resident had
Insomnia, Review of the medical record revealed
no evidence a comprehensiva sleap assessment
had ever been completed for thia resident. In
additlon, there lacked evidence other |
, non- pharmacological interventions had been ?
| tried, On 4/4/07 at 11:55 AM the DON varified the: |
i facility had not completed a sleep assessment
| prior to the resident's discharge on 1/9/07 to
' determine if use of the hypnotic drug was
| appropiate, {
F 334  483,25(n) INFLUENZA AND PNEUMOCOCCAL | F 334{The facility must develop policies
SS=B { IMMUNIZATION | and procedures that ansure thatr
i 1) before offering the influenza
Thn facility must devalop policlea and procedures ; immunization, each reeident, or
i that ensure that -- i ithe resident's legal representative
- (i) Before offering the Influenza immunization, - vecelves educatlon regarding the
each resident, or the resident's legal benafits and porentfal side effedts

FORM CMS-2567(02-00) Pravious Versions Obsaloie Event |0:35GE1 Faaiity 1D: WY0031 If continuation sheal Page 11 0of 20
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F 334 Continued From page 11 Fage of the immunieation; 1) Each
representative receives education regarding the ixm;ﬁ?z ac: oﬁ Ozze?_ﬁn ;“?f lue"zil‘
benafits and polential side affects of the ar2t annually,
Immunization: ; 'unless the immunization is medic 1lly

, (ii) Each resident Is offerad an Influenza : Eontr?_indicated or the vesident !
- immunization October 1 through March 31 188 & ready been immunized during
* annually, unless the immunization is medically this time period; 141) the resident
: contraindicated or the resident has aiready been - 0r the resident's legal representative
: immunized during this time period; ‘has the opportunity to refuse !
. (lil) The residant or the resident’s Jogal Ammunization; and 1v) the resident’s
 reprasantative has the opportunity to refuse medical record includes documents:
(Iv) The resident's medical record includes ; the following: A) that education
documentation that indicates, at a minimum, the | was provided to the resident or
 following: realdent's legal guardian: and
(A) That the resident or resident's legal : B) that the rezident efther -
representative was provided education regarding recelved or did not receive the
i the benefits and potential side effects of influenza . . Influenza Jmnunigocion duye to
: immunization; and I medical contraindications. These
(B) That the resident aither recaived the : Bame standards apply to the pneu-
vinfluanza immunization or did not raceive the mocaccal immunizetien.
%Influen_z?j‘imniwunizatwr} dutla to medical A. Resldents #13, #18, and #38 oy
: contraindications or refusal. the resident's legal representatilve
_ o Wwill be prdvided with eduction
:E\Zat;?)csl:.lllrgawﬁt dovelop policies and procedures. tn regards to the influenza
o ol accine, 1
: (i) Before offering the pneumococcal Hn che meggcilwiiiotz documnteis PEPEren
| immunization, each resident, or the resident's ‘ B. The immunizaci de §
. legal representative receives education regarding 211 residenc ili“brec"r 5 tor
' the benafits and polential side effacts of the ﬁy the In?:cii‘:ﬂ Conirriﬂewed
" immunization; o Durse
(il) Each resident is offered a pneumococcal E"r preumococeal immunization. Each
Immunization, unless the immunization is esldent or resident's legal l
medically contraindicated or the resident has Fepresentative who has not received
.already been Immunized: thia Immunization will receive
(i) The resident or the resident's iegal - education on the benefits and
| representalive hus the oppurlunity to refuse ! potential eide effects of the
' immunization; and ! fmmunization and be offered the :
- {iv) The resident's medical record includes ; it.mmunizarion. Documentation of thin
documantation that indicated, at a minimum, the , aducation and the administration
6687102-99) Previoua Verglane Obaolate Event |D; 36QE11 Faollity 10:; WY0031 If continuation sheel Page 12 of 20
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' reprasentative was provided education regarding -

' the benefits and potential side effacts of

' pneumacoccal immunization; and

{B) That the resident elther received the

. pnaumococcal immunization or did not receive

| the pneumococeal immunization dug to medical |

| contraindioation or refusal, !

