03/18/2007 08:45 FAX 3078855889 STAR VALLEY MEDICAL CTR diooa
PRINTED: 03/06/2006

" DEPARTMENT OF HEALTH AND HUN, . SERVICES : FORM APPROVED
CENTERS FOR MEDICARE & MEDICAID SERVICES . QMB NO. 0938-0391
STATEMENT OF DEEICIENGIES {X1) PROVIDER/SUPPLIER/CLIA (X2} MULTIPLE CONSTRUDTION [X3) DATE SURVEYY, /o
AND PLAN OF CORREGTION IDENTIFICATION NUMBER; A BUILOING COMPLETED v}}\ }?

' ' N
B, WING : . )
. 83A050 02/23/2008
NAME OF PROVIDER QR SUPPLIER STREET ADDRESS, GITY, STATE, ZIF CODE .
P . 110 HOSPITAL LN
STAR VALL!EY CARE CENTER AFTON, WY 83110
(X4} ID SUMMARY STATEMENT OF DEFICIENCIES b PROVIDER'S FLAN OF CORREGTION (X5)
PREFIX (EACH DEFICIENCY MUST BE PRECEEDED BY FUI.L PREFIX (EACH CORREGTIVE ACTION SHOULD BB COMPLETION
TAG REGULATORY OR LSCIDENTIFYING INFORMATIGN) TAG CROSS-REFERENCED TO THE APPROFRIATE DATE
DEFIGIENCY)
F 253]483.1 S(h)(é) HOUSEKEEPING/MAINTENANCE F 283
38=D

The facllity must provide housekeeping and
maintenance services necessary to maintain a
sanitary, orderly, and comfortable interior.

This REQUIREMENT is riot met as evidenced
by '

Based on observation, and resident ard staff
interviews, the facllity failed to ensure thres
resident rooms and a common room were
maintained in a comfortable, homelike manner,

The findings were;
a. Observations in resident room 218 on ,
2/21/08 at 4:25 PM, and 2/22/06 at 11 AM - O Toe patinathas bocn puinted. 4403106
revealed a cablnet with & missing plece of malrtenance lnt‘:mew":"m""mby
laminate, approximately 3 x 4 our Inches, at the indHeated e is satiafied with the ::;“m '
base of the cabinet. In addition, there was a hole repair (painting). A different wupeze will be

in the wall located behind the bad that was used to lessen damage to the wall.
approximately 8 x 2 1/2 Inches in size. Interview ,

with resident #18 on 2/21/08 at 4,25 PM revealed
the gouge on the closet had been there since
sfihe moved into the facility approximately 1 1/2
years before, The resldent stated sfhe had asked
to have It fixed several times because it bothered
him/her. The resident stated facliity staff checked
on it, but never fixed it,

b. Observation in resident # 21's room on (b) The wells in resident #21°s room will be 4/03/06
222106 at 9:30 AM and-again at 11 AM revealed vepeired by maintenance
a4 X 3inch gouged and damaged area on the f
wall at the foot of the bed. Additionally, there was
a 34 1/2 x 13 inch area on the wall near the side