. (V) As an alternative, based on an assassment
and practitioner recommendation, a second

" pneumococcal immunization may be given after 5
yoars following the first pneumococcal

- Immunization, unless medically contraindicated

- of the resident or the resident's legal
representative refuses the second immunization,

. |
. This REQUIREMENT is not met as evidenced |
! by, *
| Basad on medical record review, review of facility 1
i immunization documentation and policies, and
 ataff interview, the facility failed to assure the
medical record contained documentation of
education for 3 of 3 sample residents (#13, #18,
| #38) who received the influenza vacolnation in |
| the fadllity, The findings were: i
H ]

i Review of a document oh vaccination history of

‘ residents provided by the facility showed
residents #13, #18, and #38 received the
influanza vaccina an 10/20/06, Review of the
Cctobher 2006 medication administration records
(MARs} confirmed the residents received the
Influenza vaccination. However, furthar review of
tha threa madical records showed no
documentation that education was provided to

P O BOX 428
8T JOHN'S NURSING HOME
JACKSON, WY 83001
(X4} 0 SUMMARY STATEMENT OF DEFICIENCIES ID 5 PROVIDER'S PLAN OF GORRECTION x6)
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} , !
F 334 Continued From page 12 F 334 °F refuszal of the immunization |
. will be documented on the '
following: 3 immunization congent form <g’ﬁl 6407
. (A) That the resident or resident's legal ! | ' T

iStarring at or before Oct 1, 2007
until Mar 31, 2008 and annually }
thereafter, during this period, |
each resldent or resident's legal
representative who has not recelyed
ithe 1nfluenza immunization will |
irecieve education on the banafit$
‘and potential slde effects of
‘the immunization and be offered
‘the iInfluenza immunization.
Documentation of the education
and the administratio or rafusal
of the immunization will be docudt
mented on the immunilzation congent
form,
C. The dnfection control nurse
will implement policies and procedures
thdt address the education,
provision and documentation of
- iinfluenza and preumccoccal
{mmunizacion for residents,
The facility will enpure that
&ll new admisslons receive education
in regarda to influenza and
pneumococcal Immunizations and
consents will be obtained. Annually
between Oct 1 and Mar 31, all }
residents will be given education
and offered the influenza immunizetvion.
This will be documented on the
immunization consent form by the
tnfection control nurse or the
licensed nursing staff, Education
will alse be provided to reaidents
and their legal rapresenttive in:
Fhe Living Center newsletter,

56
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1 T
F 334  Continued From page 13 . Fasellicensed staff will raceive in- |
"the resident or legal guardian prior to receiving ‘Bervice educationre:providing |
the vaccine. On 4/5/07 at 8:21 AM, the infaction | education to new admissions in
control coordinator verified there was no regards ro influenza and pneu-
documentation that education had baen pravidad. mococeal immunization policy :
Review of the facility's policy entitled. 1 ,and procedure, 3/16/07

| "Pneumoococcal/Influenza Vaocine iD. The infection comtrol nurse

. Administration,” (6/8/06) showed education was
| not addressed.
F 386 483.40(b) PHYSICIAN VISITS

H 1
iwill montitor for compllance, Any

iconcerns will be addressed ¥ ool L M .
F33é«!immedia.tely. (See atrached sheeW

5S=R iThe physician must review the N
Tha physician must review the resident's total resident's total program of cere)  SfucE
program of care, including medications and ‘ ineluding medicatlons, and A
 ireatments, at oach visil required by paragraph . treatements, at each visit

* (c) of this sectlon; write, sign, and date progress requlred by paragraph € of this

" notes at each visit; and eign and date all orders
» with the exception of influenza and
i pneumaococeal polysaccharide vacaines, which

iaectién; widire, sign and date
jprogrese notes at each viselty
|and slgn and date all orders.

!may_be ac!ministered per physician'—appwVE‘d : |A. Resident #9 has been discharged.
Efacilllv policy_aﬂar an assessment for Progress note for visit 10/16/06
' contraindications. !remdenr #15 will be signed,

Progress note visit completed
3/26/07 for reasident #22 will be
glgned., Progress notes dated
11/15/06, 12/14/06, 2/1/07, and
2/14/07 for resident #3F will
be signed. 5/16/07
B, Unlt asecretary will audit all
.reSident records for signacuré

This REQUIREMENT s not mat as evidenced

by:

Based on madical racord review and staff

interview, the facility falled 1o ensure physicians
| sighed progress notes as required for 4 (#9, #15, ;

| #22, #31) of 12 sample residents who rosided in
f the facility at the time of the survay. The findings |

L were: and date on all progreas notes.

l Unit secratary will flag all :

| Review of progress notes showed physicians' visits that ‘require a signature l
 signatures were facking on notes written for the ‘and will report these delinquencies
: following residents: ito the NHA, $/16/07

a. The progress note dated 3/2/07 for . C. NHA and Living Genter Medical.

- resident #9, Director will provide written

: b. The 10/16/06 progress note for resident communicetion on this atandard to

j#15. the medical staff, Unit secretaries

| ¢. A note dated 3/26/07 for resident #22, will flap all dictated notes for

FORM CMS-2667(02-99) Previous Verslons Obsolete Event 1D;38GE11 Facility ID; WYQ031 If continuation shest Page 14 of 20
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i . as a reminder to physicians that
F 386 | Continued From page 14 F 386 : pity i
d. Progress notes dated 11/15/06, 12/14/06, ;ig;‘ﬁzuz-siisszjgzijd- 1en dit‘-’ﬂ"l*é"‘@"’“
2/1/07, and 2/14/07 for resident #31. h fcian vieits £ ¥y Wi 1--' u
Interview with the director of nursing (DON) on P,i’:’i tan visite Lor comp 1an§e
4/4/07 at 9:35 AM confirmed physician signatures with a -pzqgress note, date an
were lacking. Interview with the unit secretary at slgnaturés Non compliance will be
9:45 AM revealed the dictated notes arrived from reported to the NHA for follow-uj
the physicians' offices without signaturss. with the medical dir?Ctorl and the
F 387 48340(0)(1)-(2) FREQUENCY OF PHYSICIAN F 387 medical . staff. Gontinued! ol attached she
ss=p | VISITS The resident must be seen by a

'visits which evaluated the total program of care

| admitted on 4/25/06. Review of physician's

The resident must be seen by a physician at least
once every 30 days for the first 90 days after
admission, and at least once every 60 days
thereafter.

A physician visit is considered timely if it occurs
not later than 10 days after the date the visit was
required.

%

This REQUIREMENT is not met as evidenced
by:

Based on review of medical records and staff
interview, the facility failed to assure physician

were provided every 60 days for 2 (#22, #44) of
12 open sample residents. The findings were:

1. According to the face sheet, resident #44 was

progress notes showed the resident's total
program of care was evaluated by a physician on
10/18/06 and then, 77 days later, on 1/30/07.

After researching pnysician's visits, the unit
secretary stated on 4/5/07 at 9:30 AM that there
had been no other visits, On 4/5/G7 at 11:45 AM,
the DON confirmed the unit secretary kept a log
of all physician visits.

physician at least omce every 30
days for the first 90 days after
admission, and at least once every
60 days thereafter. A physicilan
visit is considered timely if it
oceurs not later than 10 days
after the date the visit was
required.