of the bed that was gouged and had chipped ! g
paint. interview with resident #21 on 2/22/06 at SN e
9:30 AM revealed the damaged areas onthe | i Y~ ,{)
+Walls of his/her room were bothersome. The ! e [
‘ resident further stated sfhe did not know how long PN
 the chips and gouges were present, but that It / g o‘%ﬁ
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had been "qulte a long time." _
c. Observation on 2/22/06 at 7:25 AM In the , .
bathroorm of room #210 revealed there were four (€) The walls in bathroom #210 will be repaired | 4/03/06
areas where the paint was scratohed off on the by mainteunce.
wall across from the tollet, The areas measured
10 x 4 Inches, 2 x 17 Inches, 2 x 17 Inches, and 2
x 3inches, In addition, on the adjacent wall, there
was a scraich which measured 2 x 3 inches,
d. Observation on 2/21/06 at 4:05 PM in the (4) In the commons rookn, the damaged wall 4/03/06
common room revealed the wall next to the pianc will be repaired by maintenance, New
had a 10 foot long damaged area of chipped paint cimrwebemgreplucedpercagitgl '
and gouges where chairs were baing pushed up equipnent and approval by administration
against the wall, Additionally, there was a four
foot leng sectior of chipped paint and numerous
gouges where chalrs were pushed Up against the
adjacent wall. : .
e, Interview with the maintenance director on (&) The condition of the fasility’s walls, as weli | 4/03/06
2/22/06 at 11 AM confirmed he had been aware as(a, b, c, and d) will be monitored mouthly
of the wall damage for six months, He also stated by the safety commitiee, Maintenimce
that he had been aware of the hole in room #218 requests will be completed on the walls tn
for about one month. | need of repair. Requests versus repairg will
. | be monitored in the QI committex meetings.
! D.O.N. will provide oversight,
F 272 483.20, 483,20(b) COMPREHENSIVE F272] C '
S8<E | ASSESSMENTS ' )
- . Yo e " S VL
The facility must conduct Initially and periodicaily (€) A { rnll be o T o
a comprehensive, accurate, standardized Peqo condmy b s o
reproducible assessment of each resldent's ! b Ao, sl
functional capacity. - | | e ‘ f
I
A facility must make a comprehensive |'
assessment of a resident's. needs, using the RA i
specified by the State. The assessment must I
Include at feast the following: [
Identification and demographic information: |
Customary routine: |
| Cognltive patferns: 1 I
Communication: ‘ | |
Vision; , | :
FORIM CMS-2567(02.0u) Previous Versions Obsalgly Evenl 1D RRM&11 Factiy iD: - Wy apas if contlnuation sheel Fage 2 of 12