A, There are signed progress notes
in the medical record for resident
#44 for 1/3/07 and 3/5/07. Residént
#22 was seen om 3/26/07 and is
due for her next MD visit on 5/26/07.
B. Unit secretary will audit all
resident records for-compliance
of physician visits that were
not .completed according to
regulations. These Visits will bg
reported to the NHA and to the
Living Center Medical Director
for follow—up. Physicians who do
not comply with required visits if
will be réferred to the Medical
Staff Quality Committee for furtherdPéyéﬁ
follow-up, -6/ 6407
C. The unit secretaries will
continue to track MD compliance
with required visits and send
out monthly reminders to physicizus

)
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F 387 Continued From page 16

, 2. Review of the physician's progress notes
: showed a physician evaluated the total program
- of care for resident %22 on 10/15/086, 10/29/06,
:12f20/08, and 3/26/07. The last two visits ware
" 95 days aparl. After researching physician visits,
the unit sacratary stated on 4/5/07 at 2;30 AM
that there wera no other visits. On 4/5/07 at 11:45
: AM, the DON confirmed the unit secretary kept a ;
i log of physician's visits. |
F 442 ' 483.685(b)(1) PREVENTING SPREAD OF
58=D"' INFECTION |

' When the infection control program determines

* that a resident needs isolation to prevent the
spread of infection, the facllity must isolate the
resident.

This REQUIREMENT is not mat as evidenced
by:

Based on observation, medical record review,
staff inferview, and raview of policies and
procedures, the facility failed to demonstrate
appropriate procedures were in place to maintain
_contact isolation for 1 (#44) of 1 residents who
raqulred contact isolation. The findings were:

: Review of laboratory (lab) results dated 3/31/07
i revealad resident #44 was pasitive for methicillin
| resistant Staphylococcus auraus (MRSA) In a
i wound on histhar foot, Review of a physiclan's
note dated 4/2/07 showed the resident had a :
fever with marked redness and pain In the lower
extremity “...Culture MRSA..." Interview with
licensed practical nurse (1LPN) #6 on 4/4/07 at
" 1110 PM revealed she was aware the resident
had MRSA in the lower lag. She stated she .
' notified her staff of the diagnosis, but did not i
| know how other staff were informad. At that time, :

F 387! about due dates. AllL MD visits
ithat are five daye late from
_acheduled due date will be -
'teported to the NHA and to the
;Medieal Director for follow-up. 5%157
'D. The unit secretaries will audit
vielts as noted In item C,
Delinquencies will be veported
Ammediately to the NHA and the
Living Center medical director
F 442ifor follow-up. Continued on Attad
iWhen the infection control
iprogram determines that a residawt
‘needs isclation toprevent the |
apread of infection, the facility
must isolate the resident,
!A Over the door cabinet with
PPE for stzff was inatalled on
door to room of Resident p44.
Infection control nuree pruvldad’
An-service education to staff ""
regarding 1solation precautions
to be used.
B, The 1nfectlon control nuree
will {dentify all currently
adinitted residents to determine
1f dpolation procedures are
needed, Ieolation procedures will

hed SheeE.

75707

be implemented for these residents. 4LLEMPF—
C. Infection control purse will

provide direct care staff wich

in-service education on 1solation
;precautions and PPE, 3410407

The Director "6f" 'Nurses or designaa
and the infectlon control nurpe
will ensure that i1solation
precautione are Initlated and PPR
iz provided for ataff when caring
for a resildent who has been placead

]
|
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the LPN stated staff used gloves, but did not use
. gowns, when caring far a rasident who raquired
. contact isolation, Observation showed an ,
 isolation cart which contained personal protactive
- equipment (PPE - gloves, gawns, goggles,
t masks) for staff and dedicated equipment
' (stethosoope, blood pressure cuff, thormometer,
. ato) for use with the reaident was not available.
i Observation throughout the rest of that day and
| the next morning also showed staff entered the
i room without wearing gowns.
' interview with the director of nursing (DON)
. on 4/8/07 at 7:30 AM revealod the Infectlon ‘
. control practitioner (ICP) told staff what
" precautions to institute for residents with MRSA,
At that time (8 days after the positive culture), the |
_PON stated she did not know if the ICP had ‘
. provided instructions o staff related to caring for |
i this resident. The DON further stated she did nat |
t know If staff knew to use gowns when |
i anticipating contact with body fiuide or contaat
: with surfaces previously in contact with body }
Hiulds; nor did she know If gowns were used at al| |
' by the staff.
. Interview with the ICP on 4/5/07 at 8:.02 AM
- revealed she received a weekly report from i
microbiology detailing laboratory resuits and a
daily report if infections were identifled, She
stated the facllity had over-the-door cabinets for
storing PPE for staff and dedicated equlpment for
- residents who required isclation. When
questicned about resident #44, the ICP stated
' she "slipped" with that resident. She confirmed
. the cabinet was not in place and stated she had
' not yet educated staff on Isolation precautions for -
. the resident, even though positive MRSA rasults
- were raceived 6 days earlier on 3/31/07,
| Furthermore, tha ICP stated her emphasis was
. on woaring gloves and practicing good

i
L

(X4) D SUMMARY STATEMENT OF PEFICIENGIES o 0 PROVIDER'S PLAN OF CORRECTION. L ()
PREFIX - (EACH NEFIGIENGY MUST AE PRECENED RY Fll | . PREFIX (FACH CORRFOTIVE ACTION SHOLILD RE | COMPLETION
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t -+ ;
F 442 Continued From page 16 F442.0n taclation. Staff will he

inserviced at that time by infection
.control nurse or designee regarding
itype of isolatlon precautions th#t
:are indicated for specific l
iresident. ! '6%)7/
D, The DON or designee and -
[infection control nurse will
imonitor for compliance. Any
lconcerne will be addressed
|immedia(:ely. Findings will be
reported by infection control
nurse at quarterly Performance
Improvement meeting. J;QL&B

e,
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F 444
§8=D

> handwashing; she did not necessarily stress the
_use of gowns when coming in direct contact with

the wound or the resident's bed.

Acoording to the facility's undated palicy and
procadure entitled "Isolation Guidelines", contact |
precautions are for "patients [residents] known or
suspected to be infected or colonized with

. multi-drug resistant organisms [such as MRSA]

that can be lransmitted by direct contact with the
patient...or in direct contact (touching) with
environmental surfaces or patient-cara ltems in
the patient's environment....Wear a gown when
entaring the room if you anticipate that your

" clothing will have substantial contact with the

patient, environmental surfaces, or items In the

" patient's room.,.Dadicate the use of nonoritical

: The facility must require staff to wash their hands -

palient-care equipmant to a single patient to
avoid sharing between patients,"

483,85(b)(3) PREVENTING SPREAD OF
INFECTION

afler each direct resident contact for which
handwashing Is indicated by accepted
professional praclice,

. This REQUIREMENT is not met as evidenced

by:

Based on random obeearvation, staff intorview,
and review of guldelines from the Centers for
Disease Contral and Prevenlion (CDC), the

* facility falled to assure staff compieted hand

hygiene after direct contact for which hand
hydione was required. The findings were:

1. Observation with the director of nursing (DON}
on 4/3/07 at 2:35 PM showed registered nurse
(RN) # 3 donned non-sterile gloves ang removed

{(X4)ID SUMMARY STATEMENT OF DEFICIENCIES D PROVIDER'S PLAN OF CORRECTION (X6}
PREFIX {EACH DEFIGIENCY MUST BE PREGEDED BY FULL ! PRFEIX (EACH CORRECTIVE AGTION SHOUH N RF GOMPLETION
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L ]
T T T
F 442 Continued From page 17 F 44 The facility must require staff

i

!

i
to wash their hands after each |
direct resldent contact for whick
bandwashitg 18 indicared by 5
accepted professional practice,