03/18/2007 09:46 FAX 3078855889

" DEPARTMENT OF HEALTH AND HU, N SERVICES

STAR VALLEY MEDICAL CTR 005

PRINTED; 03/06/2008

\ FORM APPROVED
CENTERS FOR MEDICARE & MEDICAID SERVICES OMB NO, 0938-0351
STATEMENT-OF DEFIGIENCIES {X1) PROVIDER/SUPPLIERICLIA {X2) MULTIPLE CONSTRUGTION {X3) DATE SURVEY .
AND PLAN OF CORRECTION IDENYIFICATION NUMBER; COMPLETED ¥
| A. BUILDING ,;J\r {}
B, WING .
53A050 02/23/2006
NAME GF PROVIDER OR SUPPLIER STREET ADDRESS, GITY, STATE, ZIP GODE
. . . 110 HOSPITAL LN
STAR VALLEY CARE CENTER . AFTON, WY 83110
{44) ID SUMMARY STATEMENT OF DEFICIENCIES D PROVIDER'S PLAN OF CORRECTION (X8)
PREFIX (EACH DEFICIENCY MUST BE PRECEEDED BY FULL PREFIX (EACH CORRECTIVE ACTION SHOULD BE COMALETION
TAG REGULATORY OR LSC IDENTIFYING INFORMATION) TAG CROSS-REFERENCED TO THE APPROFRIATE DATR
OEFICIENCY)
F 272 | Continued From page 2 F272
Mood and behkavior patterns;
Psychosocial well-being;
Physical functioning and structural problems;
Conlinence: ‘
Disease dlagnosis and health conditions:
Dental and nutritional status:
Skin conditions;
Activity pursuit;
Medicatlons;
Speclal treatments and procedures
Discharge potential;
Documentation of summary information regarding
the additional assessment performed through the
resident assessment protocols: and
Documentation of participation in assessment.
This REQUIREMENT Is not met as evidenced
by.' A
Based on medical record review and staff v
interview, the facility failed to provide ‘/9‘
comprehensive assessments of all identified o
problem areas for seven of ten sample residents o
(#2, #6, #10, #13, #18, #21, #22). The findings
were: |
1. Revlew of a 12/12/05 physician's prograss hote 1, The fhoility will usc a comprefiensive slep 4/03/06
for resident #2 revealed "...Insomnia a major assesstnent on afl residents,frior 1o being Cicvanh by
problem." Review of current physician's crders | :I‘f“’“i on & mvghnmotw or melatonin or ol oad -
revealed the resident recelved Ambien CR | adxﬁ:is:x?f?m , msijen"‘:”lﬂ“? upon s
{sedatlve-hypnotic) 12.5 miligrams (mg) every that time. The assessument wi?] b‘:c‘;;s ?ete y a |
night at bedtime for Insomnia, and Melatonin l and monitored by social services. Use%f ~
(herbal supplement used for insom niay 3 mg, 2 | | hypnotics and melatonin will be monitored ‘
tablets, as needed at badtime for insomnia. i + moathly by pharmacist, sociu] services, and |
Review of the February 2006 medication i i edministration, und D.ON, Please see the |
adminlstration record (MAR) revealed the resident! ,  #ftached assessment toof.
received Ambien CR 12,5 mg on 2/7/06, 2/8/06 i
| and 2/9/08. The resident recelved Maiatonin 3 -
mg, 2 tablets, on 2/10/06, 2/11/08, 2/13/08, '
FORM CMS-2667(02-50] Pravious Veralang Qhsolole Evenl 10, KRMA1Y Faciliy 10: Wyoosg If comtinuation shaat Page 3of12
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. The asacssment tool and it5 use wifl be
3514/0& 2/16/06, 2117/06, 2/1 8/06,.2/1 9/06, reviewed by Social Services every 6 months, 4.03.06
20/08, 2/21/06, and 2/22/06. During an interview Nosrses il be in-serviced on proper
on 2/22/06 at 4 PM, the director of nursing (DON) procedures prior to ordering hyphotics or
stated the resident had always had a problem ¢ melotonin. This will be udded to the facility
with insomnia, Review of the madical record Qtplan. The resident needs afler the
revealed no evidence a comprehensive sleep assesgrnent will be care planned, The D.O.N,
assessment was completed to detarming the wilk monitor this,
resident's usyal sleep pattern/disturbance and
possible reasons for insomnia such as noise,
pain, side effects of medication, stress, etg.
During an Interview on 2/22/06 at 4:10 PM, the )
DON stated there was no comprehensive NN
assessment to'determine reasons for insomnla, e gt
nor documentation of non-pharmacological 'Q”{uﬁ“
interventions, ' -
2. Review of the admission face sheet reveaied ».L@e_;____fh@ilitz will us¢ a comprehiensive sleep 4/03/06
resident #10 had a diagnosis of Insomnia. Review assessment o all residents prior to being
of current physlioian's orders revealed the resident | ;mmd on & sedative-hypnotic or melatonin,
received Melatonin @ mg at bedtims for Insomnia. | Soe anached assessment tool. The D.ON, will
Review of the January and February 2006 MARSs | monitor with charge ucses, Disoussion wil
! - . ovcur at monihly chemical review meetings.
revealed the resident received Melatonin 3 mg The assessment tool and its uge will b
everyday at badtime. Review of the medical reviewad by Social Services orery § mouth
record reveaied no evidence a comprehensive This will be sdded to the facility O], plan, The
Sleep asssssmant was completed to determine resident needs ufter the assessaent will be care
the resident's usual sleep pattern/disturbance and plamed, The D.O.N, will monitor this,
possible reasons for insomnia such as nolse,
pain, side effects of medication, stress, ete,
Duilng an Interview on 2/22/06 at 4:10 PM, the »
DON stated there was no comprehensive
| assessment 1o determine reasons for Insormnia, i 2
I nor documentation of any attempts of l ®
| non=pharmacological intetventicns, , ;‘.)
| i {8 !
|3, Review of the annual 2/11/05, the 11/8/05 7 g 3 The bowel assessment wis completed by | 3-14-06

| quarterly, and the 2/8/08 annuaj Minimum Data

. Set (MDS) assessments for resident #21
revealed s/he was incontinent of bowel all {or
almost all) of the time. Review of the medical

| festorative nurse and reviewed by clinical

I‘.nbc"hﬁh"\wﬂn g jli’. NV't-:-d.--wf

revieW Gomauttee? The D.ON, will monitor
(he nysessments. This will be included 11 the

facility Qplan, Lix- Mewnimid s purd i
Y e
i T S e, &
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the medical record revealed the resident had not
been assessed for the causs of insomnia,
Addltionally, review of the medical record
; revealed there were no non-pharmacological . |
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record revealed there was no bowel assessment In addition, resident #21 will have &
completed for the resident. Interview with the hypnotic/sleep assessment completed. The 4-03-06
director of nursing (DON) on 2/23/06 at 9:10 AM D.O.N. will monitor its completion snd will have [
confirmed no bowel assessment had been done. ateview every 6 monthy, It will be incladed in |
In addition, review of the 2/06 physician's the facility’s Qf plam, The use of hypnotics and
orders revealed the resident had orders for melatonin will be monitored by phatmacist,
Ambien § milligrams (mg) as needed for social services, administration, aud D,O.N
insomnia, Review of the medical record revealed
the resident had a sleep monitor completed In
2003, however, the monitor did not assess the
reagons for insomnla. Medical record review also
revealed no non-pharmacological alternatives
were attemptsd. interview with the DON on
2/22/06 at 4 PM confirmed no assessment of the "y
resident's Insomnla was completed and ne 'V
nen-pharmacological atternatives were attempted, _ A,;)‘
4. Review of the annusi 9/27/05 MDS ¢] # The bowel essessment was completed by the | 3-14.06
assessment for resident #22 ravealed s/he was ¢ rfﬁ:ﬁ"ﬁm andb%wﬁwbym’?_"hm‘m
frequently (2-3 times per week) incortinent of M 1l be -'mmc-'mi.w (e
: K oysessment. This will be included in the
bowel, Review of the 12/28/05 guarterty MDS facility QI plan.
assessment revealed the resident was incontinent
alt (or almost all) of the time. However, review of
the medical record reveailed there was no bowel &,\"’7 '
assessment complated for the resldent, Interview | x> |
with the DON on 2/23/05 at 9:10 AM confirmed no gor '
bowel assessiment had been done, { V' ge~
5. Revlew of the 2/08 physician's orders for 5. The facilitywill use u comprehensive sleep 1 4103706
resident #13 revealed s/he had orders for Lunesta | assessment op-fesident-prior-to-beifigiarted-on-
(a sleep ald) 2 mg at bedtime for steep. Review of Sedutive-hypuotie or melatoniz, The D.ON.
' s will monitor with charge nugses, Disoussion

will occur at monthly chemical review |
meeting, This will be added to the facility Q1
plan. Theuse of hypnotics and melatonin will
t bemonitored by pharmacist, social services,

laiternatives attempted, Interview with the DON on adminjstrition, and D.ON, ;
1 2022106 at 4 PM confirmed no assessment for
insomnia had been done.
FURM CMS-256/102.99} Frevious Viryinns Oisalels Lvient 1D RRWMET Facilly 13, wvooss If continuation sheal Page § of 12
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6. Review of the 2/08 physician's orders for 6. The facility will use o comprehensive sfecp 4-03-06
resldent #18 revealed s/he had orders for Ambien asseement on resident prior Lo being started on
(for sleep) 10 mg for Insomnla. Review of the & sedative-hypnotic or melatonin, The D.O.N,
medical record revealed the resident had not Wil monitor, Discussion will ocour st monthly
been assessed for the cause of Insomnia, chemical review meeting. This will b added

o to U facility QI plim, The use of hypnotics
Additionally, review of the medical record and melatonin will be monitored by

revealed there were no non-pharmacological harmacist. social servi A
alternatives atternpted. Interview with the DON on PN soc fervices administration, end
2122106 at 4 PM confirmed no assessment for
insdinnia was done.