NM A, FergT—RN>=#3 received in-

%

‘Barvice educution regarding proper
;hand hyglene after removing

‘goiled gloves and prior ro donning
stetlle ploves as 1t relates vo
pertorming dressing change for
reaident #31. Nusse=tRI=E—puuvorrg P
recelved in=service education

regarding proper hand hygilena as it
relates to madication

adminiseration, b 507
B. The Director of Nursing and '
Clinical Supervisor will randomly

audit direct care staff hand

F444 hygiene techniques for compliance

during rounds. Policy and Procedure
for "Packing & Wound" will be
pupdated to include hand hygtane
lafter removing solled gloves and |
between glove changes. DON will '
observe licensed nurses who do |
dressing changes and medication E
administration to ensure hand hyg
ils in cowpliance., Any concerns
will be addressaed Jimmediately,
C. The facility will ensure that
proper hand hyglene fs completed
to remove the transient wicrobial
contamination acquired by contact
with body fluids or excretilons,
mucous mewbranes, non intact skir,
wound dressings, environmental
sources and when removing gloves.
The nureing acaff will receive

lane

[=!

] L6407

il
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the old dreesing from resident #31. The RN then
removed and discarded the gloves, but failed to
wash her hands prlor to donnhing sterile gloves
and complating the dressing change. During an
Interview on 4/4/07 a1 11:60 AM, the DON
variflad tha RN failad to wash har hands when
changing gloves and stated that she should have
done so. Interview with the facility's infection
i control practitioner (ICF) on 4/5/07 at 8:02 AM
revaaled washing hands after removal of gloves
“is crucial, espeacially with dressing changes."
The ICP stated studies show that gloves can
have micro-tears not visible to the-human eye.
Raview of the facility's 2004 policy and
: procedure, "Parcking a Wound," showad hand
* washing between glove changes was not
addressed.

Review of the CDC guidelines published in
October 2002 showed, "Decontaminate hands
after contact with body flulds or excretions,
mucous membranes, nonintact and wound

- dressings..." and "Daecontamihate hands after
. removing gloves."

2. Ohservation on 4/3/07 at 7:46 AM showed RN
# 1 closed the bottom drawer In the medication
. cart with her foot, The RN then reopened the
drawer with her hand placed over the same
surface as her foot, removed a bottle of
- medication, opened and poured it, returned it to
-; the drawer, and shut the drawer with her hand. |
: The RN proceeded to open another drawer and
remove several unit doses of medications which
she openad, poured into a cup, administered to
an unidentified resident, and signed them out in
the madication adminiatration reaard. The RN
. naver sanitized her hands during the entire
| procedure. 5
According to the facility's 3/26/04 policy and

F444‘inservice educatilon on handwashi$g
and proper hand hyglene epecificflly
in regards to:
- Appropriate hand hyglene as 1it|
relates to middication administratien.
i~ Appropriate hand hyglene between
lgolve changes as it relates to
%dreccing changes. ]
‘= Review of the updated policy j
and procadure for "Packing a |
Wound". S107C7
D. The DON and désignees will
rnadomly audit licensed geaff ;
for hand hygilene durilng medication
ladministration and dressing changes
jon daily rounds two timas a week
ito ensure compliance, Any concerns
will be addressed immediately,
Findings will be reported at the; .
quarterly PI committee meeting. |5/49707
: |

i
I
i
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: procedure entitled "Handwashing Technique for
the Prevention of Nosccomial Infections" N-IC10,
"employaees will wash their hands in order to
ramave the transient microbial contamination ,

" acquired by contact with...environmental :
sources.” ‘ !

i
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Health Recertification survey
. Plan of correction 4.30.07 -
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St. John’s Living Center )

F334 continued

Findings will be reported quarterly at Performance Improvement meeting by the Infection
Control Nurse,
5-19-07

F386 continued

This audit will be reported at the quarterly PI moeting and at appropriate STMC medical
staff meetings as needed,

5.16.07

F387 continued

Aggregate data on delinquent MD visits will be reported at the quarterly Living Center PY
committee meeting,

5.16.07