7. Review of the medical racord revealed resldent 7. The facility will use & comprehensive sleep 4-03-06
#6 had a dlagnosis of Insomnia dated 3/23/04, e onenu on resident prior to being started on
Review of the February 2006 physician orders, 4 sedative-itypnotic or melatonin, The D.O.N,

will monitor, Discussion will ocour st monthly

showed the resident had an order dated 10/28/05 ’ sherns . ; ;
for Ambien (a sleep alde) & milligrams PRN (as o ity Ol pi. T il be udded

| needed) for insomnia, The February madication | and melatonin will be monitored by
administration record confirmed the resident - pharmacigt, social services, administration, and
received the Amblen six times so fat In the DON.

month. Interview with the DON on 2/22/06 at 4
PM confirmed there was not an assessment
completed to address the use of Ambien for the
Insomnia, and she was unaware of any other
interventions tried to treat the insomnia.

Reference for professional standard related to
sleep assessments: According to Nursing
Interventions and Clinical Skills, 3rd edition, 2004,
by Elkin, Perry and Potter, page 224, a sleep
assessment should Includa assessing at least the
following: f
a. What time the resident usually goss to sleep.
b. How quickly the resident falls asleep.

¢. Tha average number of hours the resldent

| sleeps,

- d. How many times the resident awakens during
 the night.

e, When the resldent typically awakens.

- f. How long the resident has had problems

i,
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The assessment must accurately reflect the
resident's status,

A registered nurse must conduct or coordinate
gach assessment with the appropriate
participation of health professionals.

A registered nurse must sign and certify that the
assessment is completed,

Each Individual who completes a portion of the
assessment must sign and certify the aceuracy of
that portion of the assessment,

Under Medicare and Medicald, an individual who
willfully and knowingly certifies a material and
false statement in a resident assessment Is
subject to a civil money penalty of not more than
$1,000 for each assessment, or an Individual who
willfully and knowingly causes another individual
to cerfify a material and false statement in a
resident assessment is subject to a civil money
penalty of not more than $5,000 for each
assessment,

Clinical disagrsement does not constitute a
materfal and false statement.

i
This REQUIREMENT is not met as evidensed
hy.
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sleeping and how often.
g. What medications might interfere with sleep,
h. What ilinesses or condltions might aiter sleep
patterns,
F 278
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Based on medical record review and staff and
resident Interviews, the facility failed to assure
- Minimum Data Set (MDS) assessments were
accurate for three of ten sample residents (#8,
0, #16). The findings ware . ; it =
#10, #16). The findings Ihe MDS coordinator will review MDS ;,'\03' i
1. Review of the. 10/24/05 annual MDS Eoe pemiboo by oMl 1€
ssoasment roconatios annua | S not L. The MDS Wil then be reviewed at care plis | 4-03-06
assessment revealed residen nat have meeting (o determine accuracy of the MIDS, ay
any fractures in the past 18¢ days. However, a double check. 10.0.N, will monitor the
review of a 6/25/05 x-ray report revealed the accuracy of MDS assessments and data enry.
resident had fractures to the lateral right 6th and We now huve  certified MDS-RN completing
8th ribs. In addlition, the 1/24/06 quarterly MDS data entry starting February 28, 2006. The
assessment revealed the resident was Incontinent MDS agsessments and acouracy will become
of bowel. However, review of the 1/24/06 care part of the fucility QI pin,
plan and nursing assistant documentation for that
timeframe revealed the resident was continent of
bowel, During an Interview on 2/22/06 at 4:50 PM,
the director of nursing (DON) stated the W
assessments were inaccurate. {3,,( ¥
2. Review of the 1/18/08 quarterly MDS 2. The lleS" will then be reviewed at care plan 4-03.06
assessment showed resident #16 did not have ‘“;e‘l]‘:lg't:ingme aceucacy of the MDS, us
fractures in the past 180 days. Howsver, review a double eeck, D.O.N. will monitor the
i . ) accuracy of MDS assessments and data entry,
of a 12/2/05 x-ray report showed the resident had We niow have 1 certified MDS-RN completing
a fracture to the left rib. Review of nursing notes data entry starting February 28, 2006, The
showed on 12/2/05 the resid.ent fell and guﬁ'ered MDS assessments and accuracy will become
fractures to the left ribs, During an Interview on part of the facility QI plan,
2/21/06 at 4:10 PM, the resident stated she fel
and broke two ribs. During a interview on 2/22/08 )
at 4:50 PM, the DON stated the assessment was |
inaccurate.” : L
1 ~ ¥
3. The following concerns with accurate ! L3 pai ﬁ:@ggtﬁ'ﬁh‘m be ':c‘:;";:; 2;;’;‘2“ | 4-03-06
. . i . Al crm]_n‘-‘
| compietion of significant change assessments for | | MDS, a5 o double check. D.ON, will monitor
resldent #6 were identified: | the accuracy of MDS assessments and data
| & Review of the medical record showed the entry, We now have a certified MDS-RN !
facility completed a significant change MDS sompleting data eniry starting February 28, ;
assessment for the resident on 11/25/05, . 2006, The MDS assessments and acewracy
According to that assessment, the resldent had & will become part of the facility QI plan,
B 100 RRMS11 Fasllly I Wyooaw If eontinuailon sheet Page 8 of 12
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stage 2 ulcer, Interview with the DON on 2/22/06
at 4 PM revealed during this time perlod the
resident never had a stage 2 uicer and confirmed
the coding was inaceurate.

b. According to this slgnificant change MDS
assessment completed on 11/25/05, the resident
was occasionaily incontinent of bladder; this was
& decline In urinary incontinence since the 8/26/05
quarterly MDS assessment where the resident
was documented as "Usually continent" of
bladder. Despite compietion of a significant
change assessment, and the documentad decline
in urinary incontinence, the facility coded Sections
H4 as "No change." Interview with the DON on
2/22/06 at 4 PM confirmed the change in Urinary
incontinencs shauld have been coded as a
decline,

According to the Centers for Medicare & Medicaid
Services Revised l.ong-Term Care Facility
Resident Assessment Instrument User's Manual, |
Version 2.0, December 2002, Sectlon H4 should
"document any changes in the resldent's urinary
continence stalus as compared to 90 days ago
(or gince the last assessment if less than 90 days
ago).

F 371
38=D

483.35(h)(2) SANITARY. CONDITIONS - FOOD
PREP & SERVICE

The facility must store, prepare, distribute, and
serve food under sanitary conditions.

This REQUIREMENT s riot met as evidenced |
by: "
' Based on observation, staff Intervisw, review of a
- temperature log, and faciiity policy and procedure,

F 278

F 371

3. b The MDS will thim b reviewed gt care 4-03-06
Plat meeting to dtennine acouracy of the

» 89 & double check. D.O.N. will menitor
the accuracy of MDS assessmaents and data
entry.l We now have a certified MDS-RN
completing duta entry guting P obruary 28,
2006, The MDS as&msx'mntf and accuracy
will become part of the lowility QI plan,.
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the facility falled to ensure cold foods were held at
an acceptable temperature in one of three
resident refrigerators, The findings were:
Observations on 2/21/06 at 7:59 PM, and on "~ The facility will enswe cold foods will be held at . 3-14-06
2/22/06 at 3:60 PM, showed the interior acceptable tetmperstures , .. (2) 5 degrees Celsius
temperature of the resldent refrigerator located in (41 degrees F) or luss, See revised dietary policy

on temperatires of refrigerators and freezers,
Dictary department leader will conduct ju-setvice
with staff, See attached in-zervice meeting

the main dining room was 44 degrees Farenhait
(F). The refrigerator contained resident

beverages and snacks Including; milk, yogurt and attendange sheet. The Dietary department staff
health shakes, Review of a temperature loy . will inolude monitoring of temperatures on daily
showed reftigerator temperatures were taken in compliance rounds, This indicator will be
the moming and evenings for most days of _ included in the faciljities QI plan, Dietary
February, 2006, Twenty-one of the recorded 32 Department (.eader will monitor this, The
temperatures were 42 degrees F or higher. maintenance department will conduct bi-emwal
The temperature log further showed that on : preventative maintenance of freezers and
2/7/06 a request for maintenance was made. refrigerators in the fecility,

However, Interview with the maintenance director
on 2/22/08 at 11 AM revealed he was not aware
of any problem with the refrigerator. Interview with
the dietary manager on 2/22/08 at 3:50 PM
confirmed the refrigerator was too warm, and her
expectation was for the temperature to be in
accordance with the policy. She further stated she
was not aware if maintenance had addressed 1.
Reviéw of the facllity pollcy and procedurs
"Temperatures of Refrigerators and Freezers"
revised February 2000, showed "refrigerator
temperatures shall be within the acceptabls range
30 degrees to 40 degrees F.. At any time any
refrigerator or freezer is not within acceptable
range It must be reported to the maintenance
| department Immedlately,”

: According to Food Code 2005, U.S, Public Health
: Service, 3-501.16: cold holding of potentially i
hazardoys foods shall be maintained at,..(a) 5 :
degrees Celsius (41 degrees F) or less, ,
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F 456 | 483.70(c}{2) SPACE AND EQUIPMENT F 456
55=D
The facillty must maintzin all essential
mechanical, electrical, and patient care
equipment In safe operating condition.
This REQUIREMENT s not met as evidenced
by -
Based on observation, resident interview, and N7 @vy(
staff Interview, the facility falled tc malntaln e
resident equipment in a safe and comfortable Rl
manner for ong (#21) of nine sample residents, G ®
The findings were; T
On 2/21/06 at 5:20 PM observation revealed the The facility will maintain resident equipmentina | 3.13.06
right arm of the wheelchair utilized by resident sufé and comfortable manner, Th wheelchalr |
#21 had rips and tears with sharp edges, g‘;"f‘f have been mplmh?‘;?pm ‘?““;13“ |
Interview with the resident on 2/21/06 at 7:20 PM e e oo i:i;“gff e Serviced on
revealed s/he would like to get "duct tape” to fix it po 9L malainng re 3 e pren 1
. . 1o prevent Injury and infection. Resident’s I 40306
but s/he ‘could not afford the expense, Petiodic equipment will be monitored moothly per safety |
observations on 2/22/06 from 7 AM through 1:40 commiltee and maintenance requests will be
PM revealed the right arm of the wheeichair st completed for repairs when necessary, Requests
did not have the rips and tears covered or versus repaiy and time frame to complete will be
repaired, Interview with the director of nursing monitored in QI committee, D.O.N. will monitoy
(DON) on 2/22/06 at 1:40 PM revealed the this.
wheelchalr arms were normally covered with
sheepskin, The DON further stated the sheepskin
covers were washed on 2/19/06 (4 days eerlier) v
and should have already been placed back on the i
wheelchair arms, |
F 485 483.70(h) OTHER ENVIRONMENTAL F 465
SS+F | CONDITIONS . !
The facllity must provide a safe, functional, ' | !
sanitary, and comfortable environment for :
residents, staff and the public. 1
WYD0un ifcontinuatlon sheet Page 11 of 12
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This REQUIREMENT Is not met as evidenced
by
Based on observation, and staff Interview, the
facility failed to ensure a back fiow prevention
device was present on a beauty shop sink to
protect the water system. The findings wera!
Chservation and interview with the maintenance The facility will ¢nsure that a back fow 4-03-06
director on 2/22/08 at 11 AM revealed the beauty prevention device is placed on beauty shop sink.
shop sink was equipped with a sprayer hose, ﬁdm‘{ ““‘}mﬂ’%@mw will monitor this. The
which could reach the bottorn of the sink and did o iing o safe, otional, sanitary
not have a back flow prevention device, Interview facility’s QI plun nrent will bevome part o
with the mainienance director at this time '
confirmed the back flow device was absent and
verifled that he was aware the sink should have
had one.
!
i
| .
i |
‘ {
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